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Introduction

In this paper, I will present the case in favor of the development of psychotherapy practice guidelines. Practice guidelines are defined as "systematically developed statements to assist practitioner and patient decisions about appropriate care for specific clinical circumstances."[1] Typically, practice guidelines are treatment recommendations for specific conditions (eg, diagnoses) that are based primarily upon research findings and/or the consensus of expert clinicians. Ultimately, the goal of practice guidelines is to promote empirical practice, thereby increasing the effectiveness of the practitioner by facilitating the use of the most effective intervention. Evidence-based treatments (EBTs, also referred to as empirically supported treatments [ESTs]) are those treatments with proven efficacy from controlled research trials.[2,3]
The Problem: A Gap Between Science and Practice

Consider the following case to illustrate why we need to develop evidence-based psychotherapy practice guidelines. A patient suffering from panic disorder presents to a psychologist for psychological treatment of her panic attacks. What type of treatment is she likely to receive? More specifically, what is the likelihood that she will receive the intervention with the most supporting evidence for its efficacy?

When it comes to the psychosocial treatment of panic disorder, the data are quite clear. A treatment package consisting of psychoeducation, cognitive restructuring, exposure to somatic and situational panic provoking stimuli, relaxation, and breathing exercises has been well established as an effective treatment for panic disorder in more than 20 controlled trials.[4] In addition, several effectiveness studies, aimed at evaluating how well this treatment generalizes to "real-world" settings, support its value.[5,6] The strength of these data is validated by existing practice guidelines, such as those developed by the American Psychiatric Association and National Institute of Mental Health,[7] both of which endorse this treatment as the only first-line psychosocial intervention.

Yet despite the strength of these data, it appears as though only a minority of patients suffering from panic disorder is likely to receive this psychosocial intervention. While we know very little about what type of psychological treatments patients actually receive, the existing data suggest that EBTs are not typically administered. For example, only a small percentage of patients (estimated between 15% and 38%) with panic and phobic disorders actually receive an evidence-based psychological intervention such as exposure therapy and cognitive restructuring.[8,9] An identical survey conducted 5 years later revealed that, unfortunately, the use of psychosocial treatments had declined overall, and that dynamic psychotherapy was still the most frequently used therapeutic approach. The percentage of patients receiving cognitive and behavioral treatment had decreased.[10] The results of the later survey are quite surprising in that one would expect an increase -- not a decrease -- in the use of EBTs with the growing body of research on this topic.

Although these data pertain to treatment of panic disorder, there is no reason to suspect that the same is not true for other commonly encountered disorders as well (eg, major depression, obsessive compulsive disorder, bulimia, social phobia). Simply stated, the problem is that there appears to be a gap between those treatments found to be effective in research trials and those practiced in the "real world."

The Implications of Failing to Provide EBTs

I have written elsewhere about the implications of not being able to meet this need.[11] The poor record of disseminating EBTs from research settings to clinical practitioners in the field has resulted in the lack of availability of many of these treatments. This may ultimately have a disastrous impact on the viability of psychotherapy as the healthcare system evolves. The increasing penetration of managed care and the development and proliferation of clinical practice guidelines and treatment consensus statements have raised the stakes for accountability. The failure to train practitioners in EBTs may lead to the fall of psychotherapy as a first-line effective treatment despite considerable data supporting its efficacy. Since managed care organizations and federal guidelines cannot rely on the delivery of treatments that are not widely available, these treatments are often given secondary status, despite their equivalent efficacy.[12] If psychotherapy providers are not trained to provide EBTs, where do they fall in this new healthcare scheme? All psychotherapists should be concerned with this issue, as it is paramount to the survival of psychotherapy as a viable treatment.

Practice Guidelines

Practice guidelines represent the first step in attempting to bridge the gap between science and practice. As noted by Howard and Jensen,[13] "numerous studies indicate that guidelines can increase empirically based practice and improve clients' outcomes." Practice guidelines increase our accountability by promoting those treatments with the most efficacy.

Several authors have raised important concerns and criticisms regarding the identification of empirically supported therapies.[14-16] In fact, I agree that there are difficulties and risks in establishing psychotherapy guidelines -- or any treatment guidelines, for that matter.[17] However, I strongly disagree with the premise that the development of evidence-based psychotherapy guidelines is "self destructive behavior, the consequences of which will degrade our calling far worse than anything government or managed costs corporations will ever conceive.[15] To the contrary, it is my opinion that the failure to develop treatment guidelines will result in psychotherapists being our own worst enemy.[11] Unfortunately, to date, psychotherapists have not taken an active role in promulgating guidelines. Recognizing the importance of treatment guidelines, other organizations such as the American Psychiatric Association have accelerated the development process. Indeed, as noted by Dr. Harold Pincus,[17] who has been a member of a committee overseeing the development of the American Psychiatric Associations guidelines, "in the absence of standards, what is cheapest is best. . . . Evidence-based guidelines developed by professional organizations assist clinicians in asserting professional values in the face of economic pressures."

From my vantage point, the question is not whether we should develop treatment guidelines whenever possible, but instead, have we already missed the boat? The danger in not creating our own guidelines is obvious from Persons and colleagues'[18] analysis of the Agency for Health Care Policy and Research[19] and American Psychiatric Association[20] reports. Essentially, Persons and colleagues[18] concluded that both guidelines understate the value of psychotherapy; and in particular, the American Psychiatric Association's guidelines do not reflect a balanced assessment of the available empirical evidence supporting cognitive, behavioral, brief psychodynamic, and group psychotherapy. Clearly, having "other" groups (ie, those not primarily involved in providing and evaluating psychotherapy) construct guidelines is not in psychotherapists' best interest.

Of course, there are risks and drawbacks to developing guidelines. But these do not outweigh the benefits. In my opinion, many of these concerns are not unique to psychotherapy, but are inherent in the complexities of applying research findings to the treatment of any disorder, whether it be a psychological intervention, medication, or surgical procedure. Treatment guideline development is an evolving process, driven by existing data. It appears as though much of the concern expressed about the development of guidelines is due to a misunderstanding of guidelines. Consider the Statement of Intent in the Preface of the American Psychiatric Association's Guidelines[20]:

This report is not intended to be construed or to serve as a standard of medical care. Standards of medical care are determined on the basis of all clinical data available from an individual case and are subject to change as scientific knowledge and technology advance and patterns evolve. These parameters of practice should be considered guidelines only. Adherence to them will not ensure a successful outcome in every case, nor should they be construed as including all proper methods of care or excluding other acceptable methods of care aimed at the same results. The ultimate judgment regarding a particular clinical procedure or treatment plan must be made by the psychiatrist in light of the clinical data presented by the patient and the diagnostic and treatment options available.

Thus, guidelines are not strict criteria. Exceptions are appropriate whenever necessary to meet the needs of a specific patient. However, any modification should be justified by a "compelling professional rationale."

Summary

In the new era of accountability, psychotherapy practice guidelines are an essential step in facilitating the use of treatments with the best supporting evidence for effectiveness. The failure to develop treatment guidelines along with the failure to disseminate EBTs has greatly limited the perceived value of psychotherapy.
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