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Report of the 2005 Presidential Task Force on Evidence-Based Practice 
American Psychological Association 

 
From the very first conceptions of applied psychology as articulated by Lightner Witmer, who 
formed the first psychological clinic in 1896 (McReynolds, 1997), psychologists have been 
deeply and uniquely associated with an evidence-based approach to patient care.  As Witmer 
pointed out (1907/1996, pg. 249), “the pure and the applied sciences advance in a single front.  
What retards the progress of one retards the progress of the other; what fosters one fosters the 
other.”  As early as 1947 the idea that doctoral psychologists should be trained as both scientists 
and practitioners became the American Psychological Association (APA) policy (Shakow, 
Hilgard, Kelly, Luckey, Sanford, & Shaffer, 1947).  Early practitioners such as Frederick C. 
Thorne articulated the methods by which psychological practitioners integrate science into their 
practice by ... “increasing the application of the experimental approach to the individual case into 
the clinician’s own experience” (Thorne, 1947, pg. 159).  Thus, psychologists have been on the 
forefront of the development of evidence-based practice for decades. 
 
Evidence-based practice in psychology is therefore consistent with the past twenty years of work 
in evidence-based medicine, which advocated for improved patient outcomes by informing 
clinical practice with relevant research (Sox & Woolf, 1993; Woolf & Atkins, 2001). Sackett and 
colleagues describe evidence-based medicine as “the conscientious, explicit, and judicious use of 
current best evidence in making decisions about the care of individual patients” (Sackett, 
Rosenberg, Gray, Haynes, & Richardson, 1996, pp. 72-73). The use and misuse of evidence-
based principles in the practice of health care has affected the dissemination of health care funds, 
but not always to the benefit of the patient. Therefore, psychologists, whose training is grounded 
in empirical methods, have an important role to play in the continuing development of evidence-
based practice and its focus on improving patient care.   
 
One approach to implementing evidence-based practice in health care systems has been through 
the development of guidelines for best practice.  During the early part of the evidence-based 
practice movement, APA recognized the importance of a comprehensive approach to the 
conceptualization of guidelines.  APA also recognized the risk that guidelines might be used 
inappropriately by commercial health care organizations not intimately familiar with the 
scientific basis of practice to dictate specific forms of treatment and restrict patient access to 
care.  In 1992, APA formed a joint task force of the Board of Scientific Affairs (BSA), the Board 
of Professional Affairs (BPA), and the Committee for the Advancement of Professional Practice 
(CAPP).  The document developed by this task force—the Template for Developing Guidelines: 
Interventions for Mental Disorders and Psychosocial Aspects of Physical Disorders 
(Template)—was approved by the APA Council of Representatives in 1995 (APA, 1995).  The 
Template described the variety of evidence that should be considered in developing guidelines, 
and cautioned that any emerging clinical practice guidelines should be based on careful 
systematic weighing of research data and clinical expertise.  The Template noted,  
 

The successful construction of guidelines relies on the availability of adequate scientific 
and clinical evidence concerning the intervention being applied and the diagnostic 
condition being treated.  …Panels (should) weigh the available evidence according to 
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accepted standards of scientific merit, recognizing that the warrant for conclusions differs 
widely for different bodies of data. (p.2)   

 
Both the Template and the subsequent revised policy document that replaced it—the Criteria for 
the Evaluation of Treatment Guidelines (APA, 2002)—were quite specific in indicating that the 
evidence base for any psychological intervention should be evaluated in terms of two separate 
dimensions:  Efficacy and Clinical Utility.  The dimension of Efficacy lays out criteria for the 
evaluation of the strength of evidence pertaining to establishing causal relationships between 
interventions and disorders under treatment.  The Clinical Utility dimension includes a 
consideration of available research evidence and clinical consensus regarding the 
generalizability, feasibility (including patient acceptability), and costs and benefits of 
interventions.  
 
The Template was used to examine a selection of available mental health treatment guidelines 
and found wide variation in the quality of their coverage of the relevant literature as well as the 
scientific and clinical basis, specificity, and generalizability of their treatment recommendations 
(Stricker, Abrahamson, Bologna, Hollon, Robinson, & Reed, 1999).  Even guidelines that were 
clearly designed to educate rather than to legislate, were interdisciplinary in nature, and provided 
extensive empirical and clinical information did not always accurately translate the evidence they 
reviewed into the algorithms that determined the protocol for treatment under particular sets of 
circumstances.  Psychologists have been particularly concerned about widely disseminated 
practice guidelines that recommend the use of medications over psychological interventions in 
the absence of data supporting such recommendations (Barlow, 1996; Beutler, 1998; Muñoz, 
Hollon, McGrath, Rehm, & VandenBos, 1994; Nathan, 1998).   
 
The general benefits of psychotherapy had been established by meta-analytic reviews during the 
1970s (Smith & Glass, 1977; Smith, Glass, & Miller, 1980).  Nevertheless, a perception existed 
in many corners of the health delivery system that psychological treatments for particular 
disorders were either ineffective or inferior to pharmacological treatment.  In 1995, the Division 
12 (Clinical Psychology) Task Force on Promotion and Dissemination of Psychological 
Procedures, in an effort to promote treatments delivered by psychologists, published criteria for 
identifying empirically validated treatments (subsequently relabeled empirically supported 
treatments) for particular disorders (Chambless et al., 1996; 1998).  This Task Force identified 
18 treatments whose empirical support they considered to be well established based on criteria 
that included having been tested in randomized controlled trials (RCTs) with a specific 
population and implemented using a treatment manual. 
 
Although the goal was to identify treatments with evidence for efficacy comparable to the 
evidence for the efficacy of medications, and hence to highlight the contribution of psychological 
treatments, the Division 12 Task Force report sparked a decade of both enthusiasm and 
controversy.  The report increased recognition of demonstrably effective psychological 
treatments among the public, policymakers, and training programs. At the same time, many 
psychologists raised concerns about the exclusive focus on brief, manualized treatments; the 
emphasis on specific treatment effects as opposed to common factors that account for much of 
the variance in outcomes across disorders; and the applicability to a diverse range of patients 
varying in comorbidity, personality, race, ethnicity, and culture. 
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In response, several groups of psychologists, including other divisions of APA, offered 
additional frameworks for integrating the available research evidence.  In 1999, APA Division 
29 (Psychotherapy) established a task force to identify, operationalize, and disseminate 
information on empirically supported therapy relationships, given the powerful association 
between outcome and aspects of the therapeutic relationship such as the therapeutic alliance 
(Norcross, 2001).  Division 17 (Counseling Psychology) also undertook an examination of 
empirically supported treatments in counseling psychology (Wampold, Lichtenberg, & Waehler, 
2000).  The Society of Behavioral Medicine, which is not a part of APA but which has 
significantly overlapping membership, has recently published criteria for examining the evidence 
base for behavioral medicine interventions (Davidson, et al., 2003).  As of this writing, we are 
aware that task forces have been appointed to examine related issues by a large number of APA 
divisions concerned with practice issues.   
  
At the same time that these groups within psychology have been grappling with how best to 
conceptualize and examine the scientific basis for practice, the evidence-based practice 
movement has become a key feature of health care systems and health care policy. At the state 
level, a number of initiatives encourage or mandate the use of a specific list of mental health 
treatments within state Medicaid programs (e.g., Carpinello, Rosenberg, Stone, Schwager, & 
Felton, 2002; Chorpita et al., 2002; see also Reed & Eisman, in press, and Tanenbaum, 2005).  
At the federal level, a major joint initiative of the National Institute of Mental Health (NIMH) 
and the DHHS Substance Abuse and Mental Health Services Administration (SAMHSA) focuses 
on promoting, implementing, and evaluating evidence-based mental health practices within state 
mental health systems (e.g., see National Institutes of Health, 2004). The goals of evidence-based 
practice initiatives to improve quality and cost-effectiveness and to enhance accountability are 
laudable and broadly supported within psychology, although empirical evidence of system-wide 
improvements following their implementation is still limited.  However, the psychological 
community—including both scientists and practitioners—is concerned that evidence-based 
practice initiatives not be misused as a justification for inappropriately restricting access to care 
and choice of treatments.  
 

The Task Force 
 
It was in this context that 2005 APA President Ronald F. Levant, Ed.D., appointed the APA 
Presidential Task Force on Evidence-Based Practice (Task Force).  The Task Force included 
scientists and practitioners from a wide range of perspectives and traditions, reflecting the 
diverse perspectives within the field.  All Task Force members shared the core value of 
delivering the best possible care based on the best available evidence. 
 
The Task Force was asked to begin with the definition of evidence-based practice adapted from 
Sackett, Straus, Richardson, Rosenberg and Haynes (2000) by the Institute of Medicine (2001) in 
its influential report, Crossing the Quality Chasm: A New Health System for the 21st Century:  
“Evidence-based practice is the integration of best research evidence with clinical expertise and 
patient values” (p. 147). 
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The Task Force charge was as follows: 
 

1. To consider how a broad range of research evidence—including effectiveness research, 
public health research, health services research, and health care economics—should be 
integrated in a consideration of evidence in the practice of psychology. 

 
2. To articulate and explicate the application and appropriate role of clinical expertise in 

treatment decision making, including a consideration of the multiple streams of evidence 
that must be integrated by clinicians and a consideration of relevant research regarding 
expertise and clinical decision-making.  

 
3. To articulate and explicate the role of patient values in treatment decision making, 

including a consideration of the role of ethnicity, race, culture, language, gender, sexual 
orientation, religion, age, and disability status, and the issue of treatment acceptability 
and consumer choice. 

