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Abstract: This article is a commentary on “Psychotherapy Outcome Research: 
Issues and Questions” by Glenn Shean (this issue). While we agree with a cou-
ple of Shean’s points, such as over-reliance on diagnoses and lack of attention 
to global measures of quality of life and functioning, there are several very sub-
stantive points of disagreement. We argue that evidence-based therapies and 
evidence-based practice occupy a central role in developing effective and non-
harmful therapies. Shean conflates evidence-based therapies and evidence-
based practice in a way that is not representative of how science is intended to 
advance everyday treatment delivery. We further contest Shean’s notion that 
reliance on empirically based research is limiting to clinicians and instead ar-
gue that it offers a helpful and pragmatic starting point for clinical decision 
making with each unique patient. Further, evidence-based practice, in contrast 
to evidence-based therapies, represents the model ideal for service delivery, 
rather than a slavish adherence to protocols employed in randomized clinical 
trials. Finally, we argue that both nomothetic and idiographic approaches are 
valid and important in the ongoing advancement of modern psychotherapy, a 
position wholly consistent with the evidence-based practice movement. 
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The advent of evidence-based therapy was fully ushered in with the 
development of specific standards for empirically supported therapies 
(Chambless et al., 1998; Chambless & Ollendick, 2001). With the arrival 
of these standards, interest in developing specific protocols for psy-
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chopathology that would meet the criteria for being declared empiri-
cally supported grew tremendously. While there are some legitimate 
criticisms of the movement to develop empirically supported treat-
ments (such as excessive reliance on protocols to address specific DSM 
diagnoses; Henry, 1998), it has also led to increased emphasis on sci-
ence in the delivery of treatment as evidenced by the increased num-
ber of treatment trials (discussed in Tolin, Forman, Klonsky, McKay, & 
Thombs, 2015; Tolin, McKay, Forman, Klonsky, & Thombs, 2015), im-
proved research design of these trials (Areán & Kraemer, 2013; Thoma 
et al., 2012), and changes in how students are trained in treatment de-
livery (Commission on Accreditation, 2013).

Shean (this issue) laments the development of evidence-based thera-
py as inherently limiting in practice due to several concerns, namely: (a) 
circularity in the role of randomized controlled trials (RCTs) in defining 
the scope of psychopathology for practitioners; (b) the advantaging of 
an epistemology that emphasizes symptom reduction over other global 
change features; and (c) the lack of attention to therapist allegiance (a 
proxy for a theoretical or methodological conflict of interest) in evalu-
ating outcome research. In this comment article, we will highlight the 
advantages of the movement toward evidence-based practice and how 
this movement has improved psychotherapy research. We will also 
highlight how the research emphasis on nomothetic facets of treatment 
research has promoted a deeper appreciation for idiographic factors in 
case conceptualization and therapy delivery.

Before we delve into points of disagreement with Shean’s assessment 
of the state of the profession as a result of the evidence-based therapy 
movement, we would like to note one initial point of agreement. Shean 
states quite accurately that the evidence-based therapy movement has 
excessively focused on diagnoses over syndromes of psychopathology. 
This point has figured prominently in the conceptualization of new 
standards for describing empirically supported treatments (Tolin, For-
man et al., 2015; Tolin, McKay et al., 2015). This criticism has also been 
noted by psychotherapy researchers, and has resulted in the develop-
ment of transdiagnostic intervention protocols that have been tested, 
such as Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, 
& Wilson, 2012) and the Unified Protocol for Emotional Disorders (i.e., 
Payne et al., 2014).

