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Context: Approximately 3% of the US population re-
ceives psychotherapy each year from psychiatrists, psy-
chologists, or social workers. A modest number of psy-
chotherapies are evidence-based therapy (EBT) in that
they have been defined in manuals and found effica-
cious in at least 2 controlled clinical trials with random
assignment that include a control condition of psycho-
therapy, placebo, pill, or other treatment and samples of
sufficient power with well-characterized patients. Few
practitioners use EBT.

Objective: To determine the amount of EBT taught in
accredited training programs in psychiatry, psychology
(PhD and PsyD), and social work and to note whether
the training was elective or required and presented as a
didactic (coursework) or clinical supervision.

Design, Setting, and Participants: A cross-
sectional survey of a probability sample of all accredited
training programs in psychiatry, psychology, and social
work in the United States. Responders included train-
ing directors (or their designates) from 221 programs (73
in psychiatry, 63 in PhD clinical psychology, 21 in PsyD
psychology, and 64 in master’s-level social work). The
overall response rate was 73.7%.

Main Outcome Measure: Requiring both a didactic
and clinical supervision in an EBT.

Results: Although programs offered electives in EBT
and non-EBT, few required both a didactic and clinical
supervision in EBT, and most required training was
non-EBT. Psychiatry required coursework and clinical
supervision in the largest percentage of EBT (28.1%).
Cognitive behavioral therapy was the EBT most fre-
quently offered and required as a didactic in all 3 disci-
plines. More than 90% of the psychiatry training pro-
grams were complying with the new cognitive behavior
therapy requirement. The 2 disciplines with the largest
number of students and emphasis on clinical training—
professional clinical psychology (PsyD) and social
work—had the largest percentage of programs (67.3%
and 61.7%, respectively) not requiring a didactic and
clinical supervision in any EBT.

Conclusion: There is a considerable gap between re-
search evidence for psychotherapy and clinical training. Un-
til the training programs in the major disciplines provid-
ing psychotherapy increase training in EBT, the gap between
research evidence and clinical practice will remain.
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O VER THE LAST 15 YEARS,
there has been increased
interest in evidence-
based practice in medi-
cine.1-3 This trend has fil-

tered into the practice of psychotherapy.
Some psychotherapies have been defined4

and tested in controlled clinical trials. A
modest number of psychotherapy treat-
mentsthatareevidence-basedtherapy(EBT)
are now available.5-7 For a psychotherapy to
be considered evidence based, there is gen-
eral agreement that the procedures must be
defined in a manual and found efficacious
inat least2controlledclinical trialswithran-
dom assignment to treatment.

Psychotherapy has remained a popu-
lar treatment over the decades and thera-

pists from different professional disci-
plines provide it. According to a 1998
report from the Substance Abuse and Men-
tal Health Services Administration, there
are approximately 35 000 psychiatrists,
73 000 psychologists, and 192 000 social
workers in the United States working in
mental health.8 Not all of these mental
health professionals practice psycho-
therapy. However, there is evidence that
a large number of adults receive psycho-
therapy from all 3 types of providers. A na-
tional probability sample of approxi-
mately 35 000 individuals in 14 000
households found that 3.2% of the adult
population in 1987 and 3.6% in 1997 re-
ported receiving psychotherapy annually
mostly from these providers.9-12
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There have been changes in the mix of both provid-
ers and recipients of psychotherapy. Psychotherapy with
a physician (psychiatrists were not separated out in the
1997 survey) or social worker became more common,
psychotherapy with a psychologist remained the same,
and psychotherapy with other non–medical degree pro-
viders became less common between the decades.9,11,12

Although the percentage of persons seeing a profes-
sional for psychotherapy did not significantly increase
from 1987 to 1997, those receiving psychotherapy in 1997
as compared with 1987 had significantly fewer visits, were
older, and came from a broader range of socioeconomic
groups.13 The likelihood of psychotherapy users receiv-
ing psychotropic medication nearly doubled (31% in 1987
to 58% in 1997). For a broad spectrum of patients, short-
term psychotherapy combined with medication is the
trend in the treatment of psychiatric disorders. Recent
controversy about the possible adverse side effects of some
medications in the treatment of depressed children will
likely increase the use of psychotherapy.14

In 2001, the Josiah Macy, Jr, Foundation reviewed
the gaps between research evidence and clinical prac-
tice.15 It concluded that if evidence-based interventions
were to become part of clinical practice, their introduc-
tion needed to be made early in the major clinical train-
ing programs. These conclusions were echoed in 2003
in the president’s New Freedom Commission on Mental
Health, which also noted the gap between the availabil-
ity of EBT, its actual use in clinical practice, and the lack
of training in EBT by providers.16 Workshops and post-
graduate continuing education (CE) symposia were con-
sidered only partial vehicles for practicing clinicians to
learn new EBT. Continuing education programs are
brief, unregulated, and inefficient. Moreover, lectures
and readings alone have not been shown to change clini-
cal practice.17 The combination of a didactic program
and supervised clinical work is considered the gold stan-
dard for learning a new treatment. Previous surveys
examining what is being taught in psychotherapy train-
ing programs have focused on only 1 professional
group18-22; have gauged attitudes and competence, but
not actual training23-25; and/or have had low response
rates.26 This article reports the first results of a national
survey of psychotherapy training based on a probability
sample of all accredited psychiatry, clinical psychology
(PhD and PsyD), and social work master’s programs in
the United States.

