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Editorial

Diretoria 2012: experiência de uma gestão de transição 
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Prezados sócios, colaboradores e amigos,

Ao iniciar a escrita deste texto, muitos sentimentos tomaram 

conta de mim. Não sabia ao certo se eu relatava os trabalhos realizados 

ao longo do segundo semestre ou se eu contava um pouco sobre meus 

encobertos. Qual será o viés de meu texto ao relatar a experiência da 

gestão 2012? Não sei ao certo a reposta... Vamos à tarefa!

A gestão 2012 chega ao fim de mais um ano de vida da nossa 

querida ABPMC. Ano produtivo recheado de aprendizagens e 

conquistas. Nossa principal meta foi a de continuarmos os passos das 

gestões passadas nos quesitos: 1) organização da documentação 

jurídica; 2) divulgação e disseminação da ABPMC no Brasil; 3) ampliação 

do número de associados; 4) internacionalização da ABPMC; 5) 

parcerias com as Jacs e Eacs de todo o Brasil; 6) ampliação da ABPMC 

Comunidade; 7) investimentos nas publicações (RBTCC, Boletim 

Contexto, Comportamento em Foco) e, 8) produção do XXI Encontro 

Anual de Psicologia e Medicina Comportamental, no mais alto nível 

científico. Podemos afirmar que conseguimos, com sucesso, avançar 

em todos os passos descritos acima. Muitos desses avanços foram 

descritos no Boletim Contexto anterior e, neste segundo semestre, 

seguimos nosso cronograma iniciado em janeiro de 2012. 
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O trabalho na organização da documentação jurídica merece 

destaque. Neste segundo semestre, conseguimos organizar uma 

Assembleia Extraordinária para discutir e votar algumas alterações no 

Estatuto Social da ABPMC. Pudemos executar tal tarefa com o apoio da 

Dra. Paula Gomide, atual presidente da Sociedade Brasileira de 

Psicologia (SBP), que gentilmente nos cedeu um espaço na Reunião 

Anual da SBP, realizada em São Paulo, entre os dias 17 e 21 de outubro 

de 2012. O ponto alto da discussão do Estatuto foi a proposta de um 

sistema de votação on-line que deverá entrar em vigor na próxima 

eleição.

A divulgação e disseminação da ABPMC pelo Brasil contou com 

o apoio de diversas instituições de ensino de Psicologia (universidades, 

instituições afiliadas à ABPMC), de seus professores e alunos, que nos 

ajudaram a disseminar o “Exército ABPMC” e divulgar a promoção 

relâmpago para nosso Encontro Anual. Outras parcerias também foram 

feitas com este objetivo, tal como o contrato com o Esequias Caetano 

Neto, do Blog Comporte-se, de amplo alcance nacional.

A promoção relâmpago consistiu em tornar o XXI Encontro 

Anual de Curitiba mais acessível aos estudantes e, por isso, atrelou a 

inscrição do congresso com a anuidade da Associação. Para os 

estudantes inscritos havia um preço simbólico de anuidade, com o 

objetivo de aproximar os estudantes de Psicologia de todo o Brasil de 

nossa Associação e fazer com que eles conhecessem o que nós 

fazemos bem. Portanto, nosso número de associados dobrou e fomos 

para, aproximadamente, 3000 sócios em 2012.



A Profa. Dra. Maria Martha Hübner é a Representante 

Internacional no Conselho Executivo da ABA (Association for Behavior 

Analysis) e vem trabalhando intensamente na disseminação e 

internacionalização da ABPMC. Estive com Martha no 38th Annual 

Convention da ABA em Seattle (maio de 2012), e apresentamos o pôster o 

pôster intitulado “Association for Behavior Analysis of Brazil: 21 years old 

and a leader in South America”, mostrando os dados parciais de associados 

e inscritos no Encontro. Lembro-me da expressão de espanto seguida de 

perguntas movidas à curiosidade de alguns docentes (por exemplo, 

Howard Rachlin, Allen Neuringer, Robert Kohlenberg) quando eu contava 

dos números brasileiros. 

O projeto ABPMC Comunidade foi ampliado, fruto de parcerias 

com as Eac´s e Jac´s do Brasil. O Projeto ABPMC comunidade vem sendo 

implantado com sucesso pelas diretorias anteriores, que firmaram 

parcerias com instituições e profissionais. Dando continuidade a este 

projeto, a Diretoria 2012 propôs que este conjunto de ações fosse 

desenvolvido também em parceria com os organizadores dos eventos 

regionais do Brasil (JACs e EACs) para que fosse garantida a sua 

ocorrência durante todo o ano e nas mais diversas regiões do território 

nacional. 

Nossas publicações também estão caminhando bem. Como dito 

no Boletim anterior, algumas alterações foram feitas no corpo de 

editores. Por exemplo, para o segundo número de 2012 do Boletim 

Contexto, pudemos contar com a permanência de Alessandra Villas-Bôas 
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e com a entrada de Marcia Kameyama. Para o Comportamento em Foco, o 

volume 2 está sendo coordenado pela gestão 2010-2011 e está no forno. 

