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Objective: The aim of this study was to examine the relative efficacy of evidence-based treatments (EBTs) ver-
sus treatment-as-usual (TAU) in routine care for anxiety and depression in adults.
Method: A computerized search of studies that directly compared an EBT with a TAU was conducted. Meta-
analytic methods were used to estimate effectiveness of EBTs relative to TAU and to model how various con-
founding variables impacted the results of this comparative research.
Results: A total of 14 studies were included in the final meta-analysis. There was significant heterogeneity in the
TAU conditions, which ranged from unknown and/or minimal mental health treatment to psychotherapeutic in-
terventions provided by trained professionals. Although the effect for EBT vs. TAU was significantly greater than
zero, the effect for EBT vs. TAUs that were psychotherapeutic interventions was not statistically different from
zero.
Conclusions:Heterogeneity of TAU conditions in this meta-analysis highlight the importance of clarifying the re-

search questions being asked when investigating and drawing conclusions from EBT–TAU comparisons.
Researchers need to clarify if they are comparing an EBT to psychotherapeutic services in routine care or to
minimal mental health services. Extant research on EBT versus TAU reveals that there is insufficient evidence
to recommend the transportation of EBTs for anxiety and depression to routine care, particularly when the
routine care involves psychotherapeutic services.

© 2011 Elsevier Ltd. All rights reserved.
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1. Introduction

Anxiety and depressive disorders are among the most common
psychiatric diagnoses in the United States. Lifetime prevalence for
Major Depressive Disorder (MDD) is 16.6%, resulting in an economic
cost to society of roughly $83.1 billion (Greenberg et al., 2003;
Kessler, Berglund, Demler, Jin, & Walters, 2005). Instead of being
seen as an acute mental health concern, MDD is seen as a chronic dis-
order that is projected to be the second overall cause of disability by
the year 2020 (Murray & Lopez, 1997). In addition, 28.8% of the gen-
eral population has been diagnosed with an anxiety disorder at least
once in their lifetime (Kessler et al., 2005). The total yearly economic
burden of anxiety disorders is estimated to be around $46.6 billion
(Rosenblatt, 2010).

In response to the pervasive nature of depression and anxiety in
the general population, psychotherapy researchers have focused on
identifying efficacious treatments for these disorders (Westen &
Morrison, 2001). Over the past four decades, this emphasis has led
to identification of Empirically Supported Treatments (ESTs), which
was an official designation of Division 12 of the American Psycholog-
ical Association's Task Force for the Promotion and Dissemination of
Psychological Procedures (Chambless & Hollon, 1998; Task Force on
Promotion and Dissemination of Psychological Procedures, 1995).
The field has moved to “evidence-based treatments” (EBTs) to describe
therapies that have been demonstrated to be efficacious in randomized
clinical trials (RCTs), the design that is the “gold standard” for establish-
ing the viability of a treatment (Westen, Novotny, & Thompson-Brenner,
2004). Several treatments for anxiety and depression have been identi-
fied as evidence-based, establishing the value of these treatments for
anxiety and depression (e.g., Interpersonal Therapy for depression,
Cognitive Behavioral Therapy for generalized anxiety disorder, and
Prolonged Exposure for post traumatic stress disorder; see APA
Division 12, Society of Clinical Psychology, website for a complete list,
http://www.div12.org/PsychologicalTreatments/index.html).

Once efficacy of a treatment has been established in controlled
settings (i.e., RCTs), the next logical step to improve the quality of
care is to test the effect of the treatment on anxiety and depression
in routine care. The primary method for investigating the effect of
EBTs in naturalistic settings for anxiety and depression involves a direct
comparison of EBTs with services that are currently being delivered in
routine care, which are often referred to as treatment-as-usual (TAU).
Implementation of this strategy has resulted in mixed findings. On
the one hand, for example, Meuser et al. (2008) compared cogni-
tive behavioral treatment (CBT) with TAU for PTSD and found
that patients in the CBT condition improved more than patients in
TAU. Similarly, Grote et al. (2009) found that EBT outperformed
TAU for the treatment of depression. In contrast, Cuijpers, van
Lier, van Straten, and Donker (2005) directly compared CBT to
TAU for depressed patients and concluded, “On average, patients in
both test conditions improved significantly from baseline to posttest,
and no significant difference was found between the conditions” (p.
137). These contradictory findings may be attributable to sampling
error or systematic differences between studies (e.g., levels of training,
supervision, treatment dose, type or nature of the TAU; see Spielmans,
Gatlin, & McFall, 2010 for a discussion in the youth treatment
literature).