METHODS

DEVELOPMENT OF THE SURVEY

Because of the importance of a high response rate, the ques-
tionnaire had to be succinct and understandable and include
the psychotherapies usually offered. Previous studies that sur-
veyed only 1 discipline had in-depth questions not only about
a particular evidence-based treatment (eg, behavioral
therapy), but also about all adaptations of the treatment for a
range of disorders. We felt that it was sufficient to learn
whether a particular type of psychotherapy was taught at all
and that the specific application would vary by faculty interest
and expertise.

Because we could not include all psychotherapies in a brief
survey, we conducted a pilot study using training program Web
sites to identify which psychotherapeutic approaches were most
frequently offered in the 3 disciplines. One hundred programs,
including psychiatric residency (n=30), clinical psychology (PhD
and PsyD) (n=40), and social work master’s programs (MSW)
(n=30), were selected consecutively from lists of accredited train-
ing programs in their respective disciplines in 2003. The Web
sites varied considerably in specific information about the train-
ing content. Clarification of Web site information was obtained
by mail or telephone calls to training directors. Seventy-four per-
cent of the training directors contacted provided information that
was not available on the Web site. The response rate of training
directors did not vary by discipline.

Based on the pilot results, draft questions were developed
and reviewed by experienced trainers and psychotherapy ex-
perts from the 3 disciplines. Also based on the pilot results, we
targeted MSW programs, where advanced clinical training is
concentrated. We separated PhD from PsyD programs in clini-
cal psychology because of their different training goals. Pro-
grams for PsyD concentrate on clinical training whereas psy-
chology PhD programs train for research and clinical practice.

The main survey was designed to be completed by training
directors and to be Web based, although it could be mailed out
if the respondent preferred. A Web site from which the survey
could be completed was developed and beta-tested. The data
from survey responders were stored and could be exported on
demand to an Excel spreadsheet. Access to the database was
secured by password. The final survey form included informa-
tion on number of students, degree offered, and a list of 23 psy-
chotherapies of which 7 were EBT (Table 1). The respon-
dents were to check off whether the topic was offered as a didactic
(lectures and reading) and/or clinical supervision and whether
each was required or elective. We had 5 questions about courses
related to good clinical practice. These data will be presented
elsewhere.

Evidence-based therapy was defined briefly on the form
as at least 2 randomized controlled trials of a manual-
defined treatment. In classifying treatment as EBT, we also
required that the trials have samples of sufficient power with
well-characterized patients with specific psychiatric disor-
ders; randomly assigned control conditions of psycho-
therapy, placebo, pill, or other treatment; and at least 2 dif-
ferent investigative teams demonstrating efficacy. Our
definition was closest but not identical to that of Chambless
and Ollendick.6 Respondents could give their own defini-
tions of EBT in the space provided. Space was also provided
for respondents to describe additional psychotherapies
offered in their programs. Questions about obstacles and
advantages to training students in EBT were included.
Respondents were informed that the survey was designed to
measure exposure to different psychotherapies and not to
evaluate student competency or program quality. The survey
took approximately 10 to 15 minutes to complete, was
approved by the Columbia University and New York State
Psychiatric Institute institutional review board, and is avail-
able on request to fitterlh@childpsych.columbia.edu.

SAMPLING

Five hundred fifty-two training programs (182 psychiatric resi-
dencies, 150 PhD programs in clinical psychology, 55 PsyD pro-
grams in psychology, and 165 social work programs) were iden-
tified from the accreditation rosters. The programs were divided
by region (West, South, Midwest, Northeast) within disci-
plines, and a random sample of 300 of 552 programs (54.35%
sampling within each discipline) was selected for the survey
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based on cost considerations. A 70% response rate would pro-
vide sufficient power to generalize results. The criteria for
selecting the 300 programs were based on stratified random
sampling with proportional allocation among the 16
region!discipline strata. Stratification was used to ensure that
there would be sufficient programs in each discipline and re-
gion to make meaningful comparisons of programs across these
stratification variables.

The directors of clinical training, or persons with an equiva-
lent job title who were responsible for the academic curricu-
lum and clinical work experience of students, were identified
through university Web sites and by calling the departments.
If the listed director had changed, the name of the new one was
obtained. The survey began in May 2004 and ended in Decem-
ber 2004 after a 70% response rate within each discipline had
been surpassed. Nonresponse was handled by resending the sur-
vey in 2- to 3-week intervals followed by mail contact and then
telephone contact for nonresponders.