 
The Task Force was instructed to limit their consideration to evidence-based practice as it relates 
to health services provided by psychologists.  Therefore, other organizational, community, or 
educational applications of evidence-based practice by psychologists are outside the scope of this 
report. Further, the Task Force was charged with defining and explicating principles of evidence-
based practice in psychology but not with developing practice guidelines for individual 
psychologists or with other forms of implementation.  

 
Relevant background materials were assembled by APA staff.  Task Force members and other 
interested parties were asked to nominate additional materials.  The Task Force held face-to-face 
meetings in October 2004 and January 2005.  Through an iterative process of small working 
groups and subsequent review and revision of all drafts by the entire group, the Task Force 
achieved consensus in support of draft versions of its two primary work products.  These were:  
1) a draft APA policy regarding evidence-based practice; and 2) a draft report providing 
additional background for the policy statement.  
 
The draft policy statement and report were placed on the Cross-Cutting Agenda for the March 
2005 APA Consolidated Board and Committee Meetings for review and comment by governance 
groups.  The documents, with a request for review and comment, were also sent to presidents and 
presidents-elect of all APA divisions; presidents, presidents-elect, and executive directors of all 
state and provincial psychological associations; and all members of the APA Council of 
Representatives.  In addition, notice of the documents’ availability for review and comment was 
published in the March 2005 APA Monitor and publicized on the front page of the APA website.  
The documents were posted on March 1, 2005 with an electronic form for submitting comments, 
which were accepted through April 18.  
 
A total of 199 sets of comments were submitted.  Eight responses were submitted by APA 
boards and committees, six officially on behalf of individual divisions, one by an interdivisional 
task force, and one by a joint task force of division and an external organization.   Two responses 
were submitted officially on behalf of state psychological associations.  Five external 
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organizations sent comments.  In addition, 169 individual APA members and seven individual 
non-members submitted comments.   
 
Each of these comments was reviewed and discussed by the Task Force in a series of conference 
calls.  The Task Force held its final meeting in June 2005.  At this meeting, the Task Force 
achieved consensus on revised versions of the proposed APA policy statement and the current 
report.  These documents are intended for submission to the Board of Directors and Council of 
Representatives in August 2005.  The Task Force hopes that the APA Council of Representatives 
will approve the proposed policy statement as APA policy.  The Task Force intends that the 
Council of Representatives simply receive the present report, which provides additional 
background and rationale for the proposed policy statement.  
 
In this report, The Task Force hopes to draw on APA’s century-long tradition of attention to the 
integration of science and practice by creating a document that describes psychology’s 
fundamental commitment to sophisticated evidence-based psychological practice and takes into 
account the full range of evidence that policy makers must consider. We aspire to set the stage 
for further development and refinement of evidence-based practice for the betterment of 
psychological aspects of health care as delivered around the world. 

 
Definition 

 
Based on its review of the literature and its deliberations, the Task Force agreed on the following 
definition: 
 

Evidence-based practice in psychology (EBPP) is the integration of the best available 
research with clinical expertise in the context of patient characteristics, culture, and 
preferences.  
 

This definition of EBPP closely parallels the definition of evidence-based practice adopted by 
the Institute of Medicine (IOM, 2001, p. 147) as adapted from Sackett and colleagues (2000):  
"Evidence-based practice is the integration of best research evidence with clinical expertise and 
patient values."  Psychology builds on the IOM definition by deepening the examination of 
clinical expertise and broadening the consideration of patient characteristics.  The purpose of 
EBPP is to promote effective psychological practice and enhance public health by applying 
empirically supported principles of psychological assessment, case formulation, therapeutic 
relationship, and intervention.   

 
Psychological practice entails many types of interventions, in multiple settings, for a wide 
variety of potential patients. In this document, intervention refers to all direct services rendered 
by health care psychologists, including assessment, diagnosis, prevention, treatment, 
psychotherapy, and consultation. As is the case with most discussions of evidence-based 
practice, we focus on treatment. The same general principles apply to psychological assessment, 
which is essential to effective treatment. The settings include but are not limited to hospitals, 
clinics, independent practices, schools, military, public health, rehabilitation institutes, primary 
care, counseling centers, and nursing homes. 
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To be consistent with discussions of evidence-based practice in other areas of health care, we use 
the term patient in this document to refer to the child, adolescent, adult, older adult, couple, 
family, group, organization, community, or other populations receiving psychological services. 
However, we recognize that in many situations there are important and valid reasons for using 
such terms as client, consumer, or person in place of patient to describe the recipients of 
services. Further, psychologists target a variety of problems, including but not restricted to 
mental health, academic, vocational, relational, health, community, and other problems, in their 
professional practice. 
 
It is important to clarify the relation between EBPP and ESTs (empirically supported treatments).  
EBPP is the more comprehensive concept.  ESTs start with a treatment and ask whether it works 
for a certain disorder or problem under specified circumstances.  EBPP starts with the patient and 
asks what research evidence (including relevant results from RCTs) will assist the psychologist 
to achieve the best outcome.  In addition, ESTs are specific psychological treatments that have 
been shown to be efficacious in controlled clinical trials, whereas EBPP encompasses a broader 
range of clinical activities (e.g., psychological assessment, case formulation, therapy 
relationships).  As such, EBPP articulates a decision making process for integrating multiple 
streams of research evidence, including but not limited to RCTs, into the intervention process.   
 
The following sections explore in greater detail the three major components of this definition—
best available research, clinical expertise, and patient characteristics—and their integration. 
 

Best Available Research Evidence 
 
A sizeable body of scientific evidence drawn from a variety of research designs and 
methodologies attests to the effectiveness of psychological practices.  The research literature on 
the effect of psychological interventions indicates that these interventions are safe and effective 
for a large number of children and youth (Weisz, Hawley & Doss, 2004; Kazdin & Weisz, 2003), 
adults (Barlow, 2004; Nathan & Gorman, 2002; Roth & Fonagy, 2004; Wampold et al., 1997) 
and older adults (Zarit & Knight, 1996; Duffy, 1999) across a wide range of psychological, 
addictive, health, and relational problems. More recent research indicates that compared to 
alternative approaches, such as medications, psychological treatments are particularly enduring 
(Hollon, Stewart, & Strunk, in press).  Further, research demonstrates that psychotherapy can and 
often does pay for itself in terms of medical costs offset, increased productivity, and life 
satisfaction (Chiles, Lambert, & Hatch, 2002; Yates, 1994).  
 
Psychologists possess distinctive strengths in designing, conducting, and interpreting research 
studies that can guide evidence-based practice. Moreover, psychology—as a science and as a 
profession—is distinctive in combining scientific commitment with an emphasis on human 
relationships and individual differences. As such, psychology can help develop, broaden, and 
improve the research base for evidence-based practice. 
 
There is broad consensus that psychological practice needs to be based on evidence, and that 
research needs to balance internal and external validity.  Research will not always address all 
practice needs.  Major issues in integrating research in day to day practice include: a) the relative 
weight to place on different research methods; b) the representativeness of research samples; c) 
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whether research results should guide practice at the level of principles of change, intervention 
strategies, or specific protocols; d) the generalizability and transportability of treatments 
supported in controlled research to clinical practice settings; e) the extent to which judgments 
can be made about treatments of choice when the number and duration of treatments tested has 
been limited; and f) the degree to which the results of efficacy and effectiveness research can be 
generalized from primarily white samples to minority and marginalized populations (see Westen, 
Novotny, and Thompson-Brenner, 2004, as well as contrasting position papers in Norcross, 
Beutler, & Levant, 2005). Nevertheless, research on practice has made progress in investigating 
these issues and is providing research evidence that is more responsive to day-to-day practice.  
There is sufficient consensus to move forward with the principles of EBPP.   
 
Meta-analytic investigations since the 1970s have shown that most therapeutic practices in 
widespread clinical use are generally effective for treating a range of problems (Lambert & 
Ogles, 2004; Wampold, 2001).  In fact, the effect sizes for psychological interventions for 
children, adults and older adults rival, or exceed, those of widely accepted medical treatments 
(Rosenthal, R. 1990; Barlow 2004; Lipsey & Wilson, 2001; Weisz, Jensen, & McLeod, 2005).  It 
is important not to assume that interventions that have not yet been studied in controlled trials are 
ineffective.  Specific interventions that have not been subjected to systematic empirical testing 
for specific problems cannot be assumed to be either effective or ineffective; they are simply 
untested to date.  Nonetheless, good practice and science call for the timely testing of 
psychological practices in a way that adequately operationalizes them using appropriate 
scientific methodology. Widely used psychological practices as well as innovations developed in 
the field or laboratory should be rigorously evaluated and barriers to conducting this research 
should be identified and addressed. 
 
Multiple Types of Research Evidence 
 
Best research evidence refers to scientific results related to intervention strategies, assessment, 
clinical problems, and patient populations in laboratory and field settings as well as to clinically 
relevant results of basic research in psychology and related fields.  APA endorses multiple types 
of research evidence (e.g., efficacy, effectiveness, cost-effectiveness, cost-benefit, 
epidemiological, treatment utilization studies) that contribute to effective psychological practice.   
 
Multiple research designs contribute to evidence-based practice, and different research designs 
are better suited to address different types of questions (Greenberg & Newman, 1996). These 
include: 
 
 Clinical observation (including individual case studies) and basic psychological science are 

valuable sources of innovations and hypotheses (the context of scientific discovery). 
 Qualitative research can be used to describe the subjective lived experience of people, 

including participants in psychotherapy. 
 Systematic case studies are particularly useful when aggregated as in the form of practice 

research networks for comparing individual patients to others with similar characteristics. 
 Single case experimental designs are particularly useful for establishing causal relationships 

in the context of an individual. 
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 Public health and ethnographic research are especially useful for tracking the availability, 
utilization, and acceptance of mental health treatments as well as suggesting ways of altering 
them to maximize their utility in a given social context. 

