
10.1177/0145445503253836 ARTICLEBEHAVIOR MODIFICATION / July 2003Herbert / SCIENCE AND PRACTICE

The Science and Practice of
Empirically Supported Treatments

JAMES D. HERBERT
Drexel University

Despite impressive gains over the past three decades in the development and evaluation of empir-
ically supported psychotherapies, such treatments are not used widely by front-line practicing
clinicians. In an attempt to address this science-practice gap, efforts have turned recently to con-
structing lists of empirically supported treatments (ESTs) and disseminating information about
these treatments to professionals and the public. This effort has been met with criticism, how-
ever, by both practitioners, on one hand, and psychotherapy researchers on the other. The current
procedures for identifying ESTs are critically reviewed, and recommendations are offered to
improve the scientific viability of the process. It is argued that lists of ESTs are viewed most pro-
ductively as one step toward the development of best practice guidelines.
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Despite important advances in the development and empirical eval-
uation of psychotherapies over the past three decades, the chasm
between clinical practice and the scientific literature is as wide as ever.
In 1993, the Division of Clinical Psychology of the American Psycho-
logical Association established the Task Force on the Promotion and
Dissemination of Psychological Procedures with the goal of establish-
ing criteria for identifying empirically supported treatments (ESTs),
constructing lists of such treatments, and disseminating this informa-
tion to various stakeholders. This effort was spawned in large measure
by concerns over the gap between science and practice with respect to
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psychotherapy. The Task Force, now known as the standing Commit-
tee on Science and Practice (CSP), published its initial report in 1995,
with updates in 1996 and 1998 (Chambless et al., 1996, 1998; Task
Force, 1995). Although not official Task Force publications, several
other recent articles published by members of the CSP outline the
committee’s work to date and discuss future directions (Chambless &
Hollon, 1998; Chambless & Ollendick, 2001; Sanderson, this issue;
Weisz, Hawley, Pilkonis, Woody, & Follette, 2000). The effort to iden-
tify and promote ESTs is consistent with the broader evidence-based
medicine movement initially developed in the United Kingdom
(Gambrill, 1999; Sackett, Richardson, Rosenberg, & Haynes, 1997).

Although on initial consideration the idea of identifying lists of
ESTs would seem to be uncontroversial, the project has in fact proved
quite contentious. Most criticisms have centered on three broad
themes: (a) concerns about the impact of lists of ESTs on practicing
clinicians; (b) the rejection of empirical epistemologies in general,
and randomized clinical trials in particular, as legitimate methods for
evaluating psychotherapies; and (c) the scientific status of the specific
procedures for identifying ESTs. Many clinicians object to the effort
on the grounds that it oversimplifies the treatment process and under-
mines clinical judgment and the autonomy of the practicing profes-
sional. Several observers—including both clinicians and psychother-
apy researchers—have discussed practitioners’ wariness of treatment
manuals, which many view as overly restrictive, inadequate to capture
the myriad nuances of psychotherapy, and not applicable to the com-
plex cases that are typically seen in most settings (Addis, Wade, &
Hatgis, 1999; Garfield, 1996; Lambert, 1998; Parloff, 1998; Raw,
1993; Silverman, 1996). Indeed, many of the reservations about ESTs
among practitioners stem directly from their disdain for treatment
manuals. Some practitioners have also voiced concerns about poten-
tial negative economic consequences of listing ESTs, especially in
relation to the further demise of long-term psychotherapy, as well as
the focus of ESTs on symptom reduction rather than psychological
growth and self-actualization (Fensterheim & Raw, 1996). As dis-
cussed below, many practicing psychotherapists reject the notion that
experimental scientific studies can possibly provide adequate tests of
psychotherapies as they are implemented in the community.
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On the other end of the ideological spectrum, many scientifically
minded clinical psychologists have also been critical of the work of
the CSP. Like their practitioner colleagues, some clinical scientists
also object to the very idea of lists of ESTs on the grounds that they
oversimplify inherently complex phenomena (Nezu, 1996). In addi-
tion, as discussed below, psychotherapy researchers have raised a
number of criticisms of the movement, the most common and impor-
tant of which concern the criteria established by the CSP for identify-
ing ESTs.

SHOULD WE EVEN TRY TO LIST ESTS?

