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For practitioners of a non-CBT disposition, summaries of empirically validated therapies can make for fairly disturbing reading: ‘Surely,’ you might ask, ‘person-centred therapy can help people with anxiety or eating disorders or anger;’ and ‘What about gestalt therapy or transactional analysis or Jungian analysis or hypnotherapy or psychosynthesis – why aren’t any of these approaches included on the list of ESTs?’ The answer to such questions is quite simple: in the vast majority of instances, it is not that these approaches have been shown to be ineffective; rather, the reason that they cannot be considered empirically supported is because no one has yet demonstrated that they are efficacious. That is, for instance, no-one has yet examined (at a sufficient level of rigour) whether depressed clients do better in psychosynthesis than they do in a control condition. There is no reason to assume they will not, or that they will improve any less than clients in CBT, but until such research is carried out, psychosynthesis can not be considered an empirically supported therapy for depression. 

Advocates of ESTs accept that a lack of empirical support is not the same as evidence of ineffectiveness, and that there is a need for non-CBT therapies to demonstrate their clinical worth (e.g., Chambless et al., 1996, p.1). However, if the primary determinant of whether or not a therapy is empirically-supported is whether or not it had been adequately evaluated, it could be argued that a list of ESTs tells us next-to-nothing about the relative worth of different orientations. Rather, all it tells us about is whether ‘anyone has been motivated (and funded) to test it and whether it is readily testable in a brief manner’ (Westen, Novotny, & Thompson-Brenner, 2004, p.640). 

Researcher allegiance effects

In response to such criticisms, advocates of a differential effectiveness position might argue that some studies do show a superiority of cognitive and behavioural methods over other forms of treatment, in particular, ‘nondirective’ or ‘supportive’ ‘counselling’ or ‘psychotherapy’. For instance, a study by Foa and colleagues (1991) found that CBT was more effective than ‘supportive counselling’ for post-traumatic stress in women who had recently been raped; and such findings regularly find their way into government summaries of the evidence and guidelines on best practice (e.g., National Institute for Health and Clinical Excellence, 2007, p.87). Here, however, another major problem with the evidence base emerges: that researchers show a marked tendency to find evidence which supports their own orientation. This is known within the counselling and psychotherapy research field as the ‘research allegiance effect’ (Luborsky et al., 1999), and can be considered one instance of the more general phenomenon of ‘experimenter-expectancy’ effects -- ‘The influence of the experimenter’s expectations regarding the outcome of an experiment’ (Christensen, 1997, p.249) – the impact of which has been demonstrated in hundreds of psychological studies (Rosenthal & Rosnow, 1991). In a classic review of 29 comparative psychotherapy studies, for instance, Luborsky and colleagues (1999) found that researchers’ allegiances accounted for over two-thirds of the variance found in outcomes. In other words, researchers who were allied to behavioural rather than psychodynamic approaches to therapy (as defined by themselves, their colleagues, or as indicated in their papers) tended to find that behavioural approaches were more effective than psychodynamic ones, while researchers allied with the psychodynamic approaches tended to find the opposite. Indeed, on the basis of Luborsky et al.’s data, Westen and colleagues (2004) calculate that, in more than nine out of ten instances, the results of a comparative trial can be predicted by knowing the researchers’ allegiances alone! Luborsky et al. also found that ‘there are no articles in the entire literature published by a first author who is a founder of a treatment, where the results are counter to that author’s allegiance’ (1999, p.102). Hence, while researchers may claim that they are carrying out their investigations in a neutral and objective manner, the data strongly challenges this assumption (and, indeed, also shows that researchers tend to underestimate their biases (Luborsky, Barber, & Crits-Christoph, 1990)). Given, then, that much of the empirical support for cognitive and behavioural therapies comes from cognitively- and behaviourally-aligned researchers, some fundamental questions are raised about its validity. 

Key term: Researcher allegiance effects

The tendency for researchers to ‘find’ results that support their own beliefs, expectations or preferences
Here, it is important to emphasise that there is no suggestion that researchers will deliberately attempt to manipulate their findings or the ways that their studies are conducted. Right from the start, advocates of empirically supported treatments have attempted to include a range of perspectives in their work (Task Force on Promotion and Dissemination of Psychological Procedures, 1995, p.15); and some of the leading authorities in this field, such as Professor of Psychoanalysis Peter Fonagy (Roth & Fonagy, 2005), are not of a cognitive-behavioural orientation. Nevertheless, there are a number of ways in which biases may unintentionally slip into even the most rigorously controlled psychotherapy research. For instance, researchers may tend not to put into print those findings that disconfirm their hypotheses (the ‘file drawer problem’); or they may analyse their data in ways that maximise the apparent differences between approaches: in particular, by failing to consider the variations across individual therapists and group (see Wampold, 2001). 

