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evidence based practice and 
practice based evidence as 
two sides of the one coin, and 
within an integrative practitioner 
developmental framework. 

Empirically Supported Treatments
The American Psychological 
Association describes evidence-
based practice “as the integration 
of the best available research 
with clinical expertise in the 
context of patient characteristics, 
culture and preferences” (APA, 
2005). Originally developed within 
the medical paradigm (Sacket 
et al, 1996) in order to improve 
outcomes. Nevertheless, in 
recent times EBP has come to 
be understood as a psychosocial 
intervention that is supported by 
evidence of utility in the literature. 
According to Laska, Gurman 
and Wampold (2014) in a recent 
survey of clinical psychology 
graduate students, the majority 
identified EBP as synonymous with 
empirically supported treatments; 
this understanding was also 
prevalent with practitioners (Pagoto 
et al., 2007; Wachtel, 2010; 
Westen, Novotny, & Thompson-
Brenner, 2005). This narrative 
is furthered by EST proponents 
who postulate specific ingredient 

investigates current discourses 
by illuminating these dichotomies 
based on a critical review of 
current literature. Furthermore, 
an integrative framework will 
be provided as a method to 
mediate this discourse based on 
current literature and within the 
operationalisation of Evidence 
Based Practice (EBP), as the 
framework was originally designed 
to be utilised. By introducing 
research at the cutting edge of 
practice, this paper will align 
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Introduction

Psychotherapeutic discourse 
is often filled with provocative 

nomenclature and split into false 
dichotomies. The aim of the 
current paper is to review one 
such debate regarding those 
advocating for the utilisation of 
diagnostic specific Empirically 
Supported Treatments (EST) and 
on the other side, proponents 
of the Common Factors (CF) 
approach to therapy who offer up 
a counter argument. This paper 
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therapies, for specific disorders 
(e.g Chambless & CritsChristoph, 
2006; Baker et al. 2008; Barlow, 
2004; Chambless & Hollon, 1998; 
Siev, Huppert, & Chambless, 
2009). Provocative nomenclature 
is utilised to support the narrative; 
words such as efficacy, statistically 
significant, protocols and fidelity 
to manualised therapies are 
propagated as the gold standard. 
The implicit message is that if 
you are not using these therapies 
then you are not ‘evidence based’. 
However, meta-analysis comparing 
manualised versus non-manualised 
therapies does not support this 
contention (Truijens et al, 2018; 
Vinnars et al, 2005; Navarro, 
& Phillips, 2000). Indeed with 
these therapeutic gold standards, 
one would expect the outcomes 
within the field to have progressed 
substantially over the decades, yet, 
research suggests that outcomes 
have not improved in 58 years 
(Weisz, et al, 2019).

Within the EST paradigm the 
person of the therapist is not 
considered important as an 
outcome variable, protocols 
and fidelity to theory and 
technique are said to mitigate for 
differences within and between 
therapist outcomes and effect 
sizes. This argument is counter 
to that of Baldwin and Imel 
(2013) who contend that the 
individual therapist accounts 
for approximately 5% - 8% of 
the variance in outcome; this is 
in contrast to Wampold (2001) 
assertion that a mere 1% of 
outcome variance is attributed  
to theory and technique . In 
addition to these concerns, other 
research suggests that studies 
from EST’s don’t always transition 
into naturalistic settings due 
to controls utilised to improve 
internal validity during randomised 
control trials; indeed, aggregated 
mean scores at the group level 

from studies are problematic in 
the transition to routine practice 
(Margison et al, 2000).  

Common Factors
Common factors refer to effective 
aspects of therapy that are shared 
by diverse schools of thought, 
they are non-specific. Those 
who purport a common factor 
approach point to a large body 
of evidence from randomised 
controlled trials and meta-analysis 
showing equivalents in outcomes 
between bona fide treatments 
when compared (e.g. Watts et 
al, 2013; Smith & Glass, 1977; 
Stiles, Barkham, Mellor-Clark, & 
Connell, 2008; Stiles, Barkham, 
Twigg, Mellor-Clark, & Cooper, 
2006; Wampold et al, 1997; 
Project Match 1998). 