DATA ANALYSIS

We used "2 analysis on the unweighted data to examine whether
response rates differed by discipline. For all subsequent analy-
ses, we calculated variance estimates consistent with our strati-
fied, without-replacement sampling design27 using the SUDAAN
statistical software package (Research Triangle Institute, Re-
search Triangle Park, NC). The data were weighted by the in-
verse of the sampling fraction for each region!discipline stra-
tum to provide estimates generalizable to the total population
of 552 programs. Unit nonresponse did not vary significantly
by discipline or region; therefore, incorporating a nonre-
sponse adjustment on the basis of these variables was not in-

dicated. All tables include the weighted values, and standard
errors and confidence intervals incorporate the design effects.
We conducted a Wald F test to assess the association of pro-
gram discipline with program size (ie, number of students per
year). Weighted means and medians of number of students were
calculated for each discipline.

For each program, we determined which EBTs and which
non-EBTs met the training gold standard, ie, required both a
didactic and clinical supervision. Because the number of EBTs
and non-EBTs differed, we divided each of the observed totals
by the appropriate denominator (7 or 16), which enabled us
to directly compare the percentage of EBTs and percentage of
non-EBTs meeting the training gold standard. We arcsine-
transformed these 2 variables to make their distributions more
normal, hence more suitable as outcome variables in regres-
sions. The percentages displayed in the results, however, are
the raw percentages. Subsequently, for each discipline sepa-
rately, we used a paired t test to determine whether the 2 mean
percentages were equal.

We classified all sampled programs as to whether they of-
fered and/or required didactics and/or clinical supervision in
each of the topics. For each topic, we examined whether the
disciplines differed in the likelihood that they (a) offered a di-
dactic, (b) required a didactic, (c) offered clinical supervision,
and (d) required clinical supervision. To conduct all pairwise
comparisons among disciplines while protecting against an ex-
cessively high type I error rate, we used a Bonferroni correc-
tion for each family of pairwise tests. As there were 4 disci-
plines, each family of tests involved 6 comparisons. To keep
the # for each family of tests at .05 (2-tailed), we set # at .0833
(=.05÷6) for each comparison.

Table 1. Weighted Percentage of Programs Offering and Requiring a Didactic by Discipline*

Didactic Topic

MD
(n = 73)

PhD
(n = 62)

PsyD
(n = 21)

MSW
(n = 62)

Offered Required Offered Required Offered Required Offered Required

Evidence based
Behavior therapy 86 77 90 68 88 72 87 70
Cognitive behavior therapy 99 99 100 89 100 96 93 80
Dialectical behavior therapy 74 37 56 27 52 8 47 13
Family therapy (manual-based) 39 7 47 10 40 4 46 12
Interpersonal psychotherapy 70 60 56 29 60 37 55 28
Multisystemic therapy 35 12 30 10 35 8 66 46
Parent training 43 19 58 22 52 13 53 15

Not evidence based
Case management 64 54 45 23 36 12 83 80
Couples therapy 89 75 77 24 92 52 85 41
Existential psychotherapy 50 16 29 11 48 28 47 26
Family therapy (general) 99 93 79 21 100 80 98 83
Forensic psychotherapy 52 26 43 0 85 0 38 6
General psychotherapy (unspecified) 60 56 50 44 49 49 68 52
Gestalt psychotherapy 36 9 26 10 35 8 44 17
Group psychotherapy 95 90 60 13 96 80 90 73
Humanistic psychotherapy 35 11 40 26 68 43 55 34
Milieu psychotherapy 51 32 15 2 16 0 43 9
Psychoanalytic/psychodynamic psychotherapy 99 99 52 32 88 83 77 56
Psychoeducation 64 62 48 24 40 20 62 44
Short-term/time-limited psychotherapy 92 89 55 34 92 40 81 68
Social work counseling 28 1 11 0 0 0 84 82
Substance abuse counseling 80 75 37 6 65 24 89 20
Supportive psychotherapy 92 91 34 14 28 28 68 48

Abbreviations: MD, psychiatric residency programs; PhD, clinical psychology programs; PsyD, psychology programs; MSW, master’s programs in social work.
*All values are percentages.
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RESULTS

RESPONSE RATE

Two hundred twenty-one of the 300 programs sampled
responded to the survey for an overall response rate of
73.7% (psychiatry, 73.7% [73/99]; PhD psychology, 76.8%
[63/82]; PsyD psychology, 70.0% [21/30]; social work,
71.9% [64/89]). The response rate did not vary signifi-
cantly by discipline ("2

3=0.77, P=.86) or region ("2
3=1.66,

P=.65). Three responding programs did not provide suf-
ficient data for analysis; all further analyses were based
on the remaining 218 programs.

PROGRAM SIZE

There were significant differences in program size by
discipline (Wald F3,202=51.3, P$.001). (One program
did not provide number of students.) Master’s programs
in social work had by far the largest number of students
per year (mean ± SE, 198 ± 15), followed by PsyD
(mean±SE, 48±10), psychiatric residency (mean±SE,
17±2), and PhD clinical psychology (mean±SE, 17±3).
The weighted median number of students (with raw
ranges in parentheses) were, respectively, 163 (20-650),
28 (10-190), 8 (2-120), and 7 (3-200). These differences
in number of students were also reflected in the work-
force in these disciplines.8

