This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

Monson, C. M., Schnurr, P. P., Resick, P. A.,
Friedman, M. J., Young-Xu, Y., & Stevens,
S. P. (2006). Cognitive processing therapy for
veterans with military-related posttraumatic
stress disorder. Journal of Consulting and
Clinical Psychology, 74, 898 –907. doi:
10.1037/0022-006X.74.5.898
Schnurr, P. P., Friedman, M. J., Engel, C. C.,
Foa, E. B., Shea, M. T., Chow, B. K., . . .
Bernardy, N. (2007). Cognitive behavioral
therapy for posttraumatic stress disorder in
women: A randomized controlled trial. JourContents
nal of the American Medical Association, 297,
820 – 830. doi:10.1001/jama.297.8.820
Shiner, B., D’Avolio, L. W., Nguyen, T. M.,
Zayed,
M. H., Young-Xu,
Y.,&
Desai,
R. A.,
...
Holt
& Beutler
on Karlin
Cross
.....705
Watts, B. V. (2013). Measuring evidenceSteenkamp
& Litz on Karlin &
based psychotherapy for posttraumatic stress
Cross .................................................706
disorder.
Administration and Policy in Mental
Wheeler
on Mental
KarlinHealth
& Cross
.................707
Health and
Services
Research,
Greene
on Karlin
& Cross ...................708
40, 311–318.
doi:10.1007/s10488-012-0421-0
Steenkamp,
M. M.,reply
& Litz,
B. T. (2013). PsyKarlin & Cross
...........................709
chotherapy
military-related
Shanteau
& for
Weiss
on Traceyposttraumatic
et al .....711
stress disorder:
Review et
of al.
the evidence.
ClinMcMahan
on Tracey
..................712
ical Psychology Review, 33, 45–53. doi:
10.1016/j.cpr.2012.10.002
Surís,
A., Link-Malcolm, J., Chard, K., Ahn, C.,
http://dx.doi.org/10.1037/a0037008
& North, C. (2013). A randomized clinical
trial of cognitive processing therapy for vetConcerns About the
erans with PTSD related to military sexual
and
trauma. Dissemination
Journal of Traumatic
Stress, 26,
1–10. doi:10.1002/jts.21765
Implementation of

Evidence-Based
Correspondence
concerning
thisVeterans
comment
Psychotherapies
in the
should be addressed to Maria Steenkamp, BosAffairs
Health
Care
System
ton VA Medical Center, 150 S. Huntington
Avenue, 13B-73, Jamaica Plain, MA 02130.
E-mail:
maria.steenkamp2@va.gov
Hannah
Holt and Larry E. Beutler

Palo Alto University
http://dx.doi.org/10.1037/a0037600

The efforts of the Department of Veterans
Affairs
(VA) to identify
guidelines
for the
Inadequate
Treatment
and
application
of
evidence-based
psychotheraResearch for PTSD at the VA
pies (EBPs) include comprehensive training
for psychologists in certain EBPs, such as
Kathleen Wheeler
prolonged exposure therapy and cognitive
Fairfield University
processing therapy, and a multisystemic approach
and support
for and
introducing
evidenceThe
article
by Karlin
Cross (January
based guidelines
clinical
Dissem2014)
clearly laidinout
how practice.
to disseminate
inating
research-based
treatments
to the
and implement evidence-based psychotherlargest
health
careHealth
systemAdministration.
in the United
apy
in the
Veterans
States
is certainly
andlist
represents
The
only
problemimpressive
is that the
of evi- a
welcome shift psychotherapies
bringing science tonotably
clinical
dence-based
practice.
the highly
Veterans
Healthand
Admissed
oneBecause
of the most
regarded
effective
evidence-based
ministration
(VHA) is so psychotherapies
large, its policies
for
stress disorder
(PTSD),of
haveposttraumatic
a broad influence
on the training
eye
movementasdesensitization
and repropsychologists
a whole. However
well-incessing
(EMDR;
see EMDR
tentioned
these guidelines
are,International
a group of 19
Association,
current and n.d.).
recent past presidents of three
VA/DoD
Clinical
APAThe
divisions
(12, 29, and
50) andPractice
the North
Guideline
for International
the Management
of for
PostAmerican and
Societies
PsyTraumatic
(Department
of Veterans
chotherapyStress
Research
have recently
expressed
Affairs
& Department
Defense, may
2010)be
the concern
that theseofguidelines
lists
EMDR
therapy
as
an
“A”
level
short-sighted in several respects (Holttreatet al.,
ment,
2013).described as “A strong recommendation that clinicians provide the intervention
Speaking on behalf of these scholars,
to eligible patients” (p. 202). According to
we have concerns stemming primarily from
how the VA defines EBPs. The article by
Karlin and
Cross
(January 2014)
alluded to
● American
October
2014
Psychologist

