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1. Introduction

Approaching the question of what we should expect from psycho-

therapy is somewhat of a daunting task—especially knowing where to
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services will provide them with a way of overcoming the difficulties
they are experiencing. They enter therapy hoping to make their
lives better. This may involve their desire to reduce such problematic
symptoms as anxiety or depression, to improve their relationships
with others, to become more effective at school or work, or to resolve
other problematic life issues. Although their goals for therapy clearly
vary, their expectations nonetheless involve the desire or hope that
we as therapists will assist in achieving them.

This, of course, is a somewhat simplified picture, as there are times
when patients' goals are unrealistic, or not the desired outcome that
will provide them with the improvement in their life for which they
have entered therapy. In such instances, it is up to us as skilled clinicians
to help them recognize that an alternative goal is more likely to give them
what they want. My own professional sensitivity to the establishment of
goals began when I was a financially challenged graduate student, and
needed to have my dental work done at a training clinic. Upon examining
my teeth, the student suggested that my fillings should consist of gold
inlays. When I asked him if the advantage would be that they would
last longer, he replied: “No. But because you have such strong teeth,
gold inlays would go well with them.” This experience made an indelible
impression on me, and whenever I work with patients to establish the
goals for therapy, I make every attempt not to confuse my goals for
them with what they want from therapy.

In considering what our patients need from therapy, we as their
therapists should expect that the treatment that we offer will help, and
not harm them. This article begins with the acknowledgement that
we have evidence to support the efficacy and effectiveness of psycho-
therapy, but also the need to go beyond the findings from randomized
controlled trials (RCTs). An important distinction is made between
RCTs and evidence-based practice (EBP), and the role that the technique,
the therapy relationship, and common principles play in the change pro-
cess. Although there clearly exist data to demonstrate that therapy helps,
there are also findings that instances exist where it does not, and even
more troubling, where it may even create harm. This article discusses
the importance of certain factors that may increase the likelihood that
therapy will be successful, such as the role of the therapeutic alliance in
therapy, and closes with some suggestions for future directions in re-
search and for ways to help close the gap between research and practice.

2. The role of evidence in psychotherapy

Another way of responding to the question of what we should ex-
pect from psychotherapy is that there exists evidence that it indeed
does work. Over six decades ago, Eysenck (1952) lamented that al-
though the practice of psychotherapy had been in existence since the
beginning of the 20th century, the effectiveness of treatment was
based primarily on the therapist's say-so. His critique served as an im-
portant impetus for research on psychotherapy.

2.1. Psychotherapy outcome research

Research on the outcome of therapy can be thought of as having
spanned three generations, starting in the 1950s, moving to the second
generation in the 1960s and 1970s, with the third generation beginning
in the 1980s.

In the 1950 Annual Review of Psychology, Snyder provided a summary
of the research that had been done on psychotherapy outcome to date;
he was able to summarize it within the confines of a single chapter.
Shortly thereafter, as the field began to recognize the importance of
obtaining evidence on whether therapy actually produced change, it
did so by addressing the very general question: “Does psychotherapy
work?” The therapy that was studied primarily consisted of psychody-
namic treatment, the methodology lacked rigor and sophistication, and
the specification of the therapy interventions and outcome was general
and vague. Nonetheless as the first generation of therapy research, it
set the stage for what was to come.

The second generation of outcome research took place during the
1960s and 1970s, and was directed toward addressing a more specific
question, namely “Which specific interventions are more effective in
dealing with which specific problems?” For the most part, the interven-
tions consisted of different techniques associated with behavior therapy
and cognitive-behavior therapy, and marked the beginnings of a greater
methodological sophistication in outcome research. Behavior therapy
had its roots in basic research, where it was assumed that the extrapo-
lation of research findings from the laboratory could have important
clinical implications for practice. As an additional benefit associated
with this line of thinking, there came a methodological sophistication
for conducting outcome research. With preliminary findings pointing
to the promising impact of behavioral treatments, the NIMH began to
provide funding for carrying out outcome research. In what eventually
became an impressive array of different studies of behavior therapy,
various clinical interventions, such as desensitization, relaxation, and
role playing were applied to different target problems, such as phobias,
anxiety and unassertiveness. This generation of research was also char-
acterized by the use of therapy manuals, whereby behavior therapy
techniques, which were clearly delineated, could specify clinical guide-
lines. Although there was an important methodological advance over
the first generation, generation two of psychotherapy outcome research
was limited by the fact that the participants in the studies consisted pri-
marily of college students, with graduate students serving as therapists.

Psychotherapy outcome research moved into its third generation in
the 1980s. Many of the methodological advances in the previous gener-
ation were retained and some improvements were made, such as the
independent rating of whether therapists indeed followed the specific
treatment manual. However, in line with the fact that the NIMH shifted
its preferred research model to that used in the investigation of drugs,
“target behaviors” became “DSM disorders” and “outcome research” be-
came “randomized controlled trials” (RCTs). All of this was a portent of
things to come, where biological psychiatry transformed what we had
once thought of as “psychological problems” into “clinical disorders.”