One well-established method of synthesizing seemingly inconsis-
tent results from a corpus of studies is meta-analysis (Cooper,
Hedges, & Valentine, 2009; Hunt, 1997; Mann, 1994) Recently,
Weisz, Jensen-Doss, and Hawley (2006) conducted a meta-analysis
in which EBTs and TAU were directly compared for child and adoles-
cent populations. Their findings indicated that EBTs were more effec-
tive than TAU, but they noted aspects of the research design that
posed significant confounds: “EBT descriptions were significantly
more likely than [TAU] descriptions to note the use of pretherapy
training, treatment manuals, and adherence checks” (p. 681). More-
over, several studies in the meta-analysis included EBT therapists
who had specialized training and expertise (e.g., trained extensively
in the EBT for particular disorders or had training about the disorder
itself) vis-à-vis the TAU therapists who received no training. In addi-
tion, the heterogeneity of TAU conditions was problematic:

We considered studies in which participants received medications
in addition to therapy, studies in which the EBT was administered
in addition to UC [usual care, which is used synonymously with
TAU], studies in which a psychotherapy placebo was administered
in addition to UC, and studies in which UC involved case manage-
ment services (e.g., probation and referral) that may or may not
have included significant doses of psychotherapy (Weisz et al.,
2006, p. 683).

To model the confounds noted in Weisz et al. (2006), Spielmans et
al. (2010) conducted a replication of the Weisz et al. meta-analysis
and found that EBTs and TAU had similar outcomes when the con-
founds were controlled. Essentially, Spielmans et al. found that
many design operations in the studies favored the EBT (e.g., a greater
dose of therapy for EBT patients or supervision of EBT therapists
only), which attenuated the magnitude of the effect.

Heterogeneity of TAU conditions in the Weisz et al. meta-analysis
highlights the importance of clarifying the research questions being
asked when investigating and drawing conclusions from EBT–TAU
comparisons. Presumably, researchers are interested in two different
research questions: (a) does the implementation of an EBT into exist-
ing mental health systems that are delivering psychotherapeutic ser-
vices by trained professionals improve outcomes (psychotherapy
TAU)? or (b) does the implementation of an EBT into existing mental
health services, where little or no psychotherapy is provided, improve
outcomes (non-psychotherapy TAU)?

A comparison of an EBT to a psychotherapy TAU delivered by
mental health therapists with comparable training to the EBT thera-
pists (psychotherapy TAU) provides evidence about the viability of
transporting EBTs into existing mental health systems that deliver
psychotherapy, whereas EBT–non-psychotherapy TAU comparisons
do not. The latter comparison, that is, the comparison of an EBT
with other types of services that do not involve psychotherapy (e.g.,
a referral to a primary care physician), provides evidence related to
the question of whether instituting EBTs improves the quality of
care of mental health services that do not provide psychotherapy.
Consequently, the latter does not provide evidence about the viability

http://www.div12.org/PsychologicalTreatments/index.html
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of transporting EBTs into existing mental health systems that deliver
psychotherapy. Interpretation of EBT–TAU comparisons requires an
in-depth examination of the nature of the TAU to understand what
conclusions can be drawn from the evidence.

The purpose of the present study was to examine the relative effi-
cacy of EBTs when compared to TAU for anxiety and depression in
adults, while examining possible confounds, including the type of ser-
vices provided in the TAU (i.e., the proximity of the TAU to psycho-
therapeutic interventions). We hypothesized that EBT would be
superior to TAU (i.e., the overall effect would be significantly greater
than zero), but that the various confounds would moderate the effect.
In particular, we hypothesized that the EBT–TAU effect would be
smaller when the TAU was psychotherapy than when the TAU in-
volved little or no psychotherapy.

2. Method

2.1. Inclusion criteria

In order to be selected for this analysis, studies needed to meet
the following criteria: (a) the study directly compared an EBT
with TAU; (b) participants were diagnosed with either a depressive
or anxiety disorder; (c) the study did not primarily focus on reduc-
tion of suicidality; (d) the treatment modality was either group or
individual; (e) the article reporting the results was published be-
tween the years 1995 and 2009, inclusive, in peer reviewed English
language journals; (f) the investigation was randomized; (g) and
the article reported quantifiable outcome measures. If medications
were provided as part of treatment, either the protocol or access
to medication had to be equal in the two conditions. Studies were
excluded that examined couples treatment, trials focused on chil-
dren and adolescents, follow up studies, trials that included “collab-
orative care” or integrated care (e.g., primary care physician and
therapist both gave part of treatment), additive trials (EBT and
TAU vs. TAU alone), and at-risk or prevention studies.

Because the focus of this study was to examine the relative effica-
cy of EBTs vs. TAU for depression and anxiety, we wanted to include
EBTs that have been clearly established as efficacious for these disor-
ders, were complete treatment packages (not components or adapta-
tions thereof, e.g., a treatment which only uses “cognitive strategies”),
and have been tested in controlled clinical trials. Accordingly, treat-
ments had to satisfy all of the following criteria to meet the eligibility
criteria as an EBT for this study: (a) use a manual or have been based
on an already developed manual, (b) be established as an EBT for the
disorder being treated (e.g., CBT for depression, prolonged exposure
for post-traumatic stress disorder), (c) include six or more sessions
of face-to-face therapy (no telephone, tele-mental health, etc.),
(d) be delivered by a mental health provider with at least a master's
degree in a clinical/counseling/social work or related field (e.g., no
depression care managers, paraprofessionals), and (e) be individu-
ally tailored to the patient (i.e., no self help books, progressive mus-
cle relaxation, etc.).

