
for many veterans, EBPs have allowed for
unprecedented improvements—gains for
some not previously achieved over decades
of suffering. These individual stories are
powerful and gripping and should be cele-
brated. However, the work is not done. The
quest to refine and continuously improve
the effectiveness of clinical approaches and
promote their use in routine clinical set-
tings must continue and expand. Our na-
tion’s veterans and others with mental ill-
ness deserve the most effective care we
have today and that we can realize for
tomorrow.
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Individual Expertise Versus
Domain Expertise

James Shanteau
Kansas State University

David J. Weiss
California State University, Los Angeles

It is certainly flattering to have one’s re-
search cited 20 years after publication. The
danger, however, is that views can become
outmoded. Tracey, Wampold, Lichtenberg,
and Goodyear (April 2014) addressed the
question of whether “psychotherapy is a
profession without any expertise” (p. 218).
They answered affirmatively, citing the
suggested criterion that experts ought to
profit from experience (Shanteau, 1992)
and supporting earlier speculations that
therapists do not. Two possible reasons are
offered: (a) lack of access to reliable out-
come feedback and (b) use of inappropriate
information-processing strategies. We do
not disagree with either the authors’ assess-
ment of the expertise of individual psycho-
therapists or their reasoning as to why. In
the past two decades, however, new in-
sights have emerged on expertise in various

domains, including psychotherapy. In par-
ticular, we have developed a general, rela-
tivistic perspective on expertise that in-
vokes performance-based criteria (Weiss &
Shanteau, 2003, 2014). In this commen-
tary, we wish to highlight three distinctions
that have emerged from recent research on
expertise.

Diagnosis Versus Treatment

Psychotherapists in particular and medical
practitioners in general engage in two lev-
els of decision making. Diagnosis, a purely
judgmental task, is challenging because
there are hundreds of possible conditions
described in the 947 pages of the DSM-5
(American Psychiatric Association, 2013).
Diagnosis is what is usually examined in
expertise studies. Treatment involves not
only judgment but also the additional skills
needed for implementation. For treatment,
however, there are far fewer options (Shan-
teau, Edwards, & Weiss, 2009).

For the patient’s well-being, the key
is to select a therapy that works regardless
of the diagnosis. It is analogous to medical
doctors telling a feverish patient with an
unknown ailment to “take two aspirin and
call me in the morning” because that rem-
edy often works. Effectiveness of treatment
is often independent of accuracy of diag-
nosis. Expertise is highly task specific; a
practitioner could be good at diagnosis and
weak on treatment, or vice-versa.

Individual Versus Domain Expertise

Hammond (1996) argued for two types of
criteria for assessing judgmental compe-
tence: Coherence refers to agreement with
a theory. Correspondence refers to agree-
ment with an external reality. “Modern sci-
entific reasoning advocates using both co-
herence in the form of rationalism and
correspondence in the form of empiricism”
(Dunwoody, 2009, p. 117).

Applied to expertise, correspondence
is a sufficient condition for establishing the
credibility of individual experts. For many
domains in which experts work, unfortu-
nately, correct answers are seldom known
(at least in a timely fashion). In particu-
lar, for psychotherapy, outcomes are de-
layed and often distorted (Tracey et al.,
2014). In such situations, we have argued
for assessment using a coherence crite-
rion that is built on two necessary condi-
tions for expert judgment (Weiss, Shan-
teau, & Harries, 2006).

Most of our recent research on exper-
tise uses an index, the CWS (Cochran-
Weiss-Shanteau), which incorporates two
abilities: discrimination and consistency
(Weiss & Shanteau, 2003). To be effective,
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Concerns About the
Dissemination and
Implementation of

Evidence-Based
Psychotherapies in the Veterans

Affairs Health Care System

Hannah Holt and Larry E. Beutler
Palo Alto University

The efforts of the Department of Veterans
Affairs (VA) to identify guidelines for the
application of evidence-based psychothera-
pies (EBPs) include comprehensive training
for psychologists in certain EBPs, such as
prolonged exposure therapy and cognitive
processing therapy, and a multisystemic ap-
proach and support for introducing evidence-
based guidelines in clinical practice. Dissem-
inating research-based treatments to the
largest health care system in the United
States is certainly impressive and represents a
welcome shift bringing science to clinical
practice. Because the Veterans Health Ad-
ministration (VHA) is so large, its policies
have a broad influence on the training of
psychologists as a whole. However well-in-
tentioned these guidelines are, a group of 19
current and recent past presidents of three
APA divisions (12, 29, and 50) and the North
American and International Societies for Psy-
chotherapy Research have recently expressed
the concern that these guidelines may be
short-sighted in several respects (Holt et al.,
2013).