Moreover, common factor 
advocates contend that when 
the specific active ingredients 
are removed from empirically 
supported treatments in 
dismantling studies, the 
approaches still show outcomes 
equal to the full component 
therapy (e.g Cusack et al, 1999; 
Cahill et al, 1999; Bell, Marcus 
& Goodlad, 2013; Ahn and 
Wampold, 2001). Indeed, the 
latest fad of trauma informed 
treatments that include add on 
adjunctive therapies are not as 
clinically effective as proponents 
posit (Ulrich & Gergor, 2016). 

In response to the proliferation 
of EST’s, common factor 
proponents put forward an 
argument that therapeutic 
outcomes are the result of 
factors common to all bona fide 
psychotherapeutic approaches. 
Indeed, theoretical orientation/
techniques account for a 
minority percentage of variance 
in outcomes circa 1% (Laska, 
Gurman and Wampold, 2014; 
Wampold, 2001). As Lambert 
(2013 P.43) contends, “It will 
not generally matter which kind 
of psychotherapy is offered 
as long as it is a bona fide 
theory-driven intervention”. 
The discourse within the 
common factor paradigm offers 
differentiated frameworks to 
conceptualise this phenomena 
(see Rosenzweig, 1936; Duncan, 
Hubble, Miller, 2010; Wampold 
& Imel, 2001; 2015; Duncan & 
Moynihan, 1999).  Chambless 
& CritsChristoph, (2006 p.199) 
refute the common factor 
proposition on what would seem 
a rigid adherence to philosophical 
science based research; “Of all 
the aspects of psychotherapy that 
influence outcome, the treatment 
method is the only aspect in 
which psychotherapists can be 
trained, it is the only aspect that 
can be manipulated in a clinical 
experiment to test its worth, and, 
if proven valuable, it is the only 
aspect that can be disseminated 
to other psychotherapists”. 
Nonetheless, the debate regarding 
if therapy works through the 
activation of specific factors, 
or through the interdependent 
variables  of common factors 
remains, as we currently do not 
have the statistical power or 
methodologies in research needed 
to evidence causality (Cuijpers, et 
al, 2019). However, dismantling 
studies and equivalent outcomes 
within the literature provide strong 

Common factor 
advocates contend 

that when the specific 
active ingredients are 
removed from empirically 
supported treatments in 
dismantling studies, the 
approaches still show 
outcomes equal to the 
full component therapy
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Randomised 
control trials 

and meta-analysis 
within the literature 
on routine outcome 
measurements suggests 
that intentionally 
eliciting live feedback 
from clients within 
sessions can improve 
therapy outcomes, reduce 
dropout rates, and 
identify those at risk for 
deterioration

evidence against the specific 
ingredient propositions 

Duncan (2014) puts forward the 
following conceptual framework 
(see figure 1) to understand 
the common factors and their 
interactions.

The percentages are best 
viewed as a defensible way to 
understand outcome variance 
but not as representing any 
ultimate truths. They are meta-
analytic estimates of what each 
of the factors contributes to 
change. Because of the overlap 
among the common factors, the 
percentages for the separate 
factors will not add to 100%.” 
(p. 23).

Practice Based Evidence
Outcomes are an area to come 
under increasing scrutiny by 
academics, managed care providers 
and commissioning bodies in recent 
times. Swisher (2010) explains the 
concept of Practice-Based Evidence 
as, “the real, messy, complicated 
world is not controlled. Instead, 
real world practice is documented 
and measured, just as it occurs, 
“warts” and all. It is the process 
of measurement and tracking 
that matters, not controlling how 
practice is delivered”. Psychosocial 
interventions delivered within 

therapeutic settings are well 
established within the extant 
literature as having strong evidence 
of efficacy and effectiveness 
(Lambert, 2013; Lambert & Ogles, 
2004; Fonagy, Roth, & Higgitt, 
2005). Meta-analytic studies 
conclude that recipients of such 
interventions greatly benefit when 
compared to non-treated individuals 
with aggregated effect sizes ranging 
from 0.75- 0.85 (Hansen, Lambert, 
& Forman, 2002; Wampold & Imel, 
2015; Lambert, 2013).