The term TAU, as used scientifically, is heterogeneous. Over the
years, researchers have defined TAU to include anything from a
range of unknown and unspecified treatments to active psychother-
apies for particular disorders. We decided to include the variety of
TAU conditions as individually defined by the respective authors,
but to code for the variability in these conditions. Given our interest
in examining the nature of the TAU as a comparison treatment, for
this study TAU only had to (a) be an intervention of some kind; and
(b) be identified by the authors as, “treatment as usual”, “standard
care”, or “usual care” but (c) not involve a condition where the ther-
apists in the TAUwere proscribed from certain actions. The latter con-
dition ruled out studies in which TAU therapists were instructed or
trained to avoid using certain techniques they might ordinarily use
(see e.g., Feske, 2008).
2.2. Literature search

This review followed the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) Standards (Moher, Liberati,
Tetzlaff, Altman, & The PRISMA Group, 2009). The final search was
conducted on May 7, 2010. A systematic examination of several
major databases was completed, including Medline, Academic Search,
PsycARTICLES, PsycINFO, PsycCRITIQUE, ERIC, Social Work Abstracts,
SocIndex, HealthSource, Nursing/Academic Edition, and CINAHL.
Studies were identified through the combination of any of the key-
words: Depression, Major Depressive Disorder, MDD, Dysthymic,
Anxiety, Generalized Anxiety Disorder, Social Phobia, Specific Phobia,
PTSD, Post Traumatic Stress Disorder, Panic Disorder, OCD, Obsessive
Compulsive Disorder, Psychotherapy along with the TAU key words:
Treatment-as-Usual, TAU, Usual Care, Care as Usual, Standard Care.

A total of 2554 initial abstracts were included in the first round of
examination (see Fig. 1). Each record was screened in greater detail,
which resulted in 149 potentially relevant studies. Next, two doctoral
students reviewed the method section (i.e., were blind to the authors,
introduction, results, and conclusions) of each record and excluded
those which did not meet inclusion criteria. If disagreements arose
at this stage, the study was temporarily retained and discussed during
the qualitative synthesis stage as outlined by the PRISMA Statement.
Twenty-nine studies were included in the final qualitative synthesis.
Finally, after rigorous application of the inclusion/exclusion criteria
and determining whether the studies contained adequate informa-
tion for the meta-analysis, 14 studies were included in the final quan-
titative synthesis.

2.3. Coding study quality

Based on some of the issues raised by Weisz et al. (2006) and
Spielmans et al. (2010), the following variables were coded.

2.3.1. Sample size
For each treatment group (EBT and TAU), sample size was recorded

for those who were randomized and placed into each group (including
intent-to-treat, ITT).

2.3.2. Number of therapists
When provided, the number of therapists for each treatment

group was documented.

2.3.3. Dose hours for treatment
Wecoded the total number of treatment hours for the EBT above and

beyond the TAU. Thiswas calculated bymultiplying the average number
of treatment hours for the specific treatment (e.g., 12 sessions of CPT for
PTSD), by the number of individualswhoparticipated in at least one ses-
sion for the EBT, and subtracting the same values for the TAU. This value
could be negative (i.e., when TAU had more dose hours). Based on this
number, a study was coded as a “1” if the dose hours for the EBT were
greater than the TAU, “0” if both treatments received equal dose. A
code of “N/A”was assigned if information was not available.

2.3.4. Training
We calculated number of hours that were provided for training in

the interventions. No study provided training for the TAU, therefore
the total hours for training were exclusively in favor of the EBT.
Based on these values, we created a dichotomous variable, whose
value was “1” if the training was provided for the EBT but not for
the TAU and “0” if no training was provided in both conditions. If in-
formation was not available, it was coded “N/A.”

2.3.5. Supervision
We also calculated number of hours of individual supervision pro-

vided to the therapists for the EBT above and beyond the TAU. Similar
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Fig. 1. Identification, screening, eligibility, and inclusion of studies.
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to training, none of the studies indicated that supervision was provid-
ed for the TAU therapists. If supervision was provided in a group mo-
dality, we coded these hours in a separate category than for individual
supervision hours. If the information was not provided, the variable
was coded as missing (i.e., “N/A”).

2.3.6. Adherence
If a study used adherence checks to measure the fidelity with

which the therapists were providing the intervention, the study was
given a “1”. If they explicitly stated that adherence was not checked,
this variable was coded as a “0”. If the information was not available,
the variable was coded as “N/A”.

2.3.7. Allegiance
We used a six-point rating scale in order to determine researchers'

allegiance to the treatments within the study. The highest level of al-
legiance was coded if the EBT was developed by the author(s) and if
they supervised or trained the therapists (“5”). The next level of alle-
giance was if the EBT was developed by the authors, but they did not
train or supervise the therapists (“4”). Allegiance was coded a “3” if
the treatment was advocated by one of the authors and they also
supervised/trained the therapists. If the treatment was advocated by
the authors but they did not train or supervise therapists, it received
a “2”. In addition, the same code was used if the author showed no ad-
vocacy for the treatment, but provided better trained or more experi-
enced therapists for one treatment over another. The next level of
allegiance was coded “1” if the EBT was more fully explained in the
introduction and/or method section than the alternative. The lowest
level of allegiance was coded “0” if there was no apparent advocacy
over one treatment than the other.

