ResearchGate

See discussions, stats, and author profiles for this publication at:

Compas BE, Haaga DAF, Keefe F], Leitenberg H,
Williams DA. Sampling of empirically
supported psychological treatments...

Article /1 Journal of Consulting and Clinical Psychology - March 1998

DOI: 10.1037//0022-006X.66.1.89 - Source: PubMed

CITATIONS READS
175 855

5 authors, including:

American University Washington D.C. @ Duke University Medical Center
157 PUBLICATIONS 5,430 CITATIONS 456 PUBLICATIONS 27,248 CITATIONS
SEE PROFILE SEE PROFILE

University of Michigan

232 PUBLICATIONS 10,596 CITATIONS

SEE PROFILE

Some of the authors of this publication are also working on these related projects:

poject  CBT for Smoking Cessation

poject  Yoga of Awareness for Women with Metastatic Breast Cancer

All content following this page was uploaded by on 16 November 2015.

The user has requested enhancement of the downloaded file.


https://www.researchgate.net/publication/13742941_Compas_BE_Haaga_DAF_Keefe_FJ_Leitenberg_H_Williams_DA_Sampling_of_empirically_supported_psychological_treatments_from_health_psychology_smoking_chronic_pain_cancer_and_bulimia_nervosa_J_Consult_Clin_P?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_2&_esc=publicationCoverPdf
https://www.researchgate.net/project/CBT-for-Smoking-Cessation?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_9&_esc=publicationCoverPdf
https://www.researchgate.net/project/Yoga-of-Awareness-for-Women-with-Metastatic-Breast-Cancer?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_9&_esc=publicationCoverPdf
https://www.researchgate.net/?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_1&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Dave_Haaga?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Dave_Haaga?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/American_University_Washington_DC?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Dave_Haaga?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Francis_Keefe?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Francis_Keefe?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Duke_University_Medical_Center?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Francis_Keefe?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/David_Williams41?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/David_Williams41?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/University_of_Michigan?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/David_Williams41?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Dave_Haaga?enrichId=rgreq-b87ea18af3230b8cc28a6e54956ae997-XXX&enrichSource=Y292ZXJQYWdlOzEzNzQyOTQxO0FTOjI5NjQzMzIzMzIxOTU4NUAxNDQ3Njg2NTk4NDMz&el=1_x_10&_esc=publicationCoverPdf

Joumnat of Consulting and Clinical Psychology
1998, Vol. 66, No. 1, 89-112 k

Copyright 1998 by the Ametican Psychelogical Assaciation, Inc.
0022-006X/98/$3.00

Sampling of Empirically Supported Psychological Treatments
From Health Psychology: Smoking, Chronic Pain,
Cancer, and Bulimia Nervosa

Bruce E. Compas
University of Vermont

Francis J. Keefe
Duke University Medical Center

David A. F. Haaga

American University

Harold Leitenberg

University of Vermont

David A. Williams
Georgetown University Medical Center

Interventions in health psychology and behavioral medicine represent an integral area of research
for the development of psychological therapies to enhance health behaviors, manage symptoms and
sequelae of disease, treat psychological symptoms and disorders, prolong survival in the face of a
life-threatening illness, and improve quality of life. A sampling of interventions in health psychology
and behavioral medicine is offered that meet the criteria for empirically supported treatments for
smoking cessation, chronic pain, cancer, and bulimiz nervosa. Evidence for empirically supported
treatments is identified, along with promising interventions that do not yet meet the criteria as outlined
by D. L. Chambless and S. D. Hollon (1998). Evidence for the effectiveness and clinical significance
of these interventions is reviewed, and issues in this area of research are outlined.

Interventions in clinical health psychology and behavioral
medicine are broadly concerned with helping people live longer
and improve their overall quality of life (Kaplan, 1994). These
broad goals are accomplished through interventions that address
an impressive array of diseases, conditions, and symptoms that
fall into four broad categories. First, interventions have been
designed to decrease health risk behaviors, such as alcohol and
substance abuse and smoking, and increase health promoting
behaviors, such as exercise and a following a healthy diet. Sec-
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ond, interventions are available to manage specific symptoms
or problems such as chronic pain, including headache, back
pain, and chronic abdominal pain. Third, interventions have
been designed to facilitate effective coping with chronic or life-
threatening diseases and conditions, including cancer, HIV and
AIDS, diabetes, asthma, arthritis, Alzheimer’s disease, stroke,
and brain and spinal cord injuries. Fourth, health psychology
interventions have been developed to address health-related
problems that are manifested in the Diagnostic and Statistical
Manual of Mental Disorders, 4th ed. (DSM-1V; American Psy-
chiatric Association [ APA ], 1994) diagnoses, including bulimia
nervosa and anorexia nervosa and body dysmorphic disorder.

Populations that have been the target of health psychology
interventions differ from those in most outcome studies of psy-
chological therapies for psychopathelogy. Except for the fourth
category of interventions, patients typically do not meet criteria
for a DSM-IV diagnosis. Instead, many of the participants in
these studies are identified because of their exposure to stress
associated with a disease or medical condition, exposure to
or participation in high-risk situations and behaviors, or the
experience of a specific symptom (e.g., pain) rather than a
particular disorder.

The desired outcomes in health psychology interventions are
also often different from the goals in the treatment of psychopa-
thalogy. On the one hand, health psychology. interventions fre-
quently -address more focused goals, often concentrating on a
single symptom (e.g., pain) or a single behavior (e.g., smok-
ing ). On the other hand, the goals of these interventions are often
broader than those in interventions to treat psychopathology, as
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they include the enhancement of overall quality of life. The
outcomes of health psychology interventions can also be dra-
matic, including prolonged survival in the face of a life-threaten-
ing disease, such as cancer or AIDS, or behaviors that may
contribute to a life-threatening disease, such as smoking as a
risk for lung cancer Finally, health psychology interventions
are often explicitly concerned with increasing efficiency in the
utilization of health care and with cost-effectiveness ( Friedman,
Sobel, Myers, Caudill, & Benson, 1995).

In spite of these differences from interventions for psychopa-
thology, the application of the Chambless and Hollon (1998)
criteria for empirically supported treatments to health psychol-
ogy is extremely important. The identification of empirically
supported treatments can help to further establish the role of
psychological interventions as part of interdisciplinary ap-
proaches to the management and treatment of a wide range of
health problems. We have selected one problem from each of
the four intervention categories for the focus of this review:
smoking cessation, management of chronic pain, coping with
cancer and its treatment, and treatment of bulimia nervosa. These
four topics reflect both the diversity and significance of psycho-
logical therapies in health psychology. The outcomes of interven-
tions in these four areas include subclinical levels of symptoms
of anxiety and depression (in response to pain or the diagnosis
and treatment of cancer), symptoms that can dramatically inter-
fere with daily functioning and quality of life (chronic pain),
a psychiatric diagnosis (bulimia nervosa), a potentially life-
threatening behavior (smoking)}, and prolonged survival
(cancer).