O volume 3, liderado pela equipe de editores Edson Huziwara, Lidia 

Postali, Herika Sadi e Christian Vichi está a caminho! A Revista Brasileira de 

Terapia Comportamental e Cognitiva (RBTCC) subiu de B3 para B1 na 

avaliação QUALIS, fruto do intenso trabalho dos editores Francisco Lotufo 

Neto, Paulo Roberto Abreu, Marcos Roberto Garcia, Pedro Bordini Faleiros 

e Eduardo Neves Pedrosa de Cillo.

No XXI Encontro Anual em Curitiba tivemos a presença de 

convidados internacionais de peso, tais como, Peter Sturmey, Gladys 

Williams, François Tonneau, Armando Machado, Luiz Pérez Flores. 

Também pudemos ter a honra de ouvir o Prof. Lincoln da Silva Gimenes 

em uma vídeo-conferência, cujas dificuldades não o desanimaram para 

continuar contribuindo com a ABPMC e o avanço de nossa área. Outra 

informação importante foi o número de inscritos que tivemos: mais de 

3200 pessoas andando pelos corredores e usufruindo de uma 

programação científica cuidadosamente pensada e estruturada. 

Enfim, o que posso dizer sobre minha experiência durante este 

ano de gestão? Olhando pra trás pude perceber o quanto é motivador e, 

ao mesmo tempo, difícil gerir uma associação com tantos anos de vida. 

Apenas vivendo as contingências de presidente é que pude entender o 

funcionamento complexo da ABPMC e o quanto as pessoas que geriram 

os anos anteriores fizeram um bom trabalho. Compreendi o que as 

pessoas queriam dizer quando falavam que a condução da ABPMC era 
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sobre “abrir mão de você e fazer muitas outras coisas para a ABPMC e 

fazer de coração”. De fato, eu e minha diretoria trabalhamos 

intensamente durante 2012 com o objetivo de continuar o que as 

outras gestões haviam implementado e, ao mesmo tempo, tentando 

agradar gregos e troianos.  E fizemos isso abrindo mão de muitas coisas 

pessoais, de encontro familiares, de horas de trabalho. No meu caso, 

costumo dizer que “tenho os melhores clientes do mundo”. Eram 

momentos de marca/desmarca por compromissos da ABPMC e todos 

foram compreensivos comigo. Também pude vivenciar o clima de 

amizade que está presente entre as pessoas, principalmente nas 

gerações mais antigas. É fascinante observar isso e conhecer a história 

de cada grupo. 

Devido às questões jurídicas, a nossa diretoria se constituiu 

como uma diretoria de transição de um ano. Havia a possibilidade de 

concorrermos no próximo biênio, mas diante de uma gravidez que me 

exigia cuidados especiais, precisei optar em sair da ABPMC e priorizar a 

Carolina, minha filha que está para chegar em março de 2013. 

Agradeço a parceria estabelecida com as meninas da Diretoria 

2012 e aproveito para expressar minha admiração e imensa gratidão 

por Giovana Munhoz da Rocha, presidente do XXI Encontro, que 

conduziu de forma brilhante todas as demandas de um evento de 

grande porte. Uma pessoa de fibra, corajosa e disponível para fazer o 

que for preciso.
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Desejo a todos vocês, associados, colaboradores e amigos, um 

caminho repleto de sucesso. Estou certa de que a ABPMC estará em 

boas mãos! Desejo a nova gestão, liderada pelo Prof. João Ilo, muita 

garra e motivação para continuar o trabalho que tem sido feito ao longo 

dos 21 anos de ABPMC. 

Um grande abraço,

Claudia Oshiro

Presidente da ABPMC - 2012



Sobre o XXI Encontro da ABPMC
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                 Quando Claudia Oshiro sugeriu meu nome para compor a chapa 

de transição de 2012 da ABPMC, ela certamente lembrava da Reunião 

Anual de 2010 da Sociedade Brasileira de Psicologia, em Curitiba, da 

qual participei da organização como Presidente da Comissão 

Organizadora Local. Claudia e eu fomos orientandas de doutorado da 

Sonia Meyer e nos conhecíamos daquele contexto, já tínhamos estado 

juntas em congressos, supervisões e outras atividades acadêmicas, 

mas foi com este convite que pude conhecê-la como mulher forte, 

organizada, séria e amiga que é. Portanto, começo este texto 

agradecendo ao convite e à confiança que Claudia e toda diretoria e 

conselho depositaram em mim, pois somente assim todo o processo 

pode se desenvolver como relatarei a seguir.

        Minha primeira tarefa foi organizar um  levantamento  sobre 

possíveis sedes do Encontro, obviamente que já existia uma ideia de 

que ele poderia acontecer em Curitiba, mas ainda assim outras 

possibilidades foram levantadas, uma vez que tínhamos pouquíssimo 

tempo, menos de um ano, para organizar o principal evento de nossa 

Associação. Encontramos problemas de datas indisponíveis, datas 

concorrentes com outros eventos, valores exorbitantes de aluguel e 

condições logísticas precárias. Além disso, conversei muito com Denis 

Zamignani, presidente dos dois Encontros anteriores, que me orientou 



8

quanto aos que tinha funcionado e o que poderia ter sido diferente na 

experiência dele. Dicas importantíssimas, que me fizeram defender 

com segurança a vinda do Encontro para minha cidade natal e onde vivo.