2.3.8. TAU proximity to psychological intervention (TAU PPI)
We coded each study based on the degree to which the TAU re-

sembled a genuine psychological intervention. To directly address
the question of whether implementation of an EBT in a service deliv-
ery system already providing psychotherapy improves outcomes, the
TAU would need to be a psychotherapeutic intervention (i.e., a treat-
ment the therapists believed had a cogent rationale) delivered by a
trained mental health provider with no proscriptions (i.e., requiring
that TAU therapists abstain from any actions they ordinarily would
use). Moreover, training, supervision, and dose hours would need to
be matched to not advantage the EBT. Such studies received a “0” if
these conditions were met. The study was coded as “1” if all patients
in the TAU modality received a psychotherapeutic treatment deliv-
ered by a mental health professional, doing what they usually do
with no proscriptions for psychotherapeutic care, but where the EBT
therapists received additional training and supervision or the EBT pa-
tients received a greater dose of treatment. To receive a code of “2”,
the TAU patients received a treatment of some kind (e.g., medical,
psychotherapy, etc.), which was tracked by the researchers in order
to ensure that the patients had actually received some kind of treat-
ment, but it was still unclear exactly what type and if all participants
received the same treatment. In addition, the therapists providing
treatment in the TAU had to be different from the therapists provid-
ing the EBT. For a code of “3”, the TAU patients received a treatment
(e.g., medical, psychotherapy, etc.), which was tracked by the

image of Fig.�1
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researchers, but was provided by EBT therapists (e.g., therapists were
crossed and the therapists knew they were delivering a treatment dif-
ferent from the EBT). The last code “4”was given to a study if the TAU
services were suggested or mentioned by the researchers to the pa-
tients who were randomized to the TAU (e.g., it was suggested they
could present to their primary care physician, PCP, if they desired ser-
vice), but the services were not tracked, reported, or discussed in the
study.

As will be seen, 12 of the 14 studies were either coded as 1 (3
studies) or 4 (9 studies). The former category (viz., TAU PPI=1) in-
cluded studies where the TAU participants clearly received psycho-
therapy. On the other hand, the preponderance of participants in
TAU in the latter instance (viz., TAU PPI=4) did not receive any psy-
chotherapeutic or indeed anymental health treatment. The difference
in type of treatment received had direct implications for our analysis.
For example, take the TAU that involves making a referral to a PCP.
First, it is not clear how many participants would actually present to
a PCP for anxiety and depression; even if they did present, less than
four percent of such patients are referred for mental health services,
and of those referred less than 40% are referred to a psychologist
(Forrest, Nutting, Starfield, & Von Schrader, 2002). Consequently, for
the moderator analysis TAU PPI was dichotomized into two groups,
those who received psychotherapy (viz., TAU PPI=1) and those
who most likely did not (TAU PPI=4).

2.4. Coding process

Four doctoral students were assigned to teams of two and coded
records independently. Disagreements were discussed in greater de-
tail before bringing them to the research team for further qualitative
analysis. Mean interrater agreement was calculated as percentage
agreement, as there was a mix of dichotomous, ordinal, categorical,
and continuous variables (agreement if conclusion was the same,
e.g., EBT does greater than TAU dose). The mean interrater agreement
was .94, implying that the codes were sufficiently well defined and
that the coders were able to adequately apply the definitions.

2.5. Analytic strategy

For each study, we extracted means, standard deviations, and
number of participants at the measurement nearest posttreatment.
These data were used to calculate effect size statistics (Cohen's d) in
order to compare the impact of EBT vs. TAU in standard deviation
units across studies. Information was used from ITT, if available
(viz., Addis et al., 2004; Difede et al., 2007; van Schaik et al., 2006);
otherwise, completer samples were used. Measures were segregated
into primary (i.e., measures that assessed the primary diagnosis)
and secondary. However, several studies did not report secondary
measures, and consequently we present only the results of the
meta-analysis for primary measures. The within studies effect size
for primary measures were aggregated based on an intercorrelation
of .5 (Del Re & Hoyt, 2010; Hedges & Olkin, 1985; see Wampold et
al., 1997 for fuller explanation).

