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What Is the Evidence for Evidence-Based Treatments?
A Hard Look at Our Soft Underbelly

Peter S. Jensen,1"2 Robin Weersing,! Kimberly Eaton Hoagwood,! and Eliot Goldman!

In the rising quest for evidence-based interventions, recent research often does not give
adequate attention to “nonspecific therapeutic factors,” including the effects of attention,
positive regard, and therapeutic alliance, as well as the effects of treatment dose, intensity
and actual processes mediating therapeutic change. To determine the extent to which recent
clinical trial designs fully this problem, the authors conducted a systematic review of Psych-
Lit/Medline of all controlled child psychotherapy treatment studies from 1995 to 2004. A total
of 52 studies were identified that met review criteria: two or more therapy conditions and ran-
dom assignment of participants to intervention groups. Of the 52 studies, one group (n = 29)
compared a presumably active treatment with 1 or more similarly intensive treatments (often
an attention control group) presumably not containing the active therapeutic ingredients. Of
these, 14 studies found evidence of consistent differences between the two groups, whereas
15 did not. An additional group of studies (n = 27) compared therapy groups with different
levels of intensity and “dose” of the putatively active treatment; 13 of these found evidence
of the effects of different levels of treatment dose/intensity on outcomes and 14 did not. Four
studies met criteria for inclusion in both groups. Across both groups of studies, when pos-
itive effects were found, few studies systematically explored whether the presumed active
therapeutic ingredients actually accounted for the degree of change, nor did they often ad-
dress plausible alternative explanations, such as nonspecific therapeutic factors of positive
expectancies, therapeutic alliance, or attention. Findings suggest that many child psychother-
apy treatment studies have not inadequately controlled for nonspecific factors such as atten-
tion and treatment intensity and have failed to assess specific mediators of change. Specific
recommendations for future studies are offered, specifically:

1. Initial specification in study design how investigators will test if the intervention is
efficacious over and above the effects of positive expectancies, positive regard, or
attention;

2. Planned (rather than post hoc) analyses to explore whether and how a given treat-
ment’s specific ingredients or the overall intensity of its “dose” are related to treat-
ment outcomes;

3. More studies conducting head-to-head tests of different types but equally credible
forms of treatment, with planned analyses testing different mechanisms of change

4. When positive effects of a treatment vs. a control are found, systematic elimination
of specific, competing hypotheses of reasons for treatment efficacy (e.g., attention,
therapeutic alliance, face validity of treatment and client’s treatment expectations,
changes in self-efficacy), and
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5. When negative effects are reported, appropriate analyses to address alternative
explanations (lack of power, floor or ceiling effects, mediator analyses to address
possible fidelity or adherence problems, therapist effects, absence of main effects
but possible subgroup/moderator effects, etc.).

KEY WORDS: attention controls; efficacy; psychotherapy; controlled clinical trials.

INTRODUCTION

Over four decades of psychotherapy research
studies have been conducted to determine the most
efficacious treatments for childhood mental disor-
ders. On one hand, this body of research, well over
1500 studies (Kazdin, 2000) and 500 within the last
decade alone (Weisz & Jensen, 1999), has yielded
impressive and mounting evidence for the effective-
ness of several forms of cognitive behavior ther-
apy for childhood internalizing disorders (anxiety,
depression) and behavior therapies for externaliz-
ing disorders (conduct and oppositional disorders;
ADHD, etc.). On the other hand, terms such as
“evidence-based” and “empirically supported” have
grown astronomically (see Hoagwood, Burns, Kiser,
Ringeisen, & Schoenwald, 2001) to the point that
they risk becoming such a familiar part of the mental
health clinicians’ and policy makers’ lexicon that we
too easily pass over all the difficult steps required in
the chain of scientific proof to establish causal links
between a proposed therapeutic procedure, its pu-
tative underlying mechanisms of change, and client
outcomes. Thus, despite the advances in knowledge
produced by this body of research, significant gaps
remain in identifying the “active ingredients” (either
specific or nonspecific therapeutic factors) that un-
derpin actual behavior change and therapeutic effec-
tiveness (Kazdin, 2000). Without convincing knowl-
edge of what works why, we cannot know how best
to ensure that proven procedures can effectively be
translated from the ivory towers of our research lab-
oratories to the “earthen trenches” of our real-world
community clinics (Jensen, Hoagwood, & Trickett,
1999; Weisz, Weiss, & Donenberg, 1992, 1995).