PROGRAMS REQUIRING BOTH DIDACTIC
AND CLINICAL SUPERVISION

Table 2 lists the number of programs requiring the gold
standard of training, both a didactic and clinical super-
vision. Overall, the gold standard was met on average for
only 17.8% of the EBTs and 23.2% of the non-EBTs. The
2 disciplines geared exclusively to clinical mental health
practice, both with the largest number of students (PsyD

and MSW programs), had the largest percentage of pro-
grams (67.3% and 61.7%, respectively) not requiring the
gold standard in any EBT. These 2 disciplines required
gold standard training in an average of about 10% of the
EBTs. Psychiatric residency programs met the EBT gold
standard significantly more than all other disciplines
(compared with PhD, t127=6.44, P$.001; compared with
PsyD, t86=3.71, P$.001; compared with MSW, t127=9.79,
P$.001), and PhD programs met this standard signifi-
cantly more than MSW programs (t116=2.84, P=.005).
Overall, psychiatry had the highest percentage of gold
standard training in EBT (28.1% of EBT) and non-EBT
(45.6% of non-EBT). Although they may have offered
courses or clinical supervision in EBT, they rarely re-
quired both for a particular psychotherapy. In psychia-
try and social work, a lower percentage of EBTs met the
gold standard as compared with non-EBTs whereas the
opposite was true for PhD and PsyD programs. Within
each discipline, the percentage of gold standard EBTs was
not significantly related to region (data not shown).

TYPES OF PSYCHOTHERAPIES AND COURSES

Table 1 gives the percentage of programs that offered and
required a didactic in each of the EBT and non-EBT treat-
ments. The same material is presented in Table 3 for
supervised clinical work. Significant differences among
disciplines in whether the topic is offered or not, and
whether it is required or not, are presented for didactics
in Table 4 and for clinical supervision in Table 5.

Most programs offered as an elective at least 1 didac-
tic in a range of EBTs and non-EBTs. However, fewer pro-
grams required didactics in either EBT or non-EBT. With
the exception of dialectical behavior therapy, which was
offered more frequently in psychiatric residency, and mul-
tisystemic therapy, which was offered more frequently
in social work programs, there was no significant differ-
ence in EBTs offered by discipline. Significantly more EBTs

Table 2. Number and Proportion of EBTs and Non-EBTs for Which Programs Require
Both a Didactic and Clinical Supervision by Discipline*

Requiring Didactic and Clinical Supervision
MD

(n = 73)
PhD

(n = 62)
PsyD

(n = 21)
MSW

(n = 62)

EBTs
None, % 4.3 43.8 67.3 61.7
Mean (SE), No. 2.0 (0.1)† 1.2 (0.1)‡ 0.8 (0.4)‡§ 0.7 (0.1)§
Median, No. 1.3 0.3 0 0
EBTs, % 28.1† 16.5‡ 11.5‡§ 9.8§

Non-EBTs
None, % 2.8 41.9 62.7 34.1
Mean (SE), No. 7.3 (0.2)† 1.1 (0.1)‡ 0.6 (0.1)§ 3.1 (0.3) !
Median, No. 6.9 0.3 0 1.8
Non-EBTs, % 45.6† 6.9‡ 3.6§ 19.7 !

Abbreviations: EBTs, evidence-based therapies; MD, psychiatric residency programs; PhD, clinical psychology programs; PsyD, psychology programs;
MSW, master’s programs in social work.

*All percentages, means, and medians are weighted national estimates.
†Significant pairwise difference (P$.0083) with each discipline not marked with †.
‡Significant pairwise difference (P$.0083) with each discipline not marked with ‡.
§Significant pairwise difference (P$.0083) with each discipline not marked with §.
!Significant pairwise difference (P$.0083) with each discipline not marked with !.
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were required as didactics in psychiatry as compared with
the other disciplines with a few exceptions. Non-EBTs
were required as a didactic significantly more often in
psychiatry vs the other disciplines. Social work pro-
grams as compared with the other disciplines offered and
required significantly more didactics in case manage-
ment and social work counseling.

Cognitive behavior therapy (CBT) was by far the most
frequent EBT offered across the disciplines, more than
90% in each discipline. Required clinical supervision in
CBT was significantly more likely in psychiatric resi-
dency as compared with the other disciplines. More than
80% of the disciplines offered couples therapy, family
therapy, and group therapy, but far fewer required them.

Like didactics, the rates of clinical supervision of-
fered as an elective were quite high, but the number re-
quiring clinical supervision in EBT and non-EBT was con-
siderably lower (Table 3). Psychiatric residency programs
as compared with other disciplines significantly more of-
ten required clinical supervision in EBT as well as in non-
EBT treatments. The lowest rates of required clinical su-
pervision in EBT were in PsyD and social work (Table 5).
Only 20% of PsyD and 21% of MSW programs required
supervision in CBT, the most popular of the EBTs. The
numbers for required clinical supervision were far lower
for the other EBTs except for interpersonal psycho-
therapy, where 24% of the PsyD programs require it. For
PsyD programs, required clinical supervision was mainly
in case management (20%) and general unspecified psy-

chotherapy (29%), and most of the other non-EBTs did
not have required supervision.