            Organizar um evento científico é tarefa  de alta  complexidade, 

fazê-lo no local onde você mora certamente reduz uma série de 

dificuldades, principalmente em termos de custos. Munidas de 

planilhas e tabelas comparativas, apresentamos as possibilidades para 

o conselho, que prontamente entendeu as vantagens de realizar o XXI 

Encontro da ABPMC em Curitiba. Então, iniciou-se a busca por uma 

agência de eventos e uma de viagens.

           Neste ponto, avaliar a experiência dos profissionais da área de 

ventos e viagens é de suma importância, somos psicólogos afinal de 

contas... Após muitas horas de negociação optamos pela Ekipe de 

Eventos e pela Via Turismo. Semanas depois foi preciso contratar uma 

empresa de Mídia Eletrônica, a FG1. O resumo é de que todas estas 

empresas foram fantásticas e nos apoiaram de forma irretocável. 

          Com poucos recursos e iniciando a organização sem nenhum 

patrocínio optamos por um chamamento aos nossos conselheiros, 

solicitando que eles propusessem cursos e atividades, possibilitando 

que iniciássemos a divulgação do evento e iniciássemos as inscrições. A 

resposta foi excelente, liderados por Martha Hubner as atividades 

começaram a chegar, cada aceite era uma alegria. E neste momento 

Deisy das Graças de Souza instigou-nos a ampliar o número de 

estudantes participantes no evento.



                 Defendi a ideia junto a minha diretoria, que prontamente aceitou 

o desafio e Ariene Coelho conclamou o Exército da ABPMC. 

Profissionais e acadêmicos do Brasil inteiro ajudaram a disseminar a 

ideia e em poucas semanas tínhamos mais de 1500 inscritos no evento! 

A maior parte de acadêmicos! Este apoio, mais do que financeiramente, 

nos impulsionou e deu energia para continuar organizando o Encontro.

                 Sempre com poucos recursos, demos início ao treinamento dos 

monitores e organização das demais atividades, normas para 

submissão de trabalho, prêmios, dentre outras. Foram 10 reuniões de 

treinamento para os monitores, que brilhantemente desempenharam 

o papel de anfitriões do evento. Esta é a forma mais simples de 

descrever o que estes jovens fizeram, pois na verdade eles fizeram 

TUDO!

          Foi  formada  uma  Comissão Científica Local,  somente  com 

doutores e doutorandos nas mais diversas áreas de conhecimento 

relacionadas à Ciência do Comportamento. Esta participação 

voluntária possibilitou a construção de um programa científico 

consistente, que prontamente foi reconhecido por nossa comunidade. 

Além disso, quando precisamos de ajuda com os órgãos de fomento 

Roberto Banaco e Martha Hübner nos deram preciosas informações e 

conseguimos valores inéditos da CAPES e do Cnpq.

         Uma das tarefas mais difíceis na organização do Encontro foi 

finalizar a programação. Isso implicou na distribuição das atividades de 

forma que um mesmo autor não estivesse em atividades no mesmo 
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horário e de maneira que o maior número de áreas fosse contemplada 

no mesmo período. Tarefa quase impossível devido ao grande número 

de inscritos em todas as áreas! Foi feito um grande esforço na tentativa 

de atender às dezenas de pedidos que chegaram diariamente. A 

compreensão de todos foi muito importante e o resultado: 7 

conferências, 3 palestras internacionais, 9 sessões especiais, 17 

simpósios, 42 mesas redondas, 43 sessões coordenadas, 49 sessões 

de comunicação oral, 28 primeiros passos, 3 supervisões públicas, 32 

cursos e mais de 200 painéis. As novidades foram as atividades Cinema 

ABPMC (5), Hora da Conversa (2), e um Mini-evento sobre o tema 

“Violência”. 

                O número recorde de participantes não faria sentido nenhum se 

não tivesse tido nos corredores as avaliações positivas daqueles que 

sempre fizeram parte da ABPMC e dos que estavam conosco pela 

primeira vez. Todo este trabalho se resumiu em quatro dias de profunda 

troca de conhecimento e de estreitamento dos laços com queridos 

amigos. A ABPMC também me deu a oportunidade de estar perto de 

tantas pessoas que admiro, de neófitos ávidos por aprendizagem e de 

aprender um pouquinho mais a cada dia durante este intenso ano.