We would also like to draw an important distinction, easily over-
looked, between empirically supported treatment (EST) and empiri-
cally based practice (EBP; American Psychological Association Presi-
dential Task Force on Evidence-Based Practice, 2006). Empirically sup-
ported treatments refer to specific interventions that have been shown 
to be effective for specific psychological problems, and seem to largely 
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represent the target of Shean’s methodological and philosophical criti-
cisms. In contrast, empirically based practice refers to a range of clinical 
activities including assessment, case conceptualization, interpersonal 
factors, and decision-making principles that are aimed to improve 
treatment outcomes. While EBP includes and is derived from ESTs, the 
broader evidence-based therapy movement should not be conflated 
with rigorous methodological approaches such as RCTs.

tHERAPy mANuAlS ANd tREAtmENt dElIVERy

Shean discusses the use of therapy manuals as a problematic exam-
ple of how evidence-based interventions are limited. Indeed, the use 
of treatment manuals has flourished as research has supported their 
efficacy in treating a variety of mental disorders (Wilson, 2007). Shean’s 
description of the therapy manual, similar to arguments suggested by 
others in the past (see Silverman, 1996), imply that manuals are overly 
prescriptive, like a cookbook of standardized procedures that prohibit 
variation or concern for individual differences. While examples of rigid-
ity within therapy manuals can be easily found, the more mainstream 
use of manuals both clinically and in research contexts are as a tool 
to encourage a focused and pragmatic approach to therapy that also 
draws upon a therapist’s clinical skills and ability to adapt basic guide-
lines or principles to individual clients. This point is consistent with 
one of our central arguments that EBPs are not meant to be limiting 
and prohibitive, but rather important guidelines, heuristics, and tem-
plates in which adaptation based upon clinical judgment is inherently 
inevitable. Furthermore, the relationship between underlying theory 
and the actual practice of psychotherapeutic interventions are two in-
terrelated components that are relevant in the training and practice of 
clinicians (Pilecki & McKay, 2013). In other words, the adaptation of 
therapy manuals to novel client problems relies upon a science-based 
theory, with the recognition that some complex or comorbid cases may 
not fit with or respond to therapies that have been generalized from 
large samples, though there some examples can be found of well-de-
veloped approaches for complex symptom manifestations, such as in 
cognitive-behavioral therapy (McKay, Abramowitz, & Taylor, 2010; 
McKay & Storch, 2009). 

The problems associated with an excessive emphasis on therapy 
manuals by opponents of the evidence-based therapy movement 
emerged simultaneously with proposed standards for empirically sup-
ported treatments (i.e., Strupp & Anderson, 1997). Like Shean, these 
critics lament the development of manuals as insufficient in addressing 
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therapist factors such as alliance and skill. These critiques overlook the 
basis of research effectiveness in any service delivery model, namely 
the degree that variance in outcome may be accounted for by the treat-
ment versus the provider. To illustrate but one example, van Oppen 
et al. (2010) found that adherence to a treatment protocol was more 
influential in producing efficacious outcome than the therapist per se in 
the treatment of individuals with obsessive-compulsive disorder. This 
may be viewed as a pure treatment efficacy evaluation, and while it 
may not be encouraging for therapists to consider that their individual 
and specific contributions are not singularly unique in producing ther-
apeutic change, it can also be liberating to consider that a clinician’s 
charms are not inherently necessary to produce a clinical effect. This 
point is made plain in evaluations employing hierarchical linear mod-
eling (also known as multilevel modeling; Bryk, Raudenbush, & An-
thony, 2002), whereby intervention and therapist effects may be evalu-
ated, and which therefore contains profound value in isolating areas 
to emphasize in clinical training. For example, in a recent naturalistic 
trial of cognitive therapy for posttraumatic stress disorder (Ehlers et 
al., 2013) it was found that there was no individual therapist effect in 
treatment outcome, but that inexperienced therapists whom were ad-
equately trained in the treatment procedures had more dropouts than 
more experienced therapists who received the same training. Thera-
peutic dropout is considered a harmful effect of therapy given loss of 
morale and resources (Dmidjian & Hollon, 2010). In conclusion, this 
research example may inform supervisors on areas of focus in the train-
ing of novice therapists in treatment delivery for specific conditions.