In accordance with the evaluation criteria, each study used
to support efficacy must have been published or accepted for
publication and written in English. Each study must have used
random assignment to treatment conditions; be manual guided
or, at a minimum, be very clearly described; standardized, and
replicated by different investigators. The psychological interven-
tion should have demonstrated statistically significant superior-
ity in relationship to a no- (or minimal ) treatment control condi-
tion, to another viable treatment, pill, or placebo, or equivalence
to another well-established empirically supported psychological
intervention. The focus is exclusively on individual and small-
group psychosocial interventions conducted face-to-face by pro-
fessionals or paraprofessionals.

Smoking Cessation

Cigarette smoking cessation is an extremely important do-
main for the identification of empirically validated psychological
interventions. Despite dramatic societal changes in the past 30
years favoring nonsmoking, about one fourth of the adult popu-
lation of the United States smokes cigarettes ( APA, 1996). A
smaller proportion would qualify for the DSM—-JV diagnosis of
nicotine dependence, but given that there is no known safe level
of smoking and considerable evidence of health benefits of
smoking cessation, this is one area of clinical research in which
diagnostic categorization plays only a secondary role, with ob-
jectively defined and measurable problematic behavior being
primary (APA, 1996).

We exclude many intervention methods from consideration,
including (a) self-help books, (b) audiotapes or videotapes, (c)

telephone hotlines, (d) work-site interventions, (¢) mass media
interventions for communities or population-based interven-
tions, (f) legal and political interventions (e.g., increasing ciga-
rette taxes}, and (g) biological interventions (e.g., antidepres-
sant medications}.

To identify potentially relevant studies, we reviewed abstracts
obtained through PsycLIT searches covering January 1990
through September 1996 (articles database) using (a) the term
smoking cessation and (b) the term smoking crossed with meta-
analysis. Reference sections of articles retrieved from this search
were consulted to gather additional relevant citations. Several
reviews of the smoking cessation literature were used to identify
apt sources as well (Baillie, Mattick, Hall, & Webster, 1994;
Carroll, 1996; Curry & McBride, 1994; Fisher, Lichtenstein,
Haire-Joshu, Morgan, & Rehberg, 1993; Glasgow & Lichtenstein,
1987; Hajek, 1994; Law & Tang, 1995; Lichtenstein, 1982; Lich-
tenstein & Glasgow, 1992; J. L. Schwartz, 1987). 1996 issues
(January—October) of journals especially likely to publish perti-
nent material (Addictive Behaviors, Experimental and Clinical
Psychopharmacology, Journal of Cansulting and Clinical Psy-
chology, Journal of Substance Abuse, and Psychology of Ad-
dicrive Behaviors) were searched by hand.

For this review, we elected to base our judgments of superiority
of one treatment condition to another on 1-year follow-up data
after the conclusion of treatment, consistent with the review by
Hajek (1994) and reconumendations by Lando (1989). Also, we
based our judgments only on the proportion of smokers achieving
complete abstinence, not on decreased rates of smoking. Finaily,
consistent with the preference indicated by Chambless and Hollon
(1998) for multiple methods of assessment rather than sole reli-
ance on self-report, we required that abstinence be corroborated
biochemically (e.g., by expired air carbon monoxide or blood
nicotine levels indicative of nonsmoking).

Efficacy

Multicomponent behavior therapy programs incorporating re-
lapse prevention techniques qualified as efficacious and specific.
There are many studies documenting this conclusion. For illus-
trative purposes we describe below two such studies ( the mini-
mum required for concluding that a treatment fits this category ).

Hill, Rigdon, and Johnson (1993) randomly assigned 82
chronic (at least 30 years of smoking), older (at least 50 years
of age) cigarette smokers to receive behavior therapy, behavior
therapy plus nicotine gum, behavior therapy plus physical exer-
cise, or physical exercise alone. The group behavior therapy
program included educational information (e.g., on health con-
sequences of smoking and benefits and feasibility of quitting
for older adults), environmental management (e.g., removing
ashtrays), setting a specific quit date, and relapse prevention
training (e.g., identifying high-risk situations and role-playing
coping responses applicable in them, and problem-solving
lapses between sessions). Groups met for 12 sessions over 3
months. The exercise condition controlled for group contact
time as well as general encouragement by group leaders to quit
smoking. The behavioral groups did not differ significantly from
cne another (averaging 32% of participants showing 12-month
confirmed abstinence) but were significantly superior to the
exercise-only control condition (10% of 12-month abstainers}.
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Second, Stevens and Hollis { 1989) studied 744 adult smokers
from a health maintenance organization (HMO) smoking cessa-
tion program. All of the participants were enrolled in a 4-day
(2 hr/day) intensive smoking cessation intervention conducted
in groups and teaching numerous cognitive and behavioral tech-
niques, such as relaxation, cognitive restructuring, and behav-
ioral methods of coping with withdrawal symptoms. Participants
who achieved smoking cessation (79%) were then randomly
assigned to relapse prevention skills training, group discussion,
or no further treatment. Group discussion and no-further-treat-
ment conditions were equivalent in effectiveness, whereas the
skills-training group was significantly superior (41% 1-year fol-
low-up abstinence, compared with 34% and 33% in the other
groups). Relapse prevention consisted of three weekly group
sessions in which participants role-played coping responses
likely to be useful in situations individually chosen as the most
problematic for maintaining abstinence.

Two other treatment programs qualified as possibly effica-
cious. The first, scheduled reduced smoking is possibly effica-
cious as a variation on multicomponent behavior therapy pro-
grams including relapse prevention; supporting studies for
scheduled reduced smoking are by Cinciripini et al. (1994) and
Cinciripini et al. (1995). Scheduled smoking is a 3-week pro-
cess of gradually reducing nicotine intake and thereby, in princi-
ple, easing withdrawal after cessation occurs, by increasing the
intercigarette interval for smokers. It differs from the more
widely studied nicotine fading (also called brand switching)
procedure, in which smokers switch to a lower nicotine brand
each week until quitting (Foxx & Brown, 1979); in scheduled
smoking the act of smoking is controlled by the passage of time
rather than by the smoker’s wishes or urges. As such, scheduled
smoking is hypothesized to break the association between per-
sonally relevant cues (e.g., situations or mood states) and nico-
tine intake. A multicomponent treatment involving scheduled
smoking was superior to a minimal-contact self-help control
condition (Cinciripini et al,, 1994). Also, a larger study con-
firmed experimentally the importance of scheduling smoking
rather than allowing it to be ad lib {Cinciripini et al., 1995).
The scheduled reduced smoking condition achieved 44% 1-year
abstinence, significantly superior to nonscheduled reduced
smoking (18% ) and nonscheduled nonreduced smoking (22%),
nonsignificantly superior to scheduled nonreduced smoking
(32%) as a cessation technique (all four conditions received
cognitive—behavioral relapse prevention training ).

The second pessibly efficacious treatment is a five-weekly-
session group cognitive—behavioral therapy (CBT), adapted
from CBT for depression and incorporating pleasant-events
scheduling and cognitive restructuring. This treatment signifi-
cantly enhanced the efficacy of nicotine gum plus an initial five
sessions of group support and education about consequences of
smoking {(Hall, Mufioz, & Reus, 1994). Particularly important
to note is that the significant effect of the cognitive—behavioral
mood management intervention was specific to smokers with a
history of major depressive disorder (34% 12-month abstinence,
relative to 18% of those receiving standard treatment alone).
Those without a history of depression were nonsignificantly less
likely (16% vs. 24%) to achieve 12-month abstinence in the
CBT condition.!