For each study, mean difference between the EBT and the TAU was
standardized in the usual fashion and corrected for bias and the stan-
dard error calculated (Hedges & Olkin, 1985). We assumed that the
studies in this meta-analysis were sampled from a population of stud-
ies and consequently a random effects restricted maximum-
likelihood estimator was used (Viechtbauer, 2005). The analysis was
conducted using the R statistical software package for meta-analysis
‘MAd’ (Del Re & Hoyt, 2010). The test of the hypothesis that EBT is
superior to TAU involved an unconditional model (not conditioned
on study level variables, i.e., moderators). The formula is

dj ¼ δj þ v�j ;
where dj is the estimate of the effect size for study j, δj is the true
effect for study j, andvj*=vj+τ, where the variance of the within-
study errors,vj, are known and the between-study errors, τ2, are
unknown and estimated based on the studies included in the
analysis. Homogeneity was tested with the H statistic, which
indexes the deviation of the sampled effects from the grand mean,
weighted by the inverse of the variance (Hedges & Olkin, 1985,
Raudenbush & Bryk, 2002). H has an approximate χ2 distribution
with k−1 degrees of freedom, where k is the number of studies
aggregated.

As will be discussed in the Results section, the majority of studies
either failed to provide sufficient information to code moderator vari-
ables or the distribution was too highly skewed (i.e., most studies had
the same value of the moderating variable) and therefore tests of
moderation were precluded. However, it was possible to contrast
studies that used a TAU that involved psychotherapy (TAU PPI=1)
with TAU that most likely did not involve psychotherapy (TAU
PPI=4), using a between groups test using the model:

δj ¼ γ0 þ γ1 TAU PPIð Þ þ v�j

in which TAU PPI was dummy coded (0 if TAU PPI=1, 1 if TAU
PPI=4) and where γ0 is the expected effect for a study when the
TAU PPI was equal to 1 and γ1 is the expected difference between
TAU PPI=1 and TAU PPI=4. The test of the coefficient γ1 provides
the one degree of freedom between groups test within the random ef-
fects model context and will be reported as such.

3. Results

Results are presented in two parts: (a) study variables and (b)meta-
analytic synthesis.

3.1. Study variables

The values of moderating variables are found in Table 1. Two con-
clusions from this table are readily apparent. First, for most aspects of
study quality, the information needed to assess the overall compari-
son of EBT and TAU was unreported. When it was reported, it was
clear the design favored the EBT. For example, EBT was favored in
11 of the 13 studies that reported information on treatment dose.
As well, only seven studies reported data on therapist training. Fur-
thermore, more training was reported in the EBT condition than in
the TAU in all seven of these studies. Similarly, eight studies reported
information about supervision and all of those reported supervision
in the EBT condition but not the TAU condition. Of the 11 studies
that reported adherence, nine conducted adherence checks for the
EBT. When there was sufficient information to code researcher alle-
giance, there was a distinct allegiance to the EBT.

Second, TAU PPI for the majority of studies suggests only a few
comparisons between EBT and a TAU condition that clearly involved
psychotherapy. None of the 14 studies were coded as a zero on TAU
PPI, which would have indicated that the TAU was a psychotherapeu-
tic intervention with dose hours, training, and supervision matched
to what was provided in the EBT. Three studies were coded as “1”, in-
dicating the TAU was psychotherapeutic treatment, but the EBT ther-
apists had additional training and supervision. Two additional studies
were coded as a “2” or “3”, indicating that the researchers monitored
the TAU services and the patients received some type of mental
health service, although it was not demonstrably a psychotherapy
designed for the disorder. In the one study coded “3”, the TAU was
provided by EBT therapists who had a clear allegiance to the EBT. In
the remaining nine studies coded 4, it was not clear whether or not
the TAU patients received any treatment, but it was clear that the
treatment received was not predominantly psychotherapy intended
to be therapeutic. In many of these cases, patients were referred to



Table 1
Moderator codes with study level variable information.

Authors TAU
PPI

# EBT
therapists

# TAU
therapists

EBT–TAU
dose hours

EBT dose
hoursNTAU (raw)

EBT train
hrsNTAU

EBT train
hrsNTAU (raw)

EBT indv.
sup hrs

EBT grp
sup hrs

Adher
checks

EBT
alleg

Addis et al. (2004)a 1 7 6 1 64 1 36 N/A 42 1 4
Burns et al. (2007) 4 N/A N/A 1 366 1 N/A N/A N/A N/A N/A
Cuijpers, van Lier, van Straten
and Donker (2005)

1 N/A N/A 0 −27 1 N/A N/A N/A N/A N/A

Difede et al. (2007)a 4 N/A N/A 1 165 1 N/A N/A N/A 1 N/A
Grote et al. (2009) 4 2 N/A 1 425 1 N/A 320 0 1 4
Kingston, Dooley, Bates,
Lawlor and Malone (2007)

3 2 N/A 1 20 1 N/A N/A N/A 0 3

Laidlaw et al. (2008) 4 N/A N/A 1 160 1 N/A N/A N/A 0 3
Marcus, Marquis
and Sakai (1997)

1 N/A N/A N/A N/A 1 N/A N/A N/A 1 N/A

Meuser et al. (2008) 2 7 N/A 1 628 1 N/A 1456 0 1 3
Miranda, Chung
and Green (2003)

4 6 N/A 1 412 1 N/A N/A N/A 1 4

Stanley et al. (2009) 4 5 N/A 1 331 1 100 N/A N/A 1 3
Van Schaik et al. (2006)a 4 15 N/A 1 690 1 16 N/A 36 N/A 3
Wagner, Zatzick, Ghesquiere
and Jurkovich (2007)