As stated above, therapy manuals are understood to be mechanisms 
for implementing treatment research, and do not necessarily represent 
the way in which therapy may be delivered in non-research settings. 
Indeed, the development of therapy manuals was intended to inform 
clinical practice generally, such as through practice guidelines for dif-
ferent psychiatric conditions. Therapy manuals make a significant con-
tribution to EBP, but are not solely representative of the argument fa-
vored by proponents of the empirically based therapy movement. 

An example of advancement in EBP is found in a recently published 
set of clinical practice guidelines for psychotherapy service delivery 
(Hollon et al., 2014). These guidelines include methods for identify-
ing interventions that would be best suited to address syndromes of 
psychopathology and, in an unprecedented development, a mecha-
nism for identifying putative harmful interventions. It is arguable that 
psychotherapists may be less attuned to potential iatrogenic effects of 
psychotherapy than perhaps other service providers are in medicine, 
and iatrogenic effects may represent an area in which further research 
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is needed to identify potential ways in which psychotherapy may not 
only be ineffective, but harmful. Therefore, these guidelines for clinical 
practice are an essential development that will aid general service prac-
titioners in identifying maximally efficacious interventions for clients, 
as well as ensuring a level of protection for the public against receiving 
potentially harmful interventions (Dmidjian & Hollon, 2010).

BEyONd tHE tHERAPy mANuAl: APPlICAtIONS AftER tHE 
RANdOmIzEd CONtROllEd tRIAlS

Randomized controlled trials represent a specific type of research 
design intended to demonstrate efficacy of a treatment protocol. How-
ever, if a treatment protocol demonstrates efficacy, it is by no means not 
the end of the research story for any intervention. By adopting a system 
modeled on evidence-based medicine, new treatments (similar to new 
drugs) must be further evaluated once efficacy is determined in care-
fully controlled trials. This release into the broader therapeutic com-
munity will by necessity result in therapists with varying allegiances 
who are trained in evidence-based therapies and whose outcomes can 
be tracked. Indeed, evaluating treatment protocols in this way is the 
specific mandate of the Patient Centered Outcomes Research Institute 
(PCORI), a federal research funding agency created as part of the Af-
fordable Care Act (see http://www.pcori.org/about-us/why-pcori-
was-created). Accordingly, the proof of any protocol is the degree to 
which good outcomes can be obtained with therapists who are not part 
of a research protocol, in analogous fashion to the ways medications are 
further evaluated in post-marketing surveillance (Gad, 2012), after the 
controlled treatment trials are completed.

In addition to the continued treatment evaluation that any protocol 
undergoes following formal RCT testing, benchmarking studies further 
determine the degree that outcomes in everyday clinical service deliv-
ery matches that obtained in controlled trials. Benchmarking research 
frequently informs treatment guidelines for various clinical conditions 
and syndromes. To use one example, the recently developed clinical 
practice guidelines for panic disorder issued by the Anxiety and De-
pression Association of America (McKay et al., 2015) relies heavily on 
benchmarking research, as well as post-marketing surveillance research 
for medications, and research on psychotherapy protocols following 
established efficacy through RCTs. In short, evidence-based therapy, 
when properly practiced, relies not only on findings from RCTs, but 
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also other types of research from numerous other settings that then 
more closely approximates everyday practice.