Across this large body of research, a range
of specific causal mechanisms for behavior change
have been advanced, ranging from changes in
arousal, motivation, learning, attributions, self-talk,
self-concept, cognitive distortions, interpersonal re-
lations, as well as nonspecific factors (see review by
Weersing & Weisz, 2002). Yet in their review of 67
trials of empirically supported treatments, Weersing
and Weisz noted that in only six instances were for-

mal tests of mediating mechanisms conducted, de-
spite the fact that the majority of these trials did mea-
sure possible mediating mechanisms.

In all this research activity, too rarely do we step
back to examine the extent to which all necessary ele-
ments of scientific “proof” have been woven together
to provide the necessary, sturdy empirical fabric that
satisfactorily demonstrates that the overarching the-
ory has scientific support, that the theory-driven pro-
cedures have therapeutic effectiveness, and that pos-
tulated mechanisms for change have been identified
(Jensen et al., 1999; Kazdin & Nock, 2003; Weersing
& Weisz, 2002). Pausing for such reflection is neces-
sary, however, since a number of competing explana-
tions might equally be invoked to explain change in
many instances. In many studies, for example, “non-
specific therapeutic factors,” i.e., the effects of at-
tention, positive regard, and/or therapeutic alliance,
may not be sufficiently examined or ruled out as al-
ternative causal explanations (e.g., Wiggs & Stores,
1999).

Taking a step back from current concepts of
“efficacy” and “evidence-based,” as described now
in numerous papers (Chambless & Hollon, 1998;
Hoagwood et al., 2001; Weisz & Jensen, 1999), it is
important at this juncture in the further expansion
of research-based treatments to ask, “to what extent
have recent studies used control groups even roughly
comparable in intensity of exposure and face validity
to the supposed active treatment?” Such studies are
critical, if we are to conclude that elements or fea-
tures of a given therapy are specifically effective, over
and above simple compassion, friendliness, attention,
and belief.

To address this question, we reviewed all studies
in the last 10 years that included at least two poten-
tially active interventions, even if one of them was
of somewhat lesser intensity (such as a treatment-
as-usual group or an attention-only group). Studies
comparing therapy groups with different levels of
intensity and “dose” of the putatively active treat-
ment were also included. However, studies with
only one treatment group (e.g., studies comparing
an active treatment to a wait-list control), were
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not included, because such studies cannot help us
understand whether a given intervention is effica-
cious, over and above the amount of personal con-
tact or exposure entailed in the intervention. Of note,
some research conducted prior to the last 10 years
(in particular studies of specific phobias and disrup-
tive behaviors; see Weersing & Weisz, 2002, for a
review) did often include attention controls as well
as wait-list controls, but the focus of this review is
the extent to which more recently developed inter-
ventions over the last decade, often based on manu-
alized procedures and 12-16 psychotherapy sessions
delivered in either individual or group format, give
heed to these design issues when these treatments are
evaluated.

Studies with active comparisons between
treatments and attention controls are important
to examine because to the extent that differences
occur in favor of specific treatments, they may
reveal that such effects cannot be explained away
by the effects of attention alone. A finding of no
difference on the other hand may result from the
fact that the study is underpowered (i.e., less than
30 subjects per group), or may occur because both
the treatment and the attention control arms were
similarly efficacious or similarly ineffective. The
possibility that an attention control group may
actually have therapeutic elements highlights the
difficulty of generating a truly inactive psychosocial
control condition that could not be considered
curative from one or more psychosocial theoretical
perspectives (Baskin, Tierney, Minami, & Wampold,
2003).

To fully address the challenges in ferreting out
the possible therapeutic effects of specific and non-
specific factors, then, would subject all studies of new
psychotherapies to the burden of proof that they
a) show differences in outcomes between the new
treatment, an attention control treatment without the
specific therapeutic ingredients, and a wait-list con-
trol group (to control for nonspecific therapeutic ef-
fects of attention, therapeutic alliance, etc.), b) mea-
sure and conduct formal tests of the differentiating
and mediating roles of specific and nonspecific fac-
tors in the two treatment groups, and c) show dif-
ferences in outcomes between the attention control
and wait-list control groups. This third and final step
would be especially key in those cases where medi-
ator analyses comparing the two treatment groups
show that a principal component of treatment out-
comes is born by nonspecific factors, which may be
true for some disorders or treatment types but not
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others. Practically speaking for real-world studies,
if it can be shown that nonspecific factors account
for the lion’s share of therapeutic outcomes for a
given condition, it might be far less expensive to fo-
cus on teaching therapists how to maximize these
positive aspects of therapy, rather than attempting
to teach and encourage them to use the specific
therapeutic procedures addressed in manual-based
psychotherapies.