        Despeço-me  com  a  certeza  de  que  a  Gestão  2012  - 

INTERATIVIDADE: Avanço da Ciência para o Desenvolvimento 

Sustentável – continuou na trilha de seus antecessores, ampliando o 

campo da ciência do comportamento e promovendo discussões para 

uma sociedade mais justa, produtiva e que cuida do planeta.
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          Mais  uma  vez,  impossibilitada  de  citar todos  aqueles  que 

ajudaram a construir este capítulo chamado XXI Encontro da ABPMC, 

agradeço imensamente pela generosidade daqueles que estiveram ao 

meu lado. Um abraço carinhoso,

Giovana V. Munhoz da Rocha

Presidente do XXI Encontro da ABPMC - 2012

Curitiba-PR
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Evidence-Based Practice in Clinical Psychology

12

Evidence-based practice in clinical psychology is “the 

integration of the best research evidence with our clinical expertise in 

our patient's unique values and circumstances (Strauss, Glasziou, 

Richardson & Haynes, 2011, p. 1). According to Strauss et al., Guyatt 

first termed the term “evidence-based medicine” in 1992 and, the term 

was cited over 57,000 times by October 2009 and there was a linear 

increase in the number of publication on evidence-based medicine 

from 1995 through 2002 (Claridge & Fabian, 2005). Evidence-based 

medicine has been a stimulus and a model for the expansion of the 

movement to require education, clinical, social and other services 

based using the most effective methods and is closely tied to initial and 

professional training (Baillie & Peters, 2012) and the integration and 

efficient use of research in practice (Strauss et al., 2011). 

As the amount and costs of public services has expanded in 

many countries there has been growing concern to control costs in part 

by eliminating wasteful and ineffective practices and to ensure that 

services that are provided are the most effective ones available. For 

example, one of several justifications for the dissemination of 

evidence-based psychological treatments for depression was that 

treatment costs would be offset by savings from reductions in 

Peter Sturmey
The Graduate Center and Department of Psychology, Queens College,

City University of New York
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consumptions in mental health services and payment of taxes by 

people who return to work after treatment. For example, Layard, Clark, 

Knapp, and Mayraz (2007) argued that since the costs of some 

evidence-based practices, such as group cognitive behavior therapy, 

were relatively small and so effective, and the long-term economic 

benefits of avoiding consumption of mental health services and 

increased payment of taxes that would continue to accrue over many 

years, that evidence-based psychological therapies were justified on 

economic grounds alone. Additionally,  many professional 

organizations require practitioners to adhere to ethical guidelines 

related to evidence-based practice. For example, The American 

Psychological Association's (2010) general principals include the 

principal of beneficence and non-maleficence, which refers to the 

psychologist's duty to “strive to benefit those with whom they work and 

take care to do no harm”. This general ethical principal is clearly related 

to evidence-based practice in that the choice of treatment should be 

one that is maximally beneficial to the client and does minimal harm. A 

psychologist or other professional that delivered or continued to 

deliver an ineffective or harmful treatment would have a burden to 

demonstrate that they were acting ethically. Thus, both economics and 

ethics have compelled practitioners to use evidence-based practices. 

Evidence-based practice has a long history and the recent 

explosion of interest in evidence-based practice is a continuation of a 



longer historical trend in the developing trend in rational approaches to 

treatment. Claridge and Fabian (2005) documented that concern for 

treatment efficacy has long roots and distinguished four broad eras. In 

ancient times evidence consisted of anecdotes and history taught 

authoritatively. During the seventeenth century personal journals and 

textbooks were written. From 1900-1970 evidence was shared through 

peer-reviewed journals and textbooks that were more readily available 

than in the past. Finally, after the 1970s the modern era of evidence-

based practice emerged reflected on line journals and on line 

informatics. An influential modern text was Cochrane (1972) which 

recognized the importance of randomized controlled trials (RCTs) in 

EBM which led to the setting up of the Cochrane Center and Cochrane 

Collaboration and Cochrane Databases of Systematic Reviews. The 

Cochrane Collaboration became an influential model for numerous 

national and other centers for the identification and dissemination of 

evidence-based practice. For example, in the United Kingdom the 

N a t i o n a l  I n s t i t u t e  f o r  H e a l t h  a n d  C l i n i c a l  E x c e l l e n c e  

(http://www.nice.org.uk/) has been highly influential in identifying and 

disseminating evidence-based practices in the British National Health 

Service. 

Methods

What is an evidence-based practice and how do we identify an 

evidence-based practice? Eysenck (1952) concluded that “The figures 
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fail to support the hypothesis that psychotherapy facilitates recovery 

from neurotic disorder” (p. 319), but Luborsky, Singer, & Luborsky 

(1975), quoting the Dodo bird from Lewis Carrol's Alice in Wonderland, 

concluded that “all have won and all shall have prizes” (the so called 

“Dodo bird hypothesis” of psychotherapy effectiveness) and Smith and 

Glass (1977) concluded that “The outcome of 375 studies, in which 

client received psychotherapy were compared to untreated persons … 

showed psychotherapy to be effective and the different varieties of 

therapy do not produce differential effects” (p. 752). Who is right and 

how do we know who is right? Further, if the research tells us that 

psychotherapy is effective, how do we translate this information to 

treatment of our current clients?

Early reviews, such as those of Eysenck and Luborsky et al. were 

conducted before the availability of on line databases and search 

engines and when the quantity of evidence was much smaller than 

today. Narrative reviews suffer from two potentially significant 

limitations, both reflecting the lack of clarity of the method: They do not 

explicitly state or follow explicit criteria for searching, including and 

excluding evidence and they do not state or follow rules as how to 

combine information from more than one study. Thus, narrative 

reviews are readily susceptible to the charges that the unintentionally 

or deliberately through bias on the part of the author, excluded relevant 

studies and placed excessive or insufficient weight on the evidence 

from some studies. One apparent solution to this was the development 
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of explicit and systematic search methods, objective measures of 

treatment efficacy and ways of combining information from different 

studies. 