Acceptance and Commitment Therapy (ACT) is a third-generation 
cognitive-behavioral therapy that combines acceptance- and mindful-
ness-based approaches with traditional behavioral therapy, and serves 
as an example of the longer journey an intervention may take in its 
development. ACT is based on Relational Frame Theory (RFT), a ba-
sic science account of human language and cognition (Hayes, Barnes-
Holmes, & Roche, 2001). RFT refers to a broad research program span-
ning two decades and can be traced back to early work that explored 
cognition and rule-governed behavior in new ways than other domi-
nant theorists such as Skinner, Beck, and Ellis (Zettle & Hayes, 1982). At 
around the same time, an early form of ACT known as comprehensive 
distancing (Hayes, 1981) was developed as a therpaeutic application 
of what was then a largely untested theory of langauge, behavior, and 
cognition. Over the years of accumulated research findings using basic 
science or tehnical experimental approaches to investigate the nature 
of rule-based behaviors, RFT began to mature as an independent con-
textual paradigm (for a history of ACT, see Zettle, 2011). And, as RFT 
matured, comprehensive distancing began to integrate these basic re-
search findings into what was eventually presented as the first model 
of ACT as a transdiagnostic intervention (Hayes, Strosahl, & Wilson, 
1999). As early RCTs began to show evidence for the efficacy of ACT 
to treat a variety of mental health problems (for a recent meta-analysis, 
see A-Tjak et al., 2015), ACT began to disseminate and is now practiced 
throughout the world. For example, the U.S. Department of Veterans 
Affairs implemented a national dissemination and training iniative to 
offer ACT for veterans with depression, which was found to be success-
ful in increasing therapist competency and improving patient treatment 
outcomes (Walser, Karlin, Trockel, Mazina, & Taylor, 2013). As opposed 
to RCTs, this evidence is more greatly representative of a real-world ap-
plication of a new treatment in naturalistic settings that overcomes ass-
sociated barriers such as the training of therapists in the new treatment. 

Furthermore, in recognition of the limitations of RCTs, significant 
research has been conducted on the underlying processes involved in 
ACT (Hayes et al., 2006). This value on moderators is in line with grow-
ing awareness that mechanisms of action are crucially important in de-
veloping effective treatments (Kazdin, 2006). In other words, it is not 
enough to know that a treatment works, but also why and how it works. 
As underlying processes in all psychotherapies receive greater atten-
tion in the evolving designs of research studies, this information can 
be used to further inform the nomothetic development of treatments, 
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as well as by clinicans in the idiographic application of treatments to 
individual patients.

AddRESSINg tHE NOmOtHEtIC-IdIOgRAPHIC dIVIdE IN 
EVIdENCE-BASEd tHERAPy

Psychotherapy research by definition aims to address nomothetic 
aspects of treatment delivery. A broad goal is to determine the most 
salient components of treatment, the degree that variance is account-
ed for by the intervention as opposed to extraneous factors, and the 
extent that individual differences may be side-stepped in order that, 
ultimately, treatment guidelines may be articulated. This position is in 
constant tension with the very nature of direct-client practice, which is 
idiographic in nature, where the specifics of an individual case are pre-
sented and the clinician must craft interventions to meet each specific 
person’s unique clinical needs. This statement should not come as a 
surprise to anyone who has been practicing for any period of time. Stu-
dents on their first clerkship immediately recognize this divide when 
they have their first client appointment. However, navigating this di-
vide remains an important problem for the field, articulated as such 
by Lambert: “A central issue for contemporary practice and research 
is the failure of clinicians to respond to and integrate research findings 
into daily activities and for researchers to make efforts to translate their 
findings into clinically useful recommendations for practice” (2013, p. 
5, emphasis added).

Shean takes issue with the current movement toward evidence-based 
therapies on the assumption that idiographic components are neglected. 
However, it is not that these are neglected, it is that there is a real rec-
ognition among scientists that sometimes the various individual char-
acteristics simply do not influence treatment outcome. This does not ig-
nore or demean the individual, but is merely a reflection of the scientific 
notion that treatments are developed to address the needs of the largest 
number of clients based on operationally defined clinical conditions, 
and that unique personal characteristics may only sometimes play a 
role in case conceptualization.

The original guidelines for empirically supported treatments actu-
ally embraced the perspective that nomothetic and idiographic factors 
were in constant opposition. Treatment protocols could be declared, at 
that time, as empirically supported if there were two (or more) RCTs 
conducted by independent treatment teams, or a large series of well-
controlled single case designs (Chambless & Ollendick, 2001). In the 



32      PIlECKI ANd mCKAy

newly revised guidelines (Tolin, Forman et al., 2015; Tolin, McKay et 
al., 2015), single case designs are not considered suitable evidence for 
declaring any treatment empirically supported. However, single-case 
research, where idiographic factors are afforded greater consideration, 
remains an important part of any program of treatment development, 
and contributes importantly to efforts to achieve consilience by identi-
fying efficacious interventions with data culled from a variety of sourc-
es (see Snyder, 2005, for a discussion of this particular philosophical 
perspective in science).