 Process-outcome studies are especially valuable for identifying mechanisms of change. 
 Studies of interventions as delivered in naturalistic settings (effectiveness research) are well 

suited for assessing the ecological validity of treatments. 
 Randomized clinical trials and their logical equivalents (efficacy research) are the standard 

for drawing causal inferences about the effects of interventions (context of scientific 
verification).  

 Meta-analysis is a systematic means to synthesize results from multiple studies, test 
hypotheses, and quantitatively estimate the size of effects. 

 
With respect to evaluating research on specific interventions, current APA policy identifies two 
widely accepted dimensions.  As stated in the Criteria for Evaluating Treatment Guidelines 
(APA, 2002, p. 1053), “The first dimension is treatment efficacy, the systematic and scientific 
evaluation of whether a treatment works. The second dimension is clinical utility, the 
applicability, feasibility, and usefulness of the intervention in the local or specific setting where 
it is to be offered.  This dimension also includes determination of the generalizability of an 
intervention whose efficacy has been established.”  Types of research evidence with regard to 
intervention research in ascending order as to their contribution to conclusions about efficacy 
include: clinical opinion, observation, and consensus among recognized experts representing the 
range of use in the field (Criterion 2.1); systematized clinical observation (Criterion 2.2); and 
sophisticated empirical methodologies, including quasi experiments and randomized controlled 
experiments or their logical equivalents (Criterion 2.3).  Among sophisticated empirical 
methodologies, “randomized controlled experiments represent a more stringent way to evaluate 
treatment efficacy because they are the most effective way to rule out threats to internal validity 
in a single experiment” (p. 1054). 
 
Evidence on clinical utility is also crucial.  As per established APA policy (APA, 2002), at a 
minimum this includes attention to generality of effects across varying and diverse patients, 
therapists and settings and the interaction of these factors, the robustness of treatments across 
various modes of delivery, the feasibility with which treatments can be delivered to patients in 
real world settings, and the cost associated with treatments.   
 
Evidence-based practice requires that psychologists recognize the strengths and limitations of 
evidence obtained from different types of research. Research has shown that the treatment 
method (Nathan & Gorman, 2002), the individual psychologist (Wampold, 2001), the treatment 
relationship (Norcross, 2002), and the patient (Bohart & Tallman, 1999) are all vital contributors 
to the success of psychological practice. Comprehensive evidence-based practice will consider 
all of these determinants and their optimal combinations. Psychological practice is a complex 
relational and technical enterprise that requires clinical and research attention to multiple, 
interacting sources of treatment effectiveness. There remain many disorders, problem 
constellations, and clinical situations for which empirical data are sparse. In such instances, 
clinicians use their best clinical judgment and knowledge of the best available research evidence 
to develop coherent treatment strategies.  Researchers and practitioners should join together to 
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ensure that the research available on psychological practice is both clinically relevant and 
internally valid. 
 
Future Directions 
 
Evidence-based practice in psychology has important implications for research programs and 
funding priorities.  These programs and priorities should emphasize research on: 
  

 Examining psychological treatments of established efficacy in combination with—and as 
an alternative to—pharmacological treatments 

 The generalizability and transportability of interventions shown to be efficacious in 
controlled research settings 

 Patient-by-treatment interactions (moderators) 
 The efficacy and effectiveness of psychological practice with underrepresented groups 

such as those characterized by gender, gender identity, ethnicity, race, social class, 
disability status, and sexual orientation 

 The efficacy and effectiveness of psychological treatments with children and youth at 
different developmental stages 

 The efficacy and effectiveness of psychological treatments with older adults 
 Distinguishing common and specific factors as mechanisms of change 
 Characteristics and actions of the psychologist and the therapeutic relationship that 

contribute to positive outcome 
 The effectiveness of widely practiced treatments, based on various theoretical 

orientations and integrative blends, that have not yet been subjected to controlled 
research 

 The development of models of treatment based on identification and observation of the 
practices of clinicians in the community who empirically obtain the most positive 
outcomes  

 Criteria for discontinuing treatment 
 Accessibility and utilization of psychological services 
 The cost-effectiveness and cost-benefits of psychological interventions 
 Development and testing of practice research networks (PRNs) 
 The effects of feedback regarding treatment progress to the psychologist or patient 
 Development of profession-wide consensus, rooted in the best available research 

evidence, on psychological treatments that are considered discredited 
 Research on prevention of psychological disorders and risk behaviors 

 
Clinical Expertise2 

 
Clinical expertise is essential for identifying and integrating the best research evidence with 
clinical data (e.g., information about the patient obtained over the course of treatment) in the 

                                                 
2 As it is used in this report, clinical expertise refers to competence attained by psychologists through education, 
training, and experience resulting in effective practice; clinical expertise is not meant to refer to extraordinary 
performance that might characterize an elite group (e.g., the top two percent) of clinicians.   
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context of the patient’s characteristics and preferences to deliver services that have the highest 
probability of achieving the goals of therapy.  Psychologists are trained as scientists as well as 
practitioners.  An advantage of psychological training is that it fosters a clinical expertise 
informed by scientific expertise, allowing the psychologist to understand and integrate scientific 
literature as well as to frame and test hypotheses and interventions in practice as a “local clinical 
scientist” (Stricker & Trierweiler, 1995).   
 
Cognitive scientists have found consistent evidence of enduring and significant differences 
between experts and novices undertaking complex tasks in several domains (Bédard & Chi, 
1992; Bransford, Brown, & Cocking, 1999; Gambrill, 2005).  Experts recognize meaningful 
patterns and disregard irrelevant information, acquire extensive knowledge and organize it in 
ways that reflect a deep understanding of their domain, organize their knowledge using 
functional rather than descriptive features, retrieve knowledge relevant to the task at hand fluidly 
and automatically, adapt to new situations, self-monitor their knowledge and performance, know 
when their knowledge is inadequate, continue to learn, and generally attain outcomes 
commensurate with their expertise. 
 
However, experts are not infallible.  All humans are prone to errors and biases. Some of these 
stem from cognitive strategies and heuristics that are generally adaptive and efficient.  Others 
stem from emotional reactions, which generally guide adaptive behavior as well but can also lead 
to biased or motivated reasoning (e.g., Ditto & Lopez, 1992; Ditto et al., 2003; Kunda, 1990).  
Whenever psychologists involved in research or practice move from observations to inferences 
and generalizations, there is inherent risk for idiosyncratic interpretations, overgeneralizations, 
confirmatory biases, and similar errors in judgment (Dawes, Faust, & Meehl, 2002; Grove et al., 
2000; Meehl, 1954; Westen & Weinberger, 2004).  Integral to clinical expertise is an awareness 
of the limits of one’s knowledge and skills and attention to the heuristics and biases—both 
cognitive and affective—that can affect clinical judgment.  Mechanisms such as consultation and 
systematic feedback from the patient can mitigate some of these biases.   
 
The individual therapist has a substantial impact on outcomes, both in clinical trials and in 
practice settings (Crits-Christoph et al., 1991; Kim, Wampold, & Bolt, in press, Huppert et al., 
2001; Wampold & Brown, in press).  The fact that treatment outcomes are systematically related 
to the provider of the treatment (above and beyond the type of treatment) provides strong 
evidence for the importance of understanding expertise in clinical practice as a way of enhancing 
patient outcomes.    
 
Components of Clinical Expertise 

 
Clinical expertise encompasses a number of competencies that promote positive therapeutic 
outcomes.  These include: a) assessment, diagnostic judgment, systematic case formulation, and 
treatment planning; b) clinical decision making, treatment implementation, and monitoring of 
patient progress; c) interpersonal expertise; d) continual self-reflection and acquisition of skills; 
e) appropriate evaluation and use of research evidence in both basic and applied psychological 
science; f) understanding the influence of individual and cultural differences on treatment; g)  
seeking available resources (e.g., consultation, adjunctive or alternative services) as needed; and 
h) having a cogent rationale for clinical strategies.  Expertise develops from clinical and 
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scientific training, theoretical understanding, experience, self-reflection, knowledge of research, 
and continuing professional education and training. It is manifested in all clinical activities, 
including but not limited to forming therapeutic alliances; assessing patients and developing 
systematic case formulations, planning treatment, and setting goals; selecting interventions and 
applying them skillfully; monitoring patient progress and adjusting practices accordingly; 
attending to the individual, social, and cultural context; and seeking available resources as 
needed (e.g., consultation, adjunctive or alternative services).   
        
Assessment, diagnostic judgment, systematic case formulation, and treatment planning.  The 
clinically expert psychologist is able to formulate clear and theoretically coherent case 
conceptualizations; assess patient pathology as well as clinically relevant strengths; understand 
complex patient presentations; and make accurate diagnostic judgments.  Expert clinicians revise 
their case conceptualizations as treatment proceeds and seek both confirming and disconfirming 
evidence.  Clinical expertise also involves identifying and helping patients acknowledge 
psychological processes that contribute to distress or dysfunction. 
 
Treatment planning involves setting goals and tasks of treatment that take into consideration the 
unique patient, the nature of the patient’s problems and concerns, the likely prognosis and 
expected benefits of treatment, and available resources.  The goals of therapy are developed in 
collaboration with the patient and consider the patient and family’s worldview and sociocultural 
context.  The choice of treatment strategies requires knowledge of interventions and the research 
that supports their effectiveness as well as research relevant to matching interventions to patients 
(e.g., Beutler, Alomohamed, & Moleiro, 2002; Blatt, Shahar, & Zurhoff, 2002; Norcross, 2002).  
Expertise also requires knowledge about psychopathology, treatment process, and patient 
attitudes, values, and context, including cultural context, that can affect the choice and 
implementation of effective treatment strategies.  
 
