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The meta-analyses and large controlled trials listed below are representative of the entire
history of research into psychotherapy efficacy. Taken together, they provide compelling
evidence that:

1. There is no clinically significant difference in efficacy among all studied
psychotherapy modalities.

2. The efficacy of each studied psychotherapy modality is equaled by the efficacy of a
properly designed (structurally equivalent) placebo control.

3. When differences in efficacy of treatments and placebos have been measured, they
are small and are attributable to methodological flaws, such as faulty placebo controls
and investigator allegiance.

4. The efficacy of studied psychotherapy modalities is the same whether the therapist is
a highly trained and experienced clinician or a minimally trained, inexperienced
paraprofessional.

5. Psychotherapy and medication are equal in efficacy to each other and to
psychotherapy plus medication.

6. The major classes of psychiatric drugs do not outperform properly designed placebos.
7. ECT (electroconvulsive therapy) is not more effective than placebo or “sham” ECT.

The research covered below includes data on the following treatment types:

Psychotheraputic: cognitive behavioral, cognitive, systematic desensitization,
behavioral, interpersonal, psychodynamic, client centered, nondirective/supportive,
focusing, process experiential, gestalt, supportive, and cathartic-emotive

Psychopharmacological: SSRIs, MAOIs, tricyclics, benzodiazapines

Other: Electroconvulsive therapy (ECT)
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1. Meta-analyses and direct treatment comparisons find without exception that
there is no clinically significant difference in efficacy among all studied psycho-
therapy modalities.

Wampold, B. E., Mondin, G. W., Moody, M., Stich, F., Benson, K. & Ahn, H. (1997). A
meta-analysis of outcome studies comparing bona fide psychotherapies: Empirically, "All
must have prizes." Psychological Bulletin, 122, 203-215.

Reviews 114 studies and concludes, “the evidence from these analyses supports the
conjecture that the efficacy of bona fide treatments are roughly equivalent.”
Differential effect sizes for various treatments were evenly distributed around zero,
and “under the most liberal assumptions, the upper bound of the true effect [Cohen’s
d] was about .20,” an effect size considered to be of little to no clinical significance
by Cohen.

Rosenzweig, S. (1936). Some implicit common factors in diverse methods in
psychotherapy. Journal of Orthopsychiatry, 6, 412-415.

The first writer to propose factors common to seemingly different psychotherapies as
an explanation for the observed equivalent outcomes of varied approaches. It was 40
years later that Rosenzweig’s ideas were empirically confirmed by Luborsky et al.
(1975).

Luborsky, L., Singer, B. & Luborsky, E. (1975). Comparative studies of psychotherapies:
Is it true that “Everybody has won and all must have prizes”? Archives of General
Psychiatry, 32, 995-1008.

Reports a “tie score effect” summarized in the statement that “for comparisons of
psychotherapy with each other, most studies found insignificant differences in
proportions of patients who improved (though most patients benefited).”

Seligman, M. E. P. (1995). The effectiveness of psychotherapy: The Consumer Reports
study. American Psychologist, 50, 965–974.

Summarizes a large, non-controlled naturalistic survey of client-reported
psychotherapy outcome done by the magazine Consumer Reports. The study
concludes that “patients benefited very substantially from psychotherapy, that long-
term treatment did considerably better than short-term treatment, and that
psychotherapy alone did not differ in effectiveness from medication plus
psychotherapy.” Furthermore, no specific modality of psychotherapy did better than
any other for any disorder.

Greenberg, L., Elliott, R. & Lietaer, G. (1994). Research on experiential psychotherapies.
In A.E. Bergin & S.L. Garfield (Eds.) Handbook of psychotherapy and behavior change
(4th ed., pp. 509-539). New York: Wiley.

Reviews the literature comparing experiential and nonexperiential therapy outcome
and finds that “although the difference between treatments was quite variable, the
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average difference between treatments was essentially zero, echoing the oft-quoted
“dodo bird” verdict. These data are thus consistent with the conclusion that
experiential and nonexperiential treatments appear to be equally effective, based on
the available research.” Experiential treatment subtypes included in the meta-analysis
included client centered, nondirective/supportive, focusing, process experiential,
gestalt, and cathartic-emotive.