The debate between idiographic and nomothetic approaches can also 
be observed in medicine. For example, would you prefer to see a physi-
cian who is well-versed in the research regarding a particular disease 
and its treatments? Or would you rather see a physician who ignores 
large-scale studies and instead relies on personal experience and the 
study of individual cases? If this seems like an oversimplistic dichoto-
my, then it may suggest that both perspectives are valid. For example, 
guidelines for breast cancer screening in women have been recently 
changed from beginning at age 40 to beginning at age 50 based upon 
consensus evidence regarding the balance of benefits and harms in ear-
lier screening (Oeffinger et al., 2015). However, delaying screening may 
defy common-sense reasoning that it is better to know sooner rather 
than later about any malignant growth. Relying on a purely idiograph-
ic approach may therefore not take into account the potential harm that 
accompanies aggressive treatment for early-growth cancers. To follow 
through with this example, perhaps the ideal physician would be one 
who is familiar with this consensus evidence and uses it within a larger 
framework of understanding cancer pathology, treatment, and assess-
ment in making determinations for when best to begin screening for 
each individual patient. 

As a result of the movement toward evidence-based practice, the de-
mands on clinicians are greater. An effective clinician must draw upon 
best scientific evidence for a client’s condition, frame it in ways that 
will be acceptable to the client in light of empirically informed client 
characteristics (that is, those that account for a substantial amount of 
variance), and design an intervention that can be implemented within 
the constraints of the clinician’s setting. These necessarily draw on id-
iographic and nomothetic conceptualizations of behavior change. We 
would therefore conclude that the evidence-based practice movement 
greatly enriches treatment and encompasses both idiographic and no-
mothetic sources of information. The demands on practitioners, like 
professional work in other disciplines, is a result of increasing sophis-
tication in our service delivery models through accumulated scientific 
evidence.
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EPIStEmOlOgy, POSItIVISm, ANd CONtExtuAlISm

Much of Shean’s criticism with the evidence-based treatment para-
digm relies on his appraisal of the underlying philosophical assump-
tions that modern science is built upon. Shean argues that standard sci-
ence is only useful for generating information that applies to generality 
within psychotherapy practice, and alternatives such as phenomenol-
ogy are required to deal with individuality, agency, and self-cause. For 
example, Interpretive Phenomenological Analysis (IPA; Smith, 2004) re-
fers to a qualitative method for understanding a person in context that 
contains some degree of a psychological framework, but is presented in 
a way by Shean that suggests that it is unable to be tested through em-
pirical approaches and only through case studies. While we agree that 
qualitative approaches to research have merit and can enrich clinical 
skills such as case conceptualization and empathy, it is unclear how IPA 
would substitute for larger scale studies. It is the very essence of science 
to overcome individual biases (e.g., availability or representative heu-
ristics) in making observations of the world. This issue may represent 
an irreconcilable difference in viewpoints between our perspective on 
psychological science and Shean’s. However, if any theoretical frame-
work of psychotherapy is to avoid slipping into irrelevance, it would be 
wise to heed the criticism leveled at psychodynamic models articulated 
by Bornstein (2005), in particular the relative inattention to nomothetic 
methods in developing empirical support for interventions.

