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A couple of days after I agreed to write this article, I picked up a copy of The
New York Times and was greeted with a front page story, “Talk Doesn’t Pay, So
Psychiatry Turns Instead to Drug Therapy” by Gardiner Harris.1 Mr Harris laid
bare the current state of psychiatry under managed care and insurance company
reimbursement, along with the general conclusion that psychotherapy is as good
as or more effective than drugs for many mental disorders. In an era of
evidence-based medicine, it is unfortunate that these disorders, the most common
reason for physician visits, are often treated without the benefit of the most
effective treatments.
The evidence for psychotherapy
First, the empirical evidence for the efficacy of psychotherapy for a wide range
of mental health problems is extremely strong. Meta-analyses of the effectiveness of psychotherapy over
the past few decades have generally found effect sizes of approximately .80, classified as “strong.”2,3
The Center for Evidence-Based Medicine at the University of Toronto provides comparisons of mental
health interventions for a wide range of diagnostic categories, and their data also show that the efficacy
of psychotherapeutic interventions is high.4
Research that examined the relative effectiveness of psychotherapy versus medication has generally
found similar benefits.5 Findings from several studies have shown that even with severe depression, for
which SSRIs have their clearest benefit, behavioral activation therapy is comparable in effectiveness in a
head-to-head comparison, and as effective as maintenance medication in preventing relapse.6-8
Given that most patients with mental disorders are likely to receive medication, it is valuable to note that
adding psychotherapy to the medication treatment regimen can improve patient outcomes. Most of the
research in this area has been conducted with depression, and a systematic review by Pampallona and
colleagues9 concluded that adding psychotherapy provides significant benefits to patient outcomes.
No differences in effectiveness
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If a patient is to be referred for psychotherapy, the first questions are to whom, and for what kind of
therapy? Given the principles of evidence-based medicine, it seems most obvious to look to outcome
studies of particular types of psychotherapy to particular patient diagnoses. There are many thousands of
these studies to choose from. The rather uncomfortable but consistent finding, however, is that the
particular type of psychotherapy makes little difference to patient outcome. It likely does not matter if
the patient is referred to that rumpled psychoanalytic therapist down the street or to that bright
cognitive-behavioral therapist over at the university. A recent study compared the benefits of 7 major
psychotherapies for depression and concluded that none were more or less effective than the others. 10
When we compare effect sizes of different psychotherapies on particular patient diagnoses, we find that
there are no significant differences among psychotherapy approaches. This applies whether we are
looking at different treatments for adults with particular diagnoses, for youths, for couples and families,
or for those with alcohol(Drug information on alcohol) and drug abuse.11-15 While a considerable
amount of effort has gone, and continues to go, into investigating what particular therapies work for
what particular problems, the research data have compellingly and overwhelmingly demonstrated that
this is a fruitless pursuit. “Bluntly put, the existence of specific psychological treatments for specific
disorders is a myth.”16(p28) It is very compelling for us to believe that particular treatments will work
best for specific diagnoses and patient characteristics. The research, however, does not support this.
What is already known about the effectiveness of psychotherapy? Psychotherapy is an effective
treatment for many mental disorders, and it is a valuable adjunct treatment for most others. While most
research has demonstrated robust benefits for the neuroses-type disorders involving anxiety or
depression, recent research has demonstrated significant benefit for patients with psychotic disorders
and even to those with some neurological disorders such as Alzheimer disease.

What new information does this article provide? This article provides both a strong endorsement of
referring patients for psychotherapy and a dilemma. It indicates that the research discriminating between
the benefits of different types or schools of psychotherapy is weak. It also indicates that the particular
therapist is a potent factor for outcome and that ongoing measurement of therapeutic progress and
therapeutic alliance offers substantial benefit. The dilemma is that at this time there is no systematic way
to find out which therapists are most effective or to measure progress and alliance.

What are the implications for psychiatric practice? The research strongly supports referring patients for
psychotherapy. The dilemma of finding effective psychotherapists may be best solved by developing
referring relationships with a small number of therapists who report measuring progress and alliance and
by obtaining feedback from your patients to verify their effectiveness.