4 N/A N/A 1 21 1 N/A N/A N/A 0 N/A

Ward et al. (2000) 4 26 N/A 0 −301 1 N/A 53 N/A 1 N/A

Note: See section “Coding study quality” for description of each variable. N/A=information not available.
TAU PPI=Treatment-as-usual proximity to psychotherapeutic intervention.
TAU PPI 1=the patients in this TAU modality received psychotherapy by a mental health professional, doing what they usually do with no proscriptions for psychotherapeutic care.
TAU PPI 2=the TAU patients received a treatment of some kind (e.g., medical, psychotherapy, etc.), which was tracked by the researchers in order to ensure that the patients had
actually received some kind of treatment, but unclear if all participants received the same treatment. In addition, the therapists providing treatment in the TAU had to be separate
than the therapists providing the EBT.
TAU PPI 3=the TAU patients received a treatment of some kind (e.g., medical, psychotherapy, etc.), which was tracked by the researchers, but was provided by EBT therapists (e.g.,
therapists were crossed).
TAU PPI 4=if the TAU services were suggested or mentioned by the researchers to the patients randomized to the TAU, but the services were not tracked, reported, or discussed in
the study.

a Designates intent-to-treat samples; all others completers.
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their PCP, but it was unclear whether any of the patients presented
for treatment. Moreover, even if they had presented to their PCP, it
is unlikely they received any psychotherapy (Forrest et al., 2002).

3.2. Meta-analysis

The studies, their effects on primary measures, and TAU PPI are
displayed in Fig. 2, as a forest plot.

The overall effect for EBT versus TAU was d=.45, which was sig-
nificantly larger than zero (pb .01) and represents a medium sized ef-
fect in favor of EBT. However, the H statistic was 30.78, which, when
compared to a χ2 distribution with df=13, resulted in rejection of
the null hypothesis that effects are homogeneous. That is, there was
evidence of variability among the studies that was not likely due to
sampling error (pb .01; I2=.58, indicating that 58% of the variability
in effects is due to true differences among the studies). Thus, there
are factors that may account for these differences. It was our goal to
model how the various design confounds would account for this var-
iability, but because of the issues with the moderators discussed
above, this was not possible (see Table 1).

For the between groups test, the effect for studies in which the
TAU was unlikely to be a psychotherapy was .50, which was signifi-
cantly greater than zero (k=9, pb .01), whereas the effect for studies
in which the TAUwas clearly a psychotherapy was .33, which was not
significantly different from zero (k=3, p=.06). Although the direc-
tion of the difference in effects was in the expected direction (i.e.,
larger when the TAU was not a psychotherapy), the difference be-
tween the two coefficients was not significantly different from zero
(df=1, p=.46).

4. Discussion

Given prevalence of anxiety and depression in the United States,
developing strategies for improving quality of services for these
disorders is clearly an imperative. One method for improving mental
health services is to transport EBTs established in RCTs to practice set-
tings. Such a decision at the service level, or enactment of a policy that
would require such action, should be based on scientific evidence.
Comparisons of EBTs with TAU in routine care would provide useful
evidence for those who are entrusted to make mental health manage-
ment decisions and for those who develop and implement mental
health policy. It was the purpose of the present study to assess the
status of EBT versus TAU research for treatment of depression and
anxiety in adults.

One major result of this review is that quality of the comparisons
between EBT and TAU is not sufficient to make a strong conclusion
about whether EBT is more beneficial than TAU for the treatment of
anxiety and depression. For the most part, studies that compared an
EBT to a TAU did not report sufficient information for consumers of
the research to understand or utilize the research findings. When
evaluating differential efficacy of these two modalities of treatment,
the comparison between the EBT and the TAU must not be confound-
ed by variables that would be more advantageous to one of the treat-
ments. If the EBT therapists receive supervision, for example, while
the TAU therapists do not, superiority of the EBT may be due to the
role of supervision in improving outcomes rather than the EBT
being more effective than TAU in the absence of supervision. Unfortu-
nately, few studies reported information about training, supervision,
treatment dose, adherence checks, or other aspects of delivering the
EBT and TAU.

Researchers are interested in two different types of comparisons:
EBT vs. psychotherapy TAU or EBT vs. non-psychotherapy TAU. In
our meta-analysis, only three out of 14 studies involved TAUs that
were demonstrably and consistently psychotherapeutic treatments.
Patients in the other 11 studies were either referred to a PCP or pro-
vided an unspecified and untracked treatment. Although seeing a PCP
may represent practice in naturalistic settings, and in that case, pro-
vide data for EBT vs. non-psychotherapy TAU comparisons, the
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Fig. 2. Forest plot of effects, in order of TAU PPI.
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studies in this analysis typically did not report whether they followed
up with patients to determine if they presented to the PCP for their
complaint, let alone whether they received any treatment. For exam-
ple, patients in one of the TAU conditions (viz., Ward et al., 2000)
were purposefully not referred to treatment—“General practitioners
treated patients in this group according to their usual practice, but
were asked to refrain from referral for psychological interventions
unless this was imperative” (p. 1384). The modal TAU in our study in-
volved no verified psychological service. Nevertheless, the EBTs pro-
duced superior outcomes to non-psychotherapy TAUs and thus it
appears that implementing EBTs into a system of care that does not
involve to a significant degree psychotherapeutic services would gen-
erally improve the quality of care.