Leichsenring, F. & Leibing, E. (2003) The effectiveness or psychodynamic therapy and
cognitive therapy in the treatment of personality disorders: a meta-analysis. American
Journal of Psychiatry, 160, 1223–32.

Examines studies comparing cognitive-behavior therapy (CBT) and psychodynamic
therapy in the treatment of personality disorder published between 1974 and 2001.
The authors find no evidence that either treatment type is clinically significant
superior to the other, and they emphasize the need for more studies to increase the
statistical power of the conclusion.

Crits-Christoph, P. (1992). The efficacy of brief dynamic psychotherapy: a meta-analysis.
American Journal of Psychiatry, 149 (2), 151-158.

Finds that the effects of brief dynamic psychotherapy “were about equal to those of
other psychotherapies and medication” and concludes, “these data confirm previous
indications that various psychotherapies do not differ in effectiveness.”

Berman, J. S., Miller, C., & Massman, P. J. (1985). Cognitive therapy versus systematic
desensitization: Is one treatment superior? Psychological Bulletin, 97(3), 451-461.

Concludes that the two treatments are equally efficacious. Previous reports of the
superiority of cognitive therapy are attributed to the predominance in previous meta-
analyses of studies conducted by researchers with an allegiance to the cognitive
approach.

Luborsky, L., Rosenthal, R., Diguer, L., Andrusyna, T. P., Berman, J. S., Levitt, J. T.,
Seligman, D. A. & Krause, E. D. (2002). The Dodo Bird Verdict is alive and
well—mostly. Clinical Psychology: Science and Practice, 9 (1), 2-12.

This study “examined 17 meta-analyses of comparisons of active treatments with
each other… [T]he meta-analyses yielded a mean uncorrected absolute effect size for
Cohen's d of .20, which is small and nonsignificant… [W]hen such differences were
corrected for the therapeutic allegiance of the researchers involved in comparing the
different psychotherapies, these differences tend to become even further reduced in
size and significance.”

Stiles, W.B., Barkham, M., Twigg, E., Mellor-Clark, J. & Cooper, M. (2006).
Effectiveness of cognitive-behavioural, person-centred and psychodynamic therapies as
practiced in UK National Health Service settings. Psychological Medicine, 36(4), 555-
566.
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Compares outcome for patients (n=1309) who received cognitive-behavioral, person-
centered, and psychodynamic therapy at one of 58 National Health Service (NHS)
primary and secondary care sites in the UK. Concludes that particulars of treatment
method accounted for a “comparatively tiny proportion of the variance” in outcome.
The data was “consistent with previous findings that theoretically different
approaches tend to have equivalent outcomes.”

Rogers, J.L., Howard, K.I. & Vessey, J.T. (1993). Using significance tests to evaluate
equivalence between two experimental groups. Psychological Bulletin, 113(3), 553-565.

Illustrates the social science application of equivalency testing, a biostatistical method
often used to quantify the relative efficacy of two experimental drugs. Applied to
psychotherapy efficacy studies, this method indicates the degree to which the failure
to measure a difference in the efficacy of two therapies (real or placebo) can validly
be interpreted as an equivalence of efficacy.

2. Standard psychotherapy modalities are not more effective then well designed,
structurally equivalent placebo controls.

Baskin, T.W., Tierney, S.C., Minami, T. & Wampold, B.E. (2003). Establishing
specificity in psychotherapy: A meta-analysis of structural equivalence of placebo
controls. Journal of Consulting and Clinical Psycholology, 71(6), 973-979.

Reviews 21 studies in terms of the structural equivalence (degree of resemblance)
between treatment and placebo controls. A placebo control was judged structurally
equivalent when it matches the treatment in number and duration of sessions, group
or individual format, and non-restriction of topics (for example, not merely
psychoeducational). Well-designed, structurally equivalent placebo treatments were
found to be as effective as the active treatments, whereas placebos lacking structural
equivalence were less effective.

Robinson, L. A., Berman, J. S. & Neimeyer, R. A. (1990). Psychotherapy for the
treatment of depression: A comprehensive review of controlled outcome research.
Psychological Bulletin, 108, 30–49.

After reviewing all available data (22 qualifying studies) and correcting for researcher
bias, the authors conclude that “when the effects of psychotherapy [for depression]
were compared with those of placebo treatments, no reliable differences emerged.”