Clinical decision-making, treatment implementation, and monitoring of patient progress.  
Clinical expertise entails the skillful and flexible delivery of treatment.  Skill and flexibility 
require knowledge of and proficiency in delivering psychological interventions and the ability to 
adapt the treatment to the particular case.  Flexibility is manifested in tact, timing, pacing, and 
framing of interventions; maintaining an effective balance between consistency of interventions 
and responsiveness to patient feedback; and attention to acknowledged and unacknowledged 
meanings, beliefs, and emotions. 
 
Clinical expertise also entails the monitoring of patient progress (and of changes in the patient’s 
circumstances, e.g., job loss or major illness) that may suggest the need to adjust the treatment 
(Lambert, Bergin, & Garfield, 2004).  If progress is not proceeding adequately, the psychologist 
alters or addresses problematic aspects of the treatment as appropriate (e.g., problems in the 
therapeutic relationship or in the implementation of the goals of the treatment).  If insufficient 
progress remains, the therapist considers alternative diagnoses and formulations, consultation, 
supervision, or referral.  The clinical expert makes decisions about termination in timely ways by 
assessing patient progress in the context of the patient’s life, treatment goals, resources, and 
relapse potential. 
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Interpersonal expertise.  Central to clinical expertise is interpersonal skill, which is manifested 
in forming a therapeutic relationship, encoding and decoding verbal and nonverbal responses, 
creating realistic but positive expectations, and responding empathically to the patient’s explicit 
and implicit experience and concerns.  Interpersonal expertise involves the flexibility to be 
clinically effective with patients of diverse backgrounds.  Interpersonally skilled psychologists 
are able to challenge patients in a supportive atmosphere that fosters exploration, openness, and 
change. 
 
Psychological practice is, at root, an interpersonal relationship between psychologist and patient. 
Each participant in the treatment relationship exerts influence on its process and outcome, and 
the compatibility of psychologist and patient(s) is particularly important. Converging sources of 
evidence indicate that individual health care professionals affect the efficacy of treatment (APA, 
2002). In psychotherapy, for example, individual therapist effects (within treatments) account for 
5 to 8% of the outcome variance (Crits-Christoph et al., 1991; Project MATCH Research Group, 
1998; Kim, Wampold, & Bolt, in press; Wampold & Brown, in press). Decades of research also 
support the contribution of an active and motivated patient to successful treatment (e.g., Bohart 
& Tallman, 1999; Clarkin & Levy, 2004; Prochaska, Norcross, & DiClemente, 1994; Miller & 
Rollnick, 2002).   
 
With the development of interactive electronic technology (e.g. telehealth), many community-
wide psychological interventions or other approaches do not necessarily involve direct face-to-
face contact with a psychologist.  However, these interventions, to be effective, also engage the 
patient actively in the treatment process, and attend in a flexible manner to individual variations 
among targeted groups. 
 
The clinical expert fosters the patient’s positive engagement in the therapeutic process, monitors 
the therapeutic alliance, and attends carefully to barriers to engagement and change. The clinical 
expert recognizes barriers to progress and addresses them in a way consistent with theory and 
research (e.g., exploring therapeutic impasses with the patient or addressing problems in the 
therapeutic relationship). 
 
Continual self-reflection and acquisition of skills.  Clinical expertise requires the ability to 
reflect on one’s own experience, knowledge, hypotheses, inferences, emotional reactions, and 
behaviors and to use that reflection to modify one’s practices accordingly. Integral to clinical 
expertise is an awareness of the limits of one’s knowledge and skills as well as the recognition of 
the heuristics and biases (both cognitive and affective) that can affect clinical judgment (e.g., 
biases that can inhibit recognition of the need to alter case conceptualizations that are inaccurate 
or treatment strategies that are not working).  Clinical expertise involves taking explicit action to 
limit the effects of these biases.      
 
Developing and maintaining clinical expertise, and applying this expertise to specific patients, 
entail continually incorporating new knowledge and skills derived from: a) research and theory, 
b) systematic clinical observation, disciplined inquiry, and hypothesis testing, c) self-reflection 
and feedback from other sources (e.g., supervisors, peers, patients, other health professionals, or 
the patient’s significant others where appropriate), d) monitoring of patient outcomes, and e) 
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continuing education and other learning opportunities (e.g., practice networks, patient advocacy 
groups).    
 
Evaluation and use of research evidence.  Clinical expertise in psychology includes scientific 
expertise.  This is one of the hallmarks of psychological education and one of the advantages of 
psychological training.  An understanding of scientific method allows psychologists to consider 
evidence from a range of research designs, evaluate the internal and external validity of 
individual studies, evaluate the magnitude of effects across studies, and apply relevant research 
to individual cases.  Clinical expertise also comprises a scientific attitude toward clinical work, 
characterized by openness to data, clinical hypothesis generation and testing, and a capacity to 
use theory to guide interventions without allowing theoretical preconceptions to override clinical 
or research data.  
 
Understanding the influence of individual, cultural, and contextual differences on treatment. 
Clinical expertise requires an awareness of the individual, social, and cultural context of the 
patient, including but not limited to age and development, ethnicity, culture, race, gender, sexual 
orientation, religious commitments, and socioeconomic status (see Patient Characteristics 
section).  Clinical expertise allows psychologists to adapt interventions and construct a 
therapeutic milieu that respects the patient’s worldview, values, preferences, capacities, and 
other characteristics (Arnkoff, Glass, & Shapiro, 2002; Sue & Lam, 2002). APA has adopted 
practice guidelines on multicultural practice, sexual orientation, and older adults to assist 
psychologists in tailoring their practices to patient differences (APA, 2000, 2003, 2004). 
 
Seeking available resources as needed (e.g., consultation, adjunctive or alternative services). 
The psychologist is cognizant that accessing additional resources can sometimes enhance the 
effectiveness of treatment.  When research evidence indicates the value of adjunctive services or 
when patients are not making progress as expected, the psychologist may seek consultation or 
make a referral.  Culturally sensitive alternative services responsive to a patient’s context or 
worldview may complement psychological treatment.  Consultation for the psychologist is a 
means to monitor, and correct if necessary, cognitive and affective biases.   
 
A cogent rationale for clinical strategies.  Clinical expertise requires a planful approach to the 
treatment of psychological problems.  Although clinical practice is often eclectic or integrative 
(Norcross & Goldfried, 2005), and many effects of psychological treatment reflect nonspecific 
aspects of therapeutic engagement (e.g., changes that occur through development of an empathic 
relationship; Lambert, Bergin & Garfield, 2004; Weinberger, 1995), psychologists rely on well 
articulated case formulations, knowledge of relevant research, and the organization provided by 
theoretical conceptualizations and clinical experience to craft interventions designed to attain 
desired outcomes.   
 
Some patients have a well-defined issue or disorder for which there is a body of evidence that 
strongly supports the effectiveness of a particular treatment.  This evidence should be considered 
in formulating a treatment plan, and a cogent rationale should be articulated for any course of 
treatment recommended.  There are many problem constellations, patient populations, and 
clinical situations for which treatment evidence is sparse. In such instances, evidence-based 
practice consists of using clinical expertise in interpreting and applying the best available 
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evidence while carefully monitoring patient progress and modifying treatment as appropriate 
(Hayes, Barlow, & Nelson-Gray, 1999; Lambert et al., 2005; Miller, Duncan, & Hubble, 2005). 
 
Future Directions  

 
Although much less research is available on clinical expertise than on psychological 
interventions, an important foundation is emerging (Goodheart, in press; Skovholt & Jennings, 
2004; Westen & Weinberger, 2004).  For example, research on case formulation and diagnosis 
suggests that clinical inferences, diagnostic judgments, and formulations can be reliable and 
valid when structured in ways that maximize clinical expertise (Eels et al., in press; Persons, 
1991; Westen & Weinberger, in press). Research suggests that sensitivity and flexibility in 
administering therapeutic interventions produces better outcomes than rigid application of 
manuals or principles (Castonguay et al., 1996; Henry et al., 1993; Huppert et al., 2001). 
Reviews of research on biases and heuristics in clinical judgment suggest procedures that 
clinicians might employ to minimize those biases (Garb, 1998).  Because of the importance of 
therapeutic alliance to outcome (Horvath & Bedi, 2002; Martin, Garske & Davis, 2000; Shirk & 
Karver, 2003), an understanding of the personal attributes and interventions of therapists that 
strengthen the alliance is essential for maximizing the quality of patient care (Ackerman & 
Hilsenroth, 2003). 

 
Mutually respectful collaboration between researchers and expert practitioners will foster useful 
and systematic empirical investigation of clinical expertise.  Some of the most pressing research 
needs are the following:  
 

 Studying the practices of clinicians who obtain the best outcomes in the community, both 
in general and with particular kinds of patients or problems  

 Identifying technical skills utilized by expert clinicians in the administration of 
psychological interventions that have proven to be effective 

 Improving the reliability, validity, and clinical utility of diagnoses and case formulations 
 Studying conditions that maximize clinical expertise (rather than focusing primarily on 

limits to clinical expertise)  
 Determining the extent to which errors and biases widely studied in the literature are 

linked to decrements in treatment outcome and how to modify or correct those errors 
 Developing well-normed measures that clinicians can use to quantify their diagnostic 

judgments, measure therapeutic progress over time, and assess the therapeutic process 
 Distinguishing expertise related to common factors shared across most therapies and 

expertise specific to particular treatment approaches 
 Providing clinicians with real-time patient feedback to benchmark progress in treatment 

and clinical support tools to adjust treatment as needed 
 

Patient Characteristics, Culture, and Preferences 
 

Normative data on “what works for whom” (Nathan & Gorman, 2002, Roth & Fonagy, 2004) 
provide essential guides to effective practice.  Nevertheless, psychological services are most 
likely to be effective when responsive to the patient’s specific problems, strengths, personality, 
sociocultural context, and preferences (Norcross, 2002).  Psychology’s long history of studying 
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individual differences and developmental change, and its growing empirical literature related to 
human diversity (including culture3 and psychotherapy), place it in a strong position to identify 
effective ways of integrating research and clinical expertise with an understanding of patient 
characteristics essential to EBPP (Sue, Zane, & Young, 1994; Hall, 2001).  EBPP involves 
consideration of patients’ values, religious beliefs, worldviews, goals, and preferences for 
treatment with the psychologist’s experience and understanding of the available research.   
 