ADVANTAGES AND OBSTACLES

Although more than 80% of the programs saw some ad-
vantage to offering training in EBT, and nearly two thirds
felt it resulted in better patient care, there were also sig-
nificant differences by discipline. Directors in all disci-
plines were equally likely to see any advantage. Direc-
tors of PhD clinical psychology programs had the highest
rates of endorsement for 7 of the 8 advantages (Table 6).
The obstacles also varied by discipline. Directors of psy-
chiatry residency programs were significantly more likely
than all other disciplines to endorse obstacles. More than
half of the psychiatry program directors identified lack
of trainee interest and approximately one third identi-
fied difficulty teaching EBT and lack of qualified faculty
as obstacles.

OTHER DEFINITIONS OF EBT AND OTHER EBT

Eleven respondents (2 psychiatry residency, 3 PhD,
1 PsyD, and 5 MSW) commented on the question about
alternative definitions of EBT. One agreed with the defi-
nition, one could not find our definition on the form,
and others (n=6) wanted evidence other than clinical
trials, such as theory, clinical experience, and case
reports.

Table 3. Weighted Percentage of Programs Offering and Requiring Clinical Supervision by Discipline*

Clinical Supervision Topic

MD
(n = 73)

PhD
(n = 62)

PsyD
(n = 21)

MSW
(n = 62)

Offered Required Offered Required Offered Required Offered Required

Evidence based
Behavior therapy 78 48 90 34 76 20 64 13
Cognitive behavior therapy 94 93 97 53 76 20 66 21
Dialectical behavior therapy 72 8 69 5 56 4 46 0
Family therapy (manual-based) 39 1 50 5 32 0 42 5
Interpersonal psychotherapy 64 29 66 11 60 24 43 7
Multisystemic therapy 35 11 37 0 40 4 51 18
Parent training 40 11 76 13 68 8 54 6

Not evidence based
Case management 69 55 63 26 60 20 68 40
Couples therapy 85 46 86 8 72 0 63 10
Existential psychotherapy 43 1 39 0 55 0 34 2
Family therapy (general) 90 69 84 8 68 0 72 34
Forensic psychotherapy 50 19 48 0 72 0 38 2
General psychotherapy (unspecified) 53 50 58 31 53 29 59 25
Gestalt psychotherapy 36 1 29 0 44 0 33 4
Group psychotherapy 92 81 79 8 72 0 70 37
Humanistic psychotherapy 33 5 45 6 52 0 40 11
Milieu psychotherapy 54 36 28 0 56 4 45 2
Psychoanalytic/psychodynamic psychotherapy 97 96 57 10 72 8 57 15
Psychoeducation 74 67 63 18 64 4 57 17
Short-term/time-limited psychotherapy 92 86 73 26 76 12 66 30
Social work counseling 28 1 11 0 4 0 70 56
Substance abuse counseling 82 75 55 0 61 0 67 8
Supportive psychotherapy 94 93 55 10 60 12 61 29

Abbreviations: MD, psychiatric residency programs; PhD, clinical psychology programs; PsyD, psychology programs; MSW, master’s programs in social work.
*All values are percentages.
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Thirty-six respondents (6 psychiatry residency, 9 PhD,
7 PsyD, and 14 MSW) wrote in other psychotherapies.
One of the suggestions was a variant of CBT and 27 other
psychotherapies were listed, all of which were treat-
ments for which no manuals and/or clinical trials have
been developed (eg, therapy using journaling activity, play
therapy, coping with cancer, children of divorce adjust-
ment, acceptance commitment therapy) or were non-
specific (eg, “anxiety disorder treatment” or “eating dis-
order treatment”).

COMMENT

The major findings of this national survey are that train-
ing programs offered as electives a range of psychothera-
pies (mostly non-EBT) and often did not require the gold
standard of didactic and clinical supervision for EBT or
non-EBT. However, a higher percentage of non-EBTs meet
the training gold standard as compared with EBTs. The
2 disciplines with the largest number of students and the
emphasis on training for clinical practice (PsyD and MSW)
required the lowest percentage of gold standard train-
ing in EBT. Although all of the disciplines offered as elec-
tives courses in a range of psychotherapies, including EBT,
the required clinical supervision training was largely in
non-EBT, particularly in psychiatry. Among the EBTs,
CBT remained the best disseminated among all the dis-
ciplines. In psychiatry, this was likely due to the CBT re-

quirement passed by the psychiatry accreditation board.
Even though psychiatry reported the highest percent-
age of obstacles to EBT, more than 90% of the psychia-
try residency programs were complying. Accreditation
requirement, rather than voluntary changes, seemed to
be effective in changing practice. The number of ob-
stacles reported in psychiatry may have been due to the
strain in meeting the recent accreditation requirement
for adding CBT. The PhD clinical psychology programs
were the most positive about EBT. This may have been
due to the success of CBT, which was developed in close
collaboration with PhD psychologists who were often in-
volved in the trials. The obstacle that training in EBT was
“too time-consuming” mentioned by 20% of psychiatry
training directors needs to be considered in light of the
large number of non-EBTs taught. Alternatively, non-
EBT may be less time-consuming to teach because with-
out manuals it may require less precision.