Clinical Significance

Consideration of clinical significance is built into our evalua-
tion of efficacy in that we have required complete abstinence
from smoking as the indicator of successful treatment. Methods
of evaluating clinical significance, predicated on whether a per-
son has moved from a dysfunctional distribution to a functional
distribution (Jacobson & Truax, 1991) or has become indistin-
guishable from a member of the normal population (Kendall &
Grove, 1988), can be complicated to apply in many disorders,
but in smoking it is relatively clear-cut. Nearly three fourths of
the U.S. adult population are abstinent {Centers for Disease
Control, 1996), so it seems reasonable to conclude that absti-
nence is required for one to be considered normalized on this
variable. A review of health risks attributable to smoking, and
health benefits attributable to smoking cessation, similarly con-
cluded that “‘the only logically clinically significant change in
smoking is total cessarion’’ (Blanchard & Schwarz, 1988,
p. 180). ‘

Cost-Effectiveness

There is surprisingly little formal research available on the
cost-effectiveness of specific psychelogical techniques for
achieving smoking cessation (Groth-Marnat & Edkins,. 1996)
and, to our knowledge, none that pertains specifically to the
interventions identified in our review as empirically supported.
Cost-effectiveness of physician advice to quit smoking and of
nicotine replacement strategies has been found to be quite im-
pressive (for a review, see Groth-Marnat & Edkins, 1996). For
example, Law and Tang (19953) estimated the cost of saving a
life, by physicians routinely advising all smokers to quit, at
about $1,500 and noted that this figure compares favorably
with most other medical interventions. On the basis of current
research, however, we are not able confidently to provide paral-
lel data for multicomponent behavior therapy, scheduled reduced
smoking, or cognitive—behavioral mood management.

Comments

As indicated earlier, this section is not intended as a compre-
hensive review of smoking cessation methods but instead fo-
cuses solely on face-to-face psychosocial interventions con-
ducted by professionals or paraprofessionals meeting the

'In a subsequent study, the same CBT mood management therapy
was not significantly more effective than the educational intervention
when the two were equated for number of sessions. Neither was there
a significant interaction between treatment condition and depression
history, although the nonsignificant trend in the depression—history—
positive group was the same as in the prior study (24% 12-month
abstinence in CBT, 17% in the educational treatment; Hall et al., 1996).
The treatment still qualifies as possibly efficacious, however. Ignoring
nonsignificant trends, the two studies taken together suggest that the
CBT intervention is more effective than nothing (for smokers with a
history of depression) but is not more effective than an alternate inter-
vention of the same duration. This pattern is consistent with viewing
CBT as efficacions but not specific in the terminclogy of Chambless
and Hollon (1998 ). Because the positive finding has not been replicated
by independent investigators, efficacious becomes passibly efficacious.
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Chambless and Hollon (1998} criteria for empirically supported
treatments. Many viable strategies for smoking cessation do not
fall under this rubric. These include unaided smoking cessation
(self-quitting), large-scale community interventions, and bio-
logical interventions. For example, many studies support the
efficacy of nicotine gum, perhaps especially as an adjunct to
intensive psychosocial interventions (Cepeda-Benito, 1993) or
for highly nicotine-dependent smokers (Niaura, Goldstein, &
Abrams, 1994). The transdermal nicotine patch has been found
to increase smoking cessation rates significantly in the context
of either intensive treatment or minimal adjunctive treatmert
(Fiore, Smith, Jorenby, & Baker, 1994). These treatments are
not incompatible with cognitive and behavioral methods de-
scribed in this section {Klesges, Ward, & DeBon, 1996), and
combining nicotine replacement with behavior therapies may
work better than either works alone. Such multifaceted therapies
are consistent with practice guidelines developed by the Ameri-
can Psychiatric Association (APA, 1996) and the Agency for
Health Care Policy and Research (AHCPR; Fiore et al., 1996).
Readers interested in more details on the entire range of smok-
ing cessation interventions, including novel delivery systems for
nicotine replacement, the use of antidepressant medications, and
public health perspectives on cigarette smoking, should consult
the APA and AHCPR guidelines, the review of major trends in
the field by Lichtenstein and Glasgow (1992), and Haaga (in
press ). The literature on smoking cessation is vast. For example,
the review by I L. Schwartz (1987 ) —which covered only 1978
through 1985, focused mainly on the United States and Canada,
and excluded case studies or studies with less than 3-month
follow-up—included more than 600 studies. Prior reviewers
have not applied the Task Force on Promotion and Dissemination
of Psychological Procedures (Task Force; 1995) or Chambless
and Hollon (1998) criteria in particular, and it is therefore en-
tirely possible that in combing such secondary sources for rele-
vant citations, we have made errors of omission. We attempted
to address this issue by circulating a draft of this review to 14
prominent smoking cessation researchers and asking them to
identify key citations we had missed. This is not a foolproof
technique, however, and we wish to emphasize that omission of
a treatment procedure from our list does not even guarantee that
it has failed to garner empirical support sufficient to meet the
criteria, let alone that it has been shown to be ineffective.

Second, we required biochemical corroboration of self-re- '

ported abstinence. A number of reviewers have strongly en-
dorsed this standard (e.g., Lando, 1989; Lichtenstein, 1982).
For example, Lichtenstein depicted biochemical verification as
‘‘a necessary part of any serious study of smoking behavior or
cessation’’ (p. 808). This requirement has been questioned in
recent vears, however, most notably by Velicer, Prochaska, Rossi,
and Snow (1992). Their review suggested that false claims of
abstinence are quite rare in low-demand situations such as self-
change studies, although perhaps more common in high-demand
intensive treatment outcome studies. Consistent with this conclu-
sion, a meta-analysis of studies relating self-report and biochem-
ical indicators led to the conclusion that *‘self-reports from
subjects in intervention studies, in which there is an expectation
of cessation of smoking, are more likely to involve underre-
porting of actual smoking’’ {Patrick et al., 1994, p. 1091).

To be sure, the mere existence of some underreporting of

smoking does not necessarily mean that the relative success of
treatment conditions will be distorted in studies without bio-
chemical verification. Velicer et al. (1992) showed convincingly
that if typical misreporting rates are used to correct typical (for
this area of research) treatment effects, the adjustment is un-
likely to make a meaningful difference in relative success. How-
ever, a difficulty with this line of reasoning is that estimates of
typical misreporting rates are (of necessity) based on studies
in which bicchemical measures were collected. To whatever
extent use of biochemical testing increases the accuracy of self-
reports (via bogus pipeline effects ), such studies will underesti-
mate how common misreporting is when biochemical testing is
not conducted.