Meta-analysis was developed as a way to combine data from 

more than one study. Glass (2000) describes the development of early 

meta-analysis to combine data from Underwood (1957), who 

synthesized data from 12 separate experiments on serial recall effects 

to produce a curve of memory loss as a function of number of previous 

lists learned from these 12 separate studies, and from an early review of 

the effectiveness of glutamic acid to boost IQ, which demonstrated 

that effects were only observed when studies were not well controlled 

(Astin, 1961, cited in Glass, 2000). Systematic reviews refers to reviews 

in which the authors explicitly describe where and when they conducted 

on line searches, whether and how they used ancestral searches of 

reference sections and hand searches of journals, how duplicate papers 

were identified, what inclusion and exclusion criteria they used and how 

they applied. Often the process is summarized in a flow chart that 

described the number of papers identified in the search, the numbers 

excluded for each reason described in the inclusion / exclusion criteria 

and the number of papers retained for the review and meta-analysis, if 

the authors conducted one. It is also desirable that the search includes a 

description of how coders were trained, data on coding reliability and 

how disagreements were resolved. 
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Once a group of papers have been retained the papers may then 

be coded for methodological and other features and the authors can 

calculate effect sizes. For example, Moher Schulz, Simera, and Altman 

(2010) developed CONSORT guidelines and a checklist for reporting 

parallel group RCTs. Authors conducting a systematic review or meta-

analysis use such checklists to describe the methodological features of 

the studies or to exclude poor quality studies from their systematic 

review or meta-analysis. Such checklists also become influential in the 

design of future outcome studies as they influence the design of RCTs 

submitted for funding. 

Once a group of acceptable outcome studies have been 

identified, then the authors calculate effect sizes (ESs). A commonly 

used metric for RCT's is the difference between the mean of the 

experimental and control group divided by the pooled variance, known 

as Cohen's d. The authors may calculate ESs for each dependent 

variable in each experiment. They then combined these individual 

effect sizes in various ways. For example, an average ES may be 

calculated for each experiment and these ESs are then combined into 

an average ES for the entire pool of studies. In order to answer relevant 

questions, this overall ES may be disaggregated to investigate if there 

are different ESs for different kinds of populations or treatments. For 

example, a researcher might compare the effect sizes for cognitive 

behavior therapy for depression in adolescents, adult and older adults 

or compare the effect sizes for CBT versus behavioral activation.  
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Once researchers have identified well designed RCTs they can 

identify which psychological treatments meet some standard of 

effectiveness. The most widely cited standards come from Chambless 

and Hollon (1998) distinguished two levels of treatment effectiveness. 

A treatment is said to be efficacious if there are “at least two studies by 

independent research teams” (p. 8) and a treatment is said to be 

promising if “there is only one study supporting a treatment's efficacy, 

or if all of the research has been conducted by one team, we consider 

the findings promising but would label such treatments as possibly 

efficacious, pending replication“ (p. 8). Other systems of classification 

of treatment effectiveness have used more levels of effectiveness, 

sometimes labeling treatments as evaluated but ineffective or harmful 

or unevaluated, and have also distinguished different degrees of 

strength of evidence to support these conclusions. (See Clarige & 

Fabian, 2005, Table 1, for a comparison of three different systems of 

classification of effectiveness and strengths of evidence.) Some 

systems have also added an additional distinction as to whether 

evidence from RCTs has clinical utility and can be generalization to 

typical patients who may or may not be different from those in clinical 

trials. These kinds of procedures have been used to produce lists of 

psychological treatments that have strong, weak or no evidence of 

effectiveness. For example, the American Psychological Association 

and NICE publish lists of evidence-based practices for use both by 

service funders, practitioners and in everyday language for the public.
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 The final element of evidence-based practice is dissemination: 

Once research has shown a treatment to be effective or the best 

promising treatment available how can we ensure delivery of that 

treatment in routine practice? There have been two kinds of 

approaches. Strauss et al. (2011) have focused on the use of evidence in 

everyday clinical practice and have developed and refined a five-step 

procedure for practitioners to use. Step 1 involves converting an 

information need into and answerable question. For example, a clinician 

might ask “What is the best psychological treatment for a current with 

depression, relationship problems and alcohol abuse?” Step 2 involves 

finding the best available evidence. Here the clinician might review 

available meta-analyses for each of these three problems. Step 3 

involves appraising and available evidence for its validity and 

applicability to the specific applied context of the question. For 

example, the clinician might note that there are no meta-analyses of 

psychological treatment for this specific problem, but decide to treat 

the problems sequentially and begin with cognitive behavior therapy for 

depression, with a plan to observe if CBT may also help with other 

problems. Step 4 involves integrating the best evidence with clinical 

experience, and client unique biology, values and circumstances. Here 

the therapist might modify the content of CBT to address the client's 

religious beliefs and attempt to involve the client's spouse in therapy to 

maximize treatment effectiveness and begin to addressing 

relationship issue. Step 5 involves evaluating the effectiveness and 
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efficiency of the intervention and learning from that experience for 

subsequent application. For example, the therapist might note that 

group CBT was sub-optimally effective with someone with multiple 

problems and might decide to use individual therapy in the future for 

such problems. Strauss et al.'s manual if brief concise and a highly 

practical guide for EBM that can readily be modified for use with 

psychological therapies. 