the recently published practice guidelines agents of the high rate of suicide of our
of the World Health Organization (2013), troops. Antidepressants have been linked
trauma-focused cognitive behavioral ther- to suicidal thoughts and behaviors, and
apy (CBT) and EMDR are the only thera- black box warnings alert consumers and
pies recommended for children, adoles- prescribers to these risks. Of those vetercents, and adults with PTSD. However, ans with PTSD, 80% were given psychomajor differences exist between the two active drugs, and 89% of these were pretreatments: “Unlike CBT with a trauma scribed antidepressants (Mohamed &
focus, EMDR does not involve (a) detailed Rosenheck, 2008). Meanwhile, the VA
descriptions of the event, (b) direct chal- has ignored research supporting that
is work
a more
effective
treatment
lenging
of the
beliefs,
(c) extended
exposure,
do not
or are
not appropriate
forfor
a given
some of
controversies
surrounding
EBPsEMDR
orand
(d) why
homework”
(World
Health
Organipatient.symptom relief for PTSD than
they have
not been
broadly
imple-sustained
one study,
both in
zation,
2013,
p. 1) settings.
These factors
can makeEBPare antidepressants.
As the largestIn health
care network
mented
in many
For example,
and depressive
symptoms
EMDR
therapy
for veteran
treat- PTSD
the country
and the largest
trainingwere
environguidelines
ofteneasier
are perceived
as mechanistic
at for
six-month
follow-up
for those
ment,
as can
be seen byforthe
differences
ment
psychologists
(Karlin
& Cross,
and only
appropriate
certain
patientinpop-lower
with
than for
treated
retention
outcomes
for CBT
and in-treated
2014),
theEMDR
VA, through
its those
policies,
has great
ulations;rates
and,and
indeed,
for many
troubled
withinfluence
Prozac (van
der
Kolk
et
al.,
2007).
A
EMDR.
over the field of clinical psycholdividuals, EBPs do not work or require adrecent
study
found
that five
months
Initial research using EMDR with more
ogy.
The
VA
and
the
DoD
have
given
prefjustment.
treatment,
60% of
those on for
medicamilitary personnel found that EMDR led to after
to several
treatments
disorders
Our group has identified several ques-tionerence
andas
58%
of those who
remission of PTSD symptoms in 78% of
such
posttraumatic
stressreceived
disorderplaand mations, the
answers
to effects
which may
be important
still had PTSD, compared with only
soldiers,
with
positive
maintained
at cebo
jor depression, based on their EBP selection
to
increase
the
optimization
of
such
guideof those who received psychotherfollow-up (Carlson, Chemtob, Rusnack, 20%criteria.
concerned that the best praclines: What
selection criteria
VAauseapy (ShalevWeetare
al., 2012). So why give
Hedlund,
& Muraoka,
1998). does
Therethewas
tices
in clinical psychology will come to reto
define
what
EBPs
are
appropriate
for
vet100% retention rate. By comparison, a medications at all when a sugar pill is
the VA guidelines for selecting treaterans?
If the
diagnosis, is thatjustflect
as effective without all the side ef2012
report
to criterion
Congressis (Congressional
ments
based on diagnosis and the outcome of
sufficient?
How
do
the
VA
guidelines
acBudget Office, 2012) found that only 40% fects? It is time to stop simply prescribthan emerging
from training
forcompleted
differentialcognitive
responseprocessing
to treatmenting RCTs
and to rather
start providing
evidence-based
ofcount
soldiers
psychologists
to
differentially
select
within diagnostic
Does exposure
the VA en-treatment. The VA needs to developand
a adtherapy
(CPT) andgroups?
prolonged
just treatment
individual
client charcourage
clinicians
to use cross-cutting
research based
and on
clinician
training
(PE)
therapy,
the therapies
used by theandstrong
acteristics.
We encourage
VA
to discuss
for EMDR
on a par the
with
current
integrative
treatments
in ways that
have
beenprogram
Veterans
Health
Administration
in the
Dethe
broad
implications
of
their
policies
research
and
training
programs
for
CPTon the
partment
of
Veterans
Affairs
(VA).
A
more
shown to enhance treatment outcomes? How
PE. of mental health professionals.
recent
studydecisions
with 48 affect
Iraq and
do these
theAfghanistan
education andandtraining
article
Theveterans
Clinical Psychologist
HowOur
sad
thatinour
do not
combat
diagnosed with combat
trainingveterans
of psychologists?
et al.,of2013)
the usethat
of prina choice
those discussed
psychotherapies
PTSD In
found
that after
treatment
with have(Holt
reviewing
the VA
and Department
ciples
of
change
and
cross-cutting
techniques
truly
are
evidence-based.
Our
soldiers
deEMDR,
the symptoms
of PTSD we
resolved
of Defense
(DoD) guidelines,
came to
to individualize treatment in a way that have
after
onlythat
fourthesessions