Given this uncertainty, we concluded that it was best to re-
quire biochemical verification for supporting studies for a treat-
ment approach.? Note, however, that this is a conservative deci-
sion and affects the final selection of treatments, in part for
historical reasons. Biochemical verification was an infrequent
methodological feature of smoking cessation studies before the
carly 1980s. Just as biochemical corroboration became routine,
though, research emphasis in the area of smoking shifted away
from the sort of manual-guided face-to-face psychosocial ther-
apy methods that are the focus of our review and toward self-
help, mass media and community campaigns, primary preven-
tion, and nicotine replacement ( Lichtenstein & Glasgow, 1992).

Several treatments that were researched extensively in the
1960s through the early 1980s may have therefore gotten short
shrift in our review. One example is the broad-spectrum behav-
ioral approach developed by Lando (1977) emphasizing nico-
tine fading in preparation for quitting and group support in the
early maintenance phase after smoking cessation. This program
was widely disseminated, with evidence provided that parapro-
fessionals could administer the treatment effectively (for review
and description, see McGovern & Lando, 1991). However,
many of the studies either did not use biochemical verification
of self-reports or did not find significant differences between
groups {often because parametric variations of the approach
were being compared with no-treatment or minimal treatment
controls omitted). Another example is rapid-paced aversive
smoking, which was judged to be efficacious in a quantitative
review of randomized controlled trials (with at least 6-month
follow-up) when all studies were taken into account but not
when the focus was solely on the few studies of this method with
biochemical verification of abstinence (Law & Tang, 1995).

We acknowledge the difficulty of deriving a uniform set of
criteria for empirically validated treatments, yet the Chambless
and Hollon (1998) criteria seem somewhat problematic in that
they rely so heavily on within-study comparisons. For instance,
one way a study can qualify as supporting a treatment is for the
treatment in question to prove superior to another treatment. It
1s not required that this comparison treatment itself be at all

*In some clder studies lacking biochemical verification of self-re-
ported abstinence at 12-month follow-up, observer (e.g., relative or co-
warker) reports were used as a check on self-reports. Observer reports
do not seem sufficient in this context, though, for they rarely disagree
with self-reports and as many as one third of participants whose infor-
mants confirm their self-reported abstinence failed biochemical tests in
intervention studies (e.g., Hughes, 1992}.



SPECIAL: SECTION: EMPIRICALLY SUPPORTED TREATMENTS 93

effective. Therefore, finding a treatment to be well-established
is in part a function of its efficacy but also is in part a function
of the weakness of the comparison conditions to which research-
ers have contrasted it. For example, if Treatments X, Y, and Z
all achieve symptom improvement for 30% of patients, whereas
Treatment Q works for only 5%, and the published literature
consists of two randomized comparisons of X and Y, as well
as two randomized comparisons of Z and Q, the Task Force
criteria would lead to the conclusion that 7, is well-established,
whereas X and Y would remain off the list, although all three
in absolute terms are equally effective.

One way to address this concern is to examine the results of
quantitative reviews that are based on absolute results (e.g.,
percentage symptom reduction or percentage of patients achiev-
ing a target criteria of symptom reduction). Qur conclusions
appear to be broadly consistent with those of one such review
from the smoking literature { Viswesvaran & Schmidt, 1992),
which found conditioning-based (29% abstinence) and instruc-
tional therapies (28% ) far more effective than the average no-
treatment centrol group {6%). This review, however, was much
less conservative than ours in its inclusion criteria.

Important sample characteristics {e.g., typical levels of nico-
tine dependence, disease severity, educaticnal background, and
depression levels) can be confounded with type of treatment.
As such, it is important also to consider meta-analyses based
solely on controlled studies (e.g., Baillie et al., 1994; Holroyd &
Penzien, 1990G). More generally, practice guidelines are being
based on consideration of many previous studies and both quali-
tative and quantitative reviews (e.g., APA, 1996, p. 10). Individ-
ual trials of the relapse prevention component in particular have
yielded mixed results (for a review, see Carroll, 1996). Inade-
quate statistical power may be a factor here, as studies with a
large sample size are more likely to find a significant effect for
relapse prevention { Stevens & Hollis, 1989), and a quantitative
review suggests that this effect is statistically reliable overall
(Baillie et al., 1994).

Management of Chronic Pain Conditions

Chronic pain is a major health problem that has enormous
medical, social, and psychological costs. In the United States,
back pain alone is estimated to affect 12 million individuals and
to be responsible for 25% of all disabling occupational injuries
and 40% of all visits to orthopedists and neurosurgeons (Cava-
naugh & Weinstein, 1994). Most individuals with persistent
pain have repeatedly failed to respond to trials of conventional
biomedical treatment. The biomedical model has long guided
the treatment of chronic pain. This model views pain as a sen-
sory event that directly reflects underlying disease or tissue dam-
age. The biomedical model has difficulty accounting for three
clinical observations: (a) Patients having the same level of un-
derlying disease activity often report very different levels of
pain, (b) pain can be present even when there is no clearcut
evidence of tissue damage, and (c) pain may persist long after
a reasonable time for healing has passed. Psychological treat-
ments for pain are guided by a more comprehensive biopsycho-
social model that not only recognizes the importance of biologi-
cal factors, but also emphasizes the important influences that
psychological factors (&.g., anxiety, depression, coping, and per-

ceived control over pain) and social factors (e.g., family and
work environment) can have on the pain experience.

Biopsychosocial approaches to pain are gaining increasing
acceptance. One indication of this is that the International Asso-
ciation for the Study of Pain (IASP) has recommended that
chronic pain management should involve both medically trained
and psychologically trained health professionals (Fields, 1991).
The growing acceptance of psychological treatments is an en-
couraging development for psychologists who are interested in
pain control. However, if these interventions are to continue to
be accepted and become applied even more broadly, they need to
be shown to be efficacious in well-controlled treatment outcome
studies. This section reviews controlled studies examining out-
comes of the most common psychological treatments for chronic
pain. :

Studies included in this section were identified through a
literature search of PsycLIT and MedLine from 1984 through
1996. Further selection was guided by prior reviews (Blanch-
ard & Andrasik, 1987, Blanchard & Malamood, 1996; Chap-
man, 1986; Emmelkamp & van Oppen, 1993; Holroyd & Pen-
zien, 1990; NIH Technology Assessment Panel [NIH]}, 1996;
Pearce, 1983; Tan, 1982; Turner & Chapman, 1982; Turner &
Romano, 1990) and two reviews that used the Task Force (1995}
criteria (Keefe, 1996; 1. J. Wilson & Gil, 1996). Also, hand
searches of 1996 issues of Pain, Clinical Journal of Fain,
Health Psychology, and Behavior Therapy were completed.

Types of Treatments

We examined the efficacy of five psychological treatments for
pain: operant behavioral treatment, cognitive—-behavioral treat-
ment, biofeedback, hypnosis, and psychodynamic treatments.
The five treatments reviewed are those identified in the 1ASP
(in press) Curriculum orn Pain for Students in Psychology. We
also briefly comment on variants of these major treatments (e.g.,
cognitive therapy).