In their meta-analysis, Ahn and Wampold17 examined the effects of removing components of
psychotherapeutic treatments and found no evidence that removing or adding a specific ingredient
altered outcomes. “Research designs that are able to isolate and establish the relationship between
specific ingredients and outcomes should reveal how specific ingredients lead to change… Decades of
psychotherapy research have failed to find a scintilla of evidence that any specific ingredi-ent is
necessary for therapeutic change.”18(p204) Although we may yet find certain strategies that work best
with certain patient symptoms, at this point the research suggests that such differences are minimal.
These conclusions are not, predictably, without their detractors. Schools of psychotherapy can be
fiercely tribal in defending the superiority of their approaches. In a recent article, the research data were
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interpreted as indicating that psychodynamic psychotherapy is as effective as or more effective than
other forms of therapy and was met with inevitable critiques from advocates of other approaches.19,20
A greater challenge to the equivalence conclusion comes from studies that have randomly assigned
patients with a given diagnosis to receive different forms of psychotherapy. While there are many such
studies, and some do find apparent superiority of one treatment over another, how these apparent
differences should be interpreted is a source of dispute. As we have found with pharmaceutical
companies’ research on their own products, we find that when psychotherapy research is conducted by
advocates of an approach, the results tend to favor that approach.
The preferred therapy may be compared with other treatments that are not intended to be therapeutic for
the specific disorder or are obviously set up to be inferior (eg, less patient contact time, poorly trained
therapists, therapists who do not believe in the “treatment” they are supposed to be delivering).21 When
these biases and research design flaws are factored out of the data, any differences between recognized
psychotherapies disappear. “A rational weighing of the status of current evidence behooves scientists to
take another, more careful look at why ESTs [evidence-supported treatments] have failed to distinguish
themselves from other treatments and to use this information in framing a broader approach to
psychotherapy research.”11(p301)
Characteristics for good outcomes
The research data that show equal effectiveness of different approaches to treatment are sometimes
interpreted as “anything goes in psychotherapy.” In reality, the data provide clear evidence that what
goes on in psychotherapy matters very much to the outcome. Treatments that are intended to be
therapeutic, that the therapist believes in, and for which there is a compelling rationale work. There are
characteristics of psychotherapy that lead to poor or damaging outcomes; others predict good outcomes.
The data indicate that some therapists are consistently better than other therapists, that therapeutic
relationship factors account for much of the variability in outcome attributable to psychotherapy, and
that a major way that better therapists achieve their better outcomes is through enhancing the therapeutic
relationship. “Available evidence documents that the therapist is the most robust predictor of outcome of
any factor ever studied.”16(p38)
Wampold22 concluded that the portion of outcomes attributable to differences between therapists is 8%
to 9%, far outstripping the amount attributable to an empirically supported treatment (0% to 4%), to the
differences between treatments (0% to 1%), or even the therapeutic alliance itself (5%). Consistent with
this, patients do not emphasize particular psychotherapies or methods when accounting for their
improvement but instead emphasize the relationship with their therapists.23
Each psychotherapy includes different active ingredients that promote patient improvement. Given the
complexity of human beings and their brains, it is foolhardy to suggest that there is only one way to help
someone with emotional distress. What we find, however, is that these ingredients do not work very well
unless the person delivering them is genuinely caring and empathic, and able to form a solid therapeutic
alliance with the patient.
Similar results are found when we examine the effectiveness of antidepressant medication. Patients’
improvement with medication or placebo was found to be more related to the impact of the particular
psychiatrist providing the medication (or the placebo) than to the treatment itself. The most effective
psychiatrists helped their patients more using placebo than did the less effective psychiatrists who
treated their patients with an antidepressant.24 This finding that the person delivering the treatment is a
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potent factor in outcome mirrors similar recent findings in medicine in general, with teachers in
education, and even the accuracy of political experts.25-28
The therapeutic alliance
While the field of psychotherapy absorbs the evidence, which suggests that different approaches are
equivalent, the biggest shift in psychotherapy practice in recent years has been toward the systematic
measurement of patient progress and therapeutic alliance. A pervasive human foible that physicians and
psychotherapists do not escape is the belief that we are all better than average.
Psychotherapists tend to believe that we have good rapport and alliances with our patients and that our
effectiveness with our patients is better than that of most other therapists. For the most part, we draw
these conclusions without much evidence. It turns out that collecting these data in a consistent way
actually is a potent way of increasing therapeutic effectiveness.29
A variety of measures are now in common use that allow psychotherapists to track the patient’s
experience with the therapist and the therapy and to monitor the patient’s session-to-session progress.30
While we have known for many years that some therapists are consistently better than others, we have
been finding that these tools can be a great equalizer. When patients are not experiencing a good alliance
with the therapist, these tools allow the therapist to find out immediately and to take steps to improve it
or refer the patient to another therapist.
The American Psychological Association convened a Presidential Task Force on Evidence-Based
Practice that endorsed the importance of ongoing tracking. “The application of research evidence to a
given patient always involves probabilistic inferences. Therefore, ongoing monitoring of patient
progress and adjustment of treatment as needed are essential to [evidence-based practice in psychology]
EBPP.”31(p280)
Psychiatrist David Burns,32 who popularized cognitive-behavioral therapy through his best-selling
books (eg, Feeling Good), serves as a good example for the transformation that is taking place in
psychotherapy. He now advocates a “tools, not schools” approach and has developed his own tools for
tracking patient progress and the therapeutic alliance.
Continuing controversy
Almost 30 years ago, the American Psychiatric Association convened a Commission on Psychotherapies
to review and integrate the research data that were available at that time.31 More than 20 esteemed
researchers produced a consensus report, and many of the issues they highlighted continue to challenge
us today.
Controversy still reigns over the question of whether certain types of therapy are more
effective than other types for certain kinds of problems. What has also not been adequately
studied is what aspects or elements of the complex therapeutic interaction are relatively the
most effective… Psychotherapy is a highly complex set of interactions that take place
between individuals over an often indeterminate period of time. It is an open-ended,
interactive feedback process in contrast to the closed, one-way causation that is typical of
most laboratory research. Research has not as yet been able to fully document these
complex sets of interactions.
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Although there has been a veritable explosion of psychotherapy research over the past few decades, it
has not provided the simple answers we were seeking.
Conclusion
For prescribing psychiatrists who want to offer treatment alternatives to patients who prefer to avoid
medication, the evidence is clear that psychotherapy is an effective choice. Even in cases in which
medication is accepted, the evidence suggests that psychotherapy may significantly improve patient
outcomes. Unfortunately, at this point there is little available guidance on which psychotherapy is most
effective and which psychotherapists will best serve your patients.
As unscientific as it may seem, in the absence of other information, the best evidence of therapist
effectiveness may be the response of patients. If patients report that they really like their therapist and
that he or she is definitely helping them, that therapist would likely be a good bet for other patients.
Most valuable, however, will be referring to psychotherapists who systematically measure their patients’
progress and how the patients respond to therapy.
While the evidence on the benefits of tracking the alliance and outcome is clear and robust, it is still in
its infancy. Therefore, there is still no easy way to find out about therapists who routinely use these
types of measures beyond inquiring. It appears to be, however, the most important question to ask.
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