It was in the late 1970s that Morris Parloff, the head of the Clinical
Research Branch of the NIMH, provided his very sage perspective on
the pros and cons of what was then becoming RCTs. Although a very
strong advocate of psychotherapy research, Parloff cautioned psycho-
therapy researchers and practitioners alike that along with pressures
for empirical accountability came the dangers of arbitrary and poorly
informed decisions by policymakers, who would be instrumental in set-
ting guidelines to financially reimburse patients for psychotherapy. In
his presidential address before the Society for Psychotherapy Research
(SPR), he shared some of his concerns, stating:

From time to time, psychotherapy researchers have complained that
their findings have not impacted sufficiently on the practitioner or
on the policymaker. We have carped that our voices have not been
heard in high councils and that our wisdom has gone unrecognized
and unrequited by government's decision makers. I regret to inform
you that those idyllic days are now gone. We can no longer be con-
fident that our papers will be read only by fellow researchers.
Policymakers are reading our records and the clinicians are listening.

[Parloff, 1979, p. 296]

Parloff was concerned that although outcome research might provide
useful evidence for the efficacy of treatment, it had its limits, as it did not
always focus on what actually happens in clinical practice—a concern
that was reiterated at a later point by others committed to the impor-
tance of therapy research (e.g., Garfield, 1996; Goldfried & Wolfe, 1996).

In the early 1980s, I attended an NIMH-sponsored workshop on
the use of cognitive-behavioral techniques for the treatment of
anxiety disorders. The workshop was to be led by Parloff, who unfor-
tunately was not able to attend because he had been called to testify
before Congress to report on the effectiveness of psychotherapy. Con-
gress wanted to explore the possibility that the NIMH might serve the
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function that the US Food and Drug Administration (FDA) served in
the certification of which medications should be approved for clinical
use. This chilling realization that the practice of psychotherapy might
need to be accountable to National Health Insurance that the federal
government was hoping to institute came on the heels of Parloff's
warning that policymakers were looking over the shoulders of both
the therapy researcher and practitioner.

In an article entitled “Psychotherapy research evidence and reim-
bursement decisions: Bambi meets Godzilla,” Parloff (1982) raised
concerns that policymakers may not recognize the subtle issues and
methodological compromises associated with psychotherapy research,
and that in the final analysis “Research findings can be expected to
exert all the impact of a quixotic Bambi planted firmly in the path of
the onrushing Godzilla of cost-containment policies” (Parloff, 1982, p.
725). Observing that there was the beginning of a proliferation of nu-
merous therapy interventions based on theoretical assumptions rather
than empirical evidence, Parloff went on to argue for the importance
of psychotherapy process research, pointing out that he was concerned
that “in the absence of a firmer knowledge of the valid agents of change,
an infinite number of redundant ‘new’ therapies may continue to be
invented and presented for assessment by the outcome researcher”
(p. 725). And while the NIMH had a period of time where they support-
ed process research, which could increase the likelihood of developing
more empirically based interventions, most of the support went to fi-
nancing clinical trials.

At present, when we think about the evidence supporting the efficacy
of therapy, we associate it with the findings of RCTs. With our current
emphasis on the medical model that guides drugs research, it not only
changed how we conduct research on psychotherapy, but also how we
think about clinical problems. As noted earlier, no longer do our patients
have problems in living, but rather have “clinical disorders.” No longer
are certain problematic issues in a person's life functionally related to
other problematic difficulties, but rather there exists “comorbidity.”

The limitations of RCTs in informing the practicing clinician have
been discussed elsewhere (e.g., Garfield, 1996; Goldfried & Wolfe,
1996, 1998), and will not be reviewed in any detail. Suffice it to say,
the limitations of generalizing to the real world of clinical practice in-
volve the random assignment to treatment rather than basing the inter-
vention on case formulation, a fixed number of sessions rather than
having the number of sessions needed to bring about change for any
given patient, and the use of theoretically “pure” interventions rather
than being free to pursue intervention derived from other theoretical
approaches. Indeed, Allen Francis, chair of DSM-IV - and also a
practicing therapist - highlighted the clinical limitations associated
with RCTs that are directed toward treating DSM-disorders. As a prac-
ticing clinician, Francis was clearly aware of the gap between RCTs
and the practice of therapy:

Making a DSM-IV diagnosis is only the first step in a comprehensive
evaluation. To formulate an adequate treatment plan, the clinician
will invariably require considerable information about the person
being evaluated beyond that required to make a DSM-IV diagnosis.

[American Psychiatric Association, 1994, p. xxv]

If he is correct in his observation - and most practicing therapists
are likely to agree that he is — one needs to take great care in unques-
tioningly generalizing the results of RCTs to clinical practice.

Roth and Fonagy (1996), in their careful review of the outcome lit-
erature, have similarly recognized the limits of RCTs. Reflecting a view
held in the UK, they have pointed to some of the unintended conse-
quences of specifying ESTs based on clinical trials:

As research evidence begins to be collated, there is a temptation to
turn to these findings as though they provide a definitive answer,
without noting the cautions researchers almost universally attach
to them. Where payers yield to this temptation in the design of man-
aged care programs and directives regarding first-line treatments, the

reaction of many clinicians is to become suspicious of moves toward
(or demands for) evidence-based practice. This adversarial process
threatens to set those paying for care against those providing it, and
indeed, providers against researchers. In this context, there are clear
perils along the path of applying research findings to clinical practice.
On the one side, the risk that practitioners reject psychotherapy
research out of hand; on the other, the possibility that purchasers
embrace it uncritically, leading to a cookbook approach to planning.