Several questions frame current debates about the role of patient characteristics in EBPP.  The 
first regards the extent to which cross-diagnostic patient characteristics, such as personality traits 
or constellations, moderate the impact of empirically tested interventions.  A second, related 
question concerns the extent to which social factors and cultural differences necessitate different 
forms of treatment or whether interventions widely tested in majority populations can be readily 
adapted for patients with different ethnic or sociocultural backgrounds.  A third question 
concerns maximizing the extent to which widely used interventions adequately attend to 
developmental considerations, both for children and adolescents (Weisz & Hawley, 2002) and 
for older adults (Zarit & Knight, 1996).  A fourth question is the extent to which variable clinical 
presentations, such as comorbidity and polysymptomatic presentations, moderate the impact of 
interventions.  Underlying all of these questions is the issue of how best to approach the 
treatment of patients whose characteristics (e.g., gender, gender identity, ethnicity, race, social 
class, disability status, sexual orientation) and problems (e.g., comorbidity) may differ from 
those of samples studied in research.  This is a matter of active discussion in the field and there is 
increasing research attention to the generalizability and transportability of psychological 
interventions. 

 
Available data indicate that a variety of patient-related variables influence outcomes, many of 
which are cross-diagnostic characteristics such as functional status, readiness to change, and 
level of social support (Norcross, 2002).  Other patient characteristics are essential to consider in 
forming and maintaining a treatment relationship and in implementing specific interventions.  
These include but are not limited to a) variations in presenting problems or disorders, etiology, 
concurrent symptoms or syndromes, and behavior; b) chronological age, developmental status, 
developmental history, and life stage; c) sociocultural and familial factors (e.g., gender, gender 
identity, ethnicity, race, social class, religion, disability status, family structure, and sexual 
orientation); d) current environmental context, stressors (e.g., unemployment or recent life 
event), and social factors (e.g., institutional racism and health care disparities); and e) personal 
preferences, values, and preferences related to treatment (e.g., goals, beliefs, worldviews, and 
treatment expectations).  Available research on both patient matching and treatment failures in 
clinical trials of even highly efficacious interventions suggests that different strategies and 
relationships may prove better suited for different populations (Groth-Marnat, Beutler, & 
Roberts, 2001; Sue, Fujino, Hu, Takeuchi, & Zane, 1991; Gamst, Dana, Der-Karaberian, & 
Kramer, 2000, Norcross, 2002).   
 
                                                 
3 Culture, in this context, is understood to encompass a broad array of phenomena (such as shared values, history, 
knowledge, rituals, and customs) that often result in a shared sense of identity.  Racial and ethnic groups may have a 
shared culture, but those personal characteristics are not the only characteristics that define cultural groups (e.g. deaf 
culture, inner-city culture).  Culture is a multifaceted construct, and cultural factors cannot be understood in isolation 
from social, class and personal characteristics that make each patient unique. 
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Many presenting symptoms—for example depression, anxiety, school failure, bingeing and 
purging—are similar across patients.  However, symptoms or disorders that are phenotypically 
similar are often heterogeneous with respect to etiology, prognosis, and the psychological 
processes that create or maintain them.  Moreover, most patients present with multiple symptoms 
or syndromes rather than a single, discrete disorder (e.g., Kessler, Stang, Wittchen, Stein, & 
Walters, 1999; Newman, Moffitt, Caspi, & Silva, 1998). The presence of concurrent conditions 
may moderate treatment response, and interventions intended to treat one symptom often affect 
others.  An emerging body of research also suggests that personality variables underlie many 
psychiatric syndromes and account for a substantial part of the comorbidity among syndromes 
widely documented in research (e.g., Brown, Chorpita & Barlow, 1998; Krueger, 2002). 
Psychologists must attend to the individual person to make the complex choices necessary to 
conceptualize, prioritize, and treat multiple symptoms.  It is important to know the person who 
has the disorder in addition to knowing the disorder the person has. 

 
EBPP also requires attention to factors related to the patient’s development and life-stage.  An 
enormous body of research exists on developmental processes (e.g., attachment, socialization, 
and cognitive, social-cognitive, gender, moral, and emotional development) that are essential in 
understanding adult psychopathology and particularly in treating children, adolescents, families, 
and older adults (e.g. Toth & Cicchetti, 1999; Sameroff, Lewis, & Miller, 2000; APA, 2004). 

 
Evidence-based practice in psychology requires attention to many other patient characteristics, 
such as gender, gender identity, culture, ethnicity, race, age, family context, religious beliefs, and 
sexual orientation (APA, 2000, 2003).  These variables shape personality, values, worldviews, 
relationships, psychopathology, and attitudes toward treatment.  A wide range of relevant 
research literature can inform psychological practice, including ethnography, cross-cultural 
psychology (e.g., Berry, Kagitcibasi, & Segall, 1997), cultural psychiatry (e.g., Kleinman, 1977), 
psychological anthropology (e.g., LeVine, 1983; Moore & Matthews, 2003; Strauss & Quinn, 
1992), and cultural psychotherapy (Sue, 1998; Zane, Sue, Young, Nunez, & Hall, 2004).  Culture 
influences not only the nature and expression of psychopathology but also the patient’s 
understanding of psychological and physical health and illness.  Cultural values and beliefs and 
social factors such as implicit racial biases also influence patterns of seeking, using, and 
receiving help; presentation and reporting of symptoms, fears and expectations about treatment; 
and desired outcomes.  Psychologists also understand and reflect upon the ways their own 
characteristics, values, and context interact with those of the patient.   

 
Race as a social construct is a way of grouping people into categories on the basis of perceived 
physical attributes, ancestry, and other factors.  Race is also more broadly associated with power, 
status, and opportunity (American Anthropological Association, 1998).  In Western cultures, 
European or white “race” confers advantage and opportunity, even as improved social attitudes 
and public policies have reinforced social equality.  Race is thus an interpersonal and political 
process with significant implications for clinical practice and health care quality (Smedley & 
Smedley, 2005).  Patients and clinicians may “belong” to racial groups, as they choose to self-
identify, but the importance of race in clinical practice is relational, rather than solely a patient or 
clinician attribute. Considerable evidence from many fields (Institute of Medicine, 2003)  
suggests that racial power differentials between clinicians and their patients, as well as systemic 
biases and implicit stereotypes based on race or ethnicity, contribute to the inequitable care that 
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patients of color receive across health care services.  Clinicians must carefully consider the 
impact of race, ethnicity, and culture on the treatment process, relationship, and outcome.  
 
The patient’s social and environmental context, including recent and chronic stressors, is also 
important in case formulation and treatment planning.  Sociocultural and familial factors, social 
class, and broader social, economic, and situational factors (e.g., unemployment, family 
disruption, lack of insurance, recent losses, prejudice, or immigration status) can have an 
enormous influence on mental health, adaptive functioning, treatment seeking, and patient 
resources (psychological, social, and financial). 
 
Psychotherapy is a collaborative enterprise, in which patients and clinicians negotiate ways of 
working together that are mutually agreeable and likely to lead to positive outcomes.  Thus, 
patient values and preferences (e.g., goals, beliefs, and preferred modes of treatment) are a 
central component of EBPP.  Patients can have strong preferences for types of treatment and 
desired outcomes, and these preferences are influenced by both their cultural context and 
individual factors.  One role of the psychologist is to ensure that patients understand the costs 
and benefits of different practices and choices (Haynes, Devereaux, & Guyatt, 2002).  Evidence-
based practice in psychology seeks to maximize patient choice among effective alternative 
interventions.  Effective practice requires balancing patient preferences and the psychologist’s 
judgment, based on available evidence and clinical expertise, to determine the most appropriate 
treatment.   

 
Future Directions 
 
Much additional research is needed regarding the influence of patient characteristics on treatment 
selection, therapeutic processes, and outcomes.  Research on cross-diagnostic characteristics, 
polysymptomatic presentations, and the effectiveness of psychological interventions with 
culturally diverse groups is particularly important.  We suggest the following research priorities: 
 

 Patient characteristics as moderators of treatment response in naturalistic settings 
 Prospective outcome studies on treatments and relationships tailored to patients’ cross-

diagnostic characteristics, including aptitude by treatment interaction designs 
 Effectiveness of interventions that have been widely studied in the majority population 

with other populations  
 Examination of the nature of implicit stereotypes held by both psychologists and patients 

and successful interventions for minimizing their activation or impact 
 Ways to make information about culture and psychotherapy more accessible to 

practitioners  
 Maximizing psychologists’ cognitive, emotional, and role competence with diverse 

patients 
 Identifying successful models of treatment decision-making in light of patient preferences 

 
Conclusions 

 
Evidence-based practice in psychology is the integration of the best available research with 
clinical expertise in the context of patient characteristics, culture, and preferences.  The purpose 
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of EBPP is to promote effective psychological practice and enhance public health by applying 
empirically supported principles of psychological assessment, case formulation, therapeutic 
relationship, and intervention.  Much has been learned over the past century from basic and 
applied psychological research as well as from observations and hypotheses developed in clinical 
practice.  Many strategies for working with patients have emerged and been refined through the 
kind of trial and error and clinical hypothesis generation and testing that constitute the most 
scientific aspect of clinical practice.   Yet clinical hypothesis testing has its limits, hence the need 
to integrate clinical expertise with best available research. 
 