Speaking on behalf of these scholars,
we have concerns stemming primarily from
how the VA defines EBPs. The article by
Karlin and Cross (January 2014) alluded to

some of the controversies surrounding EBPs
and why they have not been broadly imple-
mented in many settings. For example, EBP
guidelines often are perceived as mechanistic
and only appropriate for certain patient pop-
ulations; and, indeed, for many troubled in-
dividuals, EBPs do not work or require ad-
justment.

Our group has identified several ques-
tions, the answers to which may be important
to increase the optimization of such guide-
lines: What selection criteria does the VA use
to define what EBPs are appropriate for vet-
erans? If the criterion is diagnosis, is that
sufficient? How do the VA guidelines ac-
count for differential response to treatment
within diagnostic groups? Does the VA en-
courage clinicians to use cross-cutting and
integrative treatments in ways that have been
shown to enhance treatment outcomes? How
do these decisions affect the education and
training of psychologists?

In reviewing the VA and Department
of Defense (DoD) guidelines, we came to
believe that the VA’s criteria for identifying
evidence-based treatments, like most such
lists, place undue weight both on the role of
patient diagnosis and on the outcomes of
randomized control trials (RCTs). From these
types of outcome studies we know that many
therapies are efficacious when compared
with no treatment, but RCT studies lend
themselves to the interpretation that there are
some identified treatments that are superior to
treatment as usual or to other RCT treat-
ments, when in reality very few specific in-
terventions have been found to be more effi-
cacious than others for treating specific
disorders or diagnostic groups. The VA stan-
dards acknowledge that the question of
whether the EBPs will be effective in practice
and not just in RCTs has not been fully
answered; many factors affect a possible dis-
parity in positive outcome between results
from an RCT and actual practice (e.g., co-
morbidities, age, veteran vs. civilian sample;
as older adults, veterans, and those with co-
morbid diagnoses are often not included in
RCTs). This echoes our concern that veterans
treated within the VHA may not respond to
an EBP in the same way or to the same
degree that patients have in RCT protocols.
We believe that guidelines must do more to
address the problems that arise when EBPs

do not work or are not appropriate for a given
patient.

As the largest health care network in
the country and the largest training environ-
ment for psychologists (Karlin & Cross,
2014), the VA, through its policies, has great
influence over the field of clinical psychol-
ogy. The VA and the DoD have given pref-
erence to several treatments for disorders
such as posttraumatic stress disorder and ma-
jor depression, based on their EBP selection
criteria. We are concerned that the best prac-
tices in clinical psychology will come to re-
flect the VA guidelines for selecting treat-
ments based on diagnosis and the outcome of
RCTs rather than emerging from training
psychologists to differentially select and ad-
just treatment based on individual client char-
acteristics. We encourage the VA to discuss
the broad implications of their policies on the
training of mental health professionals.

Our article in The Clinical Psychologist
(Holt et al., 2013) discussed the use of prin-
ciples of change and cross-cutting techniques
to individualize treatment in a way that have
been shown to produce differential outcomes.
Authors McHugh and Barlow (2010) argued
that the VA guidelines are flexible and allow
the clinician to implement the treatment in a
way that best suits an individual patient.
However, there are no research-informed
guidelines provided for tailoring treatment to
an individual patient as this conclusion would
require. The Karlin and Cross (2014) article
discussed how individualization of treatment
is highlighted when nonspecific factors are
implemented, but we argue that one can also
individualize treatment, using combinations
of specific factors (e.g., techniques and strat-
egies) in a way that remains evidence sup-
ported.

Our recommendations to strengthen the
VA guidelines include taking into account
findings that have developed from practice-
oriented research. One such recommendation
involves using outcome measures and patient
feedback to continually adjust treatment,
which has been shown to prevent patient
deterioration and dropout (Lambert &
Shimokawa, 2011). We also recommend us-
ing empirically based principles of change,
such as those specified by Castonguay and
Beutler (2006) and reinforced by Norcross
(2011), rather than prepackaged treatments or
specific theoretical orientations. The princi-
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an expert must be able to discriminate be-
tween cases in a consistent fashion. Our
research reveals that length of experience
rarely predicts expertise except during the
early period of training. Using the CWS
criterion, experienced counselors were
able to diagnose depression better than
novices; however, master’s-level stu-
dents were even better (Witteman, Weiss,
& Metzmacher, 2012). This pattern has
been repeatedly observed across domains.
Experts do not necessarily keep improving
with experience. From our current perfor-
mance-based perspective, experience and
improvement over time are both irrelevant
to determining extent of expertise.