A second approach to dissemination is exemplified by NICE's 

Improving Access to Psychological Therapies (IAPT) project to 

disseminate evidence-based practice for depression and anxiety in 

general practice (Clark, 2011; Clark, Layard, Smithies, Richards, 

Suckling & Wright, 2009). Before implementation NICE identified CBT 

as an evidence-based psychotherapy for depression and all anxiety 

disorders, but interpersonal psychotherapy, couples therapy and 

counseling were identified as only effective for depression, but not 

anxiety. Further, NICE identified that there were low cost, low intensity 

interventions, such as guided self-help and computerizes CBT that 

might be a useful first step for depression, but not severe depression 

and some anxiety disorders, such as Post-Traumatic Stress Disorder. 

There were two dissemination sites each of which received #1.3-1.5 

million government additional funding. The pilot projects accepted 

referrals from primary physicians, employment services, self-referral 

or any other referral source. Referrals were then screened using short 

psychometric instruments for depression and anxiety (formal 
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diagnoses were made) and self-report data on employment status. At 

Doncaster Over 82% of referrals met psychometric cut off for 

depression, 34% met criteria for “severe depression” and 90% met 

criteria for caseness. Two thirds had been depressed for at least 6 

months and just 55% took psychotropic medication. Each site saw very 

large numbers of patients. For example, at Doncaster they saw 4451 

patients in 13 months of whom 1654 had at least 2 treatment sessions 

(mean = 4.9 session) and only 44 (2.7%) received high intensity face-to-

face individual therapy. There were statistically significant reductions in 

self-report measures of depression and distress, of 1496 people with 

pre- and post-measures 56% were classified as “recovered” and there 

was a small increase in the proportion of people employed, even during 

the short period that therapy was delivered. This pilot study 

demonstrated that it is indeed possible to disseminate evidence-based 

psychotherapy on a very large scale over a meaningful period of time 

with typical patients with mixed depression, anxiety and other 

disorders. IPAT also highlights the challenges of disseminating 

evidence-based psychotherapies. Both pilot sites had to address client 

recruitment and retention and treatment and service integrity. The 

authors noted that “Despite their impressive achievements, neither 

[site] could be described as comprehensive services that implemented 

NICE guidelines for the psychological treatments of depression and all 

the anxiety disorders. “ 
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RCTs are often describe as the “gold standard” of 

psychotherapy research, but RCTs are not the only experimental 

methodology for treatment evaluation. Small N experiments such as 

reversal and multiple baseline experimental designs are also 

experiments that permit conclusions about whether treatment caused 

change. These methods are usually, but not always associated with 

behavior modification and behavior analysis. Some authors and centers 

on evidence-based practice only include RCTs as evidence in 

systematic reviews and meta-analyses.  In so doing, they exclude an 

important source of experimental evidence and may deprive clients of 

effective treatments. Indeed, Chambless and Hollon (1998) proposed 

criteria for evidence-based psychotherapies when they wrote that “We 

consider a treatment to be possibly efficacious if it has proved 

beneficial to at least 3 participants in research by a single group. 

Multiple replications (at least three each) by two or more independent 

research groups are required before we consider a treatment's efficacy 

as established”. 

As with RCTs, researchers can conduct systematic reviews and 

meta-analyses of small N experiments. The search strategies are the 

same as for meta-analyses of RCTs. There are a variety of ES metrics 

that researchers can use (Parker & Vannesrt, 2009). The most 

commonly used one is the proportion of non-overlapping datapoints 

(PND) which researchers can calculate by visually examining graphs and 

counting the number of treatment data points that do not overlap with 
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the baseline data points. Scruggs, Mastropieri, and Casto (1987) 

classified PNDs as “highly effective” if greater than 90%, “moderately 

effective” if between 70 and 90 and “questionable” if between 50 to 70. 

Meta-analyses of small N experiments are generally similar to meta-

analyses of RCTs; interestingly in some areas, meta-analyses of small N 

experiments may identify hundreds of experiments with several 

hundred participants (e.g. Heyvaert, Maes, Van den Noortgate, 

Kuppens, & Onghena, 2013) and hence provide substantial evidence of 

treatment reliability and generality. 

