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Psychology has recently identified itself as a health care
profession and codified this change in the bylaws of the
American Psychological Association. Although psychologists make a number of contributions to the nation’s
health—and mental health—the most identifiable activity
focuses on treating physical or psychological pathology
with psychological interventions. Recently, health care
policymakers have established that evidence supporting the
efficacy of these interventions is more than sufficient for
their inclusion in health care systems around the world. To
promote faster and more widespread dissemination of these
interventions specifically targeting problems severe
enough to be included in health care systems and to solidify
the identification of psychology as a health care profession,
perhaps it is time for a change in terminology. It is proposed that psychologists label these procedures psychological treatments so as to differentiate them from more generic psychotherapy, which is often used outside of the
scope of health care systems.

S

tunning developments in health care have occurred
during the last several years. Widely accepted
health care strategies have been brought into question by research evidence as not only lacking benefit but
also, perhaps, as inducing harm. In response to this new
evidence, health care practices have changed, in some cases
dramatically. Much of the evidence on which such changes
have been based was first published in reports in two of the
world’s leading health care journals, The New England
Journal of Medicine (NEJM) and the Journal of the American Medical Association (JAMA). Even more surprising
than the fact that research evidence has changed standard
health care practices is how quickly it changed health care
policy—“more surprising” because knowledge dissemination in the provision of health services is a notoriously slow
process taking between 15 to 17 years, according to the
best estimates of the Institute of Medicine (2001) of the
National Academy of Sciences.
Of course, 15 to 17 years is a vast improvement over
the time it took to disseminate health care knowledge in
previous eras. For example, in 1601 a British naval captain,
concerned with the high mortality rate on long sea voyages
and suspecting diet as the culprit, carried out a “controlled
study.” From a fleet of four ships under his command that
were headed from Britain for India, three partook of the
usual restricted diet while the crew members of the fourth
ship were required to swallow three teaspoons of lemon
juice daily. At the halfway point of the voyage, 40% (110
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out of 278) of sailors on the “diet as usual” ships had died;
in contrast, none of the crew drinking lemon juice had died.
And yet, despite this astonishing result, it was 264 years
before regulations were passed requiring Vitamin C in the
diet of all on British navy and merchant ships (Berwick,
2003). Similarly, the widely accepted health care practice
of bloodletting to relieve fever, based on available (humoral) theory of the time, took centuries to overturn and
undoubtedly killed millions, including George Washington
(Flexner, 1974). Of course, the large majority of feverish
patients recovered despite bloodletting, but in the absence
of evaluation, their improvement was attributed to the
procedure nevertheless.
Brief descriptions of two recent examples will suffice
to illustrate the current, more rapid diffusion of knowledge
in health care: hormone replacement therapy (HRT) and
arthroscopic knee surgery.

Hormone Replacement Therapy
In the past 15 to 20 years, postmenopausal HRT was,
perhaps, the most frequently recommended and prescribed
treatment in North America. As a result, few families were
unaware of the presumed benefits of this widely accepted
treatment. Among these alleged benefits was the prevention
of osteoporosis and coronary heart disease as well as, of
course, the distressing symptom of severe hot flashes. Now,
results from a series of randomized clinical trials (Chlebowski et al., 2003; Manson et al., 2003) have clearly
demonstrated that HRT not only does not prevent coronary
heart disease but may even increase cardiovascular risk
(Manson et al., 2003). Furthermore, among women using
HRT, there seems to be a significant 26% increase in breast
cancer incidence compared with those taking a placebo
(Chlebowski et al., 2003). Thus, it seems that one of the
most popularly prescribed treatments not only has failed to
provide benefit (with a possible exception of fewer fractures and hot flashes) but has also led to significant harm in
the population. These studies have rapidly influenced clinThis article is based on a presentation at the American Psychological
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cedure or a sham surgery. Not surprisingly, this finding
astonished the medical community when it was published
in NEJM. The common practice of arthroscopic surgery for
osteoarthritis of the knee was quickly and widely questioned, and its frequency of recommendation and performance had already declined in just the first year following
the release of the Moseley et al. study.