We suggest that coherence criteria
can be applied at the individual level,
whereas correspondence criteria can be
applied at the domain level. Thus, indi-
vidual therapists may or may not demon-
strate expertise in diagnosis and treat-
ment. The key questions are (a) Can the
therapist consistently diagnose according
to recommended guidelines? and (b) Can
the therapist identify and apply the req-
uisite treatment?

Whether the diagnoses and treatments
that constitute the collective wisdom of the
field produce better health outcomes is a
different question. The evidence cited by
Tracey et al. (2014) suggests that psycho-
therapy, as a whole, does possess expertise.
The expertise of a field progresses as more
effective procedures are developed, where
effectiveness is assessed by correspon-
dence criteria.

Consider two purported experts, one
in medicine and one in astrology. If the
doctor and astrologer both follow conven-
tional practice, then they have demon-
strated individual expertise; they have cor-
rectly followed the standards of their fields.
It is a separate question whether following
those procedures produces useful results;
medicine usually does, astrology usually
does not.

Outcome Versus Process

Ward Edwards, founder of research on de-
cision making, highlighted a vital distinc-
tion between decision-making process and
decision outcome. The former refers to
what the decision maker actually does,
whereas the latter depends on factors often
unrelated to the decision, including envi-
ronmental influences and chance occur-
rences (Vlek, 1984).

Tracey et al. (2014) recognized this
distinction, although they related process to
psychotherapeutic protocol. We concur
with Edwards and colleagues (Vlek, 1984)
that process depends on internal weights

and subjective values, along with process-
ing rules.

Suppose a therapist processes the in-
formation about a patient appropriately but
a bad outcome ensues because of external
influences on the patient unrelated to ther-
apy. We would regard this as positive ev-
idence regarding the therapist’s expertise
even though the outcome was a “failure.”

Conclusions

Research on expertise is providing impor-
tant insights into many fields of study, in-
cluding psychotherapy. Given the unstable
environment of a psychotherapeutic en-
counter, it should not be surprising to find
that therapists fail to meet the high stan-
dards set by experts in other fields such as
weather forecasting. That is not the fault of
the therapists; rather, it reflects the diffi-
culty of psychotherapy.
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Supervision, a Nonelusive
Component of Deliberate
Practice Toward Expertise

Eleanor H. McMahan
The University of Georgia

Tracey, Wampold, Lichtenberg, and Good-
year (April 2014) provided a thoughtful dis-
cussion regarding the difficulty of achieving
expertise in psychotherapy and offered sug-
gestions about approaches toward psycho-
therapeutic work that may increase expertise,
including deliberate practice. While very
helpful, these suggestions appear to neglect
acknowledgement of one of the most widely
used modes of improving practice and facil-
itating specific feedback regarding psycho-
therapeutic work: supervision. It could be
argued that deliberate practice, and therefore
expertise, is most effectively and efficiently
advanced through supervision of psychother-
apeutic work.

Deliberate practice, defined by the au-
thors as “the explicit setting aside of private
time to review one’s behavior and outcome
feedback, developing plans for improvement,
and then following through on these” (Tracey
et al., 2014, p. 225), is precisely what quality
supervision accomplishes. It may be that in-
tegration of components which the authors
emphasized as additionally important for the
development of expertise, such as better qual-
ity outcome data, specific feedback on impor-
tant components of psychotherapy, feedback
relative to other professionals, a priori hy-
pothesis testing, and disconfirmatory ap-
proaches, is only really feasible through the
objectivity and accountability enabled by a
supervisory process.

It is perhaps self-evident that without
objectivity and accountability these pro-
cesses cannot be effective in improving
practice, and given the inherent bias and
subjectivity of psychotherapy, the indepen-
dent engagement of these processes to im-
prove expertise is a significant challenge.
Additionally, it may be particularly useful
to consider the integration of these ele-
ments into supervision processes, as has
been previously proposed in the supervi-
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The efforts of the Department of Veterans
Affairs (VA) to identify guidelines for the
application of evidence-based psychothera-
pies (EBPs) include comprehensive training
for psychologists in certain EBPs, such as
prolonged exposure therapy and cognitive
processing therapy, and a multisystemic ap-
proach and support for introducing evidence-
based guidelines in clinical practice. Dissem-
inating research-based treatments to the
largest health care system in the United
States is certainly impressive and represents a
welcome shift bringing science to clinical
practice. Because the Veterans Health Ad-
ministration (VHA) is so large, its policies
have a broad influence on the training of
psychologists as a whole. However well-in-
tentioned these guidelines are, a group of 19
current and recent past presidents of three
APA divisions (12, 29, and 50) and the North
American and International Societies for Psy-
chotherapy Research have recently expressed
the concern that these guidelines may be
short-sighted in several respects (Holt et al.,
2013).