Nevertheless, the overall 
effectiveness of counselling and 
psychotherapy has not progressed 

and developed in relation to client 
outcomes in over four decades, 
despite the emergence of hundreds 
of empirically supported treatments 
(Weisz et al, 2019; Wampold, 
Mondin, Moody, & Ahn, 1997). This 
data can be inferred to suggest 
that there is something other than 
specific therapy ingredients based 
on diagnosis-treatment paradigms 
at play.   This is further reinforced 
with longitudinal research in 
naturalistic settings suggesting that 
on the whole, therapists became 
slightly less effective over time 
(Goldberg et al, 2016).  Moreover, 
a body of research illustrates 
that approximately 5-10% of 
those engaged in counselling and 
psychotherapy actually deteriorate 
while in treatment (Hansen & 
Lambert, 2003; Hansen, Lambert 
& Foreman, 2002; Lambert & 
Ogles, 2004; Mohr, 1995). More 
worryingly, this statistic is higher 
for young people (Nelson et al, 
2013). Lambert (2017) postulates 
that 30% of patients fail to respond 
during clinical trials, and as many 
as 65% of patients in routine care 
leave treatment without a measured 
benefit. 

Randomised control trials and 
meta-analysis within the literature 
on routine outcome measurements 
suggests that intentionally eliciting 
live feedback from clients within 
sessions can improve therapy 
outcomes, reduce dropout rates, 
and identify those at risk for 
deterioration (Berking, Orth, & 
Lutz 2006; Harmon et al., 2007; 
Hawkins, Lambert, Vermeersch, 
Slade, & Tuttle, 2004). Moreover, 
research posits that practitioners 
do not adequately predict the 
deterioration of clients, those at 
risk of drop out and null outcomes 
when they assess clients 
informally (Ostergard, Randa 
& Hougaard, 2018). Thus, the 
utilisation of such processes and 
procedures will serve to improve 

Treatment Effects	
14	%	

Feedback Effects	
21 - 42	%

Alliance Effects	
36 - 50	%

Model/Technique:	
Specific Effects	
(	 )	Model Differences	

    7%	

Model/Technique:	
General Effects (Rational &	
Ritual), Client Expectancy 28%	

Therapist Effects 
36 - 57%	

Figure 1 - Common Factors Conceptual Framework
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outcomes for practitioners. This 
is further reinforced by several 
studies that contend that the use 
of such feedback systems produce 
outcomes that are 2.5 times 
better than treatment as usual 
(e.g Brattland, et al, 2018) and 
that its use can cut rates of those 
at risk of deterioration and drop 
out by 50% (Berking, Orth, amp, 
Lutz 2006; Harmon et al., 2007; 
Hawkins, Lambert, Vermeersch, 
Slade, Tuttle, 2004).

According to Phelps, Eisman, 
& Kohout, (1998) despite 
the numerus measurement 
methodologies at the disposal of 
therapists few clinicians utilise 
them, and outcome data collection 
is rare. Hatfield and Ogles (2004) 
conducted a national survey of 
psychologists and found that 
uptake of such instruments was 
limited due to perceived barriers 
such as; time and money, and 
practicalities of their in session 
brevity. Interestingly, this links to 
wider issues of underutilisation 
of Routine Outcome Monitoring 
(ROM) data by therapists (Lambert, 
2017; Simon et al, 2012; de Jong 
et al, 2012).  Carlier and Van 
Eeden (2017) suggest that training 
should be provided to clinicians 
in administration, interpretation 
and using feedback to discuss 
treatment, stagnation, decline and 
goal setting with clients. 

In response to some of these 
concerns, Miller and Ducan (2000) 
developed two short 4 question 
instruments to measure outcomes 
based on a shortened version of 
the Outcome Questionnaire 45. 
The first, the Outcome Rating Scale 
(ORS) captures data on client 
progress that can be aggregated 
in order to determine therapists 
overall effectiveness. The Session 
Rating Scale (SRS) assess the 
quality of the therapeutic alliance 
which is a key indicator of the 
effectiveness of therapy (Wampold, 

2014), it is based on a shorter 
version of the Working Alliance 
Inventory. Both instruments can be 
administered in different modes 
(individual, couple and group 
therapy; with adults, children and 
adolescents; and across differential 
clinical presentations. Moreover, 
each scale has clinical cut off 
rates depending on the clients’ age 
linked to normative data. Taken 
together, both these reliable and 
validated (Duncan et al, 2004; 
Miller et al, 2004) psychometrically 
sound outcome measures make up 
the main components of a pan-
theoretical approach, Feedback 
Informed Treatment (FIT) which has 
Evidence Based Practice status in 
the Substance Abuse and Mental 
Health Services Administration’s 
(SAMHSA) National Registry. 