[Roth & Fonagy, 1996, p. 40]

2.2. The importance of evidence beyond RCTs

Despite the limitations described above about the limitations of
RCTs, the findings of such clinical trials have become the “gold stan-
dard” in determining which therapies have been proven to be effica-
cious. Thus an intervention for a given clinical disorder that has been
demonstrated to be superior to a control intervention in two or more
RCTs have reached the status of being an EST. Recognizing that the
methodological constraints in conducting RCTs (e.g., fixed number of
session, use of theoretically pure interventions) might eventually be-
come clinical constraints, and that the evidence to be considered by
third-party payers as constituting empirical support might be based
solely on RCTs, an APA task force broadened the definition of what con-
stitutes “evidence” in determining the clinical effectiveness of therapy
(APA Presidential Task Force on Evidence-Based Practice, 2006). Al-
though it was clearly acknowledged that RCTs were an important
source of evidence, other sources of evidence were also seen as being
important, as were such variables as patient characteristics and context,
and clinical expertise. Interventions do not always work for all patients,
and some therapists are better than others.

In addressing the issue of sources of “evidence” that can contribute
to evidence-based practice, one may think of three general categories
of research, each of which addresses a different question that is related
to what we do clinically (Arkowitz, 1989). The question “Does therapy
work” is addressed by outcome research—now called “clinical trials.”
Numerous research designs have been used to answer this question,
and most typically have involved comparing a given treatment for a
given disorder to another condition (a different intervention or appro-
priate control condition) to determine how well it fares at the end of
treatment. However, other research approaches are also clearly rele-
vant, such as process research, which attempts to identify the mediators
and moderators associated with successful outcome (e.g., degree of pa-
tient motivation and the presence of a good therapeutic alliance). This
addresses the research question “How does successful therapy work?”
Finally, there is a third type of relevant research - basic research on psy-
chopathology (e.g., what we know about the nature of panic) and
human functioning (e.g., the relationship between misattribution and
problematic emotional reactions) — which deals with the question
“What needs to be changed?” These latter two questions, each of which
is essential to effective clinical practice, are not addressed by ESTs.

Although this broader view of what constitutes evidence that is
relevant to the practice of therapy makes good clinical and empirical
sense, it is distressing that many workers in the field have tended to
equate the more comprehensive notion of evidence-based practice
with manual-driven ESTs. These other sources of evidence clearly exist
but are often ignored by those advocating the importance of evidence
in the practice of therapy. Evidence on if change occurs, how it does,
and what needs to be changed can come for a variety of different sources,
including the findings on principles of therapeutic change (Castonguay &
Beutler, 2006), consensus ratings made by expert clinicians on how to
deal with certain clinical situations (Eubanks-Carter, Burckell, &
Goldfried, 2010), clinicians' reports on those factors that help and hinder
successful therapy (Castonguay, Boswell, Constantino, et al., 2010;
Castonguay, Boswell, Zack, et al, 2010), and surveys of practicing
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therapists on their clinical experience in using ESTs in clinical practice
(Goldfried, 2011).

3. Does psychotherapy help or make things worse?

Six decades after Eysenck (1952) pointed out that there was no good
evidence that psychotherapy had a positive impact on patients' lives,
there has been the accumulation of a truly impressive body of research
evidence to indicate that it indeed does. Extensive reviews of the re-
search findings have appeared in the literature, and a presentation of
these findings goes well beyond the purpose and scope of this article.
Despite the plethora of findings that support the efficacy of therapy,
numerous questions nonetheless remain about those important media-
tors and moderators that account for change when it occurs—and when
it does not.

3.1. When therapy fails

At the same time that the research literature clearly attests to the
efficacy of psychotherapy, there also exist findings that indicate that
there are times when therapy fails to produce change (e.g., Foa &
Emmelkamp, 1983), and can at times even make things worse
(Castonguay et al., 2010; Henry, Schacht, & Strupp, 1986; Lilienfeld,
2007). Our recognition of the potentially harmful effects of therapy
have existed for some time (e.g., Bergin, 1966), but perhaps for political,
economic and professional reasons, the field has tended to deemphasize
such findings. In writing about the failures of behavior therapy, Foa and
Emmelkamp have acknowledged this general phenomenon: “Contact
with clients has taught us that clinical practice is not as simple as that
portrayed in textbooks.... It seems that once a technique was endorsed
as effective, it became almost taboo to admit that sometimes the
expected positive results were not obtained” (Foa & Emmelkamp,
1983, p. 3). The failure to find therapeutic change when using empirically
supported treatments is especially seen when they are used to treat com-
plex clinical cases (Ruscio & Holohan, 2006). This general tendency to
place less emphasis on clinical failures is indeed unfortunate on many
counts, not the least of which is that they can often tell us as much
about the variables that contribute to the change process as do the suc-
cesses. Fortunately, there has been an increase in attention to the fact
that many patients continue to be symptomatic at the end of treatment
(Dimidjian & Hollon, 2011; Goldfried, 2011).