These concerns raise a fundamental question: Should we establish
lists of ESTs? Because whatever procedures are adopted for distin-
guishing ESTs will necessarily be imperfect and controversial, is the
effort doomed to failure?

How one answers these questions follows largely from the value
one places on quantitative outcome research in the development, eval-
uation, and dissemination of psychotherapies (Craighead &
Craighead, 1998; Nathan, 2000). Those who see little value in con-
trolled clinical trials are unlikely to be persuaded that any listing of
ESTs is a good idea. On the other hand, those who view research as
critical to the evaluation of psychotherapy (this would include various
stakeholders in addition to scientifically minded psychologists,
including many clients and third-party payers) are likely to be more
favorably disposed to lists of ESTs, provided that the standards on
which they are based are scientifically sound.

Perhaps the strongest case for the effort to identify ESTs lies in the
failure of many practitioners to use evidenced-based treatments in
their work, despite dramatic advances in psychotherapy over the past
three decades (Barlow, Levitt, & Bufka, 1999; Hayes, 1996; Sander-
son, 2002; Sechrest, 1992). For example, studies have found that only
a minority of patients treated for an anxiety disorder receive an empiri-
cally supported treatment, despite the well-documented effectiveness
of such treatments (Goisman et al., 1993; Goisman, Warshaw, &
Keller, 1999; Taylor, King, & Margraf, 1989). For a variety of reasons,
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many clients do not routinely receive empirically supported, state-of-
the-art psychotherapies. Several factors contribute to this science-
practice gap, including cognitive biases inherent in common methods
of clinical decision making, widespread theoretical perspectives that
devalue empiricism, and the sheer volume of the research literature.
Human judgment and decision making are subject to a variety of cog-
nitive heuristics that often lead to erroneous conclusions (Kahneman,
Slovic, & Tversky, 1982; Mumma, 2001; Nisbett & Ross, 1980). The
effects of these cognitive biases on clinical prediction are well known,
with a large body of literature demonstrating consistently that the pre-
dictions of expert clinical judges are less accurate than those gener-
ated by relatively simple statistical models (Dawes, 1994; Dawes,
Faust, & Meehl, 1989; Meehl, 1986). These biases can also readily
lead clinicians to overestimate the effectiveness of their interventions.
For example, positive clinical outcomes may be more likely to be
recalled than treatment failures, leading to an exaggerated perception
of effectiveness. The typical clinical setting does not permit the dis-
tinction of true intervention effects from those due to a variety of other
sources, including developmental maturation, statistical regression to
the mean, demand characteristics inherent in the setting, and various
placebo effects. Not surprisingly, clinicians tend to attribute positive
changes to their interventions—especially to the unique, distinctive,
and highly vivid aspects of their interventions—rather than these
other factors.

A closely related factor contributing to the science-practice gap is
the popularity of theoretical paradigms that embrace epistemologies
based on personal experience rather than controlled data. Psychoana-
lytic theory has traditionally been based on the idea that valid theoreti-
cal generalizations can only be gleaned from the careful idiographic
study of individual cases in uncontrolled clinical settings (Safran,
2001). Likewise, existential and humanistic therapists tend to view
controlled research as dehumanizing and unable to capture the critical
therapist-client relationship features responsible for change (Bohart,
O’Hara, & Leitner, 1998). The devaluation of empirical research has
been reinforced by the recent growth of postmodernism in both aca-
demic and clinical settings, which eschews the methods of natural sci-
ence in favor of subjective “narrative truths.” The increasing popular-
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ity of “holism,” the idea that one must consider the complex whole
rather than individual mechanisms of change, has further reinforced
the devaluation of scientific data in clinical decision making (Ruscio,
2002).

Finally, even among clinicians favorably disposed to empiricism,
the rapid pace of developments and the enormous volume of the scien-
tific psychological literature can make it difficult to stay abreast of the
latest research-based findings. Expecting clinicians to read and digest
the primary research literature in psychotherapy, especially for the full
range of disorders and problems that they encounter in their work, is
simply unrealistic. Indeed, even psychotherapy researchers struggle
to keep up with new developments outside their own areas of
specialization.