The Influence of Evidence-Based
Practice

David H.
Barlow

ical care. Figure 1 presents data reflecting prescriptions for
HRT in the province of Ontario, Canada, after a summary
statement was published on some of these studies (Rossouw et al., 2002). In this report (Austin, Mamdani, Tu, &
Jaakkimainen, 2003), the authors tracked medication use
by all 1.3 million residents of Ontario older than 65 years.
Prescriptions leveled off subsequent to the release of the
summary statement, followed by a sharp downturn. Similar
results have now been reported in the United States (Hersh,
Stefanick, & Stafford, 2004).

Arthroscopic Knee Surgery
Osteoarthritis of the knee is among the most common
degenerative conditions among older patients seeking medical care for pain and functional impairment of the lower
extremities. Until recently, arthroscopic knee surgery was
one of the most frequently recommended and performed
treatments for the condition, largely because the majority
of patients reported significant improvements in both pain
and functional capacity following the surgery. However,
results from researchers at the University of Houston have
shown that the benefits derived from arthroscopic surgery
(either debridgement or lavage) are in fact unrelated to the
actual procedure performed (Moseley et al., 2002). In a
double-blind clinical trial of 180 patients, all underwent
anesthesia and an incision to the knee, followed by arthroscopic debridgement, arthroscopic lavage, or no procedure
(the “sham surgery” control condition). Patients in each
group derived benefits as indicated by several subjective
measures of pain and both subjective and objective tests of
functional capacity. There were no differences on any
measures between groups! Even months after the surgeries,
patients in all groups were pleased with the results and did
not know whether they had received an arthroscopic pro870

The relatively rapid, if spotty, dissemination of new findings into the health care system resulting in dramatic
changes in health care delivery is a relatively recent phenomenon owing in part to several developments. First, an
understanding of the nature of various pathologies has
advanced rapidly in recent years, which has led to the
development of new, more precisely targeted interventions.
Second, clinical research methodologies have improved substantially such that threats to internal and external validity are
considerably reduced by careful measurement, sophisticated
experimental design, greatly improved data-management procedures, and large, often multisite studies that promote generalizability of findings and reduce “allegiance” effects. Third,
and most important, governments around the world and their
health care systems, faced with demonstrably inadequate
health care and spiraling costs, have decided that the quality of health care should improve, that it should be evidence
based, and that it is in the public interest to ensure that this
happens (Barlow, 1996; Institute of Medicine, 2001).
Evidence-based practice has been defined by Sackett,
Straus, Richardson, Rosenberg, and Haynes (2000) as being the integration of the best research evidence with clin-

Figure 1
Prescriptions for Estrogen Replacement Therapy in
Ontario, Canada, Before and After Publication of the
Women’s Health Initiative Study: Incidence of Use of
Estrogen Replacement Therapy in Elderly Women

Note. HERS ⫽ Heart and Estrogen/Progestin Replacement Study; WHI ⫽
Women’s Health Initiative. From “Prescriptions for Estrogen Replacement Therapy in Ontario Before and After Publication of the Women’s Health Initiative
Study,” by P. C. Austin, M. M. Mamdani, K. Tu, and L. Jaakkimainen, 2003,
Journal of the American Medical Association, 289, p. 3241. Copyrighted
©1993, American Medical Association. All rights reserved.
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ical expertise and patient preferences and values, and this
definition has been adopted by the Institute of Medicine
(2001). By “clinical expertise,” Sackett et al. referred to
advanced clinical skills to diagnose, assess, and treat disorders using evidence-based practice; by “patient preferences and values,” they meant including the patient fully in
an analysis of the likelihood of benefit and risk of failure in
evidence-based practice, using quantitative presentations
when possible.
In its July 22, 2003, letter to President Bush that
accompanied the final report of the President’s New Freedom Commission on Mental Health (2003), the Commission, with substantial input from psychologists, recommended a “fundamental transformation of the Nation’s
approach to mental health care” (President’s New Freedom
Commission on Mental Health, 2003, p. 1). Among the
commission’s other important recommendations are that
the nation “advance evidence-based practices using dissemination and demonstration projects and create a public–
private partnership to guide their implementation; [and]
improve and expand the workforce providing evidencebased mental health services and supports” (President’s
New Freedom Commission on Mental Health, 2003, p. 25).
The Substance Abuse and Mental Health Services
Administration (SAMHSA), an agency of the U.S. Department of Health and Human Services with an annual budget
of around $3.2 billion in Fiscal Year 2003, has as its
mission the dissemination of evidence-based treatments at
the community level to improve the quality and availability
of services (SAMHSA, 2003). In support of this goal,
SAMHSA recently announced awards totaling $8.5 million
over three years to nine states to implement and evaluate
evidence-based practices for treating mental illness. National health services around the world are also undertaking
this task (Barlow, 2002).