Status of Evidence-Based Practice in Clinical Psychology

Evidence-based practice in clinical psychology has grown very 

rapidly. There are numerous systematic reviews and meta-analyses, 

books, handbooks and national and regional centers that continue to 

generate a rapidly growing literature of reviews and practice guidelines 

which are slowly beginning to influence professional training and 

practice. Although the content of this movement is likely to change and 

develop it is not likely to go away: The evidence-based practice 

movement is here to stay and will continue to influence research, 

practice and government policy to an ever increasing degree. In the 

following sections I will briefly highlight the status of evidence-based 

practice related to children and adolescents and adults (Sturmey & 

Hersen, 2012a; Sturmey & Hersen, 2012b) and then discuss some of the 

controversies related to evidence-based practice. 
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There is extensive evidence that psychological therapies are 

often effective for many childhood and adolescents disorders. As a 

generalization, behavioral interventions and behavior analysis are often 

evidence-based practices, especially for habit disorders and disorders 

related to developmental disabilities, and, in some cases, there are few 

alternate available evidence-based practices. For example, for 

problems such as intellectual disabilities, stuttering, autism spectrum 

disorders, pica, pediatric feeding disorders, enuresis and encopresis, 

stereotypic behavior disorder, self-injury, tics and Tourette disorder 

and sleep disorders, behavioral treatments are often evidence-based 

practices. In some disorders this is because of the absence of evidence 

for other psychological treatments, for example in the case of disorders 

such as pica and stereotypic movement disorder. In the case of other 

disorders, other psychological treatments exist but there is little 

evidence that they are effective, for example, in the case of self-injury, 

autism, learning disabilities, non-behavioral treatment may exist, such 

as psychotherapy or sensory integration therapy, but the quantity of 

evidence is minimal and poor quality. 

For disorders of adolescence, the picture is more nuanced in 

that there may be evidence for both behavioral and cognitive behavioral 

treatments being evidence-based practice. For example, in the case of 

phobias, anorexia, and bulimia evidence for the effectiveness of some 

behavioral treatments, such as exposure therapy for phobias, goes 

back to the 1960's, and there is also evidence that cognitive behavior 
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therapy may be effective with adolescents with some disorders, such 

as adolescent depression, social and other complex phobias and eating 

disorders. For some disorders the picture is complicated be the 

availability of many different psychosocial interventions, as in the case 

of adolescent smoking, where many different psychosocial programs 

may be weakly effective. There is substantially less evidence for the 

effectiveness of other psychological treatments in children and 

adolescents although in some areas evidence is slowly accumulating 

(Sturmey & Hersen, 2012a). 

In the case of adult disorders, the picture is different from the 

literature on children and adolescents. Again, as a generalization, CBT 

predominates as an evidence-based practice for many common adult 

mental health disorders, such as depression, and anxiety disorders, 

borderline personality disorders. In some cases there is evidence that 

certain forms psychotherapy may also be an evidence-based practice 

as in the case of inter-personal psychotherapy for depression. In other 

cases there is evidence that behavioral treatments also maybe 

evidence-based practices such as behavioral activation for depression, 

desensitization and exposure treatments for phobias and some forms 

of sexual dysfunction. In the case of some adult disorders there is a 

dearth of evidence for effective practice, as in the case of adjustment 

disorders and in other cases there is a confusion of many different 

forms of psychological treatments for different aspects of challenging 

adults disorders, such as dementias and schizophrenia (Sturmey, & 

Hersen, 2012b). 
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This overview of treatment evidence-based practice both 

testifies to the enormous achievement of outcome research and points 

toward future directions. For example, we have now moved well beyond 

the early narrative literature reviews (Eysenck, 1952; Luborsky et al., 

1975) and early meta-analyses of Smith and Glass (1977) which 

attempted to answer the undifferentiated question of “does 

psychotherapy work?” Rather, we can now answer more refined and 

clinically useful questions, such as which psychological treatment has 

the largest ES, which produces the quickest response to treatment, 

which treatment is most efficient and cost effective, and how do 

psychological treatments compare to other treatments such as 

pharmacological treatments. Practitioners can also if there are 

treatment manuals and other supports available for implementation, 

such as models of how to implement the treatment in the present 

context and treatment algorithms using layered approaches to 

implementation of evidence-based psychotherapy. 

Controversies and Objections

Despite its ostensible interest in science and the scientist-

practitioner model, clinical psychology did not uniformly welcome 

evidence-based approaches to clinical practice: It gave many 

practitioners and some academics much bad news. Many favorite 

therapists' favorite therapies did not receive a gold medal or did not 

even merit an honorable mention. When the American Psychological 
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Association's Task Force on Promotion and Dissemination of 

Psychological Procedures (1993) published its list of 18 gold medal 

winners many favorites were absent from the winners platform. Many 

clinical psychologists -- this author included – have strong theoretical 

allegiances and accompanying antipathies to certain kinds of therapies. 

For example, in Glass's (2000) history of meta-analysis – surely what 

should have been a dry review academic article – he describes his own 

allegiance to Freudian psychotherapy, but is most passionate about his 

motivation to conduct his first meta-analysis of psychotherapy, namely 

to “do battle with Dr. Eysenck” and, indeed, to “annihilate Eysenck”. 

Many practitioners and some academics are not truly applied scientists 

at all; rather they believe in the power of the relationship, their own 

charisma, warmth and personal characteristics are special and that 

techniques are secondary to their own personal magic; they behave as if 

therapists are special human beings with special insights. Finally, many 

practitioners are unable to translate outcome research into practice. 