The development of empirically based practice guidelines may be
one way to begin bridging the science-practice gap.1 Identifying
empirically supported treatments can be a useful first step in the devel-
opment of such guidelines. Although lists of ESTs may be useful, they
are in and of themselves insufficient guides for the clinician because
they do not address several important issues that must be considered in
clinical decision making. These include the relative effectiveness of
alternative interventions, the average effect sizes and numbers of indi-
viduals helped by alternative interventions, and analyses of cost-
effectiveness. These issues are discussed further below.

PROBLEMS WITH THE CURRENT GUIDELINES
FOR DEFINING ESTS

To be ultimately useful, practice guidelines and the lists of treat-
ment procedures on which they are based must be grounded in sci-
ence. As I have argued elsewhere (see Herbert, 2000), a serious prob-
lem arises when the sociopolitical goals of developing lists of ESTs
trump the scientific goals of ensuring that such lists are scientifically
defensible. Just as the internal validity of a study is a prerequisite to
considerations of external validity, questions of how best to dissemi-
nate an effective psychotherapy to clinicians and the public are only
meaningful after the psychotherapy has in fact been demonstrated to
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be effective relative to appropriate control conditions. The socio-
political purposes of developing lists of ESTs include raising aware-
ness of the value of psychotherapy among various stakeholders and
promoting its use among practitioners. These goals, however laud-
able, can only be sustained if the criteria used to define ESTs are scien-
tifically sound. In the short term, efforts to promote psychotherapy
may appear to be best served by lists composed of a relatively large
number of treatments. Hence, there may be pressure to establish crite-
ria that define ESTs more liberally than may be scientifically war-
ranted. To be useful over the long term, however, the emphasis must be
on the scientific integrity of the procedures used to identify ESTs,
regardless of how many treatments meet these criteria today. What
follows is a discussion of the most important scientific concerns with
the current procedures established by the CSP for identifying ESTs.

THE CRITERIA

The most fundamental problem with the CSP’s approach to defin-
ing ESTs centers on the criteria established to define ESTs. According
to the current criteria, to be listed as “probably efficacious,” a treat-
ment need only demonstrate that it is statistically superior to no treat-
ment (e.g., a wait-list control condition). Several authors have raised
serious objections to this criterion (Herbert, 2000; Klein, 2002; Lohr,
DeMaio, & McGlynn, this issue). We now know that virtually any
intervention is superior to no treatment, especially for mood and anxi-
ety disorders, the most common problems for which clients seek psy-
chotherapy. Using no treatment as a baseline for establishing ESTs
therefore imparts little new information about the effects of a psycho-
therapy. The absurdity of the no-treatment standard is illustrated by
the fact that both prayer (Benor, 1990; Brown, 1995; Hodges &
Scofield, 1995) and even placebo qualify as ESTs under this standard
because both have been shown to be superior to no treatment.

Chambless and Hollon (1998) defend the no-treatment baseline on
the grounds that it addresses the fundamental question that treatment-
seeking clients ask: “Is this treatment likely to benefit me?” This solu-
tion is problematic for two reasons. First, implicit in this question is
the presumption that treatment effects involve something more than
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simply talking with another party. Like medical professionals, the pro-
fessional psychotherapist is assumed to possess certain specialized
skills relevant to the problem at hand. Otherwise, why would clients
pay to see a professional rather than talking to a family member,
friend, bartender, or hairdresser? Second, the most common alterna-
tive class of interventions to psychotherapy—psychotropic medica-
tions—are held to a higher standard (i.e., superiority to pill placebo),
and it is considered unethical to deceive clients about whether they are
taking an active medication. The no-treatment standard, in effect, sug-
gests that such deception is somehow permitted with respect to psy-
chotherapy, a clear double standard.

COUNTING ONLY HITS

The no-treatment baseline is not the only problem with the current
criteria for identifying ESTs. The “box score” method of summarizing
the literature adopted by the CSP counts only “hits” (i.e., the number
of studies yielding positive results), ignoring “misses.” Thus, in prin-
ciple, a treatment could be listed as empirically supported based on 2
supportive studies, even if 50 other studies failed to find effects. This
failure to consider explicitly the entire literature is compounded by the
file-drawer problem, such as the bias against publication of null
results (Rosenthal, 1979). Conversely, consider a treatment that
resulted in consistent but statistically insignificant trends relative to a
strong control condition (e.g., a pill or psychological placebo) across
several individual studies. The current criteria make no provision for
meta-analytic strategies that might detect such findings.