Operant—behavioral therapy. Operant—behavioral therapy
(OBT) was one of the first psychological interventions to be
used to manage persistent pain. Based on Fordyce (1976), OBT
emphasizes the reinforcing role that social and environmental
factors can play in the development and maintenance of pain.
The goal of OBT is to identify and reinforce adaptive “‘well’’
behaviors (e.g., exercising and talking about nonpain topics)
while reducing reinforcement for pain behaviors (e.g., excessive
reclining and guarded movement). OBT is typically used in
individuals whose pain behaviors are excessive, in light of un-
derlying tissue pathology, and clearly related to social and envi-
ronmental contingencies, such as attention from a solicitous
spouse. Major OBT treatment technigues include graded activa-
tion and exercise programs to increase activity level and fitness,
tapering of habit-forming pain medications, social reinforce-
ment by trained staff members, and spouse and family training
to enhance generalization and maintenance of treatment gains.

Cognitive—behavioral therapy. Cognitive—behavioral theo-
rists view pain as the result of a complex interaction of patho-
physiology, cognition, affect, and behavior (Keefe, Gil, & Ross,
1986; Turk, Meichenbaum, & Genest, 1983). CBT for pain
involves three phases: (a) an educational phase, in which pa-
tients are familiarized with a biopsychosocial model of pain;
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(b) a skills-training phase, in which training is provided in a
variety of cognitive and behavioral pain coping skills (e.g.,
relaxation training, activity pacing, pleasant activity scheduling,
visual imagery techniques, distraction strategies, cognitive re-
structuring, problem solving, and goal setting); and (c¢) an ap-
plication phase, in which patients leamed to apply their skills
in progressively more challenging pain-related situations (Turk
et al., 1983).

Biofeedback training.  Biofeedback (BFB ) can help individ-
uals increase their awareness of and ability to control psycho-
physiological processes that contribute to pain. BFB training
involves three components: (a) an electronic device to record
and amplify physiologic signals; (b) an audio or visnal feedback
display that delivers accurate, ongoing information to the pa-
tient; and (c¢) a therapist who assists the patient in learning to
control physiological responses (M. S. Schwartz, 1995). The
most common BFB modalities used in treating pain are electro-
myographic (EMG) and thermal BFB.

Hypnotherapy. Most hypnotic interventions for pain use se-
lective attention and imagery to induce the relaxation response.
They also tend to inciude hypnotic suggestions for analgesia or
healing, and posthypnotic suggestions to help patients generalize
and maintain leamned skills for pain reduction. The goals of
hypnosis include not enly immediate pain relief, but also learn-
ing self-hypnosis as a long-term self-management skill (Barber,
1990).

Psychodynamic therapy. Psychodynamic therapy is typi-
cally used when there is clear evidence that psychosocial risk
factors appear to play a role in pain symptoms, when emotional
changes accompany severe and protracted pain, and when the
goal of therapy is long-term adaptation to pain as well as to
relieve symptoms (Tunks & Merskey, 1990).

Types of Pain Condirions Reviewed

We review psychological treatment outcome data for four pain
conditions drawn from a larger group of chronic intractable
benign and chronic episodic pain conditions (Turk et al., 1983).
The pain conditions reviewed include rheumatic diseases,
chronic pain syndromes (e.g., back pain), migraine headache,
and irritable bowel syndrome.

Relevant Qutcomes

To be considered successful, psychological pain treatments
should decrease pain when compared with. control conditions.
Other relevant outcomes examined in this review include
changes in psychological functioning (e.g., coping, perceived
ability to control pain, anxiety, or depression), and physical
functioning (e.g., activity level, exercise tolerance, or mohility ).

Efficacy: Rheumatic Diseases

Persistent, episodic pain is one of the most common and
troubling symptoms of rheumatic diseases such as osteoarthritis,
rheumatoid arthritis, lupus erythematosus, and ankylosing spon-
dylitis. Pain is a primary concern of most patients having rheu-
matic diseases, and much of the day-to-day medical management
of these diseases focuses on methods for controlling pain. Sev-

eral studies have demonstrated that psychological interventions
in combination with traditional medical interventions can im-
prove pain management for these diseases.
Cognitive—behavioral therapy. Multicompenent CBT for
rheumatic diseases qualified as an efficacious and specific treat-
ment. Five studies have compared multicomponent CBT to both
attention control and standard medical control conditions. Al-
though each study emphasized slightly different combinations of
CBT components for pain, all were well described and included
training in the broad CBT categories of relaxation techniques,
coping skills, and cognitive restructuring. All of the studies
found improvements in psychological functioning and three out
of five found significant reductions in pain (Parker et al., 1995;
Bradley et al., 1987; Keefe et al., 1990b). One of the studies
that failed to show overall improvements in pain (Parker et al.,
1988) did find significant reductions in pain intensity at long-
term follow up in a group of CBT participants who had shown
high adherence to the practice of CBT techniques. The only
study that failed to demonstrate any improvements in outcome
following CBT (Kraaimaat, Brons, Geenen, & Bijlsma, 1995)
used a sample of rheumatoid arthritis patients who had very
active disease and demonstrated significant and progressive de-
terioration with statistically significant increases in clinical and

" laboratory measures of disease activity over the course of the

study.

CBT has also been found to be effective in stadies that have
compared this intervention with cither a waiting list (e.g., a
study of rheumatoid arthritis patients by ()'leary, Shoor,
Lorig, & Holman, 1988) or an education control condition (e.g.,
a study of anklyosing spondylitis patients by Basler & Rehfisch,
1991). In a study of ankylosing spondylitis patients using a
waiting-list control, Basler & Rehfisch found that CBT was
significantly more effective in reducing pain, anxiety, and psy-
chophysiological symptoms. In a study of rheumatoid arthritis
patients using an education control condition, O’Leary et al.
found that CBT produced significant decreases in pain and joint
impairment and inflammation, as well as improvements in self-
efficacy. At 4 months follow-up, patients receiving CBT were
coping better and maintained their initial gains in self-efficacy
for function and other arthritis symptoms.

Chronic Pain Syndrome and Chronic Low Back Pain

Chronic pain syndromes such as back pain are common and
can be quite disabling. In addition to persistent pain, individuals
having chronic pain often become depressed, inactive, preoccu-
pied with physical symptoms, and overly dependent on family
members. Research has shown that patients having such chronic
pain syndromes not only consider pain to be an important out-
come, but also view functioning as a key index of treatment
outcome (Melles, McIntosh, & Hall, 1995).

Operant—behavioral therapy. OBT programs for chronic
pain syndrome and chronic low back pain qualified as an effica-
cious treatment. Three randomized controlled studies have eval-
uated OBT, two of these compared OBT with a wait-list control
(Linton & Gotestam, 1984; Turner, Clancy, McQuade, & Carde-
nas, 1990) and the other to an attention control and standard
care control condition (Nicholas, Wilson, & Goyen, 1991). In’
all of these studies, OBT led to improvements in psychological
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functioning and physical functioning, and in two out of three
studies (the exception being Linton & Gotestam, which had a
very small sample size) significant reductions in pain were also
found.