Perhaps the central message of this task force report, and one of the most heartening aspects of 
the process that led to it, is the consensus achieved among a diverse group of scientists, 
clinicians, and scientist-clinicians from multiple perspectives that EBPP requires an appreciation 
of the value of multiple sources of scientific evidence.  In a given clinical circumstance, 
psychologists of good faith and good judgment may disagree about how best to weight different 
forms of evidence; over time, we presume that systematic and broad empirical inquiry—in the 
laboratory and in the clinic—will point the way toward best practice in integrating best evidence.   
What this document reflects, however, is a reassertion of what psychologists have known for a 
century:  that the scientific method is a way of thinking and observing systematically and is the 
best tool we have for learning about what works for whom. 
 
Clinical decisions should be made in collaboration with the patient, based on the best clinically 
relevant evidence, and with consideration for the probable costs, benefits, and available 
resources and options. It is the treating psychologist who makes the ultimate judgment regarding 
a particular intervention or treatment plan.  The involvement of an active, informed patient is 
generally crucial to the success of psychological services. Treatment decisions should never be 
made by untrained persons unfamiliar with the specifics of the case. 
 
The treating psychologist determines the applicability of research conclusions to a particular 
patient.  Individual patients may require decisions and interventions not directly addressed by the 
available research. The application of research evidence to a given patient always involves 
probabilistic inferences.  Therefore, ongoing monitoring of patient progress and adjustment of 
treatment as needed are essential to EBPP.   
 
Moreover, psychologists must attend to a range of outcomes that may sometimes suggest one 
strategy and sometimes another and to the strengths and limitations of available research vis-à-
vis these different ways of measuring success.  Psychological outcomes may include not only 
symptom relief and prevention of future symptomatic episodes but also quality of life, adaptive 
functioning in work and relationships, ability to make satisfying life choices, personality change, 
and other goals arrived at in collaboration between patient and clinician.   
 
EBPP is a means to enhance the delivery of services to patients within an atmosphere of mutual 
respect, open communication, and collaboration among all stakeholders, including practitioners, 
researchers, patients, health care managers, and policy-makers.  Our goal in this document, and 
in the deliberations of the Task Force that led to it, was to set both an agenda and a tone for the 
next steps in the evolution of EBPP.  



EBP Task Force Final Report 
July 1, 2005 

19 
 

 

References 
 
Ackerman, S. J., & Hilsenroth, M. J. (2003). A review of therapist characteristics and techniques 

positively impacting the therapeutic alliance. Clinical Psychology Review, 23, 1-33. 
 
Agency for Health Care Policy and Research. (1993). Depression in primary care: Vol. 2. 

Treatment of major depression (Clinical Practice Guideline No. 5, AHCPR Publication No. 
93-0551). Rockville, MD: U.S. Department of Health and Human Services. 

 
American Anthropological Association.  (1998).  American  Anthropological Association 

Statement on "Race."  Accessed  at http://www.aaanet.org/stmts/racepp.htm June 11, 
2005. 

 
American Psychiatric Association. (2000). Practice guideline for the treatment of patients with 

major depressive disorder (Revision). American Journal of Psychiatry, 157(Suppl.), 1-45.    
 
American Psychological Association. (1995). Template for developing guidelines: Interventions 

for mental disorders and psychosocial aspects of physical disorders. Washington, DC: 
American Psychological Association. 

 
American Psychological Association. (2000). Guidelines for psychotherapy with lesbian, gay, 

and bisexual clients. American Psychologist, 55, 1440-1451. 
 
American Psychological Association. (2002). Criteria for evaluating treatment guidelines. 

American Psychologist, 57, 1052-1059. 
 
American Psychological Association. (2003). Guidelines on multicultural education, training, 

research, practice, and organizational change for psychologists. American Psychologist, 58, 
377-402. 

 
American Psychological Association. (2004). Guidelines for Psychological Practice With Older 

Adults. American Psychologist, 59, 236-260. 
 
Arnkoff, D. B., Glass, C. R., & Shapiro, S. J. (2002). Expectations and preferences. In J. C. 

Norcross (Ed.), Psychotherapy relationships that work: Therapist contributions and 
responsiveness to patients. (pp. 335-356). New York: Oxford University Press. 

 
Barlow, D. H. (1996). The effectiveness of psychotherapy: Science and policy. Clinical 

Psychology: Science and Practice, 1, 109-122. 
 
Barlow, D. H. (2004). Psychological treatments. American Psychologist, 59, 869-879. 
 
Bédard, J., & Chi, M. T. (1992). Expertise. Current Directions in Psychological Science, 1, 135-

139. 
 



EBP Task Force Final Report 
July 1, 2005 

20 
 

 

Berry, J. W., Segall, M. H., & Kagitcibasi, C. (1997). Handbook of cross-cultural psychology: 
Social behavior and applications. (2nd ed.). Boston: Allyn & Bacon. 

 
Beutler, L. E. (1998). Identifying empirically supported treatments: What if we didn’t? Journal 

of Consulting and Clinical Psychology, 66, 113-120. 
 
Beutler, L. E., Alomohamed, S., Moleiro, C., & Romanelli, R. K. (2002). Systemic treatment 

selection and prescriptive therapy. In F. W. Kaslow (Ed.), Comprehensive handbook of 
psychotherapy: Integrative/eclectic, Vol. 4. (pp. 255-271). New York: Wiley 

 
Blatt, S. J., Shahar, G., & Zurhoff, D. C. (2002). Anaclitic/sociotropic and 

introjective/autonomous dimensions. In J.C. Norcross (Ed.), Psychotherapy relationships 
that work: Therapist contributions and responsiveness to patients. (pp. 315-333). New 
York: Oxford University Press. 

 
Bohart, A., & Tallman, K. (1999). How clients make therapy work: The process of active self-

healing. Washington DC: American Psychological Association. 
 
Bransford, D., Brown, A. L., & Cocking, R. R. (Eds.). (1999). How people learn: Brain, mind 

experience, and school. Washington, DC: National Academy of Sciences. 
 
Brown, T. A., Chorpita, B. F., & Barlow, D. H. (1998). Structural relationships among 

dimensions of the DSM-IV anxiety and mood disorders and dimensions of negative affect, 
positive affect, and autonomic arousal. Journal of Abnormal Psychology, 107, 179-192. 

 
Carpinello, S. E., Rosenberg, L., Stone, J., Schwager, M., & Felton, C. J. (2002). New York 

State’s campaign to implement evidence-based practices for people with serious mental 
disorders. Psychiatric Services, 53, 153-155. 

 
Castonguay, L. G., Goldfried, M. R., Wiser, S., Raue, P. J., & Hayes, A. M. (1996). Predicting 

the effect of cognitive therapy for depression: A study of unique and common factors. 
Journal of Consulting and Clinical Psychology, 64, 497-504. 

 
Chambless, D. L., Baker, M. J., Baucom, D. H., Beutler, L. E., Calhoun, K. S., Crits-Cristoph, 

P., et al. (1998).  Update on empirically validated therapies, II. The Clinical Psychologist, 
51, 3-16. 

 
Chambless, D.L., Sanderson, W.C., Shoham, V., Bennett Johnson, S., Pope, K.S., Crits-Cristoph, 

P., et al. (1996). An update on empirically validated therapies. The Clinical Psychologist, 
49, 5-18. 

 
Chiles, J. A., Lambert, M. J., & Hatch, A. L. (2002). Medical cost offset: A review of the impact 

of psychological interventions on medical utilization over the past three decades. In N. A. 
Cummings, W. T. O’Donohue, & K. E. Ferguson (Eds.), The impact of medical cost offset 
on practice and research. Reno, NV: Context Press. 

 



EBP Task Force Final Report 
July 1, 2005 

21 
 

 

Chorpita, B. F., Yim, L. M., Donkervoet, J. C., Arensdorf, A., Amundsen, M. J., McGee, C., et 
al. (2002). Toward large-scale implementation of empirically supported treatments for 
children: A review and observations by the Hawaii empirical basis to services task force. 
Clinical Psychology: Science and Practice, 9, 165-190. 

 
Clarkin, J. F., & Levy, K. N. (2004). The influence of client variables on psychotherapy. In M. J. 

Lambert (Ed.), Bergin and Garfield’s Handbook of psychotherapy and behavior change.  
5th ed. New York: Wiley. 

 
Crits-Christoph, P., Baranackie, K., Kurcias, J. S., Carroll, K., Luborsky, L., McLellan, T., et al. 

(1991). Meta-analysis of therapist effects in psychotherapy outcome studies. 
Psychotherapy Research, 1, 81-91. 

 
Davidson, K. W., Trudeau, K. J., Ockene, J. K., Orleans, C. T., & Kaplan, R. M. (2003). A 

primer on current evidence-based review systems and their implications for behavioral 
medicine. Annals of Behavioral Medicine, 26, 161-171. 

 
Dawes, R. M., Faust, D., & Meehl, P.E. (2002). Clinical versus actuarial judgment. In T. 

Gilovich & D. Griffin (Eds.), Heuristics and biases: The psychology of intuitive judgment. 
(pp. 716-729). New York: Cambridge University Press. 

 
Ditto, P. H., & Lopez, D. F. (1992). Motivated skepticism: Use of differential decision criteria 

for preferred and nonpreferred conclusions. Journal of Personality and Social 
Psychology, 62, 568-584. 