METHODOLOGICAL STANDARDS

The CSP’s criteria are not explicit with respect to the minimal stan-
dards that a study must satisfy to ensure methodological rigor.
Although the CSP discusses the importance of methodological fea-
tures in general terms, they do not explicate minimal standards. Psy-
chotherapy research varies widely in methodological rigor. The
absence of explicit standards raises the possibility that seriously
flawed studies could be counted as evidence in favor of a treatment,
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and there is in fact reason to believe that this has already occurred (see
Herbert, 2000, for a discussion of the use of a seriously flawed study
to support the inclusion of a controversial treatment on the list of
ESTs).

DISTINCTIONS BETWEEN TREATMENTS

One of the most vexing problems with the current EST criteria is
the problem of distinguishing apparently similar treatments. If the
boundaries around different treatments are established solely on the
basis of superficial appearance, then a potentially infinite number of
variations of established treatments could be added to the list. Rosen
and Davison (this issue) use “purple hat therapy” to illustrate the
point. Imagine an intervention consisting of in vivo exposure for a
phobia (an established procedure supported by a large research litera-
ture), but in which the therapist is instructed to wear a large purple hat
with magnets arranged in a specific manner in the headband. The ther-
apist might develop a theory about how the hat produces its effects.
Moreover, imagine that the treatment is shown to be effective in a cou-
ple of studies, and the effects are attributed by proponents to the highly
vivid hat, rather than systematic exposure to the feared stimulus.
There is nothing in the current EST criteria that preclude purple hat
therapy from taking its rightful place on the list.

If this example seems unrealistic, consider the case of eye move-
ment desensitization and reprocessing (EMDR) (Shapiro, 1995). The
various issues surrounding this highly controversial treatment are
beyond the scope of this article; the interested reader is referred to
reviews by Davidson and Parker (2001), Herbert et al. (2000), and
Lohr, Tolin and Lilienfeld (1998). Suffice it to say that EMDR is
essentially imaginal exposure (a well-established behavioral proce-
dure) with the added feature of therapist-guided bilateral eye move-
ments (or similar bilateral stimulation like alternating knee taps). Sev-
eral studies have now established that the very feature that
distinguishes EMDR from imaginal exposure (e.g., the eye move-
ments) are superfluous (see Davidson & Parker, 2001, and Herbert
et al., 2000). In other words, EMDR is no more effective than the
EMDR procedure minus the eye movements (i.e., imaginal exposure).
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Furthermore, there is no evidence that the mechanisms of change in
EMDR are in any way unique. Nevertheless, the CSP includes EMDR
on the list of ESTs. Other forms of exposure procedures (e.g., system-
atic desensitization, flooding), however, are not listed as distinct treat-
ments but are instead listed under the general rubric of “exposure.” No
rationale is offered for this glaring inconsistency.

O’Donohue and Yeater (this issue) argue that for treatments to be
considered distinct, they must differ either in the causal mechanisms
by which they produce their effects and/or the procedures through
which those mechanisms are instantiated. These authors recognize the
difficulties inherent in making such judgments. Nevertheless, adop-
tion of this principle would provide at least some rational basis for dis-
tinguishing treatments, in contrast to the current CSP procedures. I
would only add that the burden of proof should rest clearly on the pro-
ponent of novel therapies to demonstrate the distinctiveness of new
procedures relative to established ones and that the uniqueness of
novel procedures should not be assumed (the principle of parsimony).

OVERRELIANCE ON THE DSM FOR DEFINING
THE TARGETS OF INTERVENTION

Several authors have decried the influence of the psychiatric Diag-
nostic and Statistical Manual of Mental Disorders (DSM-IV) (Ameri-
can Psychiatric Association, 1994) on the process of identifying ESTs
(Follette, 1996). The DSM is largely rooted in a medical model of
psychopathology. It has been criticized on many grounds, such as for
failing to capture natural boundaries between different forms of
psychopathology, for discouraging idiographic assessment of the
individual, and for failing to address sufficiently contextual factors.