Evidence Based Practice 
Operationalised 
Thus far, we have examined one 
of the main discourse debates 
within psychotherapy. Common 
factors and empirically supported 
treatments pitted against one 
and other, fighting for position 
as the most prominent method. 
However, this paper contends that 
such rivalry is based on a false 
dichotomy as both aspects are 
interdependent and necessary 
for therapeutic change to occur. 
Therefore, this paper puts forward 
a framework for practitioner 
integration based on the full 
utilisation of the evidence based 

practitioner framework including 
practice based evidence and 
empirically supported treatments.

In order to achieve a fully 
integrative approach we must 
turn back to the evidence based 
practice framework and the 
common factor model. Evidence-
based practice as the integration 
of the best available research with 
clinical expertise in the context of 
patient characteristics, culture and 
preferences” (APA, 2005). 

So, to operationalise this 
framework what must our 
practitioners do? Integrate the 
best available evidence? The 
literature provides us with rigours 
evidence of several factors that 
work in therapy. However, when it 
comes to the theoretical orientation 
aspect of what works the current 
debate splits opinion. What we can 
say is the following; the average 
treated client is better off than 
approximately  80% of untreated 
people; research provides strong 
evidence for bona fide therapies 
and there utilisation, however, 
the role of specific ingredients 
versus common factors as change 
agents may not be as important 
as the integration of both into 
a uniformed model. To this end, 
practitioners are best placed to 
choose therapies that best fit their 
worldview (allegiance effect); that 
they can explain the rationale for 
the use with clients; and that offer 
up a theoretical explanation to the 
clients presenting issue with a 
set of corresponding techniques/
rituals.  However, interventions 
must be acceptable to clients’ 
cultural values, and preferences, 
and make sense to their idea 
of the presenting issues, onset 
and possible treatment options. 
Evidence supports these factors 
as producing favourable outcomes 
mediated through the therapeutic 
alliance, client expectancy, 
instillation of hope, placebo effect 

Interventions must be 
acceptable to clients’ 

cultural values, and 
preferences, and make 
sense to their idea of the 
presenting issues, onset 
and possible treatment 
options. 
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and practitioner allegiance to the 
therapy. Providing this within the 
confines of the clinicians’ expertise 
means that the practitioner uses 
all their experience and knowledge 
garnered through education, clinical 
experience and ongoing research 
in conjunction with the person 
they are working with and their 
worldview.  

Finally, practitioners will be 
best placed by utilising a Routine 
Outcome Monitoring system to 
track client progress, identify 
those at risk of deteriation, and 
drop out and those responding to 
interventions. In addition, data from 
ROM can be utilised for therapists 
to actively and intentionally 
improve upon areas needing 
further development by providing 
baseline outcome stats. Chow et 
al. (2015, p. 337) refer to this 
method of therapist development 
as Deliberate Practice. “Consistent 
with the literature on expertise and 
expert performance, the amount of 
time spent targeted at improving 
therapeutic skills was a significant 
predictor of client outcomes”.  
Moreover, eliciting feedback in this 
manner not only invites clients 
to be full participants in the 
therapy endeavour, it also offers 
a common ground between the 
internal validity of research trails 
of EST’s and the evidence based 
practice of integrating EST’s into 
real world practice to fit individual 
characteristics, preferences, values 
and the multitude of complexities 
humans bring to the therapy 
endeavour.   

Daryl Mahon

Daryl Mahon BA Counselling & 
Psychotherapy, MA Leadership 
& Management, Hdip Training & 
Education is a Feedback Informed 
Treatment (FIT) practitioner, 
supervisor and Trainer of Trainers.  
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