It has been estimated that anywhere between five and 10% of pa-
tients not only fail to benefit from treatment, but also get worse
(Lambert & Ogles, 2004). Although it is possible that these patients
might have gotten worse in the absence of therapy, available research
findings suggest two primary causes of this deterioration effect: the
nature of the therapy alliance and the specific interventions that are
used. It should be kept in mind that in research that has studied the
relationship between the therapy alliance and outcome, the quality
of the alliance is typically not experimentally manipulated. Although
some early research that manipulated warmth of therapist interac-
tion found that systematic desensitization administered by warm
therapists was more effective in reducing phobias than therapists
who were aloof (Morris & Suckerman, 1974), most of what we
know about the alliance and outcome is correlational. And even
though measures of the alliance are taken early in the therapy, it is
still possible that they are a consequence of change that has already
occurred (see Feeley, DeRubeis, & Gelfand, 1999). Although there
have been debates in the literature as to whether the change process
can be accounted for by the therapy relationship or the specific tech-
niques that are employed, a case can be made that both the therapy
alliance and the intervention procedure play a significant role in
whether change occurs (Goldfried & Davila, 2005; Norcross, 2002).
We will return to this issue shortly.

3.2. The importance of the therapy alliance

In defining the components of the therapy alliance, the conceptualiza-
tion offered by Bordin (1979) has proved to be most useful. According to
Bordin, the alliance is comprised of not only the bond between therapist
and patient, but also the agreement on both the goals of therapy and the
methods that will be used to reach these goals. The bond between therapist
and patient is usually what we think of when we talk about the “therapy re-
lationship.” It refers to the mutual liking of therapist and patient, the feeling
by both that there is good communication, and the mutual willingness to
work together clinically. Reports on the part of patients that “My therapist
really understands and cares about me,” and feelings by the therapist that
“I enjoy working with this patient” are typical indicators that a good bond
exists. The remaining aspects of the therapy alliance involving the mutual
agreement on goals and methods represent what may be thought of as
the contractual working guideline that exists between therapist and patient.
Thus the alliance represents the context in which the change process occurs
for the implementation of intervention procedures, but also in itself possibly
creating therapeutic change as well—especially in those cases where inter-
personal difficulties might be part of the patient's problem.

There have been numerous studies examining the relationship be-
tween the therapy alliance and outcome, virtually all of which indi-
cate that a positive alliance is indeed associated with successful
outcome (Muran & Barber, 2010). As suggested earlier, a controversy
has arisen as to whether or not the alliance is a predictor of outcome
or merely a reflection of it, as much depends on when the measure
is of alliance is obtained. When obtained early in therapy (e.g., by
the third session), it is likely to reflect a good working context within
which therapy can proceed successfully. However, when gotten later
in treatment, it may reflect the fact that the bond and agreement on
goals and methods are the result of therapy having been successful.

Just as there is evidence that a good therapy alliance can contribute
to successful treatment, so are there findings that indicate that strains or
ruptures in the alliance can lead to failure (Muran & Barber, 2010). A
landmark study by Henry et al. (1986) and Henry, Schacht, and Strupp
(1990), carried out in the context of a manual-driven short-term psy-
chodynamic therapy, dramatically illustrates this. In relating process
to outcome, Henry and colleagues found that subtle forms of therapist
frustration and hostility were associated with negative clinical out-
comes. It is of particular interest that such frustration occurred when
patients did not respond favorably to therapists' manual-dictated trans-
ference interpretations. Despite the patients' resistance to these inter-
pretations as not ringing true, therapists persisted with them, perhaps
because it was important for them to do so in the context of what the
research protocol required them to do clinically.

It should be noted that such strains in the alliance are not restrict-
ed to psychodynamic therapy. Castonguay, Goldfried, Wiser, Raue,
and Hayes (1996) found very much the same phenomenon in their
study of cognitive therapy for depression. In examining the relation-
ship between process and outcome, Castonguay and colleagues
obtained an unexpected negative relationship between therapists'
use of intrapersonal links (e.g., linking how patients' thoughts were
linked to their emotional reactions)—clearly opposite to theoretical
expectations. In conducting a further analysis of the therapy alliance
across all cases, they found that the problem was not in the therapists'
use of intrapersonal links, but rather in the use of them in instances
where there was a rupture in the alliance. For example, there were
cases where patients were unhappy with the therapy and were
questioning the rationale, and instead of dealing with the alliance
rupture, the therapists continued to make links between the patient's
thoughts and feelings about the therapy.

3.3. Strains in the therapeutic alliance

The above examples of how strains in the alliance can lead to nega-
tive clinical outcomes may be thought of as artifacts of the fact that the
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therapists were following a manual, knowing that how they behaved
during the session was going to be rated for adherence to the manual,
an important methodological condition in the research design. Still, it il-
lustrates that the communication of the frustration with the patient can
have an adverse effect—especially if patients grew up as being the ob-
ject of such negative responses.

Although therapists are not inclined to openly discuss their frustra-
tions and negative reactions to patients, they nonetheless are more
prevalent than one might expect (Wolf, Goldfried, & Muran, 2013). De-
spite training and personal therapy, therapists were people before they
were therapists, and at times continue react in ways that might not be
all that therapeutic. There are times when we as therapists are aware
of our negative emotional reaction to patients, but other times when
there are only indirect indicators—such as when we are not looking for-
ward to a session with the patient, or where we continually check the
clock during a session. In discussing the therapists' negative reactions
to the patient, Gelso and Hayes (2007) have linked it to countertransfer-
ence, based on the therapist's personal issues. However, it can occur in
clinical cases where the patient's behavior is seen as being particularly
abhorrent (e.g., physically or sexually abusing one's children). And it
may also happen in less obvious situations, such as when therapists be-
come “frustrated” with lack of progress or the patient's resistance to the
therapy.