for nonwounded
believe
VA’s criteria
for identifyingserve better. More soldiers have committed
been shown to produce differential outcomes.
personnel
and eight
sessions for
evidence-based
treatments,
likewounded
most suchsuicide than have died in the war in AfAuthors McHugh
and Barlow (2010)
argued
ghanistan.
The military/veteran
mental
personnel
(Russell,
Silver,
Rogers,
&
Darlists, place undue weight both on the role of
thatsystem
the VA isguidelines
are flexible and
health
being overwhelmed
andallow
nell,
2007).
The
notoriously
high
dropout
patient diagnosis and on the outcomes of
the all
clinician
to implement psychotherathe treatment in a
needs
the evidence-based
rate
for CPT and
PE and
the(RCTs).
positiveFrom
results
randomized
control
trials
these
that best to
suits
an individual
patient.
as treatments
alleviate
human sufreported with the use of EMDR beg the piesway
types of outcome studies we know that many
and counteract
theno
enormous
wave
However,
there are
research-informed
question: Why are there no funded studies fering
therapies are efficacious when compared guidelines
outcomes
due for
to PTSD.
2012, to
provided
tailoringIntreatment
of EMDR by the VA? And why is EMDR of tragic
no treatment,
butdisseminated
RCT studies
Surgeon
General
of the
Navy
called for
notwith
included
in the list of
psy-lendthe an
individual
patient
as this
conclusion
would
themselves that
to the
interpretation
that at
there
research
EMDR.
an eth-article
chotherapies
are
evidence-based
the aremore
require.
TheonKarlin
andThere
Crossis(2014)
some identified treatments that are superior toicaldiscussed
mandate how
and aindividualization
moral responsibility
to
VA?
of treatment
treatment
as usual
other RCT
treat-provide
our troops when
with all
the best psychoA growing
bodyor ofto evidence
over
is highlighted
nonspecific
factors are
when
in reality
very few
available.
is that
oneone
of can
the also
thements,
last 20
years
has shown
that specific
EMDR in-therapies
implemented,
but EMDR
we argue
terventions
have been
foundtreatment
to be more
potent evidence-based
therapies
and
provides
effective
trauma
foreffi-most
individualize
treatment, using
combinations
cacious yet
thantheothers
for not
treating
specificshould
be available
for the
treatmentandofstratcivilians,
VA has
conducted
of specific
factors (e.g.,
techniques
disorders
diagnosticInstead
groups. they
The VA
stan-PTSD
for
all
veterans
and
active
duty ser- supany
EMDRorresearch.
have
egies) in a way that remains evidence
men and women.
dards acknowledge
that the CPT
question
focused
on pharmaceuticals,
and ofviceported.
whether
the EBPs will
be effective
practice
PE,
and alternative
therapies
for in
PTSD
Our recommendations to strengthen the
including
of pets,
and not the
just use
in RCTs
hasacupuncture,
not been fullyREFERENCES
VA guidelines include taking into account
transcendental
“emo-dis- findings that have developed from practiceanswered; manymeditation,
factors affectthe
a possible
J. G., Chemtob, C. M., Rusnack, K.,
tional
technique,”
tai chi, results
art Carlson,
parityfreedom
in positive
outcome between
oriented
research. One such recommendation
N. L., & Muraoka, M. Y. (1998).
therapy,
and pharmaceutical
from anReiki,
RCT yoga,
and actual
practice (e.g., co- Hedlund,
involves
using
outcome measures
and patient
Eye
movement
desensitization
and reprocessagents
(Government
Accountability
Ofmorbidities,
age, veteran
vs. civilian sample;
feedback
to continually
adjust treatment,
ing
for
combat-related
posttraumatic
stress
fice,
2011).
Drugs
studiedand
include
deri- co- which has been shown to prevent
as older
adults,
veterans,
those with
patient
disorder. Journal of Traumatic Stress, 11,
vations
such drugs
marijuana
and in 3–24.
morbidofdiagnoses
are as
often
not included
doi:10.1023/A:1024448814268
deterioration
and dropout (Lambert &
ecstasy.
PTSD
with medication
Budget
Office.
The Veter- usRCTs).Treating
This echoes
our concern
that veteransCongressional
Shimokawa,
2011).
We(2012).
also recommend
has
not
been
found
effective.
fact, to ans Health Administration’s treatment of PTSD
treated within the VHA may notInrespond
ing empirically based principles of change,
psychoactive prescription drugs have
traumatic
brainspecified
injury among
combat and
an EBP in the same way or to the same and
such
as those
by recent
Castonguay
been implicated as one of the causative
veterans. Retrieved from http://www.cbo.gov/
degree that patients have in RCT protocols. Beutler (2006) and reinforced by Norcross
We believe that guidelines must do more to (2011), rather than prepackaged treatments or
princiaddress the problems that arise when EBPs specific theoretical orientations. The
707