Speaking on behalf of these scholars,
we have concerns stemming primarily from
how the VA defines EBPs. The article by
Karlin and Cross (January 2014) alluded to

some of the controversies surrounding EBPs
and why they have not been broadly imple-
mented in many settings. For example, EBP
guidelines often are perceived as mechanistic
and only appropriate for certain patient pop-
ulations; and, indeed, for many troubled in-
dividuals, EBPs do not work or require ad-
justment.

Our group has identified several ques-
tions, the answers to which may be important
to increase the optimization of such guide-
lines: What selection criteria does the VA use
to define what EBPs are appropriate for vet-
erans? If the criterion is diagnosis, is that
sufficient? How do the VA guidelines ac-
count for differential response to treatment
within diagnostic groups? Does the VA en-
courage clinicians to use cross-cutting and
integrative treatments in ways that have been
shown to enhance treatment outcomes? How
do these decisions affect the education and
training of psychologists?

In reviewing the VA and Department
of Defense (DoD) guidelines, we came to
believe that the VA’s criteria for identifying
evidence-based treatments, like most such
lists, place undue weight both on the role of
patient diagnosis and on the outcomes of
randomized control trials (RCTs). From these
types of outcome studies we know that many
therapies are efficacious when compared
with no treatment, but RCT studies lend
themselves to the interpretation that there are
some identified treatments that are superior to
treatment as usual or to other RCT treat-
ments, when in reality very few specific in-
terventions have been found to be more effi-
cacious than others for treating specific
disorders or diagnostic groups. The VA stan-
dards acknowledge that the question of
whether the EBPs will be effective in practice
and not just in RCTs has not been fully
answered; many factors affect a possible dis-
parity in positive outcome between results
from an RCT and actual practice (e.g., co-
morbidities, age, veteran vs. civilian sample;
as older adults, veterans, and those with co-
morbid diagnoses are often not included in
RCTs). This echoes our concern that veterans
treated within the VHA may not respond to
an EBP in the same way or to the same
degree that patients have in RCT protocols.
We believe that guidelines must do more to
address the problems that arise when EBPs

do not work or are not appropriate for a given
patient.

As the largest health care network in
the country and the largest training environ-
ment for psychologists (Karlin & Cross,
2014), the VA, through its policies, has great
influence over the field of clinical psychol-
ogy. The VA and the DoD have given pref-
erence to several treatments for disorders
such as posttraumatic stress disorder and ma-
jor depression, based on their EBP selection
criteria. We are concerned that the best prac-
tices in clinical psychology will come to re-
flect the VA guidelines for selecting treat-
ments based on diagnosis and the outcome of
RCTs rather than emerging from training
psychologists to differentially select and ad-
just treatment based on individual client char-
acteristics. We encourage the VA to discuss
the broad implications of their policies on the
training of mental health professionals.

Our article in The Clinical Psychologist
(Holt et al., 2013) discussed the use of prin-
ciples of change and cross-cutting techniques
to individualize treatment in a way that have
been shown to produce differential outcomes.
Authors McHugh and Barlow (2010) argued
that the VA guidelines are flexible and allow
the clinician to implement the treatment in a
way that best suits an individual patient.
However, there are no research-informed
guidelines provided for tailoring treatment to
an individual patient as this conclusion would
require. The Karlin and Cross (2014) article
discussed how individualization of treatment
is highlighted when nonspecific factors are
implemented, but we argue that one can also
individualize treatment, using combinations
of specific factors (e.g., techniques and strat-
egies) in a way that remains evidence sup-
ported.

Our recommendations to strengthen the
VA guidelines include taking into account
findings that have developed from practice-
oriented research. One such recommendation
involves using outcome measures and patient
feedback to continually adjust treatment,
which has been shown to prevent patient
deterioration and dropout (Lambert &
Shimokawa, 2011). We also recommend us-
ing empirically based principles of change,
such as those specified by Castonguay and
Beutler (2006) and reinforced by Norcross
(2011), rather than prepackaged treatments or
specific theoretical orientations. The princi-
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