They may not have the skills described in Strauss et al. (2011) to do so, or 

may sincerely, believe that their patients are so different from those in 

clinical trials that the mountain of evidence in front of them tells them 

nothing useful. This may reflect the absence of professional training in 

evidence-based practice or inappropriate and incomplete professional 

training in this area (O'Donohue & Lilienfeld, 2012). 

Lilienfeld has been a vociferous and provocative defender of 

evidence-based practice. For example, Lilienfeld (2000) documented 

27



the harmful effects of some psychotherapies. These include 

deterioration in patient functioning due to psychotherapy, including 

perhaps 5-10% of patients regressing due to therapy but also patients 

who improved, but whose improvement was attenuated by 

psychotherapy. Lilienfeld cited evidence that 9-29% of outcome 

studies have reported negative ESs and also cited evidence that some 

psychotherapies help dome outcome measures and make other 

outcome measures worse. Indeed, he proposed a list of harmful 

therapies that are not of winners but of losers in the psychotherapy 

Olympics, such as critical incident debriefing for trauma that results in 

in higher rates of PTSD in some clients, relaxation training for panic 

disorder that induces panic attacks, and facilitated communication 

leading to in false accusations of child abuse resulting in parents being 

jailed for abuse they did not commit. 

O'Donohue and Lilienfield (2012) reviewed (and demolished) 

many practitioner objections to evidence-based practice. Let us 

consider three examples. Some have argued that since unevaluated 

treatments may turn out to be effective then “the absence of evidence 

is not evidence of the absence of effectiveness”; this is of course 

logically true, but the conclusion that one can ethically use such 

treatments is false. For example, often practitioners do not distinguish 

between treatments that have been evaluated and shown to be 

ineffective or harmful and those that have not been evaluated. Use of 

28



unevaluated therapies is certainly problematic when there already 

exists effective treatments as harm may accrue to the client by failing to 

provide the benefits of an effective therapy. O'Donohue and Lilienfeld 

argued that, although a client may give informed consent to an 

unevaluated treatment (presumably if the risks and the absence of 

documented benefits are told to the client first), that third party payers 

should not fund such therapies. A second example if the “dodo bird 

hypothesis” is true then publishing lists of effective (and harmful) 

therapies is unnecessary: O'Donohue and Lilienfeld argued that this 

proposition is untrue since there is an enormous quantity of evidence 

showing that behavioral and CBT are effective therapies for many 

disorders (Sturmey & Hersen, 2012a; Sturmey & Hersen, 2012b). The 

final objective considered here is that RCTs are invalid, since the people 

who participate in trials are very different from those encountered in 

clinical practice. Again, this is an empirical question and O'Donohue and 

Lilienfeld presented evidence that when evidence-based practices are 

applied to clinical practice they remain effective. (See the above 

examples from the IPAT project in Britain to support this conclusion). An 

important consideration in the external validity of evidence-based 

practice is that of professional training and treatment integrity: Do we 

know if typical therapies are adequately trained to conduct evidence-

based practices and actually do so on a routine basis?
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Future Directions

Evidence-based practice in clinical psychology is here to stay 

and will continue to expand and refine itself. Although the list of gold 

medal winners is likely to grow, both in terms of developing more 

evidence-based psychotherapies for conditions, such as depression, 

that already have more than one evidence-based psychotherapy, and in 

terms of developing evidence-based therapies where none yet exist. 

The absence of evidence for some common therapies and the growing 

pile of evidence for rival therapies is likely to goad some researchers to 

eventually conduct research to show what if any effects these 

unevaluated therapies have. 

There many tasks left to be done; however, let me highlight two: 

Professional training and the dissemination of evidence-based clinical 

psychology. There are now good models for training clinical 

psychologists both in the acquisition of specific clinical skills, such as 

semi-structured behavioral interviewing (Iwata, Wong, Riordan, 

Dorsey, & Lau, 1982; Miltenberger & Fuqua, 1985) which could 

professional training courses could readily apply to clinical training. 

Unfortunately, it seems likely that most professional clinical 

psychology training courses do not require even exposure to evidence-

based practices (O'Donohue & Lilienfeld, 2012) and very few require 

demonstration of evidence-based clinical competencies, rather they 

often leave it to unstructured and largely unsupervised clinical practica 

where emphasis is placed on the number of hours physically present, 
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but not on the trainees skills. The integration of evidence into practice 

using Strauss et al.'s model seems promising and practical but as yet 

there is little evidence supporting this approach in training clinical 

psychologists' skills (Baillie, & Peters, 2012). The second area I would like 

to highlight is the dissemination of evidence-based practice: Is not the 

purpose of evidence-based practice to deliver effective psychological 

therapies in routine services. The IAPT project both demonstrates that 

such a task is possible and that it may result in client outcomes similar to 

those in clinical trials. It also demonstrates that delivering evidence-

based clinical psychology in the real world immediately highlights 

difficult issues such as managing client recruitment and retention – 

problems that surely can be addressed by research on evidence-based 

practice -- but also difficult issues of service management. But come 

what may, evidence-based practice in clinical psychology is here to 

stay!
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