As observed by Goldfried and Davison several years ago, although
there is often the temptation to blame the patient when therapy does
not progress as hoped or expected, “the client is never wrong”
(Goldfried & Davison, 1976, p. 17). Clinical lore has it that therapists
should deal with patients “where they're at.” In discussing the impor-
tance of fulfilling patients' expectations, Sullivan once put it as follows:

The person who comes to the interview expecting a certain pat-
tern of events which does not materialize will probably not re-
turn.... In other words, what a client is taught to expect is the
thing that he should get—or, at least, any variation should very
clearly depart from it in a rather carefully arranged way.
[Sullivan, 1954, p. 28]

Another way to think about this is that a therapist who is trying to
guide patients to shift their thinking, feeling or behavior, often needs
to progress gradually—first accepting where patients are “at,” and
then guiding them to what might be more beneficial for them. In es-
sence, it is a balance between following (e.g., “That must have been
hard for you”) and leading (e.g., “You might want to consider telling
him what you really wanted”). Some patients can be readily led (e.g.,
whereby the therapist follows, leads, follows, leads), whereas others
might require more patience (e.g., follow, follow, follow, lead, follow,
follow, lead, follow, lead).

The importance of therapists accepting their patients for where
they are at has been advocated by professionals of all orientations.
Two therapists, in particular, have indicated that their clinical ability
for acceptance was very much influenced by their observation of
how a horse whisperer trained wild horses. Lorna Benjamin (2001),
a psychodynamic therapist, and Larry Beutler (2001), an experiential
therapist, both independently related that their observations of how
horses were trained had influenced their therapeutic practice. Benja-
min reports that she learned “to take things slowly and with great pa-
tience,” adding that “I also learned about the impossibility of
controlling another creature. The most one can do is persuade and ne-
gotiate for mutual interests as you move with the other.” (Benjamin,
2001, p. 29). This very same observation was similarly reported by
Beutler as one of the major lessons he learned about how to be an ef-
fective therapist. As Beutler reports, “Patience is part of the key. Let
things happen that happen. Let people find their own comfort.
Allow them to learn through struggle. Don't rescue, just support”
(Beutler, 2001, p. 215). In the absence of this, it is all too easy for us
as therapists to become impatient. Although both Benjamin and

Beutler are probably best known for their research contributions, it
is of considerable interest that their clinical practice has also been in-
formed by their personal observations and experiences.

In considering the importance of therapists having patience in their
clinical work, negative therapeutic results can readily be understood by
the opposite of patience, namely impatience. When we display our impa-
tience with a patient's progress in therapy, we all too often send the mes-
sage that the patient is to blame for the therapeutic plateaus or reversals.
This may be communicated subtly, such as in our tone of voice or facial
expression. Indeed, some of our patients who are ultra-sensitive to criti-
cism may be aware of such messages even before we are. A case in point
has been discussed by Linehan (1993) in her work on treating borderline
personality disorders. In her original attempts to use cognitive-behavior
therapy in working with this population, Linehan found that, much to
her confusion and dismay, her borderline patients interpreted her
recommendations for intervention as an invalidation of who they were
as individuals. Based on their early experiences of being criticized for
being “too emotional,” her borderline patients had developed an
ultra-sensitivity to any messages that implied an invalidation—including
suggested interventions that might make their lives better. In a clinical
tour de force, Linehan developed an approach to therapy - dialectical
behavior therapy - that placed a great emphasis on accepting and vali-
dating the patient just as they are, but being available to help them
change when they felt ready to do so.

There is another aspect of acceptance that is relevant here, namely
acceptance of the reality that there is only so much that therapy can
do to help. Despite the advances in therapy that have been made in re-
cent years, it is important to accept the fact that constitutional, physio-
logical, and psychological diatheses can limit just how much progress
can be made in therapy. For individuals who are constitutional intro-
verts, it might be unrealistic to expect that therapy should be able to
have them become as outgoing and socially comfortable as someone
who was born that way. Similarly, it may be unrealistic to expect that
a person who has had devastating losses or traumas early in life will be-
come totally free of the effects of the past. Even with the best of therapy
and the development of competencies in one's adult life, we cannot
expect a total “recovery.” To do so, may result in both therapist and pa-
tient ending up feeling like failures.

4. What contributes to change: the technique? The relationship?
Something else?

In considering the question of what we should expect of psycho-
therapy, it is important to address the issue of our knowledge of
what contributes to change. This falls in the realm of process research
which, as noted in the previous section, deals with the question of
how therapy works. Although it is beyond the scope of this paper to
review the extensive research literature on psychotherapy process re-
search, suffice it to say that in the most general sense, researchers and
clinicians have pointed to two possible classes of active ingredients in
the therapy change process: therapy techniques and the therapy
relationship. Unfortunately the controversy in the field has often
taken on an adversarial stance, questioning whether it is the tech-
nique or the relationship that is most responsible for change.