Assessment of studies during the coding stage for this meta-analysis
revealed that the descriptor “TAU” was occasionally used to designate
treatments that did not represent any treatment being delivered in rou-
tine care. For example, therapists in the Feske (2008) trial were trained
in both Prolonged Exposure (PE) and a treatment labeled TAU, for
which the therapists were proscribed from including specific types
of interventions (e.g., imaginal or in-vivo exposure elements of
PE). Training therapists to prevent them from using certain thera-
peutic actions that are typically employed in their practice cannot
logically be classified as a TAU.

The three studies that contained TAU conditions that were de-
monstrably psychotherapy, were still not comparable to the EBT in
several ways. In each of these studies, the EBT therapists received ad-
ditional training and supervision, which provided an advantage to the
EBT condition. For example, therapists providing the EBT treatment in
the Addis et al. (2004) study were provided a 2-day Panic Control
Therapy (PCT) training, were assigned to two training cases, and
were individually allotted 2 h of personalized phone consultation
from an expert who examined audiotapes of their sessions. These
therapists also received 1-hour, bi-weekly group supervision. On the
other hand, the therapists in the TAU group received no training, no
expert consultation, and no supervision. The EBT in this study was
slightly more effective than TAU, but these results must be taken in
the context of the advantage provided to the EBT in terms of training,
consultation, and supervision. To be conclusive, the TAU therapists
would have been provided comparable training and supervision of
an equal dose. In any event, the cost/benefit ratio of transporting
the EBT to routine care must be considered as the costs of the training,
consultation, and supervision in this study and other studies are
significant.

Despite the overall meta-analytic result indicating that EBT was
more effective than TAU, these findings must be interpreted in the
context of several factors. First, the effects for the 14 studies were het-
erogeneous which suggests that significant study characteristics
accounted for the effects obtained. Unfortunately, most study level
variables could not be investigated in this meta-analysis. Second,
TAUs used in the studies were predominantly “treatments” that did
not include any psychotherapy. However, the effect for studies in-
volving non-psychotherapy TAU was relatively large and statistically
significant, indicating that EBTs are more effective than services pro-
vided to many patients such as a referral to a PCP. For the three stud-
ies that included a TAU that was demonstrably a psychotherapy, the
effect for EBT vs. TAU was not significantly greater than zero, which
indicates insufficient evidence to conclude that EBT is more effective
than psychotherapies provided in routine psychological service for
depression and anxiety.

4.1. Limitations

There are several limitations that should accompany the conclu-
sions. The small effect between EBT and psychotherapy TAUs could be
due to the fact that TAU therapists were already providing an EBT. Yet,
this seems unlikely. Stiles, Barkham, Mellor-Clark, and Connell (2007)
reported that therapists who indicated that they provided CBT in natu-
ralistic settings did not have better outcomes than those who indicated
that they provided humanistic or dynamic therapies. This result was
discounted by Clark, Fairburn, and Wessely (2008) who claimed that
therapists, even if they reported using an EBT, were failing to provide
CBT as it was intended to be delivered:

image of Fig.�2


Table 2
Recommendations for controlling confounds in EBT–TAU comparisons.

TAU • Must be an actual treatment (i.e., patients receive
psychological services from a trained provider).

• Therapists should have an allegiance to the TAU.
• TAU should not be altered to exclude elements of the
EBT (i.e., by proscribed actions of TAU therapists).

• Format should be same as EBT (e.g., individual or family).
Setting Setting should be the same for EBT and TAU.
Recruitment All patients will have sought therapy in the usual way in

1311B.E. Wampold et al. / Clinical Psychology Review 31 (2011) 1304–1312
Some therapists are likely to ‘label’ their treatment as falling with-
in a particular approach even if they do not follow the indicated,
evidence-based procedures for treating the patient's problems
within that approach. Such therapists may have essentially offered
a placebo intervention in which non-specific factors (genuineness,
warmth and empathy) were the main ingredients. Alternatively,
they may have used procedures that are without a theoretical or
empirical basis. ….In our experience, such misunderstandings
[by practicing therapists] of what CBT comprises are by no means
unusual. (p. 631)

Whether or not therapists are delivering EBTs with fidelity in rou-
tine care is irrelevant if transportation of an EBT creates little additional
benefit, as it appears from the three studies designed to answer this
question, particularly given the costs of such transportation.