In all fairness, however, the CSP has not required that treatments be
linked to disorders as defined by the DSM to qualify as empirically
supported. The criteria only require that the target of treatment be reli-
ably identified. The reason that so many of the treatments on the cur-
rent list of ESTs are defined by DSM categories is not because the CSP
required it but rather because this is how most psychotherapy
researchers have chosen to define the intervention targets of their stud-
ies, for better or for worse. There is no reason that ESTs must be iden-
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tified in terms of DSM categories. Nevertheless, a reliable and com-
prehensive alternative to the DSM has yet to emerge, and until such an
alternative becomes widely accepted, the DSM will continue to domi-
nate as a system for defining psychopathology.

REMOVING TREATMENTS FROM THE LIST

The current criteria make no provisions for removing treatments
from the list. The need to remove treatments might occur, for example,
when alternative procedures are found to be significantly more effec-
tive or efficient or, as in the case of purple hat therapy or EMDR, when
the unique features of the treatment are found to be superfluous.

HARMFUL TREATMENTS

Although most psychological interventions are at least minimally
helpful, there is growing evidence that some procedures are actually
harmful. Certain forms of psychological debriefing for trauma, for
example, have been shown in several studies to delay the natural
course of recovery following a traumatic event (for reviews, see Gist
& Woodall, 1999; Gist, Woodall, & Magenheimer, 1999). Facilitated
communication for autism resulted not only in false hopes for families
of autistic individuals but also in false accusations and even civil and
criminal charges of physical and sexual abuse against parents of autis-
tic persons (Herbert, Sharp, & Gaudiano, 2002). Relapse prevention
for sexual offenders may actually lead to higher rates of recidivism
(McConaghy, 1999). Similarly, certain adolescent peer-group inter-
ventions may increase delinquent behavior (Dishion, McCord, &
Poulin, 1999). Rebirthing therapy led to the death of a 10-year-old girl
in Colorado in 2000 (Radford, 2001). Consistent with the principle of
primum non nocere (first do no harm), such treatments have led some
scholars to suggest that a list of treatments empirically demonstrated
to be harmful would be an even more useful endeavor than a list of
ESTs (Follette & Beitz, this issue).

TREATMENTS, PROCEDURES, OR MECHANISMS OF CHANGE?

Rosen and Davison (this issue) make a strong case for identifying
empirically supported principles of change rather than trademarked
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therapies. They echo some of the concerns of Lohr et al. (this issue),
who advocate for experimental conditions (e.g., component analysis
studies) aimed at evaluating theoretically derived mechanisms of
change. A focus on trademarked therapies presents many problems,
and shifting attention to principles of change addresses some of these.
The link between theory and technology is emphasized, which is
hoped to be the most effective approach to developing better interven-
tions (Kazdin, 2001). The political and financial pressures to have
treatments listed may be attenuated. Ultimately, it is difficult to imag-
ine anyone arguing against the desirability of elucidating causal
mechanisms underlying effective treatments.

Shifting the focus from treatments to principles of change does not,
however, solve several key problems and in fact raises problems of its
own. First, the issue of how to distinguish two putatively distinct treat-
ments (or procedures) is not resolved. Second, it is not clear whether
principles of change refer to causal mechanisms or to effective treat-
ment procedures (regardless of the mechanisms by which they pro-
duce their effects). This is an important distinction that is often over-
looked in discussions of this issue (see, for example, Haynes,
Kaholokula, & Nelson, 1999). The problem with causal mechanisms
is that they are largely unknown even in cases in which treatment
effects have been reliably demonstrated. The causal mechanisms of
even well-established treatment procedures (e.g., systematic exposure
for phobias) remain controversial (e.g., the learning process of habitu-
ation vs. the modification of cognitive fear structures). Nevertheless,
one may isolate the exposure procedure as the effective component of
a larger treatment protocol without necessarily understanding the spe-
cific causal mechanisms responsible for the effect. In other words, it is
quite possible to demonstrate that a treatment procedure works with-
out knowing why it works. Indeed, the history of medicine is replete
with examples of treatments that were shown to be effective relative to
appropriate control conditions long before the causal mechanisms
were understood (e.g., the analgesic effects of aspirin).