Psychology as a Health Care
Profession
In 2001, the American Psychological Association (APA)
revised its mission statement to affirm its current status and
future aspiration as a health care profession, with the aim of
participating fully in national health care schemes currently
under development (APA, 2001, Article 1, No.1; Johnson,
2001). Indeed, most APA members would endorse the
quickening momentum for universal health care coverage,
full parity for psychological disorders as these disorders are
integrated into health care, and the reduction of heavy
administrative costs associated with the privatization of the
health care system (Richmond & Fien, 2003). Although the
ways in which psychologists fulfill the APA mission as
health care professionals are many and varied, the practice
of what is generally referred to as “psychotherapy,” directed at different manifestations of psychopathology or
psychological components of physical disorders, constitutes the core identity of most practicing psychologists.1
Major obstacles to greater inclusion of psychologists in
developing health care systems have included existing
stigma against mental disorders or psychological aspects of
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physical disorders (Corrigan & Watson, 2002), a strong
push for substantially increased use of pharmacological
treatments for most disorders (e.g., Olfson et al., 2002), and
questions focusing on the effectiveness of psychological
interventions for these often chronic conditions.
Thus, a set of somewhat curious findings appearing in
JAMA, depicting trends in the delivery of psychotherapy,
were unsurprising to many following these developments
(Olfson et al., 2002). Taking the treatment of depression
from 1987 to 1997 as a point of reference, Olfson et al.
reported that the number of people treated increased significantly. But the proportion of treated individuals who
used antidepressant medication increased from 37.3% to
74.5%, whereas the proportion who received psychotherapy declined from 71.1% to 60.2%. And, as Olfson et al.
conceded, their definition of psychotherapy is overly broad,
encompassing as it does any provision of “mental health
counseling” for part of a session focused, perhaps, on drug
compliance (Rifkin, 2002). Perhaps more important, the
types of clinicians delivering psychotherapy also shifted
over that decade, largely from mental health professionals
to primary care clinicians. Specifically, the proportion of
patients who received outpatient “psychotherapy” for depression by a physician rose from 68.9% to 87.3%. The
proportion treated by psychologists declined from 29.8% to
19.1%. The corresponding number of sessions of therapy
also dropped dramatically.

Evidence for Psychological
Treatments in Health Care Systems
However, in JAMA and NEJM, the same two journals in
which evidence that changes health care policy is often first
published, evidence on psychological interventions meeting the same extremely rigorous criteria that have forced
reconsideration of the widely accepted treatments of HRT
and arthroscopic knee surgery has appeared. It is interesting to note that although there is still much to learn, this
evidence shows that a new generation of powerful psychological interventions are as effective, if not more effective,
than extant pharmacological treatments or alternative psychotherapeutic procedures when evaluated in the context of
specific disorders. Table 1 portrays the major studies presenting this information and focusing on both psychological and physical disorders published in JAMA and NEJM
since 1998. As shown in this table, several studies have
demonstrated the success of psychological treatments for
stress incontinence in women when compared with medications or alternative therapies, both immediately after the
end of treatment as well as at follow-up (Burgio et al.,
1998; Goode et al., 2003). Another study demonstrated the
efficacy of psychological treatments compared with medi1