A second limitation of this study was that a significant portion of
the information regarding the moderating variables was not provided
in the studies included in this meta-analysis. The significant hetero-
geneity among the effects indicated that between-study variability
was substantial enough to consider the influence of moderating vari-
ables and casting doubt on any point estimate of the true effect. How-
ever, most moderating analyses were not conducted because either
(a) studies lacked sufficient information to determine data for a mod-
erator analysis, or (b) studies did not implement the aspects required
to report such data. Despite the inability to conduct such analyses, we
were able to control for TAU PPI, which indicated a non-significant
difference between EBT and TAU treatments when TAU was psycho-
therapy. Unfortunately, no studies existed that compared EBT to psy-
chotherapy TAU while controlling for training, supervision, dose, and
other factors, despite demonstration that such confounds need to be
considered (Spielmans et al., 2010; Weisz et al., 2006).

A third possible limitation to this meta-analysis was that there
were too few studies to make confident conclusions about the results.
It was expected that many more studies would fit the inclusion cri-
teria to be included for coding and analysis. We were not only sur-
prised by the lack of studies that fit the inclusion criteria, but also
by the heterogeneous quality of the TAU conditions that were used
as comparison groups. The amount of research required to establish
the utility of transporting EBT into routine care for the treatment of
anxiety and depression suggests that it is premature to make a rec-
ommendation that such transportation would improve the quality
of care. Given the cost of such transportation, the scientific perspec-
tive is to avoid claiming that the transportation of EBTs for depression
and anxiety would improve the quality of care until there is sufficient
evidence to believe otherwise.
the routine care setting.
Therapist
characteristics

• Therapists should all be individuals who are trained to
provide therapeutic interventions (e.g., psychologists,
counselors, psychiatrists).

• Therapists should be nested with treatment (i.e.,
deliver either EBT or TAU).

• Therapist should have allegiance to the therapy they
are delivering.

• Therapist randomly assigned to treatments.
Caseload Therapist caseload should be similar for both EBT and TAU.
Patients Patients randomized to treatment.
Dose • Dose differences should be avoided (either by unrestricted

dose in both conditions or by restricting does to be the
same).

• Actual dose should be assessed.
Therapist training
and supervision

• Pre-study training dose should be similar between both
EBT and TAU (i.e., TAU therapists should get similar
dose of training, in the nature of the disorder and skill
building, say in the common factors).

• Supervision should be same in both treatment modality
(e.g., in-person, phone, individual, group).

• If an expert is brought in for training/supervision for the
EBT, an outside trainer/supervisor for TAU should also be
provided.

Adherence Should be recorded for both EBT and TAU.
4.2. Implications

We present implications from this study in two parts: (a) method-
ological implications and (b) clinical implications. It is clear that
when designing EBT–TAU comparisons, researchers need to control
for confounding variables as mentioned previously in this study,
and as discussed in both Weisz et al. (2006) and Spielmans et al.
(2010). Aspects of research design such as equal treatment dose, nest-
ing therapistswithin treatment, and offering equivalent training and su-
pervision, provide better design characteristics in order to draw
conclusions about EBT–TAU comparisons. In most of the studies includ-
ed in this meta-analysis, it was possible that a patient in the TAU condi-
tion received little or no treatment, whereas a patient in the EBT
condition received approximately 12 sessions by a therapist who re-
ceived special training and received supervision during the course of
therapy. As it stands from the results of this meta-analysis, it is im-
possible to know if the EBT treatments show greater effects due to
the actual effectiveness of the treatment or because the therapists
in that treatment had extra training/supervision, or because the
EBT treatment was longer. The current state of the literature as
reviewed in this study suggests that more rigorous methods are
necessary before any definitive statements can be asserted regard-
ing the differential efficacy of EBT–TAU. In Table 2 we list recom-
mendations for controlling confounds in EBT–TAU comparisons.

Second, it is important that researchers indicate whether they are
examining efficacy of an EBT compared to routine psychotherapeutic
services or to minimal mental health treatment, such as that which
might be obtained through a referral to a PCP. Ambiguity about the
research question and what is meant by TAU will be misleading.
Therefore, researchers must delineate the difference between the
type of EBT–TAU comparison to ensure that policy makers have accu-
rate evidence to make important health management decisions.

Anxiety and depressive disorders are the most prevalent psycho-
logical issues addressed in mental health treatment. Developing
cost-effective methods of implementing psychosocial interventions
in systems of care consequently becomes a critical health policy con-
cern (Lazar, 2010). Clear evidence is needed for mental health policy
makers to enact decisions regarding whether or not implementing an
EBT in a clinic will improve care above what is already being provid-
ed. Currently, there is insufficient evidence to suggest that transport-
ing an EBT to routine care that already involves psychotherapy will
improve the quality of services. However, there does appear to be ev-
idence that implementing EBTs into routine care that does not involve
psychotherapy would improve the quality of care. Nevertheless, until
evidence with regard to EBTs in routine care is more substantial, the
clinician treating anxiety and depression, whether administering an
EBT or another treatment, should ensure that their services produce
outcomes similar to known benchmark for treatments of these disor-
ders (see, e.g. Minami, Wampold, Serlin, Kircher, & Brown, 2007;
Minami et al., 2008).
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