October 2014 ● American Psychologist
© 2014 American Psychological Association 0003-066X/14/$12.00
Vol. 69, No. 7, 705–713

Comment

705

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

sites/default/files/cbofiles/attachments/02-09-PTSD
.pdf
Department of Veterans Affairs, & Department
of Defense. (2010). VA/DoD clinical practice
guideline for management of post-traumatic stress.
Retrieved from http://www.healthquality.va.gov/
guidelines/MH/ptsd/cpg_PTSD-FULL-201011612
.pdf
EMDR International Association. (n.d.). EMDR
treatment guidelines & research. Retrieved
March 2, 2013 from http://emdria2.affiniscape
.com/displaycommon.cfm?an⫽1&subarticlenbr
⫽104
Government Accountability Office. (2011, January 24). VA Health Care: VA spends millions
on post-traumatic stress disorder research
and incorporates research outcomes into
guidelines and policy for post-traumatic stress
disorder services (Report to the Ranking
Member, Subcommittee on Health, Committee on Veterans’ Affairs, House of Representatives, GAO-11–32). Retrieved from http://
www.gao.gov/assets/320/315118.pdf
Karlin, B. E., & Cross, G. (2014). From the
laboratory to the therapy room: National dissemination and implementation of evidencebased psychotherapies in the U.S. Department
of Veterans Affairs health care system. American Psychologist, 69, 19 –33. doi:10.1037/
a0033888
Mohamed, S., & Rosenheck, M. S. (2008). Pharmacotherapy of PTSD in the U.S. Department
of Veterans Affairs: Diagnostic and symptomguided drug selection. Journal of Clinical
Psychiatry, 69(6), 959 –965. doi:10.4088/JCP
.v69n0611
Russell, M. C., Silver, S. M., Rogers, S., &
Darnell, J. (2007). Responding to an identified
need: A joint Department of Defense–Department of Veterans Affairs training program in
eye movement desensitization and reprocessing (EMDR) for clinicians providing trauma
services. International Journal of Stress Management, 14, 61–71. doi:10.1037/1072-5245
.14.1.61
Shalev, A. Y., Ankri, Y. L., Israeli-Shalev, Y.,
Peleg, T., Adessky, R. S., & Freedman, S. A.
(2012). Prevention of posttraumatic stress disorder by early treatment: Results from the
Jerusalem trauma outreach and prevention
study. Archives of General Psychiatry, 69,
166 –176. doi:10.1001/archgenpsychiatry
.2011.127
van der Kolk, B. A., Spinazzola, J., Blaustein,
M. D., Hopper, J. W., Hopper, E. K., Korn,
D., & Simpson, W. B. (2007). A randomized
clinical trial of EMDR, fluoxetine, and pill
placebo in the treatment of posttraumatic
stress disorder: Treatment effects and longterm maintenance. Journal of Clinical Psychiatry, 68, 37– 46. doi:10.4088/JCP.v68n0105
World Health Organization. (2013). Guidelines for
the management of conditions specifically related
to stress. Retrieved from http://www.who.int/
mental_health/emergencies/stress_guidelines/en/
Correspondence concerning this comment
should be addressed to Kathleen Wheeler,
School of Nursing, Room 109, Fairfield University, 1073 North Benson Road, Fairfield, CT
06824. E-mail: kwheeler@mail.fairfield.edu