Of course, among individuals not afflicted with recognizable physical or
psychological pathology, psychotherapy for the promotion of better adjustment, resolution of problems in living, or personal growth has a long
and distinguished tradition. But this activity, although enriching for many
individuals, falls outside the parameters of any health care system and will
not be further considered here.
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Table 1
Specific Psychological Treatments Versus Medication or Alternative Treatments, All Since 1998, From the Journal
of the American Medical Association or the New England Journal of Medicine
Disorder/population

Results

Study

Stress incontinence in the
elderly/women
Insomnia

PT ⬎ meds ⫹ control at posttreatment and follow-up

Depression, physical
health in Alzheimer’s
patients
Gulf War veterans’
illnesses
Depression

PT ⬎ routine medical care

Panic disorder
Depression in low-income
young minority women

Burgio et al. (1998)
Goode et al. (2003)
Morin, Colecchi, Stone, Sood,
& Brink (1999)
Teri et al. (2003)

PT ⬎ meds, placebo at posttreatment and follow-up

PT ⬎ usual care or alternative treatments at follow-up (modest
effects)
PT alone ⫽ meds alone (PT ⫹ meds) ⬎ either alone or at
follow-up
Posttreatment: PT ⫽ meds; PT or meds ⬎ placebo
Follow-up: PT ⬎ meds; PT ⬎ (PT ⫹ meds)
PT or meds ⬎ community referral (at posttreatment; no longterm results)

Donta et al. (2003)
Keller et al. (2000)
Barlow, Gorman, Shear, &
Woods (2000)
Miranda et al. (2003)

NOTE. PT ⫽ psychological treatments; Meds ⫽ medication.