 
Ditto, P. H., Munro, G. D., Apanovitch, A. M., Scepansky, J. A., & Lockhart, L. K. (2003). 

Spontaneous skepticism: The interplay of motivation and expectation in responses to 
favorable and unfavorable medical diagnoses. Personality & Social Psychology Bulletin, 
29, 1120-1132. 

 
Duffy, M. (Ed.). (1999). Handbook of counseling and psychotherapy with older adults.  New  
 York, NY: John Wiley & Sons, Inc.  
 
Eels, T. D., Lombart, K. G., Kendjelic, E. M., Turner, L. C., & Lucas, C. (in press). The quality 

of case formulations: A comparison of expert, experienced, and novice cognitive-
behavioral and psychodynamic therapists. Journal of Consulting and Clinical 
Psychology. 

 
Gambrill, E. (2005). Critical thinking in clinical practice: Improving the accuracy of judgments 

and decisions about clients (2nd ed.). New York: Wiley. 
 
Gamst, G., Dana, R. H., Der-Karaberian, A., & Kramer, T. (2000). Ethnic match and patient 

ethnicity effects on global assessment and visitation. Journal of Community Psychology, 
28, 547-564. 

 



EBP Task Force Final Report 
July 1, 2005 

22 
 

 

Garb, H. N. (1998). Clinical judgment. In H. N. Garb (Ed.), Studying the Clinician: Judgment 
Research and Psychological Assessment (pp. 173-206). Washington, DC: American 
Psychological Association. 

 
Goodheart, C. D. (in press). Evidence, endeavor, and expertise in psychology practice. In C.D. 

Goodheart, A. E. Kazdin, & R. J. Sternberg (Eds.), Practice and research perspectives on 
the evidence for psychotherapy. Washington, DC: American Psychological Association. 

 
Greenberg, L. S., & Newman, F. L. (1996). An approach to psychotherapy change process 

research: Introduction to the special section. Journal of Consulting and Clinical 
Psychology, 64, 435-438. 

 
Groth-Marnat, G., Beutler, L. E., & Roberts, R. I. (2001). Client characteristics and 

psychotherapy: Perspectives, support, interactions, and implications for training. 
Australian Psychologist, 36, 115-121. 

 
Grove, W. M., Zald, D. H., Lebow, B. S., Snitz, B. E., & Nelson, C. (2000). Clinical versus 

mechanical prediction: A meta-analysis. Psychological Assessment, 12, 19-30. 
 
Hall, G. C. N. (2001). Psychotherapy research with ethnic minorities: Empirical, ethical, and 

conceptual issues. Journal of Consulting and Clinical Psychology, 69, 502-510. 
 
Hayes, S. C., Barlow, D. H., & Nelson-Gray, R. O. (1999). The scientist practitioner: Research 

and accountability in the age of managed care (2nd ed.). Boston: Allyn & Bacon. 
 
Haynes, R. B., Devereaux, P. J., & Guyatt, G. H. (2002). Clinical expertise in the era of 

evidence-based medicine and patient choice. Evidence-based medicine notebook, 7, 1-3. 
 
Henry, W. P., Schacht, T. E., Strupp, H. H., Butler, S. F., & Binder, J. L. (1993). Effects of 

training in time-limited dynamic psychotherapy: Changes in therapist behavior. Journal 
of Consulting & Clinical Psychology, 61, 434-440. 

 
Hollon, S. D., DeRubeis, R. J., Shelton, R. C., Amsterdam, J. D., Salomon, R. M., O'Reardon, J. 

P., et al. (2005). Prevention of relapse following cognitive therapy versus medications in 
moderate to severe depression. Archives of General Psychiatry, 62, 417-422. 

 
Hollon, S. D., Thase, M. E., & Markowitz, J. C. (2002). Treatment and prevention of depression. 

Psychological Science in the Public Interest, 3, 39-77. 
 
Horvath, A. O., & Bedi, R. P. (2002). The alliance. In J. C. Norcross (Ed.), Psychotherapy 

relationships that work: Therapist contributions and responsiveness to patients (pp. 37-
70). New York: Oxford University. 



EBP Task Force Final Report 
July 1, 2005 

23 
 

 

Huppert, J. D., Bufka, L. F., Barlow, D. H., Gorman, J. M., Shear, M. K., & Woods, S. W. 
(2001). Therapists, therapist variables, and cognitive-behavioral therapy outcome in a 
multicenter trial for panic disorder. Journal of Consulting and Clinical Psychology, 69, 
747-755. 

 
Institute of Medicine. (2001). Crossing the quality chasm: A new health system for the 21st 

century. Washington, DC: National Academy Press. 
 
Institute of Medicine. (2003). Unequal treatment:  Confronting racial and ethnic disparities in 

health care. B. D. Smedley, A. Stith, & A.R. Nelson (Eds.).  Washington, DC:  National 
Academy Press. 

 
Kazdin, A. E., & Weisz, J. R. (Eds.). (2003).  Evidence-based psychotherapies for children and  
 adolescents. New York, NY: Guilford Press.  
 
Kessler, R. C., Stang, P., Wittchen, H. U., Stein, M., & Walters, E. E. (1999). Lifetime 

comorbidities between social phobia and mood disorders in the US National Comorbidity 
Survey. Psychological Medicine, 29, 555-567. 

 
Kim, D., Wampold, B. E. & Bolt, D. M. (in press). Therapist effects in psychotherapy: A random 

effects modeling of the NIMH TDCRP data. Psychotherapy Research. 
 
Kleinman, A. M. (1977). Depression, somatization and the new cross-cultural psychiatry. Social 

Science and Medicine, 11, 3-10. 
 
Krueger, R. F. (2002).  Psychometric perspectives on comorbidity. In J. E. Helzer, J. J. Hudziak, 

& J. James (Eds.), Defining psychopathology in the 21st century: DSM-V and beyond. 
(pp. 41-54). Washington, DC: American Psychiatric Publishing, Inc. 

 
Kunda, Z. (1990). The case for motivated reasoning. Psychological Bulletin, 108, 480-498. 
 
Lambert, M. J., Bergin, A. E., & Garfield, S. L. (2004). Introduction and historical overview. In 

M.J. Lambert (Ed.), Bergin and Garfield’s Handbook of Psychotherapy and Behavior 
Change (5th ed., pp. 3-15). New York: Wiley. 

 
Lambert, M. J., Harmon, C., Slade, K., Whipple, J. L. & Hawkins, E. J.  (2005). Providing  
 feedback to psychotherapists on their patients' progress: Clinical results and practice  
 suggestions. Journal of Clinical Psychology, 61, 165-174.  
 
Lambert, M. J., & Ogles, B. M. (2004). The efficacy and effectiveness of psychotherapy. In M. J. 

Lambert (Ed.), Bergin and Garfield’s Handbook of Psychotherapy and Behavior Change 
(pp. 139-193). New York: Wiley. 

 
LeVine, R. A. (1983). Fertility and child development: An anthropological approach. New 

Directions for Child Development, 20, 45-55. 
 



EBP Task Force Final Report 
July 1, 2005 

24 
 

 

Lipsey, M. W. & Wilson, D. B. (2001).  The way in which intervention studies have 
"personality" and why it is important to meta-analysis.  Evaluation & the Health  
Professions, 24, 236-254.  

 
Martin, D. J., Garske, J. P., & Davis, M. K. (2000). Relation of the therapeutic alliance with 

outcome and other variables: A meta-analytic review. Journal of Consulting and Clinical 
Psychology, 68, 438-450. 

 
McReynolds, P. (1997). Lightner Witmer: His life and times. Washington, DC: American 

Psychological Association. 
 
Meehl, P. E. (1954). Clinical vs. statistical prediction. Minneapolis, MN: University of 

Minnesota Press. 
 
Miller, S. D., Duncan, B. L., & Hubble, M. A. (2005).  Outcome-informed clinical work.  In J. C.  
 Norcross & M. R. Goldfried (Eds.)., Handbook of psychotherapy integration. (2nd ed.)   
 London: Oxford University Press. 
 
Miller, W. R., & Rollnick, S. (2002). Motivational interviewing. 2nd ed. New York: Guilford. 
 
Moore, C. C., & Mathews, H. F. (2003). The psychology of cultural experience: Book review. 

International Journal of Social Psychiatry, 49, 77. 
 
Muñoz, R. F., Hollon, S. D., McGrath, E., Rehm, L. P., &VandenBos, G. R. (1994).  On the 

AHCPR Depression in Primary Care guidelines: Further considerations for practitioners. 
American Psychologist, 49, 42-61. 

 
Nathan, P. E. (1998). Practice guidelines: Not yet ideal. American Psychologist, 53, 290-299. 
 
Nathan, P. E., & Gorman, J. M. (2002). A guide to treatments that work. London: Oxford 

University Press.  
 
National Institutes of Health (2004). State implementation of evidence-based practices: Bridging 

science and service. (NIMH and SAMHSA RFA MH-03-007). Retrieved November 19, 
2004, from http://grants1.nih.gov/grants/guide/rfa-files/RFA-MH-03-007.html.  

 
Newman, D. L, Moffitt, T. E., Caspi, A., & Silva, P. A. (1998). Comorbid mental disorders: 

Implications for treatment and sample selection. Journal of Abnormal Psychology. 107, 
305-311. 

 
Norcross, J. C. (2001). Purposes, processes, and products of the task force on empirically 

supported therapy relationships. Journal of the Division of Psychotherapy, American 
Psychological Association, 38, 345-356. 

 
Norcross, J. C. (Ed.). (2002). Psychotherapy relationships that work: Therapist contributions 

and responsiveness to patient needs. New York: Oxford University Press. 