Implicit biases may also arise because of the measures that are used to assess therapeutic outcomes. These may tend to favour one approach over another by being more sensitive to changes brought about by that particular way of working. One of the most commonly used outcome measures, for instance, the Beck Depression Inventory, was developed by the founder of cognitive therapy, Aaron Beck (1979), and is particularly sensitive to changes in cognitive style (Wampold, 2001). Hence, it should come as no surprise if cognitive therapy brought about greater changes in this dimension than psychodynamic or humanistic therapies. However, if a measure of depression was used which focused on degrees of self-understanding or of positive self-acceptance, quite different results might come about. 

What is more, where researchers have allegiances to one particular approach, the control ‘therapies’ that are developed to test these approaches against often bear little relationship to those approaches as actually practiced in the field, and cannot really be considered therapeutic at all (Wampold, 2001, p.104) (Shapiro and Shapiro (1982) refer to these approaches as ‘straw men’). In the Foa et al. (1991) study of PTSD in women who had been raped, for instance, therapists in the ‘supportive counselling’ condition were instructed that, if their clients started to talk about their assault, they should redirect them to focus on current daily problems! Similarly, in a study by Beck which compared the efficacy of ‘focused cognitive therapy’ against ‘brief supportive psychotherapy’ for clients with panic disorder (Beck, Sokol, Clark, Berchick, & Wright, 1992, p.779), the clients in the latter condition met for only eight weeks compared with 12 weeks for clients who received cognitive therapy, had sessions of just 30 minutes in length, and started each session with a review of weekly panic log. Clearly, such practices can not be considered adequate representations of a bona fide psychotherapy (supportive or otherwise), or a form of therapy based on Rogerian nondirective principles, as Beck et al. claimed it to be. In this, as in many other studies (e.g., Borkovec et al., 1987), it should also be noted that the authors of the manuals for the control treatments are advocates of the experimental interventions. Hence, while the researchers may have made every effort to create a coherent and practical approach, it is difficult to believe that they will have worked to maximise the effectiveness of the non-experimental ‘psychotherapy’. (Having said all this, it is important to note that, in Shapiro and Shapiro’s meta-analysis of the data, humanistic and dynamic therapies which did have some specific therapeutic elements did not seem to perform any better than ‘straw man’ humanistic and dynamic ‘therapies’, although Wampold (2001) analysis of the data suggests that bona fide therapies do perform better.)

Another important criticism of comparative outcome trials is that, in most instances, the control ‘therapies’ are delivered by practitioners who are neither fully trained in, nor committed to, the control therapy; but are either implicitly or explicitly aligned with the experimental approach. In some instances, this may be the researchers themselves (e.g., Greenberg & Watson, 1998); in others, trainees or practitioners who may work for, or be trained or supervised by, the developers or advocates of the experimental condition. In a randomised controlled trial designed to compare the effectiveness of CBT and ‘supportive counselling’ for clients experiencing first episode psychosis (Haddock et al., 2006), for instance, ‘supportive counselling’ was administered by five research therapists who had been trained in CBT, and were supervised by experienced cognitive-behavioural therapists. In another study comparing CBT with non-directive counselling for generalised anxiety disorder, non-directive counsellors were ‘not formally trained’ in that approach, but were ‘trained nurses, who were further qualified as behaviour therapists’ (Blowers, Cobb, & Mathews, 1987, pp.496, 501). Again, while there is no suggestion here that practitioners may have deliberately tried to perform less effectively in the control conditions, there are numerous ways in which they may have inadvertently tended towards validating the experimental hypotheses; out of such desires as to be positively evaluated by the researchers (Christensen, 1997), or to contribute to the development of ‘scientific knowledge’ {Orne, 1970}. Most importantly, perhaps, where researchers or allied practitioners believe that one way of working is more effective than another (Beck et al., 1992, p.782), it is almost certain that this conviction will, in some way, be implicitly transmitted to their clients – for instance, through their body language or tone of voice – and, as we shall see in Chapter 4, clients’ beliefs in the efficacy of their therapy would appear to be a crucial factor in determining its effectiveness. Indeed, given the level of bias that can emerge in medical trials using the most rigorous ‘double-blind’ designs {i.e., studies in which neither the researcher nor the participant know which condition the participant has been allocated to, see \Heres, 2006 #1998, Chapter 1), one might wonder what hope there is for studies in which researchers and therapists (and possibly even clients) are aware of the condition that the client has been allocated to, and in which the level of contact between practitioners and participants means a much greater opportunity for influence to take place. 