cations or placebo for insomnia both after treatment and at
follow-up (Morin, Colecchi, Stone, Sood, & Brink, 1999).
More recently, a very important study demonstrated
that psychological and behavioral interventions substantially improved depression and physical health and tended
to delay institutionalization in a community study of patients with Alzheimer’s disease (Teri et al., 2003). Yet
another large trial highlighted the benefits of psychological
interventions compared with usual care or alternative treatments for the multisymptom illness characterized by persistent pain, fatigue, and cognitive symptoms that is known
as Gulf War Veterans’ Illnesses (Donta et al., 2003).
For more common psychological disorders, a large
clinical trial published in NEJM reported that a new psychological treatment for chronic depression was equally as
effective as treatment with powerful antidepressant medications. It is noteworthy that the efficacy of the combination of psychological and medication treatment exceeded
that of the individual treatments (monotherapies; Keller et
al., 2000). For panic disorder, a study my colleagues and I
conducted (Barlow, Gorman, Shear, & Woods, 2000) indicated once again that psychological interventions performed as well as powerful medications immediately after
treatment and maintenance therapy for panic disorder, and
both were superior to placebo. However, at follow-up the
psychological treatments were more enduring in that fewer
patients suffered relapse.
Finally, a recent study investigating the effects of
treatment for depression in low-income young minority
women also indicated that both psychological treatment
and medications were superior to treatment as usual in
community agencies in relieving depression in these young
women. In this trial, however, medications had somewhat
of an advantage at least immediately following treatment,
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because of issues related to compliance with the psychological treatments (Miranda et al., 2003). Follow-up from
this study has not yet been reported. What is apparent from
Table 1 is that the targets of treatment are very diverse,
ranging from incontinence to depression, and the psychological treatments with proven effectiveness also necessarily differ from each other because they are specifically
tailored to the problems at hand.
Furthermore, during the past 10 years, literally hundreds of studies have appeared that evaluate psychological
treatments. Although healthy debates continue about appropriate criteria and methodologies for these studies (e.g.,
Baskin, Tierney, Minami, & Wampold, 2003; Westen &
Morrison, 2001; Westen, Novotny, & Thompson-Brenner,
2004), the fact is that these studies meet the stringent
criteria currently required to influence health care policy
and practice. These criteria include sophisticated measures
of outcome; broad inclusion criteria encompassing both
comorbid and noncomorbid subjects; proper controls for
allegiance effect, often using multisite designs in which
investigators with differing allegiances conduct the treatment (Luborsky et al., 2002); and the most up-to-date
data-management procedures. These studies, in turn, have
been subjected to summary analyses (including meta-analyses) conducted by the National Institute of Mental Health,
other health services around the world such as the National
Health Service of the United Kingdom (Roth & Fonagy,
1996), state associations (e.g., Chorpita et al., 2002), and
other government agencies and guild groups such as the
American Psychiatric Association (2000). Results of these
analyses, across a wide range of adults’ and children’s
psychological and physical disorders, ranging from phobias
through cardiovascular disease and cancer, have been reviewed extensively elsewhere (e.g., Barrett & Ollendick,
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2003; Chorpita et al., 2002; Gatchel & Turk, 2002; Gatz et
al., 1998; Kazdin & Weisz, 2003; Nathan & Gorman, 1998,
2002; Roth & Fonagy, 1996, 2004; Smith, Kendall, &
Keefe, 2002). These reports consistently show that when
properly designed psychological treatments are matched to
specific forms of pathology in psychological or physical
disorders, robust effects are apparent.
As is evident from these reports, diverse but specifically designed psychological treatments emerging from
different theoretical persuasions have established proven
efficacy when they are compared with alternative treatments, including alternative psychological treatments. For
example, in major depressive disorder, both drugs and
psychological treatments seem to have approximately equal
effects, although on the basis of the large trial mentioned
earlier, these treatments still exceed the nonspecific effects
of placebo tablets (Keller et al., 2000). But in this case,
advances in knowledge of the psychopathology of mood
disorders seem to be making it clear that the wrong target
is being addressed. That is, it is now known that major
depressive episodes will respond to most reasonable treatments in the short term or will remit on their own, but they
will almost always recur (Judd, 1997). To be truly effective, treatments, whether psychological or pharmacological, must prevent recurrence of future depressive episodes.
On the basis of the most recent evidence, psychological
treatments alone seem to provide their durable benefits
after treatment discontinuation, even for severe depression
(e.g., Fava, Rafanelli, Grandi, Conti, & Belluardo, 1998;
Hollon & Beck, 2004; Hollon, Thase, & Markowitz, 2002;
Paykel et al., 1999; Teasdale et al., 2000).
Although these psychological treatments vary considerably from one another, they are characterized by three
principal features. First, as noted previously, they are specifically tailored to the pathological process that is causing
the impairment and distress on the part of the patient.
Treatments for trichotillomania, panic disorder, chronic
pain, irritable bowel syndrome, or insomnia necessarily
differ, and few would now argue that diversity in procedures to address specific aspects of pathology is not necessary. Thus, any analyses that attempt to average across
various manifestations of pathology will not provide meaningful results, nor are data for any kind of interventions,
psychological or medical, analyzed in this way by health
care policymakers.
Second, most of the techniques incorporated into these
treatments emerge from the laboratories of psychological
science—more specifically, cognitive science and behavioral science—with strong input from the fields of social
psychology and interpersonal processes. These techniques
are then adapted to the treatment of psychological disorders
(Bouton, Mineka, & Barlow, 2001).
Third, these treatments emanate from diverse theoretical approaches, and these approaches are becoming less
clearly demarcated as treatments inevitably begin to blend
theoretically driven strategies based on emerging evidence
of effectiveness. For example, it is interesting to note that
motivational interviewing, one of the psychological treatments of choice for alcohol and drug abuse at the current
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time because of its established efficacy and short duration,
derives in part from nondirective Rogerian procedures
(Burke, Arkowitz, & Mencola, 2003; Miller & Rollnick,
2002). It is also clear from recent analyses of the effects of
psychological treatments on psychological disorders that
the studies on which these conclusions are based overrepresent those individuals with more severe psychopathology; thus, the conclusions may not apply to individuals
whose symptoms rate lower on the dimension of severity
(Stirman, DeRubeis, Crits-Christoph, & Brody, 2003).