Other study designs may be informative as well.
For example, studies that compare two active treat-
ments or two dosages or intensities of the same
treatment deserve our attention for two reasons:
first, if an appropriately powered study compar-
ing two theoretically similar treatments of differing
intensity shows no differences, such findings may
raise appropriate concerns as to whether the pu-
tative efficacious treatment ingredients are in fact
active, since differences in dose yield no differ-
ences in outcomes. Of course, this hypothesis as-
sumes a linear dose-response relationship that may
or may not be relevant for certain psychosocial
treatments. It is equally plausible that a “thresh-
old” dose of a certain magnitude yields effects, and
that any greater dose does not result in further
improvement. Thus, interpretations of “no differ-
ence” should be made cautiously, since linear dose—
response relationships may not be uniformly appli-
cable. Nonetheless, interpretations of such studies
should be attempted in the absence of strong the-
ory articulating the merits of nonlinear or thresh-
old effects: if an appropriately powered study yields
no differences between the wait- list control group
and either of the differentially dosed active treat-
ments, one might cautiously assume that neither of
the treatments is effective, nor are there any mean-
ingful effects of attention. If both treatments are
superior to the wait-list control, yet do not dif-
fer from each other, the notion of threshold ef-
fects as an explanation for this lack of difference is
plausible.

Other possible variations in dose or intensity
may have implications for the interpretation of ef-
fects. If the component added to the more intensive
treatment is actually different in kind (e.g., adding
a parent-focused treatment to a child anxiety treat-
ment), the finding of “no difference” may not only
be the result of a “ceiling” effect having been reached
by the first presumably efficacious component, but it
is also possible that the added component is simply
inactive (added component possibly inactive—ADI)
and adds nothing to the outcomes. On the other
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hand, a positive difference in this case could also be
legitimately interpreted as possibly due to an “atten-
tional effect only” (AEO).

So the key question for our review was as fol-
lows: When rigorous studies comparing two com-
parably credible (but one evidence-based, one not)
are conducted, what do we find? When a wait-list
control group is also included, and differences are
also found between it and the treatment groups,
are alternative explanations for the findings ex-
plored in mediator analyses, such as the dose ef-
fects of therapeutic alliance, attention, treatment
intensity, or belief in the credibility of the inter-
vention?

METHODS

To address this question, a search of the lit-
erature using Psychlit over the last decade (1995-
2004) was conducted, using child(ren) or adoles-
cent and one of the other following terms: com-
parison, clinical trial, controlled trial, psychother-
apy, behavior therapy, cognitive behavior therapy,
or treatment. This search returned over 4000 ab-
stracts, which were then hand reviewed for con-
tent based on the following criteria: a) two or
more psychotherapy treatment conditions, includ-
ing usual care or treatment as usual (TAU);
b) random assignment of participants to interven-
tion groups; and c) sample sizes in each group
of 10 or more subjects. While sample sizes of
10 will invariably be underpowered in instances
of finding “no difference,” we included them
nonetheless, given the possibility that some stud-
ies might contain treatments of large effects, and
to eliminate them might obscure meaningful com-
parisons in some instances. Nonetheless, “no dif-
ference findings” from such studies should be re-
garded with caution, because treatment group sizes
>24 are needed for power to find an effect size
of .4 between two treatment groups (power .81,
5% two-tailed test; Cohen, 1988; Kazdin & Bass,
1989).

For the purposes of this review, random assign-
ment studies comparing a psychotherapy group ver-
sus a treatment-as-usual (TAU) comparison group
were also accepted if the TAU was some form of
psychotherapy, even though TAU psychotherapy is
often (though not always) less intensive than the
experimental psychotherapy treatment, but only if
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post hoc analyses were done in the initial or follow-
up reports to determine whether the dose of treat-
ment ingredients (number and/or intensity) in the
experimental group accounted for part or all of
the group differences (positive dose effect, +PDE
or —PDE).