Functional contextualism is a philosophy of science that has devel-
oped from the behavior analysis tradition and is often termed contex-
tual behavioral science (CBS; Hayes, Barnes-Holmes, & Wilson, 2012). 
Skinner himself rejected the notion that scientific activity involves dis-
covering the fundamental laws of nature or developing an increasingly 
accurate picture of an ontological reality, but rather is embedded within 
a context of ever-changing truth criterion (Skinner, 1969). Functional 
contextualistic therapies such as Acceptance and Commitment Ther-
apy (ACT) attempt to avoid reductionism and positivism by prioritiz-
ing “workability” as the ultimate truth criterion. In other words, truth 
criteria do not exist in nature as discoverable objects, but are rather de-
fined by the historical context of the situation. Put simply, ACT is less 
concerned with what is “real” and “proven” and is instead focused on 
the goals, visions, and dreams of each individual client, and represents 
a pragmatic approach to psychotherapy. And, similar to its behavioral 
analytic tradition, CBS is strongly wedded to the importance of em-
pirical research in demonstrating the efficacy of its treatments. In fact, 
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ACT is an extremely creative therapy that, though relying on a basic 
model of psychological flexibility posited to be relevant to all humans, 
encourages the adaptive and flexible use of interventions, metaphors, 
exercises, and didactics in helping clients move closer to a values-based 
and meaningful life. It is therefore noteworthy to cite ACT as a model of 
treatment that is philosophically flexible, protocol driven, and amena-
ble to empirical tests. In short, the nature science epistemology that has 
grown to guide psychotherapy research has not led to a constraining 
of psychotherapy methods. Instead, protocols are conceptually driven 
models based on principles of behavior change. 

lENgtH Of tREAtmENt

The debate over how many sessions are sufficient to produce mean-
ingful change has existed since the beginning of psychotherapy. Agree-
ably, the practical limitations of expensive research studies may not be 
generalizable to the real world applications of similar therapies. While 
Shean provides evidence for the superiority of long-term treatments, 
there is also evidence suggesting the contrary. For example, it was found 
that 26 sessions was sufficient in providing benefit to 75% of patients 
across a range of disorders that was then proposed as a rational limit of 
expense (Howard et al., 1986). There is evidence to suggest that longer-
term treatments are associated with less rapid rates of change and show 
diminished benefits over time (Kopta, Howard, Lowry, & Beutler, 1994; 
Stulz, Lutz, Kopta, Minami, & Saunders, 2013). A recent meta-analysis 
found that the number of therapy sessions was actually not related to 
outcome, suggesting limited benefits of extensive treatments (Cuijpers, 
Huibers, Evert, Koole, & Andersson, 2013). However, the research liter-
ature on long-term follow-up is underdeveloped (Tolin, Forman et al., 
2015; Tolin, McKay et al., 2015) and therefore claims about the compara-
tive efficacy of treatments of various lengths are difficult to make with 
certainty. While we agree that the length of treatment in RCTs may be 
misleading, we believe that this is not evidence to suggest abandoning 
attempts to answer this question, but rather increase efforts at investi-
gating the long-term outcomes of psychotherapeutic treatments.

It is on the point of treatment duration that we will concede an im-
portant point raised by Shean, namely the past focus on symptom im-
provement with relative neglect of other important therapy outcome 
variables such as quality of life and functioning. This is an acknowl-
edged limitation of the prior standards for empirically supported 
therapies. In order for a treatment protocol to receive the highest level 
of empirical support and result in a “very strong recommendation,” 
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according to the new standards, that protocol would have to demon-
strate both symptom relief and improvements in quality of life and/
or social/occupational functioning, as well as demonstrate long-term 
maintenance of gains (three months or more; Tolin, Forman et al., 2015; 
Tolin, McKay et al., 2015). 

CONCluSION

Shean’s criticism of outcome therapy research represents a recent 
manifestation of a long-standing debate between positivistic and sub-
jectivist epistemological perspectives in the social sciences. We have 
attempted to argue that rather than stifle creativity and innovation, ev-
idence-based practice serves as a foundation for guiding sound clinical 
practice and relies heavily upon the adaptation of research findings to 
each new client. Shean ascribes a limited role for EBT approaches, but 
maintains the superiority of idiographic psychotherapies to advance 
the knowledge of the field. While we may agree that both qualitative/
subjective approaches and positivistic/objective approaches are im-
portant, we argue that the latter should be more highly valued in the 
service of developing the most effective treatments and protecting the 
public from ineffective or harmful treatments. 
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