3. Methodological bias and investigator allegiance accounts for much of the reported
differences between treatments

Luborsky, L., Diguer, L., Seligman, D. A., Rosenthal, R., Krause, E. D., Johnson, S.,
Halperin, G., Bishop, M., Berman, J. S. & Schweizer, E. (1999). The researcher's own
therapy allegiance: A "wild card" in comparisons of treatment efficacy. Clinical
Psychology: Science and Practice, 6, 95-106.
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Analyzed 28 studies for investigator allegiance according to subsequent citations as
well as ratings from colleagues and the authors themselves. The aggregate of the three
ratings “explained 69% of the variance in outcomes”, vividly demonstrating that
investigator allegiance “can distort comparative treatment results.”

Antonuccio, D., Danton, W., DeNelsky, G., Greenberg, R. & Gordon, J. (1999). Raising
questions about antidepressants. Psychotherapy and Psychosomatics, 68, 3-14.

Fisher, S. & Greenberg, R. (Eds.) (1997). From placebo to panacea: Putting psychiatric
drugs to the test. New York: John Wiley & Sons.

Greenberg, G. (2003, November/December). Is it prozac? Or placebo? Mother Jones.
Retrieved online March, 4, 2006 from www.motherjones.com/

Collectively these articles demonstrate that serious problems in methodological
design remove credibility from the claim that a true drug effect for SSRIs is superior
to the effect of a well-designed, active placebo. These problems include: 1) placebo
washout strategy; 2) subjects inferring from the presence or absence of side effects
whether they are in the control or treatment group and thus “penetrating the blind”; 3)
unpublished studies funded by the drug industry; 4) the observed lack of correlation
between outcome and drug dose; 5) investigator and publication biases.

Wampold, B. E., & Minami, T., Baskin, T. W. & Tierney, S. C. (2002). A meta-
(re)analysis of the effects of cognitive therapy versus "other therapies" for depression.
Journal of Affective Disorders, 68, 159-165.

Examines the claims that cognitive therapies are superior to other modalities and
finds, contrary to other investigators who failed to correct for allegiance, no evidence
of their superior efficacy after removing studies containing non-credible control
treatments from the comparison pool.

4. Professional therapists are no more effective then paraprofessionals

Berman, J. S. & Norton, N. C. (1985). Does professional training make a therapist more
effective? Psychological Bulletin, 98, 401-407.

Reviews 32 well-designed studies (excluding 11 due to methodological flaws) and
finds no evidence for superior efficacy of extensively trained therapists versus
recently or minimally trained counselors.

5. Psychotherapy is as effective as medication and lacks negative drug side effects

Robinson, L. A., Berman, J. S. & Neimeyer, R. A. (1990). Psychotherapy for the
treatment of depression: A comprehensive review of controlled outcome research.
Psychological Bulletin, 108, 30–49.

Finds that antidepressants, including tricyclics, did not yield significant differences in
efficacy relative to psychotherapy, and that the combination of drug and
psychotherapy was no more effective then either treatment alone.
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De Rubeis, R.J. et al. (2005). Cognitive therapy in the treatment of moderate to severe
depression. Archives of General Psychiatry, 62, 409–16.

This large study (n = 240) found cognitive therapy and medication equally effective
for primary treatment of severe depression. (Faulty placebo design invalidates
placebo-related findings, such as, “At 8 weeks, response rates in medications (50%)
and cognitive therapy (43%) groups were both superior to the placebo (25%) group.”)

Elkin, I., Shea, M. T., Watkins, J. T., Imber, S. D., Sotsky, S. M., Collins, J. F., Glass, D.
R., Pilkonis, P. A., Leber, W. R., Docherty, J. P., Fiester, S. J. & Parloff, M. B. (1989).
National Institute of Mental Health Treatment of Depression Collaborative Research
Program: General effectiveness of treatments. Archives of General Psychiatry, 46, 971-
982.

This large (n = 240), well-controlled trial found no significant evidence for difference
in efficacy between the tricyclic imipramine and either cognitive-behavioral or
interpersonal psychotherapy.

6. The major classes of psychiatric drugs do not outperform well-defined placebos

Moncrieff, J. & Kirsch, I. (2005). Efficacy of antidepressants in adults. British Medical
Journal, 331, 155-157.