4.1. The technique versus the relationship

In 1995, the Society of Clinical Psychology, Division 12 of the APA,
published a list of therapy procedures that were found to be effica-
cious in clinical trials (Task Force on Promotion and Dissemination
of Psychological Procedures, 1995). These techniques, which were
clearly delineated and manual-driven, were found to have empirical
support in controlled research. Although the importance of the
therapy relationship was not denied, it had secondary importance
to the specific procedures that were studied. As a response to this
specification of empirically supported treatments, the Psychotherapy
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Division of APA, Division 29, established a task force to review the
empirical literature that supported the way that the psychotherapy
relationship contributed to change. The purpose of the task force -
the results of which were summarized in Psychotherapy Relationships
That Work - was not to negate the importance of technique, but rath-
er to offer a more complete evidence-based explanation of the thera-
py change process (Norcross, 2002). Nonetheless, the tendency to pit
technique against the relationship continues to exist.

The argument that the therapy relationship played a particularly
significant role in the change process was originally put forth in the
classic article by Rogers (1957), entitled “The necessary and sufficient
conditions of therapeutic personality change.” In it he maintained
that there was a natural tendency for people to grow psychologically,
which could be facilitated by an accepting and genuine relationship
with the therapist. Although Rogers did not explicitly indicate that
this may be a learned phenomenon, he nonetheless explained that
as patients continue to experience the acceptance on the part of the
therapist, they eventually will develop a similar attitude toward
themselves. In his historic debate with Rogers, Skinner was much
more specific in indicating that learning was indeed involved in the
change process (Rogers & Skinner, 1956). And in doing so, Skinner
highlighted the importance of specific procedures that might facili-
tate this learning.

Although one may trace the current disagreement on the impor-
tance of the relationship or the technique to the different epistemolog-
ical assumptions underlying this historical debate between Rogers and
Skinner, it should also be emphasized that even advocates of therapy
techniques have acknowledged the role of the therapy relationship.
Writing about behavior therapy, Kanfer and Phillips (1970) emphasized
that “the therapist may enhance or detract from the effectiveness of his
behavioral techniques through the impact of his own personal and
interactional characteristics” (p. 65). Goldfried and Davison (1976) de-
voted a an entire chapter in their book Clinical Behavior Therapy to the
importance of the therapy relationship, maintaining that “any behavior
therapist who maintains that principles of learning and social influence
are all one needs to know in order to bring about behavior change is out
of contact with clinical reality” (p. 55).

In writing about the relative importance of both the relationship and
the technique in the therapy change process, Goldfried and Davila
(2005) argued for the synergy between the two. In making the case
for the importance of both, they documented research findings to indi-
cate that a good therapist-patient relationship increases the likelihood
of the patient engaging in the therapeutic technique, and that the suc-
cessful implementation of therapy techniques can function to enhance
the therapeutic relationship. Conversely, problems with the therapy al-
liance have been demonstrated to undermine the efficacy of therapy
techniques (Castonguay et al., 1996; Castonguay et al., 2010a,b).

At the interface between relationship and techniques is the skill with
which the therapist is able to implement the technique. Not surprising-
ly, there are research findings to indicate that even with clearly delin-
eated therapeutic interventions, some therapists are better than
others. For example, in a manual-driven RCT on cognitive-behavior
therapy for the treatment of panic, it was found that some therapists
were more clinically effective than others. Interestingly enough, they
did not score higher on ratings of adherence or competence in adminis-
tering the procedure, but had more clinical experience (Huppert et al.,
2001). Consistent with this are the findings of a survey of practicing
therapists about their experience in using cognitive behavior therapy
to treat panic disorder, where 36% indicated that the absence of a strong
therapy alliance limited their clinical effectiveness (Goldfried, 2011).
Finally, a recent meta-analysis on psychotherapy drop-rates found
that experienced therapists had lower rates than inexperienced
therapists (Swift & Greenberg, 2012).

However, | would suggest that the question of technique vs. the ther-
apy relationship is not the basic issue we need to understand. Instead it is
the general principles that underlie the therapeutic change process.

4.2. General principles of change

Although different therapeutic orientations use the therapy rela-
tionship in different ways, and also make use of different techniques
in order to bring about change, it is useful to think about what goes
on in therapy as a manifestation of more general principles of change.
As stated elsewhere (Goldfried, 1980), therapeutic change principles
may be thought of as occurring at a level of abstraction between the
specific techniques that are used during a session, and the more general
theoretical conceptualizations of why such techniques may be impor-
tant. At the observable level, we have such techniques such as transfer-
ence interpretations, behavior rehearsal, and two-chair interventions.
Each of the specific therapeutic procedures is usually subsumed under
a more general theoretical model, be it psychodynamic, cognitive-
behavioral, or experiential. Somewhere between these two levels of
abstraction one may find general principles of change that cut across
these different theoretical approaches and the techniques they
recommended. Thus common change principles can include (1) the fa-
cilitation of expectations that therapy can be helpful; (2) the establish-
ment of an optimal therapeutic alliance; (3) facilitating the patient's
awareness of those factors within themselves, others, and their envi-
ronment that contribute to their problems; (4) the facilitation of correc-
tive experiences; and (5) the encouragement of continued reality
testing. These general principles do not require the adoption of any
given theoretical orientation, and may be implemented with a variety
of therapeutic techniques—regardless of their theoretical origin.