A related problem that a focus on empirically supported principles
of change does not resolve concerns multicomponent treatment pack-
ages. What are we to make of programs that have been shown to be
efficacious in well-controlled studies, but for which the specific com-
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ponents responsible for the package’s effects (much less the precise
causal mechanisms of those active components) remain unknown or
controversial (e.g., cognitive behavior therapy for depression) (see
Jacobson et al., 1996). If we wait until causal debates are resolved
before listing a treatment or procedure as empirically supported, we
may be waiting quite a long time, during which time psychotherapy
stakeholders are deprived of the potential benefits that lists of ESTs
and corresponding practice guidelines might provide.

RECOMMENDATIONS

A list of intervention procedures supported by controlled empirical
research can play a vital role in bridging the scientist-practitioner gap
but only if the list is based on sound science. The work of the CSP has
been an important first step in the effort to identify ESTs. The project
has been especially valuable in bringing into focus many of the diffi-
cult issues inherent in distinguishing treatment procedures that are
supported by scientific data from those that are not. To achieve the
goals for which they were designed, the procedures currently
employed by the CSP for identifying ESTs will require significant
modification. The following recommendations are not meant to be
exhaustive but are instead offered as possible directions for resolving
some of the problems with the current procedures for identifying
ESTs.

1. First and foremost, the no-treatment baseline provides an insufficient
comparison group for making meaningful statements about the spe-
cific effects of an intervention program and should therefore be
dropped. Treatments should instead be evaluated in reference to a pill
or psychological placebo. The concept of psychological placebo is
itself fraught with controversy. Nevertheless, at a minimum, compari-
son conditions that control for widely recognized “nonspecific” factors
common to all forms of psychotherapy should be required. An under-
standing of mechanisms of change and the link between theory and
technology are both highly desirable goals and should be strongly
encouraged in psychotherapy research programs. However, neither
should be required for a treatment procedure to be listed as empirically
supported.
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2. Clear guidelines need to be put in place for distinguishing treatment
procedures, with the principle of parsimony as a guiding principle. To
be considered a distinct treatment, a procedure must differ from exist-
ing procedures in at least one of three ways: (a) effectiveness (broadly
defined, to include issues of average effect size, clinical significance,
the number of individuals who achieve responder status, etc.); (b)
underlying causal mechanisms; or (c) substantial differences in treat-
ment procedures. Regarding the third criterion, a putatively new treat-
ment must differ from established procedures in significant, nontrivial
procedural details to be considered distinct. It is not enough to add
some twist—no matter how apparently distinctive or vivid—to an
already established treatment, unless the incremental effects of that
addition are empirically demonstrated.

3. Specific procedures for consideration of the full range of research liter-
ature should be incorporated into criteria for identifying ESTs. At least
as much effort must be made to identify studies that failed to support an
intervention (e.g., through examination of unpublished dissertations)
as studies with supportive findings. The proportion of supportive to
unsupportive studies must be considered rather than simply a count of
the number of supportive studies. Meta-analytic procedures should be
employed when appropriate.

4. Clear methodological standards for studies to be counted as probative
must be articulated. Although no single study is flawless, in some cases
a number of methodological problems render a study’s results uninter-
pretable, and in other cases a single serious flaw has the same effect.
Both “gold standard” (e.g., Foa & Meadows, 1997) criteria and the
minimal standards for considering a study probative should be clearly
explicated.

5. Procedures for removing treatments from the list must be established,
including an ongoing review process aimed at critically reviewing each
entry’s continued presence on the list. This is important in several
cases. First, a treatment might initially appear effective, but subsequent
research reveals that it is ineffective or even harmful. Second, a
multicomponent treatment package might be initially listed as effec-
tive, but subsequent component analyses reveal that certain compo-
nents of the package are superfluous. It makes no sense to continue list-
ing the entire package as effective; instead, ineffective components
should be dropped from the list. The list should be viewed as a continu-
ously evolving document rather than one that only grows ever larger.

6. A list of harmful treatments should be established. There is a growing
empirical literature demonstrating that certain treatments produce
iatragenic effects under certain conditions. The specific population and
conditions in which the treatment has been shown to be harmful should
be specified. In fact, it is conceivable that a treatment could be listed
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simultaneously on a list of ESTs and a list of harmful procedures if it is
shown to be helpful under certain conditions and harmful under others.