The authors summarize (p. 157): 1) Recent meta-analyses show that selective
serotonin reuptake inhibitors (SSRIs) have no clinically significant superiority over
placebo. 2) Claims that antidepressants are more effective in more severe conditions
have little evidence to support them. 3) Methodological artifacts may account for the
very small (and clinically insignificant) statistical margin by which SSRI efficacy
exceeds that of placebos. 4) Antidepressants have not been convincingly shown to
affect the long-term outcome of depression or suicide rates. 5) Given the significant
doubts about their benefits and concerns about their risks, current recommendations
for prescribing antidepressants should be reconsidered.

Roose, S.P., Sackeim, H.A., Krishnan, K.R., Pollock, B.G., Alexopoulos, G., Lavretsky,
H., Katz, I.R. & Hakkarainen, H. (2004). Antidepressant pharmacotherapy in the
treatment of depression in the very old: a randomized, placebo-controlled trial. American
Journal of Psychiatry, 161, 2050-2059.

In the oldest group of community-dwelling patients to be studied to date (75 yrs plus),
medication was found no more effective than placebo for the treatment of depression.

Ballenger, J. C., Burrows G. D., DuPont, R. L. Jr, I. M. Lesser, Noyes, R., Jr; J. C.
Pecknold, J.C. et. al. (1988). Alprazolam in panic disorder and agoraphobia: results
from a multicenter trial. I. Efficacy in short-term treatment Archives of General
Psychiatry, 45, 413-422.

Pecknold J.C., Swinson R.P., Kuch K., Lewis C.P. (1988). Alprazolam in panic disorder
and agoraphobia: results from a multicenter trial. III. Discontinuation effects.
Archives of General Psychiatry, 45, 429-436.
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Marks, I. M., De Albuquerque, A., Cottraux, J., Gentil, V., Greist, J., Hand, I., Liberman,
R. L., Relvas, J. S., Tobea, A., Tyrer, P. & Wittchen, H.-U. (1989). The ‘efficacy’ of
alprazolam in panic disorder and agoraphobia: A critique of recent reports. Archives
of General Psychiatry, 46, 668-670.

Reports a very large multi-location trial on the widely prescribed benzodiazapine,
Xanax (alprazolam). After 8 weeks, initial superiority over placebos had disappeared.
Also, 35% of the treatment group displayed negative withdrawal symptoms of
varying severity compared to none in the placebo group. Marks et al. argue that short-
term relief in a normally chronic condition does not seem to justify the adverse
addiction and withdrawal effects, and that it appears likely that had the study
continued and drug dependency deepened, the placebo group would soon have had
better scores than the treatment group.

McGrath, P.J., Stewart, J.W., Janal, M.N., Petkova, E., Quitkin, F.M., Klein, D.F. (2000).
A placebo-controlled study of fluoxetine versus imipramine in the acute treatment of
atypical depression. American Journal of Psychiatry, 157, 344–350.

Found no difference in efficacy between the MAOI imipramine and the SSRI
fluoxetine (Prozac).

7. ECT is no more effective then placebo or “sham” ECT

Ross, C.A. (2006). The sham ECT literature: Implications for consent to ECT.  Ethical
Human Psychology and Psychiatry, 8(1), 17-28.

Summarizes: 1) Electroconvulsive therapy (ECT) is no more effective than placebo or
sham ECT (a control treatment in which the patient is given anesthesia and put
through shock ritual but not actually shocked) except during the period of time in
which the treatment is being administered. 2) Even during while being administered,
real ECT is only marginally superior to placebo. 3) Widespread claims over the past
two decades that ECT is highly effective are inconsistent with the data. Notes that the
transient period of marginally superior efficacy can be plausibly attributed to a
masking of symptoms by ECT side effects of temporary cognitive impairment and
disorientation.

Brandon, S., Cowley, P., McDonald, C., Neville, P., Palmer, R. & Wellston-Eason, S.
(1984).  Electroconvulsive therapy: results in depressive illness from the Leicestershire
trial. British Medical Journal, 288, 22-25.

On a double-blind, randomized basis, 53 patients received real ECT and 42 received
sham ECT. Researchers found no difference in scores (HAM-D) at weeks 1, 12, and
28. Differences found at weeks 2 and 4 while the treatment was being administered
were minor, transitory, and likely attributable to concussion-induced confusion and
disorientation.