Two studies have specifically compared OBT with CBT
{Nicholas et al., 1991; Turner & Clancy, 1988). Nicholas et al.
found that both treatments reduced pain, but that OBT had
greater immediate effects in reducing medication intake and
improving significant others’ ratings of functional impairment.
Tarner and Clancy found that OBT produced significantly
greater immediate (pre- to postireatment) improvements in psy-
chological and physical functioning than CBT. The CBT group
in this study, however, continued to improve posttreatment, mak-
ing the OBT and CBT groups equivalent at 6 or 12 months
follow-up.

Cognitive—behavioral therapy. CBT for chronic pain syn-
drome and low back pain alse met the criteria for efficacious
treatment. Four studies supported the efficacy of CBT compared
with a waiting-list control group (Nicholas et al., 1991; Phillips,
1987; Puder, 1988; Tarner, 1982). All of these studies found that
CBT increased activity and improved psychological functioning.
Three out of four found that CBT led to improvements in pain
(Nicholas et al., 1991; Phillips, 1987; Turner, 1982).> Puder
found that CBT decreased medication use.

EMG biofeedback training. 'The evidence for the efficacy of
EMG BFB training for chronic pain is mixed. Three controlled
studies suggest EMG BFB may be beneficial. Flor, Haag, Turk,
and Koehler (1983) found that patients receiving BFB had sig-
nificant reductions in pain and negative pain-related cognitions
when compared with pseudotherapy or standard medical care
control conditions. More recently, Flor and Birbaumer (1993}
conducted a study comparing EMG BFB, CBT, and a standard
medical control condition. At posttreatment, participants in the
BFB group demonstrated significant improvements in pain and
psychological functioning relative to the standard medical care
control condition, but did not differ from those receiving CBT.
At 6 months follow-up, however, participants in the BFB group
had significantly lower levels of pain, pain interference, and
affective distress than those in either the CBT or control condi-
tions. Newton-John, Spence, and Schotte (1995) found that pa-
tients receiving either EMG BFB or CBT showed significant
short- and long-term improvements in pain intensity, physical
disability, and psychological functioning when compared with
a waiting-list control group.

Although promising results have been achieved in the studies
cited above, other carly studies testing BFB for lower back
pain reported less positive findings. Nouwen (1983) found that
patients receiving BFB learned to decrease muscle activity dur-
ing standing, but had no improvements in pain. In a well-con-
trolled study, Bush, Ditto, and Feuerstein (1985) found that
patients treated with EMG BFB, a placebo BFB control, and
no-treatment contrel condition showed small, but significant
improvements in pain, anxiety, and depression, with no differ-
ences between the groups. Thus, although BFB has been found
to be effective in some studies, the negative findings in other
studies prevent one from definitively classifying it as efficacious.

Migraine Headache

Migraine headaches involve paroxysmal attacks of pain that
can vary substantially in intensity and frequency. Migraine head-

aches are usually unilateral and can be accompanied by photo-
phobia, nausea, loss of appetite, and vomiting. Factors com-
monly triggering migraine headaches include psychological
stress, food sensitivities, and hormonal fluctuations. The primary
focus of psychological treatments for migraine headaches has
been on relieving the intensity or frequency, or both, of headache
activity.

Thermal biafeedback plus relaxarion rraining. Thermal
BFB plus relaxation ( progressive or autogenic training ) qualifies
as an efficacious treatment for migraine headaches. Three ran-
domized controlled trials have found that thermal BFB plus
autogenic training is more effective than a no-treatrment control
condition that involved headache monitoring (Blanchard, Theo-
bald, Williamson, Silver, & Brown, 1978; Blanchard et al., 1990;
Sargent, Solbach, Coyne, Sphon, & Segerson, 1986).

Several studies have compared thermal BFB plus relaxation
to other BFB or relaxation conditions. Blanchard et al. (1978),
for example, directly compared thermal BFB plus autogenic
training with relaxation training alone and found that patients in
both interventions showed improvements on multiple dependent
measures, with no hetween-group differences evident either at
postireatment or follow-up. Sargent et al. (1986 ) compared ther-
mal BFB plus autogenic training, EMG BFB plus autogenic
training, and autogenic training alone. Participants in all three
conditions showed improvements in ouicome relative to a no-
treatment control condition, once again with no between-group
differences found among the active treatment conditions.

Studies comparing thermal BFB with attention placebo condi-
tions have not shown consistent between-group differences in
outcome. The most rigarous of these (Blanchard et al., 1990)
was a study of vascular headache patients (either migraine or
combined migraine and tension headaches ) that compared two
BFB training interventions {thermal BFB/relaxation training,
and thermal BFB/relaxation training plus cognitive therapy) to
a pseudomeditation control condition. The BFB training inter-
ventions and the attention placebo groups were all found to
be more effective than a control group that simply monitored
headache activity. The level of clinically significant improve-
ment found for the two BFB conditions (519% ) was higher than
that for pseudomeditation group (37.5%), bul this difference
was not statistically significant. The authors reason that the
pseudomeditation group, which consisted of body awareness
training and imagery techniques, may have served as an active
treatment. Other studies {cited by Blanchard et al., 1990) have
also failed to show that thermal BFB training is more effective
than attention placebo conditions such as nonveridical feedback
(Mullinix, Norton, Hack, & Fishman, 1978; Reading, 1984)
and thermal feedback for hand ccoling (Gauthier, Bois, Al-
laire, & Drolet, 1981; Jessup, Neuficld, & Stenn, 1976; Kew-
man & Roberts, 1980), although these studies had methedologi-

3 Although between-group analyses were not presenied in the Phillips
(1987) article, we were able to conduct r-test comparisons of the treat-
ment and control conditions using the means and standard deviations
that were presented. These analyses revealed that the CBT group had
significantly lower ratings of daily pain, lower ratings on the sensory
dimension of the McGill Pain Questionnaire {MPQ), and a trend toward
reductions in total score o the MPQ (p = .054) and avoidance on the
pain behavior checklist (p = .058.)
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cal problems (small sample sizes, failure to check treatment
credibility }.

In addition to comparing BFB with control conditions, it is
also important to compare it with standard and effective medical
treatments. Of the preventive drug therapies for migraine head-
ache, propranolol hydrochloride (HCL) is the *‘gold standard™*
for comparisen as it has the largest body of empirical support.
Holroyd and Penzien (1990) conducted a meta-analysis that
examined studies docurnenting the efficacy of propranolol and
thermal BFB plus relaxation training. Included were 35 clinical
trials of thermal BFB plus relaxation training and 23 clinical
trials of propranolol HCL, representing a total of 2,445 patients.
The results revealed that thernal BFB plus relaxation training
produced improvements in daily migraine headaches (43.3%
reduction in headache activity) that were quite similar to those
obtained with propranolol (M = 43.7% reduction). These im-
provements in headache were not only clinically meaningful,
but were also statistically significant when compared with pla-
cebo (M = 14% improvement) and no-treatment control condi-
tions (M = 2% improvement.) Although these results are inter-
esting, there are two reasons to be cautious in interpreting them.
First, the methodologies used in the drug and psychological
treatiment studies are different. Second, only two of the studies
included in the meta-analysis (Mathew, 1981; Sovak, Kunzel,
Sternbach, & Dalessio, 1981) featured a direct experimental
comparison of thermal BFB plus relaxation training with pro-
pranolol. One of these studies (Sovak et al., 1981) found equiva-
lent results with BFB and propranolol, and the other (Mathew,
1981} found that propranolol (62% improvement) was supeﬁor
to thermal BFB (35% improvement). However, in the Mathew
study, the dropout rate in the BFB group (35%) was much
higher than the dropout rate in the propranolel group (6%),
raising questions about BFB treatment compliance {Holroyd et
al., 1995).