From a cynical standpoint, then, what one might conclude is this: that what most of the comparative research shows is that cognitive-behavioural therapists bring about more improvements on cognitive-behavioural indicators of change when they practice in the way that they are trained in, committed to and believe in; as opposed to practising in a way that they are neither fully trained in nor committed to nor think will be effective.  

 ‘EVERYONE HAS WON AND SO ALL MUST HAVE PRIZES’ – THE ‘DODO BIRD VERDICT’

Given these potentialities for bias, one the most surprising findings to come out of the comparative research literature may be just how effective control ‘therapies,’ like the placebo conditions discussed in Chapter 2, can be. In the Haddock et al. {, 2006 #1756} study of first-episode psychosis, for instance, participants under 21 years of age actually did significantly better in the ‘supportive counselling’ condition than in the CBT condition over three months; and in many other instances, clients in the control condition have fared as well, or almost as well, as those in the experimental treatment (e.g. Birmaher et al., 2000; Blowers et al., 1987; Greenberg & Watson, 1998; McIntosh et al., 2005; Stanley, Beck, & Glassco, 1996, p.574). 

This leads us on to one of the most well-established and consistent findings in the counselling and psychotherapy research field: that if one looks at the data on the comparative efficacy of different therapies (either across studies or within the same study), rather than the data on which specific therapies have been shown to be efficacious with specific psychological problems, then an overwhelming body of evidence suggests that there is very little difference in how efficacious different psychological therapies are (see, for instance, Bohart & Tallman, 1999; Lambert & Ogles, 2004; Luborsky et al., 2002; Wampold, 2001; Wampold et al., 1997, p.209); and this is particularly the case when all therapies being compared are bona fide ones (Wampold et al., 1997, p.210). Drawing together the findings from 17 meta-analyses of comparative studies, for instance, Luborsky et al. calculate that the average difference between therapeutic approaches was an ES of 0.2, a figure almost identical to that arrived at by Wampold and colleagues (1997) and Grissom (1996) in their meta-meta-analyses of the data. An ES of 0.2, as we saw in Chapter 2, can be considered ‘small’, ‘negligible’ (Smith & Glass, 1977, p.760) or ‘trivial’ (Elliott, 2007), and means that there is only about a 10 percent difference in success rates between different therapies (e.g., a change from 45% success to 55% success [BESD, see Box 2.2]). It also means that around 42 percent of clients in the ‘inferior’ treatment will do better than the average client in the ‘superior’ treatment (Luborsky et al., 2002; Wampold, 2001). This difference is further reduced when such factors as researcher allegiance effects are taken into account (Luborsky et al., 2002; Wampold, 2001): Luborsky suggests to .14, Wampold suggests to zero. It should also be noted that this ES of 0.2 is an average of all differences that have been found across therapies, whether it is, for example, a superiority of CBT over dynamic therapies or a superiority of dynamic therapies over CBT. However, where differences do emerge, they do tend to favour cognitive and behavioural approaches (Lambert & Ogles, 2004, p.161), though this is not always the case: humanistic approaches, for instance, show some superiority in the fields of play therapy (Bratton, Ray, Rhine, & Jones, 2005) and music therapy (Gold, Voracek, & Wigram, 2004). Finally, it is interesting to note that, in most instances, even the components of a particular therapy are as efficacious as the full therapeutic treatment; or, put the other way around, a combined therapy is often no more efficacious than its individual parts. For instance, Jacobson and colleagues (1996) found that a full cognitive-behavioural treatment was no more effective than a therapy consisting of just one behavioural element of this program. Why this might be the case will be explored later in this book. 

Key term: Bona Fide therapy

A therapeutic practice delivered in ‘good faith’: i.e. one that the practitioner is trained in and committed to, and is based on sound psychological principles (see, Wampold et al., 1997, p.205)
A classic example of equivalence in outcomes across therapies can be found in the study by Mike King and colleagues, introduced in Chapter 2, in which nondirective counselling (as practiced by bona fide counsellors) was compared against CBT (as delivered by qualified psychologists) and treatment as usual. Figure 3.1 displays the results for both therapies at four months, and shows an almost identical reduction in levels of depression across the two therapies. This is very similar to the results of the National Institute of Mental Health’s Treatment of Depression Collaborative Research Projects (see Box 3.2). 