The idea that positive expectations play an important role in the
change process was originally put forth by Frank (1961), who docu-
mented it not only within the therapeutic situation, but also within
other methods of change (e.g., religious healing). Moreover, research
findings have found the patients’ motivation to change to be an es-
sential component for any therapeutic approach (Prochaska &
DiClemente, 2005), and that methods to enhance a patient's motiva-
tional state can positively impact on the willingness to change
(Miller & Rollnick, 2002).

Like positive expectations and motivation to change, the therapeu-
tic alliance has been viewed as being most essential to the change pro-
cess. As indicated earlier, it goes beyond the therapeutic bond, and
also includes the agreement of goals and methods on the part of
both patient and therapist. Indeed, it exists as a most important con-
text within which successful interventions can occur.

When patients enter into treatment, they are typically unaware of
the factors that contribute to their problems, and at times even have
misconceptions about the causes. A most important role of the therapist
is to help them to become better aware of these determinants/dynamics,
so that they may be better able to see connections between what they
think and how they feel, how they feel and what they do, the impact
that others made on them, and the impact that their actions make on
others. In many respects, our role as therapists is to assist our patients
in the redeployment of their attention, so that that may be better
aware of the factors that interfere with their functioning.

Sometimes increasing patient awareness is sufficient, but quite often
behavior change is needed as well. Some years ago, Alexander and
French (1946) proposed that therapy helps to facilitate corrective expe-
riences, whereby patients need to take the risk in changing what they do
in the hopes of finding it to result in more positive consequences. With-
in a psychodynamic framework, this may be seen to occur within the
therapeutic interaction. A more cognitive-behavioral approach often
makes use of this principle by having patients behave differently be-
tween sessions.

It is rare, however, than a single corrective experience can elimi-
nate the problem for which the patient came for help. More likely,
there needs to be ongoing the corrective experiences, which are
then processed cognitively within the therapy session. Much like
the notion of working through, there is the use of increased aware-
ness to help facilitate the behavioral risk taking, and having done so,
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processing these experiences cognitively so as to further enhance
awareness that the behavior pattern is more effective. In essence,
this may be thought of as ongoing reality testing.

5. Where should we go from here?

In returning to the original question posed at the outset of this ar-
ticle of what we should expect of psychotherapy, it is clear that inter-
ventions must have an empirical underpinning. And although the
findings from RCTs provide important information about the efficacy
of our various interventions, and have allowed us to generate a list of
empirically supported treatments, evidence-based practice casts a
wider empirical net. Although clearly important, the findings from
RCTs should not be swallowed whole, as they continue to reflect the
gap that exists between research and practice.

5.1. Moving beyond RCTs

As indicated earlier, the research model for outcome research
shifted in the 1980s, when the research design was modeled after
the drug research paradigm. Thus instead of developing interventions
for specific focal problems, such as unassertiveness, research funding
required targeting a more heterogeneous DSM diagnosis (e.g., social
phobia). Although there were other methodological improvements
as we moved into this third generation of outcome research, such as
ensuring that therapists adhered to the treatment manual, I would
suggest that our research paradigm became less relevant to what
practicing clinicians actually do in practice. As pointed out earlier,
this shift in the treatment of mental disorders has not only changed
how we approach research, but also how we think about clinical
problems. Instead of thinking about anxiety in some ways being func-
tionally related to depression (e.g., anxiety may prevent an individual
from behaving in an effective way, which may then result in depres-
sion), we think in terms of “comorbidity.”

With the move toward emphasizing biological processes in psy-
chological disorders, the NIMH has become less generous in their
funding of clinical trials that involve psychological interventions. Al-
though the shift in funding toward neuroscience has the potential
for having an adverse affect on the investigation of the psychological
processes associated with change, the reduction of funding for thera-
py research may nonetheless free us up from the constraints of need-
ing to treat DSM diagnoses, allowing us to revisit our outcome
research paradigm that focused on more specific clinical problems
that practicing therapists are likely to see clinically (e.g., fear of inti-
macy, anger, perfectionism). In a sense, this crisis in funding may af-
ford us the opportunity to conduct research on those issues that more
accurately reflect the needs of the practicing clinician.

5.2. Closing the research-practice gap

Researchers have long lamented that the practicing clinician does
not make use of the research findings they worked so hard to pro-
duce. For their part, the clinician has similarly argued that much of
what researchers have studied have not addressed the questions
that they confront in their practice. This gap between research and
practice continues to exist, even in the face of external demands for
empirical accountability. There undoubtedly are numerous reasons
for this gap. Clinicians and researchers live in different professional
worlds. Clinicians are concerned about referrals and insurance reim-
bursement and researchers are involved with publications and re-
search grants, and there exist few forums where the two can interact.