In sum, although thermal BFB plus relaxation training ap-
pears to be efficacious when compared with headache monitor-
ing control conditions, it has nol consistently been shown to be
more efficacious than other BFB and relaxation interventions.
The fact that thermal BFB with relaxation has not been shown
to be superior to attention placebo control conditions is a con-

cern in evaluating this literature. This may be due to the fact’

that is very difficult to design an attention placebo treatment for
headaches that is both credible and does not include treatments
that are potentially active in terms of producing changes in
relaxation or cognitions that may, in turn, affect headache activ-
ity (Blanchard et al., 1990.) Because of these problems, Holroyd
(personal communication, June 12, 1997) has argued that pla-
cebo medication may provide the best placebo control condition
for studies evaluating psychological treatments for migraine
headaches.

EMG biofeedback plus reluxarion. Fromtalis EMG BFB
therapy plus relaxation instructions (either relaxation or auto-
genic training ) alsa qualifies as efficacious in the management of
migraine headache. Two studies have demonstrated that frontalis
EMG BFB plus relaxation training is significantly more effec-
tive than a headache monitoring control condition in terms of
indices of clinical improvement (Lake, Rainey, & Papsdorf,
1979; Sargeni et al., 1986). Several published studies have also
directly compared the effectiveness of frontal EMG BFB plus

relaxation with thermal BFB plus relaxation (e.g., Cohen,
McArthur, & Rickles, 1980; Daly, Donn, Galliher, & Zimmer-
man, 1983; Lacroix et al., 1983; Lake et al., 1979; Sargent et al.,
1686; Solbach, Sargent, & Coyne, 1984). With one exception
(Lacroix et al., 1983), these studies found no significant be-
tween-group differences in outcome, suggesting that the two
treatments may be equally effective. However, most of these
comparison studies had small sample sizes and only two (Sol-
bach et al., 1984, n = 16-24; and Sargent et al., 1986, n =
24) approached the sample sizes (n = 25-30 per group) that
Chambless and Hollon (1998) recommend to demonstrate
equivalence,

Taken together, the findings regarding EMG BFB sugpest that
this treatment is effective, but it is no more effective than more
widely used and investigated thermal BFB plus relaxation train-
ing interventions.

Cognitive therapy and cognitive behavior therapy. Studies
using cognitive therapy techniques for migraine headaches can
be divided into two major groups: (a} those using cognitive
therapy methods very similar to those described by Beck (1973)
and Beck, Rush, Shaw, and Emory (1980), and (b) those in
which cognitive therapy methods are combined with behavioral
techniques such as behavioral analysis, role-playing, and self-
reinforcement (CBT).

Three eatly studies addressed the question of whether a cogni-
tive therapy intervention is more effective than some type of
BFB intervention { Gerhards et al., 1983; Knapp & Florin, 1981;
Lake et al., 1979). None of these studies demonstrated between-
groups effects, but all had very small sample sizes. A more
important and timely question, in light of recent findings on
BFB, is whether cognitive therapy can significantly enhance the
outcome of simpler, well-established BFB treatment regimens
(e.g., thermal BFB plus relaxation). This question has been
addressed in two well-controlled studies conducted by Blanch-
ard and his colleagues, both of which used patients having vas-
cular headaches (Blanchard et al., 1987, 1990). Neither study
provided evidence that cognitive therapy enhances the effects
that can be obtained with BFB plus relaxation training proce-
dures alone.

Sorbi and colleagues conducted a series of studies testing the
efficacy of a more comprehensive CBT stress-coping protocol,
The first study (Sorbi & Tellegen, 1984) compared CBT plus
autogenic training and thermal BFB plus autogenic training, and
the second study (Sorbi & Tellegen, 1986) compared CBT with
relaxation training. Although neither study included a control
group, both found that the treatments tested significantly re-
duced headache activity and medication intake with no between-
group differences evident.

In sum, we concur with Holroyd and Penzien (1994 ) that, at
this point, there is no evidence that cognitive therapy or CBT
adds to the effectiveness of simpler BFB plus relaxation training
interventions for migraine headache.

Irritable Bowel Syndrome

Irritable bowel syndrome (IBS) is a functional disorder—
nat associated with demonstrable tissue pathology —that is
characterized by a variety of major symptoms including pain,
abdominal tenderness, and diarrhea or constipation, or both.
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Given that pain is only cne of the major symptoms of IBS, we
adjusted the relevant outcomes when evaluating IBS studies.
Thus, to be considered effective, the treatments reviewed had
to be shawn to decrease pain or one or more of the other major
symptoms of this condition.

Multicomponent cognitive—behavior therapy. Multicompo-
nent CBT qualifies as efficacious in managing IBS symptoms.
Controlled studies comparing CBT with either a symptom moni-
toring control (Neff & Blanchard, 1987) or wait-list control
condition (Lynch & Zamble, 1989) have shown that multicom-
ponent CBT can reduce gastrointestinal symptoms or enhance
psychological or behavioral functioning. Three studies have also
compared multicomponent CBT with standardized medical care
regimens. Shaw et al. (1991) found that CBT was significantly
more effective than a conventional medical regimen in reducing
the reported severity and frequency of attacks of IBS symptoms.
Although Corney, Stanton, Newell, Clare, and Fairclough
(1991) found that CBT was more effective than standardized
medical care in reducing symptom-related avoidance of specific
foods and domestic tasks, and Bennett and Wilkinson {1985)
found that CBT produced significant reductions in anxiety rela-
tive to a structured medical regimen, neither of these studies
found between-group differences in pain or other IBS symptom,
because patients receiving both treatments improved on these
outcomes.

Blanchard et al. { 1992) presented two well-controlled studies
testing the effects of a multicomponent CBT protocol. The first
study, which used a small sample size (n = 10 per group),
showed nonsignificant trends for CBT to be superior to a symp-
tom-monitoring control group. The second study, which used
larger samples {(n = 30 per group), found that CBT was more
effective than a symptom-monitoring group in reducing pain
and tenderness, diarrhea, and constipation. One concern about
the second study was that no difference in outcome was found
between CBT and a pseudomeditation condition that was de-
signed to serve as an attention control condition. The pseudo-
meditation was not only credible, but alse provided training in
techniques (meditation, imagery) participants reported using
frequently and may have enhanced their abilities to cope with
IBS symptoms.