Psychological Treatments and
Psychotherapy
What should these treatments be called? In fact, they have
been called by many names or labels that usually reflect
their past theoretical derivation. These names include,
among others, assertive community treatment, cognitive–
behavioral therapy, community reinforcement approaches,
dialectical behavior therapy, family focused therapy, motivational interviewing, multisystemic interpersonal therapy, parent training (for externalizing disorders in children), personal therapy for schizophrenia, and stress and
pain management procedures. Furthermore, while retaining the strengths of traditional psychotherapy, including the
importance of therapeutic alliance, the induction of positive
expectancy of change, and remoralization, these treatments
build on these strengths by including specific psychological
procedures targeted to the psychopathology at hand. Thus,
the most appropriate name to characterize these new treatments and to differentiate these efforts from more generic
psychotherapy may be psychological treatments.
These are important developments! The strength of
the existing data supporting psychological treatments, although far from ideal, is such that if similar data were
available to major pharmaceutical companies in support of
new drugs, several actions would be taken immediately.
First, these companies would allocate tens of millions of
dollars to major marketing campaigns to educate prescribers on the newly established benefits of their treatments.
Second, the companies would be increasingly likely, on the
basis of current trends, to go directly to the public with the
message that anyone suffering from one disorder or another
is likely to benefit from this treatment and that the benefit
is likely to endure long after the treatment has stopped. Of
course, those developing and providing psychological
treatments do not have the infrastructure to initiate this kind
of marketing campaign; but if that were so, it would seem
that the trends in the health care system toward less psychological care and more medication could and would be
reversed. This conclusion is based partly on the fact that
survey after survey, across a variety of specific disorders,
has demonstrated clearly that when given a choice, the
public prefers psychological interventions to pharmacological interventions, even at sites known primarily for expertise in pharmacological intervention (e.g., Hazlett-Stevens
et al., 2002; Hofmann et al., 1998; Mitchell et al., 1990;
Wilson & Fairburn, 2002; Zoellner, Feeny, Cochran, &
Pruitt, 2003).
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Questions and Challenges
Because these psychological treatments remain relatively
new, questions have emerged on a number of fronts. Some
questions represent misunderstandings of these approaches.
Others focus on areas where knowledge is lacking, and
these represent future challenges.
Role of Relationships and Patient–Treatment
Matching
Contrary to some assumptions, recent data indicate that
psychological treatments require considerable clinical expertise and a strong therapeutic relationship to maximize
efficacy, at least for patients on the more severe end of the
spectrum of psychopathology (Klein et al., 2003; Norcross,
2002). Analyses, including one that my colleagues and I
conducted (Huppert et al., 2001), have shown that therapist
variables such as experience contribute to successful outcome in these treatments. Furthermore, it seems that specific strategies that experienced therapists choose to undertake when confronted with a variety of different patient
styles contribute to the determination of outcome (Beutler,
Moleiro, & Talebi, 2002; Castonguay, Goldfried, Wiser,
Raue, & Hayes, 1996). For example, in a study on panic
disorder (Huppert, Barlow, Gorman, Shear, & Woods,
2004), expert therapists confronted with patients with low
motivation who then became more nondirective were associated with better results than therapists who remained
directive, a finding that echoes previous results on patient–
treatment matching (Beutler & Harwood, 2000). But this
research on therapist variables occurs in the context of
considering, first and foremost, the presenting psychopathology of the patient.
Another indicator of the importance of a therapist,
preferably a highly trained and experienced psychologist, is
that simply providing the patient with a self-help book or
manual is relatively ineffective, at least for individuals with
more severe psychopathology. For example, Ehlers et al.
(2003) treated patients with posttraumatic stress disorder
(PTSD) following car accidents whose PTSD was severe
enough that they were at risk for chronic symptoms and
who did not show signs of recovery during the initial
assessment or during three weeks of self-monitoring. Only
then were patients randomized to treatment, a self-help
book, or assessment only. At a nine-month follow-up, 11%
of patients who received treatment still met the criteria for
PTSD, compared with 61% of patients in the self-help
group and 55% of those who underwent assessments only.
However, well-written self-help manuals, Internet resources, and telehealth programs containing up-to-date,
easy-to-follow psychological treatments seem effective in
reducing impairment for individuals with less severe manifestations of pathology (e.g., Kenardy et al., 2003; see
Norcross et al., 2003, for an excellent compendium). Telehealth procedures typically refer to intervention and assessment using electronic communication such as telephone or
Internet technologies. The President’s New Freedom Commission on Mental Health (2003) strongly encouraged continued development in the area of health technology and
874

