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Professor Martin Seligman (December 1995)
added his voice to a growing chorus ex-
pressing the view that findings from con-
trolled efficacy studies of psychotherapy
need to be “transported” to more naturalis-
tic studies of effectiveness in real-world
service seltings (c.g., Hoagwood, Hibbs,
Brent, & Jensen, 1995). Describing and con-
trasting features of efficacy and cffective-
ness methods in psychotherapy research,
Seligman asserted that “the efficacy study
is the wrong method for empirically vali-
dating psychotherapy as it is actually done”
(p. 966). His proposition that “the best fea-
tures of these two methods can be combined
into a more ideal methed” (p. 965) echoes
Clarke’s (1995) belief that investigators from
“both groups. . .should be encouraged Lo gen-
erate hybrid studies™ (p. 724).

We agree with Seligman (1995) that
effectiveness studies are needed to deter-
mine what treatment works in the field, and
we agree that such studies are all too rare
(e.g., Weisz, Donenberg, Weiss, & Han,
1995). We are concerned, however, lest
Seligman’s readers may draw from his ar-
guments the erroneous conclusion that the
transition from efficacy to effectiveness
paradigms requires a relaxation of method-
ological rigor. To the contrary, as Clarke
(1995) concluded, investigators must
“broaden the sample and issues under siudy
to address effectiveness concerns while still
maintaining as much rigor and experimen-
tal control as possible to eliminate or mini-
mize competing explanatory hypotheses”
(p. 724).

Seligman (1995} described the design
of the “idesl study™ (p. 924) for determin-
ing the effectiveness of psychotherapy and
medications as an uncontrolled, prospec-
tive survey of a large sample of treatment
seekers, who are assessed before and after
treatment with a comprehensive self-
assessment and supplemented with “blind
diagnostic workups™ (p. 974). Cook and

Campbell (1979), certainly no cnemies of
quasi-experimental designs. concluded that

we should usually not expect hard-headed causal
mlcrences from the simple before—after design
when it is used by lself .. Our hope is that per-
sons considering the use of this design will hesi-
tate before resorting to it and will decide to incor-

porate into it some of the design adjuncts we shall
mention jater. {p. 103)

Those design adjuncts are control con-
ditions. Ever since Eysenck’s (1952) leg-
endary assault on conventional psycho-
therapy outcome wisdom, the need for
appropriate controls has been generally
aceepted even by leading quasi-experimen-
tal methodologists. Research has repeat-
edly demonstrated that people assessed at
a low point tend to improve, that most
mental health problems are fluctuating or
time limited, and that most patients are
satisfied with almast any treatment short
of abuse (because of rationalization and
many other psychological variables).
Seligman (1995) wrote:

Because there are no control groups, the CR [Con-
sumer Repoits, 1995] study cannot tell us di-
rectly whether talking to sympathetic friends or
merely letting time pass would have produced
just as much improvement as treatment by a men-
tal heatth profcssional. (p. 972)

A siudy design that leaves this question
unanswered can hardly be called “ideal.”

It is misleading to claim that the mn-
controlled survey design of CR’s reader
satisfaction poll is an exemplar of effec-
tiveness research. True effectiveness re-
search is as methodologically rigorous as
efficacy trials, is sensitive to the same
threats to internal validity, and typically
mcludes many of the same fundamental
methodological features (for the same rea-
sons). To be sure, effectiveness studies
often incorporate many of the elements
that Seligman (1995) identificd as missing
from efficacy studies, such as use of typi-
cal practitioners and settings, variable
amounts of treatment (often with ample
patient choice), mixtures of trcatments, in-
clusion of patients with multiple disorders.
and measures of improvements other than
symplom reliel.

Effectiveness studies also tend to in-
clude several elements that Seligman
(1995) neglected but that enhance knowl-
edge about what works in the field, such as
careful assessment of the characteristics of
settings and providers; mecasures of the
representativeness of samples; measures

of the actual treatments received, both type
and amount; assessments of why treatments
were nol received; costs of treatment and,
sometimes, other societal costs; and, most
important, the nse of controls, with quasi-
experimental metheds often used but with
random assignment still the preferred stan-
dard. There are cxamples of cffectivencss
studies that incorporate all of these ele-
ments, including studies of medications
(Essock et al., 1996), psychotherapies (e.g.,
Weisz et al., 1995), rehabilitation (Drake,
McHugo, Becker, Anthony, & Clark, 1996),
and other interventions.

In spite of their “aruficiality,” well-
designed efficacy studies have made many
significant contributions to our assessment
of the value of real-life treatments, and a
number of important methodological fea-
tures that Seligman (1995) characterized as
“nicetics” (a word derived from the Middle
French time period for foolishness) of the
efficacy study deserve careful consideration
in any thoughttul psychotherapy research
plan. These include randomization, specifi-
cation of treatment procedures, methods for
assuring fidelity of treatment delivery, blind
ratings, rigorous control groups, inclusion—
exclusion criteria, and operationally defined
outcomes. These niceties are essential sci-
entific components if one hopes to draw any
strong causal inference, including the attri-
bution of treatment effects to the treatment
per se and not to a variety of other variables.