This training situation poses problems for patient care
and research. The bulk of clinicians are being trained in
psychotherapy that has no basis in evidence from con-
trolled clinical trials. Clinical experience suggests that some
approaches are effective but have just not been subjected
to clinical trials. Although there may be justification for
teaching treatment for which there is rather little empiri-
cal evidence, there is little justification for the exclusion
of teaching psychotherapies when the evidence is robust.
The addition of research-oriented faculty to the clinical

Table 4. Differences Among Disciplines in Offering and Requiring a Didactic

Didactic Topic

Significant Pairwise Differences*

Offered (vs Not Offered) Required (vs Elective or Not Offered)

Evidence based
Behavior therapy . . . . . .
Cognitive behavior therapy . . . MD%PhD, MSW; PsyD%MSW
Dialectical behavior therapy MD%PhD, MSW MD, PhD%PsyD; MD%MSW
Family therapy (manual-based) . . . . . .
Interpersonal psychotherapy . . . MD%PhD, MSW
Multisystemic therapy MSW%MD, PhD MSW%all others
Parent training . . . . . .

Not evidence based
Case management MSW%all others; MD%PhD MSW%MD%PhD, PsyD
Couples therapy . . . MD%all others; PsyD%PhD
Existential psychotherapy MD%PhD . . .
Family therapy (general) All others%PhD All others%PhD
Forensic psychotherapy PsyD%all others MD%all others
General psychotherapy (unspecified) . . . . . .
Gestalt psychotherapy MSW%PhD . . .
Group psychotherapy All others%PhD All others%PhD; MD%MSW
Humanistic psychotherapy PsyD%MD, PhD; MSW%MD PhD, MSW%MD
Milieu psychotherapy MD%PhD, PsyD; MSW%PhD MD%all others; MSW%PsyD
Psychoanalytic/psychodynamic psychotherapy All others%PhD; MD%MSW MD%PsyD%MSW%PhD
Psychoeducation . . . MD%PhD, PsyD; MSW%PhD
Short-term/time-limited psychotherapy All others%PhD MD%all others; MSW%PhD
Social work counseling MSW%MD%PhD%PsyD MSW%all others
Substance abuse counseling All others%PhD; MSW%PsyD MD%all others; MSW%PhD
Supportive psychotherapy MD%MSW%PhD, PsyD MD%all others; MSW%PhD

Abbreviations: MD, psychiatric residency programs; PhD, clinical psychology programs; PsyD, psychology programs; MSW, master’s programs in social work;
ellipsis, no 2 disciplines differed at P$.0083.

*All statistically significant differences between pairs of disciplines are shown. For a single family of comparisons (ie, a single topic where the comparison was
either between “offered vs not offered” or between “required vs elective or not offered”), each possible pair of disciplines was compared using an # of
.0083 ( = .05 ÷ 6). This Bonferroni-type correction was applied to maintain a maximum family-wise type I error rate of .05.
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training programs may accelerate this change. This may
be more difficult in PsyD programs, which are not tied to
academic settings. There has been concern raised about
the academic standards of PsyD programs that are free-
standing and not tied to universities.28 In our sample, only
2 of the 21 PsyD programs sampled were freestanding.

Currently, the accreditation criteria for psychiatry resi-
dency programs set forth by the Accreditation Council
for Graduate Medical Education (2000) do not empha-
size training in EBTs.29 However, psychiatry is further
along than the other professions in that CBT was re-
cently included in the new accreditation requirements.
The 90% compliance in psychiatry shows the impor-
tance of accreditation in changing practice. The psychia-
try residency psychotherapy criteria emphasize training
toward competency. The criteria for competence are vari-
able, and standards are being developed.21,30,31 Manual
EBTs, such as those identified in clinical practice guide-
lines, are not emphasized, and non-EBT psychotherapy
still comprises the bulk of training. The plan is to con-
tinue to move in the direction of defining and standard-
izing competency criteria rather than emphasizing train-
ing in specific EBTs.

Guidelines set forth by the Committee on Accredita-
tion (2005) of the American Psychological Association in-
clude both PhD and PsyD programs and state that train-
ing should be based on “the science of psychology”32(p22)

but allow programs to state their own philosophy of train-

ing. Programs may choose to ignore EBT approaches that
are not consistent with their philosophy of training. The
guidelines note that during the 1-year internship re-
quired for PhD and PsyD programs, interns “demon-
strate an intermediate to advanced level of professional psy-
chological skills, abilities, proficiencies, competencies, and
knowledge in the areas of . . . [t]heories and methods of
assessment and diagnosis and effective intervention (in-
cluding empirically supported treatments)”.32(p23) What con-
stitutes EBT, whether it is required, or how it will be imple-
mented is not defined.