telehealth to facilitate contact with untold numbers of individuals unable to access mental health professionals.
Thus, there are three overriding principles in evaluating the robustness of psychological treatments, as depicted
in Table 2. First, it is important to match the psychological
intervention to the psychological or physical disorder or
problem. This is the strategy exemplified in the variety of
meta-analyses and studies by government agencies and
national health services referred to earlier. Second, it is
important to match the treatment to patient and therapist
characteristics, as detailed previously. Finally, the evaluation of treatments must be considered in the context of the
actual settings in which the treatments are provided
(effectiveness).
Emerging Research on Knowledge Transfer
Another question often raised about the new psychological
treatments is their transportability. This question is usually
phrased in the context of “efficacy” versus “effectiveness”
or “clinical utility” (APA, 2002) in which it is noted that
treatments, either psychological or pharmacological, would
be of little use if they were effective only in large, controlled clinical trials and not in the front lines of clinical
care where they are most needed. These questions are
receiving considerable attention but need more attention
focused not only on psychological treatments but also on
the entire spectrum of health care innovations as governments around the world pour billions of dollars into evidence-based care efforts, with the promise of improving
health care and ultimately reducing costs (Barlow, Levitt,
& Bufka, 1999; Berwick, 2003; Institute of Medicine,
2001; President’s New Freedom Commission on Mental
Health, 2003). Although it is not the purpose of this review
to consider this issue in great detail, a few observations are
relevant.
Current major factors impeding transfer and dissemination include administrative constraints and policies that
preclude adequate time and resources for delivery of psychological treatments, resulting in an inadequate “dose” of
treatment (Hansen, Lambert, & Forman, 2002; Hatgis et
al., 2001). Generally, these policies favor the administration of drugs, which require only minimal time from health
care professionals, despite evidence that psychological
treatments are more cost-effective in the mid- to long-term
for psychological disorders (Miller & Magruder, 1999) and

Table 2
Three Principles for Evaluation of Psychological
Treatments
Principle

1
2
3

Treatment match

Match treatment to specific psychological or
physical pathology
Match treatment to patient characteristics
Match treatment to setting (effectiveness research)
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also for physical disorders, particularly in terms of health
care cost offset (Kaplan & Groessl, 2002). Thus, it is
encouraging that recent efforts to implement these specific
psychological treatments comprehensively in front-line
clinics, where some patients would not meet the inclusion
criteria of many research studies, have produced results
every bit as robust as those from research clinics when the
treatments are administered in a sufficient dosage (adequate
number of sessions) (Franklin, Abramowitz, Kozak, Levitt,
& Foa, 2000; Hahlweg, Fiegenbaum, Frank, Schroeder, &
von Witzblen, 2001; Juster, Heimberg, & Engelberg, 1995;
Lincoln et al., 2003; Merrill, Tolbert, & Wade, 2003;
Shadish et al., 1997; Stuart, Treat, & Wade, 2000; Wade,
Treat, & Stuart, 1998). But this is only the beginning of this
kind of research; the parameters of effective dissemination
are sure to be complex.
It is also interesting that this question of transportability and dissemination has seldom been asked in the context
of pharmacological or other treatments. Most often the
assumption has been that if a treatment is proven effective
in standardized clinical trials, it will then be approved by
the Food and Drug Administration and disseminated
widely. This assumption is seldom tested, but it needs to be.
In any case, a number of large-scale important efforts
are underway to study and facilitate the transfer of evidence-based psychological treatments to the community. In
1994 the state of Hawaii settled a class-action lawsuit
brought before federal court on behalf of children with
special needs. This settlement was referred to as the Felix
Consent Decree, and it stipulated that the state would be
required to provide necessary services for children with
mental health problems so that they might be able to take
advantage of public education. To improve the quality and
availability of effective services within the mental health
system, the state established the Child and Adolescent
Mental Health Division Empirical Basis to Services Task
Force in October of 1999. It is important to note that
participants in this task force included health care administrators, parents of children needing services, clinical service providers, and academicians from the areas of psychology, psychiatry, nursing, and social work.
With the consultation of many nationally known child
and adolescent psychologists, this task force has already
identified evidence-based psychological treatments, with
particular attention to the cultural appropriateness of these
treatments for the state of Hawaii, and is in the process of
large-scale training and implementation of these programs
(Chorpita et al., 2002). What is notable about this effort is
the importance accorded psychological treatments, the
clear guideline that psychological treatments be allowed
the number of sessions necessary to effect maximum
change, and the inclusion of all stakeholders in the process.
Commissioners of mental health around the country are
currently looking to this effort to guide initiatives in their
own states (e.g., Hogan, 2002).
Another example is the SAMHSA-sponsored National
Child Traumatic Stress Network. This recently established
network currently consists of 54 centers whose purpose is
to disseminate evidence-based clinical interventions that
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diminish the effects of trauma in children and families. The
mission of this network is to support the development,
dissemination, adoption, and adaptation of evidence-based
practices for traumatized youth and their families nationwide. To accomplish this goal, some centers are “Treatment Development” centers while others are front-line
delivery centers, and the goal of this network is to facilitate
close collaboration of these centers in developing and
adapting evidence-based psychological treatments to relieve the enormous burden engendered by exposure to
trauma in children and adolescents. This initiative, funded
by over 30 million federal dollars, should not only accomplish the kind of rapid dissemination of evidence-based
knowledge that has occurred in the case of HRT and
arthroscopic knee surgery but should also provide an invaluable laboratory for further study of the most efficient
and effective ways to disseminate new information on
psychological interventions. Finally, the National Institute
on Drug Abuse (NIDA) has created and funded a large
clinical trials network expressly to promote and evaluate
evidence-based treatments in community substance abuse
centers (NIDA, 2004).