In what we hope is a flourish of rhe-
torical excess, Seligman (1995) speculated
that randomization “may turn out to
be...a major tlaw of the efficacy
method. .. Random assignment, the pretti-
est of the methodological niceties in effi-
cacy studies, may turn out to be worse than
useless” (p. 974). We are willing to bet
otherwise. Seligman is undoubtedly right
that “appropriately assigning individuals to
the right treatment, the right drug, and the
right sequence of techniques,,.may be cru-
cial to getting better” {p. 974), but that is no
argument against randomization. If we knew
what those “right” decisions were, research
would not be necessary.

Randomization is a cornerstone of
strong causal inference. It is by no means a
panacea (e.g., attrition may threaten equiva-
lence), and, in some situations {fewer than
one might think), randomization is neither
feasible nor ethical. Nevertheless,

the inrerests of internal validity are paramount
when the cost of being wrong about a causal
inference is high—e¢.g., when, because of experi-
mental results, an ineffective policy could be
implemented widescale or an cffective onc re-
duccd in scope... . The desirability of randomized
experiments in field settings is less in question
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than their feasibility... We strongly suspeet that a
debased randomized experiment will still be su-
perior to its feasible quasi-expcrimental and
nonexperimental altematives for inferring cause.
(Cook & Campbell, 1979, p. 383)

Anaother of Seligman’s (1993) criti-
cisms of the efficacy method is that it
tends to use highly “filtered” (p. 970)
samples of “single-disordered” (p. 970)
patients. He lauded CR for studying treat-
ment benefits in samples of individuals
with varied (and unspecified) diagnoses,
including mulitiple problems and what
Seligman termed subclinical states that may
not meet any conventional diagnostic cri-
teria at all. Seasoned veterans of psycho-
therapy research will recognize that stud-
ies of mixed, diagnostically unspecificd
samples were quite typical of psycho-
therapy research about 30 years ago. Such
designs were largely replaced during the
last several decades by studies aimed at
clarifying the value of specilic lreatments
for specific, objectively diagnosed prob-
lems {including, at nmes, comorbid condi-
tions). Stodies that use diagnostically
unspecified samples simply cannot yield
conclusions regarding any particular
condition.

Consumers are clearly interested in
knowing what works for specific problems.
That is undoubtedly why CR (1995) in-
cluded a section in their article specifying
which treatments have been found 1o work
best for various disorders. It is a somewhat
disconcerting jolt to turn from Seligman’s
(1995) methodological prescription to CR’s
own diagnostically specific conclusions re-
garding “What Works Best?” (p. 787). Ona
one-page nsert, CR summarized “the right
treatments for your troubles” (p. 787). What
are they? Let us focus on the psychothera-
pies. Under depression, CR discussed only
cognitive therapy and interpersonal therapy;
under anxiety—relaxation and cognitive—~
behavioral therapy;, under panic—combined
drugs and cognitive therapy; phohias?—
systematic desensitization and flooding. “In
agoraphobia,” CR reported, “behavior
therapy is best combined with an antide-
pressant drug” (p. 787). None of these spe-
cific recommendations could, or should,
have been drawn from the kind of database
CR obtained. Nor were they. All of them
were obviously based directly on the re-
sults of randomized, controlled clinical tri-
als of specific, well-defined treatments in
diagnostically homogeneons samples.

As for treatment manuals, the stan-
dardization of psychotherapy that they typi-
cally impose reduces outcome variation
that is due to therapist differences, making

it easier to draw valid inferences aboul
treatment differences (Crits-Christoph &
Mintz, 1991). That would be a poor trade-
off of external for internal validity, how-
ever, if Seligman (1995) were right when
he suggested that manuals may limit psy-
chotherapy benefits by restricting the flex-
ibility of therapists. The evidence is to the
contrary. A recent meta-analysis (Ander-
son & Lambert, 1995) found that studies
that used treatment manuals had larger ef-
fect sizes when compared with studies that
did nol use treatment manuals.

It is probably true, as the CR (1995)
study found, that most people will be more
satisficd with more of a service—not only
mental health care but also education, [i-
nancial advice, legal services, massage
therapy, and many other services. Services
have a cost, however, and effectiveness
research must, therefore, attend to costs as
well as benefits, If patients pay for health
care themselves, they make decisions re-
garding how much care they wish to pur-
chase and how much they can afford in
relation to expected benefits. It iy well-
known, for example, that patients choose
to purchase less mental health care as the
copaymenls increase (Keeler, Wells, Man-
ning, Rumpel, & Hanley, 1986). On the
other hand, if society pays tor mental health
care, society must decide how much men-
tal health care should be mude available in
relation to competing demands for other
types of health care, as well as other ser-
vices. This is a complex choice. Sacicty
must determine how much of what types
of mental health care for what conditions
should be covered by insurance in the same
manner as general medical care. This is
precisely the debate before the Congress at
this point in time.

“We have met the enemy,” Pogo once
observed, “and he is us.” Knowledge is
built on the scientific method, in psycho-
therapy as well as other areas of health
care. This is the fundamental difference
between science and pseudoscience. If the
field of psychotherapy research were to
adopt Seligman’s (1995) recommendation
uncritically and accept uncontrolled, self-
sclected consumer surveys—or anylhing
less than the most rigorous scientific stan-
dards—as & model for determining the ben-
efits of treatments, it would be taking a
giant step away from the rest of medical
research and ity staggeringly impressive
accomplishments. Such a move would aim
psychotherapy practice directly into Carl
Sagan’s (1995} prescientific “demon-
haunted world,” and, ultimately, toward
the loss of scientific credibility.
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ging scicntific curiosity thal we are @l in this
together.
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