EBP Task Force Final Report 
July 1, 2005 

25 
 

 

Norcross, J. C., Beutler, L. E., & Levant, R. F. (Eds.). (2005). Evidence-based practices in 
mental health: Debate and dialogue on the fundamental questions. Washington, DC: 
American Psychological Association. 

 
Olfson, M., Marcus, S. C., Druss, B., Elinson, L., Tanielian, T., & Pincus, H. A. (2002). National 

trends in the outpatient treatment of depression. Journal of the American Medical 
Association, 287, 203-209. 

 
Persons, J. B. (1991). Psychotherapy outcome studies do not accurately represent current models 

of psychotherapy: A proposed remedy. American Psychologist, 46, 99-106. 
 
Prochaska, J. O., Norcross, J. C., & DiClemente, C. C. (1994). Changing for good. New York:  
 William Morrow. 
 
Project MATCH Research Group. (1998). Therapist effects in three treatments for alcohol 

problems. Psychotherapy Research, 8, 455-474. 
 
Reed, G. M., & Eisman, E. (in press). Uses and misuses of evidence: Managed care, treatment 

guidelines, and outcomes measurement in professional practice. In C. D. Goodheart, A. E. 
Kazdin, & R. J. Sternberg (Eds.), Practice and research perspectives on the evidence for 
psychotherapy. Washington, DC: American Psychological Association. 

 
Rosenthal, R. (1990). How are we doing in soft psychology? American Psychologist, 45, 775- 
 777. 
 
Roth, A., & Fonagy, P. (2004). What works for whom? A critical review of psychotherapy 

research (2nd ed.). New York: Guilford Press. 
 
Sackett, D. L., Rosenberg, W. M., Gray, J. A., Haynes, R. B., & Richardson, W. S. (1996). 

Evidence based medicine: what it is and what it isn't. British Medical Journal, 312(7023), 
71-72.  

 
Sackett, D. L., Straus, S. E., Richardson, W. S., Rosenberg, W., & Haynes, R. B. (2000). 

Evidence based medicine: How to practice and teach EBM (2nd ed.).  London: Churchill 
Livingstone. 

 
Sameroff, A. J., Lewis, M., & Miller, S. M., (Eds.). (2000). Handbook of developmental 

psychopathology (2nd ed.). Dordrecht, Netherlands: Kluwer Academic Publishers. 
 
Shakow, D., Hilgard, E. R., Kelly, E. L., Luckey, B., Sanford, R. N., & Shaffer, L. F. (1947).  

Recommended graduate training program in clinical psychology.  American Psychologist, 
2, 539-558. 

 
Shirk, S. R., & Karver, M. (2003). Prediction of treatment outcome from relationship variables in 

child and adolescent therapy: A meta-analytic review. Journal of Consulting & Clinical 
Psychology, 71, 452-464. 



EBP Task Force Final Report 
July 1, 2005 

26 
 

 

Skovholt, T. M., & Jennings, L. (2004). Master therapist: Exploring expertise in therapy and 
counseling. Needham Heights, MA: Allyn & Bacon. 

 
Smedley, A., & Smedley, B. D. (2005). Race as biology is fiction, racism as a social problem is 

real: Anthropological and historical perspectives on the social construction of race.  
American Psychologist, 60(1), 16-26. 

 
Smith, M. L., & Glass, G. V. (1977). Meta-analysis of psychotherapy outcome studies. American 

Psychologist, 32, 752-760. 
 
Smith, M. L., Glass, G. V., & Miller, T. L. (1980).  Benefits of psychotherapy.  Baltimore: Johns 

Hopkins University Press. 
 
Sox, H.C. Jr, & Woolf, S.H. (1993). Evidence-Based Practice Guidelines from the U. S. 

Preventive Services Task Force. JAMA, 169(20), 2678.  
 
Strauss C., & Quinn, N. (1992). Preliminaries to a theory of culture acquisition. In H. L. Pick, Jr., 

P. W. van den Broek, & D. C. Knill (Eds.), Cognition: Conceptual and methodological 
issues (pp. 267-294). Washington, DC: American Psychological Association. 

 
Stricker, G., Abrahamson, D. J., Bologna, N. C., Hollon, S. D., Robinson, E. A., & Reed, G. M. 

(1999). Treatment guidelines: The good, the bad, and the ugly.  Psychotherapy, 36, 69-79.  
 
Stricker, G., & Trierweiler, S. J. (1995). The local clinical scientist: A bridge between science  
 and practice. American Psychologist, 50, 995-1002. 
 
Sue, S. (1998). In search of cultural competence in psychotherapy and counseling. American 

Psychologist, 53, 440-448. 
 
Sue, S., Fujino, D. C., Hu, L. T., Takeuchi, D. T., & Zane, N. W. S. (1991). Community mental 

health services for ethnic minority groups: A test of the cultural responsiveness hypothesis. 
Journal of Counseling Psychology, 59, 533-540. 

 
Sue, S., & Lam, A. G. (2002). Cultural and demographic diversity. In J. C. Norcross (Ed.), 

Psychotherapy relationships that work: Therapist contributions and responsiveness to 
patients (pp. 401-421). New York: Oxford University. 

 
Sue, S., Zane, N., & Young, K. (1994). Research on psychotherapy with culturally diverse 

populations. In A. E. Bergin & S. L. Garfield (Eds.), Handbook of psychotherapy and 
behavior change (4th ed., pp. 783-817). New York: John Wiley & Sons. 

 
Tanenbaum, S. J. (2005). Evidence-based practice as mental health policy: three controversies 

and a caveat. Health Affairs, 24, 163-173. 
 
Thorne, F. C. (1947).  The clinical method in science. American Psychologist, 2, 161-166. 
 



EBP Task Force Final Report 
July 1, 2005 

27 
 

 

Toth, S. L., & Cicchetti, D. (1999). Developmental psychopathology and child psychotherapy. In 
S. W. Russ & T. H. Ollendick (Eds.), Handbook of psychotherapies with children and 
families: Issues in clinical child psychology (pp. 15-44). Dordrecht, Netherlands: Kluwer 
Academic Publishers. 

 
Wampold, B. E. (2001). The great psychotherapy debate: Models, methods, and findings. 

Mahwah, NJ: Lawrence Erlbaum. 
 
Wampold, B. E., & Brown, G. S. (In press). Estimating therapist variability: A naturalistic study 

of outcomes in managed care.  Journal of Consulting and Clinical Psychology. 
 
Wampold, B. E., Lichtengberg, J. W., & Waehler, C. A. (2002). Principles of empirically 

supported interventions in counseling psychology. The Counseling Psychologist, 30, 197-
217. 

 
Wampold, B. E., Mondin, G. W., Moody, M., Stich, F., Benson, K., & Ahn, H. (1997). A meta-

analysis of outcome studies comparing bona fide psychotherapies: Empirically, "all must 
have prizes." Psychological Bulletin, 122, 203-215.  

 
Weinberger, J. (1995), Common factors aren't so common: the common factors dilemma.  
 Clinical Psychology: Science and Practice, 2, 45-69.   
 
Weisz, J. R., & Hawley, K. M. (2002). Developmental factors in the treatment of adolescents. 

Journal of Consulting and Clinical Psychology, 70, 21-43. 
 
Weisz, J. R., Hawley, K. M., & Doss, A. J. (2004).  Empirically tested psychotherapies for youth  
 internalizing and externalizing problems and disorders. Child & Adolescent Psychiatric  
 Clinics of North America, 13, 729-815.  
 
Weisz, J. R., Jensen, A. L., & McLeod, B. D. (2005).  Development and dissemination of child  
 and adolescent psychotherapies: Milestones, methods, and a new deployment-focused  
 model. In E. D. Hibbs & P. S. Jensen, (Eds.), Psychosocial treatments for child and  
 adolescent disorders: Empirically based strategies for clinical practice. (2nd ed.).  
 Washington, DC: American Psychological Association. 
 
Westen, D., Novotny, C. M., & Thompson-Brenner, H. (2004). Empirical status of empirically 

supported psychotherapies: Assumptions, findings, and reporting in controlled clinical 
trials. Psychological Bulletin, 130, 631-663. 

 
Westen, D., & Weinberger, J. (in press).  In praise of clinical judgment:  Meehl’s forgotten  
 legacy.  Journal of Clinical Psychology. 
 
Westen, D., & Weinberger, J. (2004). When clinical description becomes statistical prediction. 

American Psychologist, 59, 595-613. 



EBP Task Force Final Report 
July 1, 2005 

28 
 

 

Witmer, L. (1907/1996). Clinical psychology. American Psychologist, 248-251. [Original article 
from the Psychological Clinic, 1907, 1, 1-9.] 

 
Woolf, S.H., & Atkins, D.A. (2001). The evolving role of prevention in health care: 

Contributions of the U. S. Preventive Service Task Force. American Journal of 
Preventive Medicine, 29(3 Suppl), 13-20.  

 
Yates, B. T. (1994). Toward the incorporation of costs, cost-effectiveness analysis, and cost-

benefit analysis into clinical research. Journal of Consulting and Clinical Psychology, 62, 
729-736. 

 
Zane, N., Sue, S., Young, K., Nunez, J., & Hall, G. N. (2004). Research on psychotherapy with 

culturally diverse populations. In M. J. Lambert (Ed.), Handbook of psychotherapy and 
behavior change (5th ed., pp. 767-804). New York: John Wiley & Sons. 

 
Zarit, S. H., & Knight, B. G. (Eds.). (1996). A guide to psychotherapy and aging: Effective 

clinical interventions in a life-stage context. Washington, DC: American Psychological 
Association. 

 