The Council on Social Work Education (2004) does
not prescribe any particular curriculum for teaching psy-
chotherapy or counseling.33 There is mention of, but no
mandate for, including empirically based approaches. Stu-
dents are expected to become competent and effective
practitioners to apply empirical knowledge to their prac-
tice. There is a statement that practice content includes
identifying, analyzing, and implementing empirically
based interventions designed to achieve client goals. There
are no guidelines as to how this is achieved. Most clini-
cal training occurs through fieldwork in hospitals or so-
cial service agencies. The inclusion of EBT would re-
quire modification of this training structure. Social work
faculty do not consider their mandate as training in psy-
chotherapy. However, a national survey showed that so-
cial workers are providing psychotherapy annually to 0.5%
of the adult population.8,9

Table 5. Differences Among Disciplines in Offering and Requiring Clinical Supervision

Clinical Supervision Topic

Significant Pairwise Differences*

Offered (vs Not Offered) Required (vs Elective or Not Offered)

Evidence based
Behavior therapy PhD%MSW MD, PhD%MSW
Cognitive behavior therapy PhD%PsyD, MSW; MD%MSW MD%all others; PhD%MSW
Dialectical behavior therapy MD, PhD%MSW MD%MSW
Family therapy (manual-based) . . . . . .
Interpersonal psychotherapy MD, PhD%MSW MD%PhD, MSW
Multisystemic therapy . . . MSW%PhD, PsyD; MD%PhD
Parent training PhD%MD, MSW; PsyD%MD . . .

Not evidence based
Case management . . . MD%PhD, PsyD
Couples therapy MD, PhD%MSW All others%PsyD; MD%PhD, MSW
Existential psychotherapy . . . . . .
Family therapy (general) MD%PsyD, MSW MD%MSW%PhD%PsyD
Forensic psychotherapy PsyD%PhD, MSW MD%all others
General psychotherapy (unspecified) . . . MD%all others
Gestalt psychotherapy . . . . . .
Group psychotherapy MD%all others MD%MSW%PhD%PsyD
Humanistic psychotherapy . . . PsyD%PhD, MSW
Milieu psychotherapy MD, PsyD%PhD MD%all others
Psychoanalytic/psychodynamic psychotherapy MD%all others MD%all others
Psychoeducation . . . MD%all others; PhD%PsyD
Short-term/time-limited psychotherapy MD%PhD, MSW MD%all others; MSW%PsyD
Social work counseling MSW%MD%PhD, PsyD MSW%all others
Substance abuse counseling MD%PhD MD%all others; MSW%PhD, PsyD
Supportive psychotherapy MD%all others MD%all others; MSW%PhD

Abbreviations: MD, psychiatric residency programs; PhD, clinical psychology programs; PsyD, psychology programs; MSW, master’s programs in social work;
ellipsis, no 2 disciplines differed at P$.0083.

*All statistically significant differences between pairs of disciplines are shown. For a single family of comparisons (ie, a single topic where the comparison was
either between “offered vs not offered” or between “required vs elective or not offered”), each possible pair of disciplines was compared using an # of
.0083 ( = .05 ÷ 6). This Bonferroni-type correction was applied to maintain a maximum family-wise type I error rate of .05.
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No formal process exists to disseminate and train prac-
titioners in the use of EBTs.34 Continuing education pro-
grams have the potential to fill this void. Continuing edu-
cation credits are required in psychiatry and psychology
to maintain licensure. However, not all states require li-
censure in social work, and states that require licensure
do not necessarily require CE. This, of course, does not
take into account the quality of CE. Workshops are given
on specific EBTs at the annual meetings of psychiatrists
and psychologists. Periodically, CE workshops outside
the professional organizations are offered. However, none
of the mental health groups require updated training in
EBT. There is no way to ensure the transfer of these treat-
ments to established practitioners or to set standards or
monitor quality. Moreover, a study of the effect of CE
sessions showed that CE sessions that provide an oppor-
tunity to practice skills can effect change in practice, but
didactic lectures without interactive supervision do not
change the clinicians’ performance.17

The paucity of clinicians trained in EBT poses more
constraints on effectiveness treatment research as com-
pared with efficacy treatment research.35 The former is
supposed to assess the effectiveness of EBT developed and
tested in highly specialized research clinics when it is
transported to community practice. The EBTs in effec-
tiveness studies are supposed to be delivered by person-
nel already employed in these settings. Easy transport-
ability proves to be problematic because the clinicians
are rarely trained in EBT and must first be trained be-
fore the effectiveness study can be undertaken.

There are limitations to this survey. We focused on
trainee exposure to the material and did not evaluate qual-
ity or content of the courses or supervision. We had con-
siderable discussion about our classification of EBTs.
Other criteria for EBT are available. Ours was closest to
the widely used Chambless and Ollendick criteria for psy-
chotherapy6 and to the Food and Drug Administration’s
criteria for new medications.16 We will be exploring the
results using other definitions. We also know that there
are many adaptations of CBT and interpersonal psycho-
therapy for different disorders or age groups. Rather than
list all the adaptations, which would have substantially
lengthened the form, we decided that it was more im-
portant to determine whether any form of an EBT was
taught because the adaptation would be secondary train-
ing. There was ambiguity about some additional pos-
sible EBTs; eg, many psychotherapies have a psychoedu-
cation component. However, we could not find specific
psychoeducation manuals and treatments that met stan-
dard criteria for EBT. The same was true for group therapy.
Both CBT and interpersonal psychotherapy have group
therapy adaptations, but most group therapy is neither;
therefore, we classified group psychotherapy (not fur-
ther specified) as non-EBT. Family therapy also has many
variants, so we separated manual-based family therapy36

from general family therapy. Additionally, a recent meta-
analysis of 17 studies reported that short-term psycho-
dynamic psychotherapy may be efficacious for a range
of disorders.37 This meta-analysis had rigorous inclu-
sion criteria, including randomized controlled trials, the