Fortunately, there have been a few notable attempts to create fo-
rums in which clinicians and researchers could collaborate. Linda
Sobell (1996), who was preparing to conduct a clinical trial on the treat-
ment of addictions, recognized that it was important for the producers
of research findings to meet the needs of the clinical consumers. The

impetus for her concern came from the Ministry of Health in Ontario,
Canada, which was interested in having various agencies that show bet-
ter accountability for meeting community needs, including outpatient
treatment. Sobell approached the clinicians in her community that
dealt with addictive behaviors, and involved them in the actual design
of the intervention protocol, which mirrored the way such interven-
tions actually occurred in clinical practice, namely having individualized
flexibility, depending upon the progress made by clients during treat-
ment. Sobell reported that it was a collaboration in which everyone
benefited: “By adopting a new approach to the dissemination of my re-
search... I have reached more agencies, more practitioners, and ulti-
mately, more clients than in my 25 years in the field. The rewards of
effective dissemination are immense for everyone.” (Sobell, 1996, p.
316). As a result of this experience, Mark Sobell has made such
clinician-researcher collaboration his presidential initiative when he
assumes the role of President of the Society of Clinical Psychology,
Division 12 of the APA in 2013.

Another attempt to close the gap between practice and research
consists of practice research networks, in which practicing therapists,
in collaboration with researchers, have been able to identify impor-
tant client, treatment and therapist factors that can help and hinder
successful treatment (Castonguay et al., 2010a,b). Still another exam-
ple involves the efforts of Eubanks-Carter et al. (2010), who compiled
consensus information on how practicing therapists handled clinical
situations involving adult patients' conflicts with their parents. Rec-
ognizing that ways of integrating research and practice might best
begin in graduate school, suggestions for how to close the gap during
clinical training have been outlined (Drabick & Goldfried, 2000;
Hershenberg, Drabick, & Vivian, 2012). Finally, an effort to close the
gap between research and practice is being made by the Society for
the Exploration of Psychotherapy Integration (SEPI). SEPI was found
in 1983 to foster collaborative dialogs among therapists of different
orientations. Having had 30 years of experience of encouraging
meaningful dialogs across theoretical orientations, SEPI has expanded
its mission to facilitate collaborative interactions between clinicians
and researchers. The goal is to enable clinicians to learn and utilize
the findings of cutting-edge research, and for researchers to learn
from the observations of clinicians working with the issues that
arise in the actual practice of therapy. More can be learned about
SEPI at its Web site (www.sepiweb.org).

As suggested above, researchers' ongoing attempts to disseminate
research findings to the practicing clinician have met with limited suc-
cess. For their part, practicing therapists have argued that much of the
research literature does not address their clinical concerns. Another
likely factor is that there appears to be an undercurrent of resentment
on the part of practicing therapists, who lament that “... the standards
and methods of clinical therapy will be set by those who do the least
amount of clinical practice (Fensterheim & Raw, 1996, pp. 169-170). |
would suggest that among the reasons for the clinical-research gap is
also the fact that there has been a one-way bridge between the two,
whereby researchers attempt to disseminate their findings to the clini-
cian, and the voices of the practicing clinician typically go unheard. It is
of particular interest that this state of affairs is less of an issue in the case
of drug research, which has been the model for our contemporary
approach to studying outcome. Once a drug has been shown to be effi-
cacious in clinical trials, it is approved by the FDA for clinical use.
However, there exists a mechanism in medicine whereby practicing
physicians can report back to the FDA about their experiences—
particularly the difficulties they encounter in making use of these em-
pirically supported medications in actual practice.

In 2010, the Society of Clinical Psychology, Division 12 of the APA,
began an initiative to build a two-way bridge between research and
practice. Specifically, it established a mechanism whereby practicing
clinicians could provide researchers with feedback about their clinical
use of these empirically supported treatments. In thinking about clinical
experience as being the context of discovery, the goal is to point to those
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mediating, moderating, and contextual variables that were not neces-
sarily studied in clinical trials, but which nonetheless are important
for the effective application of these interventions in practice.

In sponsoring this two-way bridge initiative, the Society of Clinical
Psychology appointed a diverse subcommittee to spearhead the effort,
consisting of: Louis Castonguay, Marvin Goldfried, Jeffrey Magnavita,
Michelle Newman, Linda Sobell, and Abraham Wolf. In the survey of prac-
ticing clinicians, which was internationally advertised and conducted on-
line, therapists were asked to report on their experiences in the using CBT
in the treatment of panic disorder — the only currently approved EST.
Among the various questions asked, there was a request for information
about certain key classes of variables that they found to undermine the
clinical effectiveness of CBT in treating panic, including: the patients'
symptoms related to panic; other patient problems or characteristics;
patient expectations; patients' beliefs about panic; their motivation; the
social system in which they were functioning; any problems and limita-
tions associated with the intervention itself; and relevant therapy rela-
tionship issues. The preliminary findings associated with this survey
can be found in a summary by Goldfried (2011), and in the Clinical
Psychologist, the newsletter of the Society of Clinical Psychology
(American Psychological Association (APA) Division 12 Committee on
Building a Two-Way Bridge between Research and Practice, 2010;
http://www.div12.org/tcp_journals/TCP_Fall2010.pdf#page=10).

This two-way bridge initiative has since received the co-sponsorship
of the Psychotherapy Division of APA, Division 29. Recently completed
surveys - the finding of which has yet to be reported - have looked at
clinical experiences associated with the use of empirically supported
treatments in dealing with social anxiety and general anxiety disorder.
Future surveys will deal with other clinical problems, such as PTSD and
OCD. It is hoped that this collaborative effort between clinicians and re-
searchers will contribute to developing a response to the question of
what we should expect from psychotherapy—interventions that have
an empirical base and have been found to work in practice.
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