Pharmacotherapy studies were not included, un-
less there was a comparison with at least two forms
of psychotherapy in the several treatment arms.
Only one study met this criterion (Abikoff et al.,
2004).

Fifty-two studies were located in the inclusive
years 1995-2004, then grouped into two categories:
1) those comparing two similarly intensive treat-
ments, such as a putatively active treatment versus
an attention control; 2) those comparing more in-
tensive versus less intensive treatment groups (e.g.,
A vs. A+B, or A vs. A+, or A vs. TAU). Also
included in this latter group were three studies
comparing an active treatment versus a wait-list
control, but only because the authors conducted
additional analyses to determine if the hypothe-
sized active ingredients of therapy were in fact
related to treatment outcome (and their findings
in fact revealed that to be the case (Forgatch &
DeGarmo, 1999; Hoath & Sanders, 2002; Scott,
Spender, Doolan, Jacobs, & Aspland, 2001). Four
studies fell into both the first and second groups,
because they contained some form of psychother-
apy control group as well as two presumably ac-
tive treatment groups of the same or different inten-
sities.

In a few instances we included in the first group
of studies some investigations comparing two or
more similar experimental intervention conditions,
where both might have been presumed to be active
forms of treatment, but where it was unclear whether
the contrasting treatment was intended to be an at-
tention control per se.

RESULTS

Of the total of 52 identified studies that met
our criteria, 29 fell into the first group where ei-
ther an attention control was included or two simi-
larly intense treatments were compared. Of these, 14
studies found evidence of consistent differences be-
tween the two groups, whereas 15 did not. In fact, in
two of these studies, the presumed attention control
showed outcomes superior to the presumed active
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treatment under study (see Table 1; Merkel, 2000;
Murray, Cooper, Wilson, & Romaniuk, 2003).

The second group included 27 studies compar-
ing treatments of differing intensity. Four studies met
both criteria (Dishion & Andrews, 1995; Mendlowitz
et al., 1999; Murray et al., 2003; Wayland, 2003), thus
yielding a total of 52 rather than 56 (29 + 27) studies.
Thirteen of this latter group of studies found consis-
tent evidence of additive outcome differences, possi-
bly as a function of the enhanced intervention in the
second group; whereas 14 studies revealed no addi-
tive differences. We describe each of the groups be-
low, giving examples from each group where both
positive and negative effects were found.

Group 1: Studies Comparing Similarly Intensive
Treatments and/or Face Valid Attention Controls

Studies Showing Positive Results

Fourteen of twenty-nine studies conducted since
1995 showed a significant difference among similarly
intensive treatment groups, suggesting that all treat-
ments are not equal. See Table 1 for a complete list-
ing of all located studies.

As an example of a study showing positive ef-
fects over and above attention factors alone, Beidel,
Turner, and Morris (2000) randomized children to
either a behavioral treatment designed to enhance
their social skills and decrease social anxiety (so-
cial effectiveness therapy for children—SET-C) or to
an active but nonspecific control. Results indicated
that children treated with SET-C had significantly
lower levels of social phobia at treatment endpoints
versus those treated in the attention control group.
This study is of marked importance in that it demon-
strated that children not only benefited as a func-
tion of the intervention, but also that they maintained
their gains at 6 months’ follow-up. Note in Table 1,
however, that the authors did not pursue mediational
analyses, exploring whether there were positive dose
effects (PDEs) between the posited active ingredi-
ents of therapy and outcomes. In addition, while they
did meet the initial test for efficacy, various compet-
ing explanations (CEs) cannot be ruled out (true of
most all studies, such as actual perceived differences
in treatment credibility that may have affected sub-
ject ratings of outcomes).

Not uncommonly, studies may show initial dif-
ferences among various treatments, followed by
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later dissipation of differential effects. For exam-
ple, Brent et al. (1997) conducted a comparative
study of cognitive-behavioral therapy, systematic be-
havioral family therapy, and nondirective support-
ive psychotherapy in adolescent suicide attempters.
Initial results indicated that the cognitive—behavioral
therapy produced more rapid treatment gains than
the behavioral family therapy and the nondirective
supportive therapy. However, at 2-year follow-up of
adolescents assigned to the three therapies, investi-
gators found there were no differences in recurrence
rates and levels of depression across the three treat-
ments (Birmaher et al., 2000). Results suggest that
maximal improvement within a short time frame may
be best achieved by certain forms of therapies over
others. Such improvements do not guarantee longer-
term differences, though it can be argued that this
may be due to the chronic, recurring nature of de-
pression rather than to lack of treatment efficacy.