Table 6. Advantages and Obstacles to EBT by Discipline*

Advantage or Obstacle
MD

(n = 73)†
PhD

(n = 62)
PsyD

(n = 21)
MSW

(n = 62)

Advantages
Better patient care, % 61.4 72.6† 47.7† 70.1†
Economical, % 54.9 72.6‡ 60.6†‡ 45.3†
Easy to teach, % 46.4 77.5‡ 52.1†‡ 37.5†
Targeted to disorders, % 35.5 69.5‡ 44.1†‡ 36.0†
Trainee interest, % 36.1 59.8‡ 40.7†‡ 30.6†
Training materials available, % 19.0 33.8†‡ 35.5†‡ 45.6‡
Brief/time-limited, % 22.1 43.7‡ 16.2†‡ 18.5†
Third-party reimbursement, % 16.6 43.5‡ 28.0†‡ 12.9†
Any of these advantages, % 87.1 93.5† 80.0† 84.9†
Advantages, mean (SE), No. 2.9 (0.2) 4.7 (0.2)‡ 3.3 (0.9)†‡ 3.0 (0.2)†

Obstacles
Lack of trainee interest, % 52.0 25.9‡ 7.7§ 27.6‡
Too difficult to teach, % 36.6 9.7‡ 8.2‡ 9.6‡
Do not have qualified faculty, % 29.9 11.4‡ 3.8‡ 6.9‡
Funds unavailable, % 21.9 6.5‡ 3.8‡ 20.6†
Too time-consuming, % 20.0 3.2‡ 11.5†‡ 3.3‡
Not relevant, % 4.3 1.6† 7.7† 4.7†
Need more evidence, % 7.9 1.7†‡ 3.8†‡ 0‡
Does not work in clinical practice, % 2.8 4.8‡§ 3.8‡ 3.2§
Any of these obstacles, % 81.7 45.3‡§ 35.1‡ 54.2§
Obstacles, mean (SE), No. 1.8 (0.1) 0.6 (0.1)‡ 0.5 (0.1)‡ 0.8 (0.1)‡

Abbreviations: EBT, evidence-based therapy; MD, psychiatric residency programs; PhD, clinical psychology programs; PsyD, psychology programs;
MSW, master’s programs in social work.

*All percentages and means are weighted national estimates.
†Significant pairwise difference (P$.0083) with each discipline not marked with †.
‡Significant pairwise difference (P$.0083) with each discipline not marked with ‡.
§Significant pairwise difference (P$.0083) with each discipline not marked with §.
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use of treatment manuals, and the treatment of patients
with specific psychiatric disorders. Nevertheless, differ-
ent models of short-term psychodynamic psycho-
therapy were applied, and more than 10 different disor-
ders were investigated. The effects of specific interventions
were not demonstrated by at least 2 investigators or teams.
In addition, 6 of the 17 studies reviewed referred to treat-
ments of more than 24 sessions, which is regarded as long-
term and not short-term.38 Therefore, psychodynamic psy-
chotherapy did not meet our inclusion criteria for EBT.

The number of PsyD programs in our sample was low
compared with the other disciplines. Although we used the
same sampling frame for all disciplines and the response
rates did not differ by discipline, some caution is war-
ranted in interpreting our results for PsyD programs.

We realized that there are more non-EBT psycho-
therapies than the ones we listed. Based on the pilot study,
these were the ones more commonly mentioned in the
training programs’ Web pages and by training directors.
We also gave the respondents an opportunity to add other
EBTs if they wanted. Only 36 (16.5%) of 218 respon-
dents wrote in different treatments. One treatment was
an adaptation of EBT already included in the survey, but
the others were without any manuals or any evidence from
controlled clinical trials.

In undertaking this survey, we are supportive of EBT.
This position is not without controversy. Concerns have
been raised that manuals will do damage to the breadth of
clinical training,39 that randomized controlled trials are not
valid tests of psychotherapy,40,41 and that therapeutic alli-
ance/allegiance and skillfulness and naturalistic studies
should define psychotherapy outcome.42,43 Cogent argu-
ments against the latter positions have also appeared.44,45

In summary, training programs in the 3 major disci-
plines providing psychotherapy had some elective di-
dactics on most of the EBTs, but a smaller percentage of-
fered clinical supervision in EBT, and few met the gold
standard of requiring both a didactic and clinical super-
vision in EBTs. Both the clinician making a patient re-
ferral to psychotherapy and the patient receiving it can-
not be certain of the evidence on which the treatment
will be based. It is especially important in the treatment
of psychiatric disorders where many patients receive psy-
chotherapy with or without medication. There needs to
be a shift to more required EBT in the major disciplines
providing training in psychotherapy, more testing in con-
trolled clinical trials of the psychotherapies widely taught
and used in practice but untested, and more testing of
EBTs in actual clinical practice. Some of the psychothera-
pies with less supporting evidence are being tested. Now
there is a gap between research evidence for psycho-
therapy and training practices.
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