7. The link between a list of ESTs and practice guidelines should be made
explicit, with the list representing only the first step in the development
of such guidelines. Any list of ESTs, regardless of the specific criteria
employed, will necessarily ignore many of the relevant factors that a
clinician must consider in deciding on an intervention strategy. For
example, such lists do not address the relative effectiveness of alterna-
tive procedures for a given target problem and ignore many of the con-
textual factors in which that target is embedded. Likewise, they do not
address the magnitude of treatment effects (beyond statistical signifi-
cance), the likelihood that an individual client will receive at least some
benefit, the availability of alternative treatments, or the cost effective-
ness of delivering treatments. It is difficult to see how a list of ESTs
could possibly address each of these issues without becoming overly
cumbersome. This is where treatment guidelines come into play. Once
a list of ESTs is identified for a particular problem, a panel of experts
can develop best practice guidelines that address these issues. Obvi-
ously, more effective treatments (as assessed either through average
effect sizes and/or average number of treated patients who benefit from
treatment) and more cost-effective treatments would be given priority
over less effective, more costly treatments. It is imperative that practice
guidelines stick as closely as possible to empirical findings. A frequent
criticism of prior attempts to develop practice guidelines is “clinical
judgment” overriding empirical findings (Persons, Thase, & Crits-
Christoph, 1996).

8. Finally, steps must be taken to identify and address the various factors
motivating the resistance of many practicing clinicians to ESTs. These
factors range from the pragmatic (e.g., the difficulties for the estab-
lished professional to obtain training and supervision in newer ESTs)
to the economic (e.g., the association of the EST movement with the
much-maligned managed care industry in the United States) to the
philosophical (e.g., the belief that psychotherapy outcome is inher-
ently not amenable to empirical evaluation). Addis et al. (1999) have
offered several useful suggestions in this regard (see also commentar-
ies by Abrahamson, 1999; Goldfried, 1999; Norcross, 1999). Mueser,
Torrey, Lynde, Singer, and Drake (this issue) describe an interesting
community-based collaborative program to increase the use of ESTs
for persons with chronic mental illnesses and highlight several steps to
increase the use of such interventions among front-line clinicians. In an
effort to be sensitive to the concerns of practitioners, however, it is
imperative that the scientific integrity of the process not be sacrificed in
the process. Moreover, it must be kept in mind that although practition-
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ers are an important constituency with respect to psychotherapy, they
are not the only stakeholder group.

CONCLUSION

There can be little doubt that the work of the CSP (and its predeces-
sor task forces) has had a substantial impact on the field. Perhaps most
significant is the healthy debate it has generated about the many com-
plex issues involved in evaluating the empirical support for psycho-
logical interventions. The CSP’s deliberations have served to improve
the quality of psychotherapy research by highlighting important
methodological issues. To its credit, the CSP has operated from the
beginning in a spirit of relative transparency and openness, thereby
encouraging healthy skepticism and debate. Despite criticisms from
both practicing clinicians and academic scientists, the CSP has contin-
ued its work. The committee has temporarily suspended the review
process to reevaluate the procedures used for identifying ESTs
(Chambless & Ollendick, 2001). Issues currently under consideration
include the importance of standardization in literature review proce-
dures, assessing the interrater reliability of reviewer decisions, the
merits of multiple lists versus a single list, the possibility of ranking
ESTs according to relative efficacy, and the development of vehicles
for dissemination of ESTs directly to the public (Weisz et al., 2000).

A revolution of sorts appears to be underway within the field of
mental health. A growing scientific literature suggests that certain
psychotherapies are effective for certain problems, and that those
effects go beyond those attributable to so-called nonspecific factors.
Nevertheless, these developments have had limited impact in front-
line clinical settings, and the gap between science and practice contin-
ues to grow. The effort to identify ESTs and to promote their use repre-
sents an important step in addressing this gap. The current procedures,
however, are seriously flawed, and unless corrected, the effort will
likely fail. In addition, to be maximally beneficial, a list of ESTs,
rather than being a goal in and of itself, must be developed in the con-
text of an effort to develop best practice guidelines.
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NOTE

1. Many of the issues involved in the development of practice guidelines and their acceptance
by clinicians parallel the controversy surrounding the effort to list ESTs. In addition, practice
guidelines present some unique problems as well; see Abrahamson (1999); Hayes, V. M.
Follette, Dawes, and Grady (1995); and Nathan (1998) for interesting discussions.
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