Figure 3.1. Assessment and 4 month follow up BDI scores for participants undergoing non-directive therapy and cognitive-behavioural therapy 
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[Box 3.2] The National Institute of Mental Health Treatment of Depression Collaborative Research Program (NIMH-TDCRP)

Undertaken in America in the late 1980s, the NIMH-TDCRP is one of the largest, most rigorous, and best known comparative studies in the counselling and psychotherapy field (Elkin et al., 1989). Using a randomised controlled trial (RCT) design, the study compared the effectiveness of 16 sessions of CBT and 16 sessions of interpersonal therapy (IPT) for treating depression (both of which were practiced, developed and supervised by bona fide professionals), with clients also allocated to an antidepressant (imipramine) condition and a placebo control (both of which included ‘clinical management’). Across a range of indicators, the study found no significant differences between the effectiveness of CBT and IPT, with both psychological therapies somewhat superior to the placebo condition but marginally less effective than antidepressants, particularly with more severely depressed clients (Elkin et al., 1995). Data from the NIMH-TDCRP study has been used to answer a wealth of questions in the psychotherapy research field (see below), and continues to be analysed and hotly debated today (e.g., Elkin, Falconnier, Martinovich, & Mahoney, 2006).

Studies which compare the real world effectiveness of different psychological therapies, as opposed to their experimentally-controlled efficacy, also suggest that the different therapeutic approaches are of relatively equivalent merit. In the classic Consumer Reports survey introduced in Chapter 2, for instance, no specific modality of psychotherapy was reported as being any more helpful than any other for any problem (Seligman, 1995), although clients who went to marriage counsellors did give their therapists lower grades for competence (Consumer Reports, 1995). Equally, in the Stiles et al. (2006) study of primary and secondary care therapies (introduced in Chapter 2), CBT, person-centred therapy (PCT) and psychodynamic therapy (PDT) all brought about relatively similar reductions in levels of CORE scores from pre- to post-therapy (8.9, 8.7 and 7.7 respectively). Percentages of clients experiencing reliable and clinically significant improvement across the three conditions were also not significantly different (62%, 57.6% and 48.1%, respectively). 

Within the counselling and psychotherapy research literature, this finding of equivalence across the different therapies has come to be known as the ‘Dodo bird’ verdict (Luborsky, Singer, & Luborsky, 1975; Rosenzweig, 1936). This is after the Dodo bird in Alice in Wonderland who, after judging a race around a lake, declares that ‘everyone has won and so all must have prizes.’ 

Key term: The Dodo bird verdict

The assertion that different bona fide therapies are about equivalent in their efficacy and effectiveness
Within the field of counselling and psychotherapy research, the Dodo bird verdict has been heralded by advocates of a ‘common factors’ approach to counselling and psychotherapy (e.g., Hubble, Duncan, & Miller, 1999). Introduced by Saul Rosenzweig (, 1936) in the 1930s, the common factors model holds that the primary determinants of therapeutic change are a set of nonspecific factors common to all therapies (for instance, the quality of the relationship and the client’s level of motivation) as opposed to the specific techniques and models of a particular therapeutic approaches (for instance, exposure or transference interpretations). Jerome Frank {, 1991 frank@40-43} is one of the best known advocates of a common factors model, and proposed four features that are shared by all effective treatments, whether psychotherapies or religious/magical forms of healing: 

• 
‘An emotionally charged, confiding relationship with a helping person’ 

• 
‘A healing setting’

• 
‘A rational, conceptual scheme, or myth that provides a plausible explanation for the patient’s symptoms and prescribes a ritual or procedure for resolving them’

• 
‘A ritual or procedure that requires the active participation of both patient and therapist and that is believed by both to be the means of restoring the patient’s health.’

Key term: Nonspecific/common factors

Aspects of the therapeutic process that are common to most therapeutic relationships (for instance, providing clients with an opportunity to talk)

Key term: Specific/model factors

Well-defined actions on the part of the therapist that are associated with a particular therapeutic practice (for instance, exposure techniques or interpretations)

Recommended reading

Hubble, M., Duncan, B. L., & Miller, S. D. (1999). The Heart and Soul of Change: What Works in Therapy. Washington, DC: American Psychological Association. An excellent collection of chapters summarizing the quantitative and qualitative research in support of a range of common factors. 

Common factors models are important to the counselling and psychotherapy research field because they are one very credible way of accounting for the Dodo bird finding: different therapies are about equivalent in their efficacy because they are all pretty much doing the same thing, albeit under different names. 
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