Sonuga-Barke, Daley, Thompson, Laver-
Bradbury, and Weeks (2001) explored the efficacy
of two psychosocial treatments for preschool
children with attention-deficit/hyperactivity dis-
order, comparing two 8-week-long programs:
1) parent-delivered behavioral-therapy and educa-
tion programs and 2) parent-counseling-and-support
intervention. Subjects were randomly assigned to the
parent-training group, the parent-counseling-and-
support group, or to a waiting-list-control group.
ADHD symptoms were significantly reduced in the
parent-training group, relative to the two control
conditions. While there were substantial differences
between the parent-training group and the other
two groups at week 8, at follow-up assessment at
week 23, the two active intervention groups showed
similar outcomes. At this point, most of the benefits
of parent training relative to the parent-counseling-
and-support group had dissipated, such that most of
the benefit observed in the parent-training children
was now observed in the parent-counseling-and-
support children. Nonetheless, children in the
parent-training group showed persistent gains and
no further deterioration after the end of treatment.
In contrast, children in the waiting-list-control
groups showed minimal or no improvement over the
course of the study.

Studies Showing Few or No Differences

Silverman et al. (1999) conducted one of the few
studies that contrasted treatments in a head-to-head
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What Is the Evidence for Evidence-Based Treatments?

trial, comparing a behavioral approach utilizing con-
tingency management, a self-control strategy, and
educational support for children with phobic disor-
ders. All groups were found to be similarly effica-
cious on most treatment-outcome measures, includ-
ing the presumably inactive control (the educational
supportive intervention). Findings underscored the
point that a basic therapeutic relationship, family
support, and education may yield substantial ben-
efits for child and family outcomes. In several in-
stances, however, there was evidence of some mod-
est advantages of the self-control and/or contingency
management strategy over the educational support
condition.

Similarly, Last, Hansen, and Franco (1998)
tested a manualized cognitive-behavioral treatment
for school phobia in 56 children, one-half of whom
were randomly assigned to the intervention over
12 weeks, while the other half were provided a sim-
ilarly intensive educational-supportive intervention.
Comparing the groups on school attendance, self-
reports of anxiety and depression, and diagnostic sta-
tus at endpoint, they found that both interventions
were similarly efficacious in returning children to
school and in reducing their anxiety and depressive
symptoms. Likewise, follow-up assessments of chil-
dren were during the next school year were done,
with analyses again showing no differences between
the two groups.

In another interesting, yet counterintuitive find-
ing, Murray et al. (2003) conducted a longitudinal
study of 193 postpartum depressed women and their
newborn infants over 5 years. Mothers were ran-
domly assigned to one of four groups: CBT, psy-
chodynamic therapy, nondirective supportive ther-
apy, or routine primary care. Few differences were
found among the groups at 5 years, but some evi-
dence emerged for the superiority of the nondirective
counseling arm at 18 months.

Summary of Group 1 Studies

Thus, in this review we found that of those stud-
ies that compared two active treatments or other-
wise attempted to provide some reasonable control
for attention, only about one-half of studies indicated
initial differential superiority of one form of psy-
chotherapy over reasonably valid controls (with ef-
fects eventually dissipating in many of these studies).
The other half of these comparative studies showed
no advantage of the psychotherapy over some rea-
sonable, similarly intensive control group. From the
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total 29 studies, among only the 17 studies with suf-
ficient power to determine differences with an ES of
4, 10 showed a significant effect of the presumed ac-
tive treatment with effects greater than the impact of
attention alone, while 7 did not. Without exception,
among these 10 sufficiently powered studies with pos-
itive results, mediator analyses (i.e., examining pos-
sible dose effects of the presumed active ingredi-
ents) were not performed, paralleling the findings
reported by Weersing and Weisz (2002) that such
studies are rarely done. Likewise, in all these 10 in-
stances, competing explanations for positive results
(such as parent(family perceptions of the believabil-
ity/credibility of the treatment, therapeutic alliance,
etc.) could not be ruled out. These findings indicate
that while our “evidence-based” treatments are often
promising, the ingredients that make them so remain
largely unknown.