708

http://dx.doi.org/10.1037/a0037007
In the public domain

Dissemination or Dialogue?
Les R. Greene
VA Connecticut Healthcare System, West
Haven, Connecticut, and Yale University
I suppose my primary discomfort with the
very ambitious effort by Karlin and Cross
(January 2014) to disseminate evidencebased psychotherapies throughout the vast
VA network is that I’m one of their targeted “providers,” a psychotherapist (I prefer this name) who presumably lacks
“knowledge . . . and/or skills” (p. 21) of
their esteemed treatments and who, therefore, needs to be “disseminated” upon.
Emotional reactions aside, I believe there
are at least two related issues that the authors have yet to add to their list of lessons
learned: (a) the considerable controversy
about what constitutes evidence and the
limitations and flaws of randomized controlled trial (RCT) methodology in social
science research, and (b) the idea that dialogue between therapist and researcher
(Greene, 2012, 2014) rather than unidirectional, top-down dissemination (a word
used no less than 80 times in their article)
may be a more fruitful way of dealing
with the resistances, reluctances, and refusals that clinicians often demonstrate
regarding the implementation of laboratory-based treatments.
With respect to the first of these issues, the authors seem to confer an exclusivity and supremacy to the RCT as the
arbiter of therapeutic effectiveness. But
this hegemony flies in the face of recent
and mounting calls for a pluralistic and
multimodal view of evidence (Dattilio, Edwards, & Fishman, 2010), including the
importance and usefulness of practicebased evidence and clinician observations.
By their taking such a narrow view, Karlin
and Cross (2014) seem to implicitly subscribe to the logical fallacy that absence of
(RCT) evidence is equivalent to evidence
of absence. More than this, they ignore the
many conceptual, clinical, and methodological critiques leveled at the psychotherapy RCT over the years (Greene, 2012;
Wachtel, 2010). The most recent series of
concerns focuses on the reproducibility of
findings. It is important to remember that
the significance of experimental findings
only indicates the likelihood that the same
results will obtain in subsequent studies if
and only if the conditions in those studies
are identical to those in the original study.
Increasingly, critics in both the natural and
social sciences are alarmed at the rates of

failure to replicate what initially appear as
groundbreaking findings, suggesting, at
least to one reporter (Johnson, 2014), the
operation of unconscious biases that infiltrate even the most sanitized of laboratory
environments. Take, for example, the early
study by David Spiegel (cf. Spiegel et al.,
2007) of supportive-expressive group therapy for breast cancer patients, a groundbreaking study that revealed not only the
anticipated benefits of this intervention on
mood symptoms but unexpected effects on
survival rates. Alas, many subsequent studies and meta-analyses later, no corroborating data on these latter findings have been
obtained. Thus the alarm over reproducibility joins the ranks of other problems such
as the allegiance effect that suggest that the
purity of the RCT is not immune to the
influence of human needs and desires to
stack the deck in a particular direction.
The second lesson not yet mastered
by Karlin and Cross (2014) has to do with
clinicians’ concerns about manual-based
therapies derived from RCTs. The authors
give very short shrift to these concerns,
labeling them, without elaboration or empathic consideration, as “negative attitudes” (p. 22). They seem not to have heard
the frequent refrain that such research-generated, manual-driven therapies are not relevant to the complexities and nuances of
the real-world clinical setting, where the
primary clinical question is what techniques and common factors will optimize
treatment responsiveness for this particular
patient at this particular time. As McKinley
(2011) pointed out,
Probabilistic generalizations are purchased at the
price of leveling down the complexity of experience by only revealing that which is common
across individuals. Admittedly, the aim of experimental studies is to yield nomothetic claims, but
what about those individuals who do not trend
with the statistical norm? This methodological
limitation seems at odds with what is pertinent to
practitioners who seek to understand the unique
qualities, the idiosyncratic meanings, and the
specific contexts of their patients’ lives. (p. 28)

Implementation and application of
evidenced-based treatment packages at
the wrong time, in the wrong hands, or
for the wrong patient can not only be
unhelpful but can do damage. Let’s consider the psychotherapeutic treatment of
posttraumatic stress disorder (PTSD)
within the VA, a major mental health
priority. As a frontline senior psychologist, I have been asked on a number of
occasions to pick up the pieces of cases
gone awry by overly eager and ill-conceived applications of cognitive processing therapy for PTSD— one of those
treatments bestowed the rarefied status of
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