Implications for Psychologists in
Emerging Health Care Systems
Psychologists are strongly positioned to address the very
real needs of millions of people suffering from psychological disorders and seeking treatment in the health care
system. The ability to prescribe medications, which is
likely to evolve over the next decade or two, is a treatment
option that psychologists will share with many other health
care professionals. But psychologists will be in a unique
position as the primary providers of psychological treatments derived from psychological science and targeted to
specific forms of psychopathology. At the very least, psychologists should be the principal architects of the health
care service systems set up to deliver psychological treatments. Only psychologists, who have the depth of training
in the various areas of cognitive and behavioral science and
social and interpersonal processes, can be intimately familiar with these sophisticated treatments.
It is increasingly borne out in practice, at least in our
own extensive efforts at dissemination and training, that it
is more difficult for nonpsychologists to become sophisticated purveyors of psychological treatments, although
there is marked individual variability within any profession. To confirm this impression, a program of research
could examine the ease of dissemination and quality of
administration of psychological treatments among psychologists and other health care professionals in front-line
health care delivery systems. Much as a doctoral degree
and a license in medicine are required for an individual to
administer medical treatments for physical diseases, as
these ensure a practitioner’s firm grounding in biomedical
science and practice, a case could then be made that a
psychology doctorate and license are the sine qua non for
the administration of psychological treatments for psychological disorders, as these ensure that a practitioner has
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completed a rigorous sequence of course work and training
in psychological principles and treatments.
In this regard, perhaps the time has come, as suggested
previously, to clearly distinguish these interventions, designed and targeted as they are for specific forms of pathology or dysfunction, from the more generic term psychotherapy that is practiced by all professions (and
nonprofessionals, if one looks in the yellow pages of the
phone book). That is, although the practice of psychotherapy is not identified with any one profession, the development and administration of psychological treatments would
be uniquely identified with the profession of psychology,
practicing in the context of a health care system for the
benefit of individuals presenting with problems of sufficient severity to place them in that system. This, of course,
would include targeted efforts to prevent individuals from
entering the system in the first place.
In view of the demonstrated preference of the public
for these treatments and the fact that these approaches are
as good as, or better than, alternative nonpsychological
treatments for many specific disorders, the development of
psychological treatments is a positive development for the
public and health care policymakers. More important, psychological treatments will be a growth area for the profession of psychology for years to come.
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