One must therefore ask, “what do the presumed
active elements add above and beyond the nonspe-
cific elements of psychotherapy, and why are our
evidence-based therapies often not more effective
than attention controls? Certainly, one explanation
is that many studies are underpowered to detect a
clinically meaningful effect, but an alternative, com-
plementary explanation is that the effects of our
evidence-based therapies may often be only mod-
estly better than the nonspecific effects of attention,
positive regard, and support.

An examination of studies that directly com-
pared treatments of differing intensities may provide
some additional insights on this question, however.
If similar therapies of differing intensity yield dif-
ferent results, but different therapies of similar in-
tensities do not, one parsimonious conclusion would
suggest that some common aspects of the equally in-
tense treatments (including therapeutic alliance, rap-
port, and attention, as well as other factors such as
explicit problem definition or psychoeducation) are
powerful factors in and of themselves, perhaps exert-
ing even greater effects than the “evidence-based”
component—whatever that may be—of the therapy
itself. Examples of such studies are illustrated below.

Group 2: Studies Comparing Treatments

of Differing Intensity

Studies Showing Positive Effects of Intensity
Thirteen of twenty-seven studies conducted

since 1995 showed a significant difference among
similarly intensive treatment groups, suggesting that
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differing intensity, i.e., treatment dose, makes a dif-
ference. See Table 2 for a complete listing of all lo-
cated studies. Please note that we do not include
studies that included a presumed active treatment
against wait-list controls only, nor do we include
studies that compared an experimental treatment
versus TAU, unless that study also specifically exam-
ined whether treatment dose/intensity/compliance in
either or both groups mediated outcomes within or
across groups.

As an examplar study showing additive effects
of different doses (or types) of treatment, Kazdin
and Whitley (2003) examined the impact of a parent
problem-solving (PPS) intervention designed to aug-
ment the effects of other evidence-based therapies
for children referred for aggressive and antisocial be-
havior. Thus, all children received problem-solving
skills training (PSST), while their parents received
parent management training (PMT). Families were
randomly assigned to receive or not to receive the
additional component (PPS) that targeted parental
stress factors. Although all children improved in both
treatment arms, those families receiving the addi-
tional PPS intervention showed greater behavioral
change in youth, and parents(families experienced
fewer barriers to care.

Similarly, Jocelyn, Casiro, Beattie, Bow, and
Kneisz (1998) studied treatments of children with
autism, conducting a randomized controlled trial
to evaluate a caregiver-based intervention pro-
gram versus TAU in community day-care centers.
Families were assigned to one of two conditions:
1) day-care for the child, with a one-on-one child
development worker, or 2) the same day care expe-
rience as 1) plus an intensive 12-week intervention
program for the parents, teaching them skills in func-
tional analysis and behavior therapy, and additional
educational seminars on autism. Children whose par-
ents received the intensive training showed substan-
tially greater language gains than day-care-only chil-
dren. Analyses exploring why this group showed
greater gains were not conducted, so specific conclu-
sions about whether these differences were due to
attention or to parents’ application of behavioral pro-
cedures over and above what was done in the thera-
peutic day-care setting cannot be determined.

Studies Showing Few or No Effects of Intensity

By and large, studies of negative effects are
difficult to find, particularly since so many studies

Jensen, Weersing, Hoagwood, and Goldman

have contented themselves with wait-list-only con-
trols (i.e., treatment vs. nothing), or experimen-
tal treatment versus TAU, but without determining
whether specific ingredients or dose (e.g., compli-
ance) of the experimental treatment mediated posi-
tive outcomes.

In the child psychotherapy literature, there
seems to be one exception to the general rule that
“no negative studies can be located”; namely stud-
ies of the relative impact of adding one presumably
efficacious component to another and then seeing
if the combined therapy package is superior to a
single efficacious component. For example, Spence,
Donovan, and Brechman-Toussaint (2000) random-
ized 50 children to one of three arms: 1) a social-
skills-based 12-session training program delivered
principally in group settings, followed by booster ses-
sions at 3 and 6 months after the completion of the