Cognitive therapy. Two controlled studies by the same re-
search team have demonstrated that cognitive therapy is more
effective than a control condition for IBS. Using Chambless and
Hollon's (1998) criteria, this qualifics cognitive therapy for IBS
as possibly efficacious. The cognitive therapy protocol exclu-
sively used cognitive techniques (e.g., recording of automatic
thoughts, challenging of overly negative thoughts, and cognitive
restructuring ), but did not include behavioral therapy techniques
(e.g., relaxation and assertion training ). Greene and Blanchard
(1994) found that cognitive therapy produced significant reduc-
tions in IBS symptoms when compared with a symptom-moni-
toring control group. Payne and Blanchard (1995) reported that
cognitive therapy was more effective than both a self-help sup-
port group and waiting-list control condition in reducing pain
and tenderness, diarrhea, and overall IBS symptoms.

Psychodynamic psychotherapy. Two studies have evaluated
the efficacy of psychotherapy for IBS. Strictly speaking, these
stodies do not meet Chambless and Hollon’s (1998) criteria
for review because descriptions of the treatment methods are

incomplete, Nevertheless, the results appear to be promising and
deserve mention. Svedlund (1983) compared psychodynami-
cally oriented short-term psychotherapy with standard medical
care. The psychotherapy intervention was significantly more ef-
fective than standard care in reducing abdominal pain, colonic
pain, and epigastric pain, as well as indigestion. The gains in
pain relief were maintained at 15 months follow-up. Data gath-
ered at follow-up also revealed that psychotherapy was superior
to standard medical care in reducing global somatic complainis
and enhancing perceived ability to cope. Guthrie, Creed, Daw-
son, and Tonenson (1991 ) compared the effectiveness of short-
term dynamic psychotherapy (including a brief introduction to
relaxation ) and a supportive listening control intervention. Post-
treatment comparisons showed that the psychotherapy interven-
tion was more effective than the control condition in reducing
abdominal pain, bowel symptoms, and depression.

Given the positive findings regarding short-term dynamic psy-
chotherapy for IBS, more atiention needs to be given to standard-
izing its format and delivery (Blanchard & Malamood, 1996).
In the future, dynamic psychotherapy protocols for IBS should
be based on an explicit conceptual madel and use standardized
treatment manuais, therapist training, and monitoring methods.
Standardization of these protocols is needed to permit replica-
tion and extension of initial promising findings.

Hypnotherapy. Hypnotherapy qualifies as a possibly effica-
cious treatment for IBS pain. One controlled study (Whorwell,
Prior, & Faragher, 1984) compared hypnotherapy with a control
condition (psychotherapy plus placebo medication) and found
that hypnotherapy significantly reduced abdominal pain and dis-
tention and enhanced well-being. There is one other randomized
study of hypnotherapy for IBS (Harvey, Hinton, Gunary, &
Barry, 1989), but this study did not include a control group.
This study compared individual and group hypnotherapy for IBS
and found that both treatments produced very similar improve-
ments in [BS symptoms.

Clinical Significance

The studies reviewed here have all been conducted with clini-
cal populations, with most patients having protracted histories
of pain. The fact that statistically significant improvements in
pain and functioning can be obtained in these individuals is
noteworthy. However, at this point, there is no consistent agree-
ment on what constitutes clinically meaningful or significant
improvement. Headache researchers, and to some extent IBS
researchers, have adopted a convention that 50% improvement
in pain represents a clinically significant improvement. However,
changes in pain represent only one of a number of important
outcomes. Severely disabled patients who are able to increase
their time up and out of bed from 4 hr per day to 10 or 11 hr
per day or who have decreased their intake of narcotic medica-
tions to near zero levels clearly have made major treatment
gains, even il their pain has only been reduced by 20 to 25%.
In the future, pain researchers need to more systematically ad-
dress how one defines and assesses the clinical significance of
therapeutic effects.

Comments

The results of this review indicate that psychological treat-
ments are often effective in reducing pain and improving the
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psychological and physical functioning of individuals having
persistent pain. Taken together, the findings are impressive, par-
ticularly because most study participants had long histories of
pain and multiple failures to respond to conventional medical
treatments.

In this review, the psychological treatments most often found
to be efficacious for chronic pain were OBT, CBT, and BFB.
Evidence for the efficacy of hypnosis and psychodynamic psy-
chotherapy was much more limited. Although there are a number
of well-controlled studies on hypnosis for experimental pain, the
clinical studies are not as rigorous methodolegically (Turner &
Chapman, 1982). Hypnosis is potentially useful for clinical pain
because of its effects on the affective dimension of pain {Barber,
1990; Hilgard & Hilgard, 1983) and deserves more research
attention.

A factor that contributed substantially to the development of
empirically validated treatments for pain was the publication
of books in the 1970s and 1980s that provided very detailed
descriptions of treatment methods. We found frequent citations
to books by Fordyce (1976) on operant conditioning ap-
proaches, Turk et al. (1983) on cognitive—behavioral ap-
proaches, and Blanchard and Andrasik (1987) on the manage-
ment of beadaches. Researchers also are increasingly using stan-
dardized manuals to guide their treatment protocols (e.g., Keefe
et al., 1990a; Turner & Clancy, 1988; Turner et al., 1990), and
the availability of these manuals should prove useful to future
investigators wishing to evaluate the efficacy of individual com-

. ponents of these interventions.

Several important themes are evident in the current literature
on pain management. One theme is the best format for delivering
treatment. Investigators are beginning to systematically assess
the effects of involving spouses or family members in treatment.
Recent studies, for example, have examined spouse-assisted or
family-assisted CBT for theumatoid arthritis ( Radojevic, Nicas-
sio, & Wesiman, 1992) and osteoarthritis ( Keefe et al., 1996).
Given ongoing changes in health care, we also need to determine
whether psychological treatments can be offered in a more cosi-
effective fashion. Several controlled studies have shown that
minimal-therapist-contact, home-based BFB and relaxation in-
terventions are as effective as traditional clinic-based BFB and
relaxation treatments in reducing vascular or migraine head-
aches (Blanchard, 1990; Jurish et al., 1983; Richardson &
McGrath, 1989). Home-based treatments have many advan-
tages, but may not always be the most effective intervention for
individuals who are very disabled by their pain. Williams et al.
(1996) recently conducted a randomized study evaluating the
effects of inpatient-based CBT and outpatient-based CBT for
chronic pain patients who had significant disruptions in their
functioning. At the end of treatment, both CBT groups had
reductions in pain and improvements in physical and psychologi-
cal functioning, relative to a waiting-list control. However, the
magnitude of improvement on all physical measures and many
psychological measures was significantly greater with inpatient
than ountpatient CBT. It is interesting that at 1 year follow-up,
patients receiving inpatient CBT maintained their gains better
and used significantly less health care than those receiving out-
patient CBT.

Another question raised in this literature is What is the most
appropriate control condition? Untreated control patients are

used in many studies, but this is clearly inappropriate for indi-
viduals suffering severe, disabling pain. Waiting-list control pa-
tients are also widely used, but do not permit one to make long-
term follow-up comparisons. Attention placebo controls often
lack credibility with patients and therapists. Furthermore, credi-
ble attention placebo or pseudotherapy conditions inadvertently
may serve as an active treatment mobilizing self-help efforts
and changing cognitive appraisals of pain (Blanchard et al.,
1990, 1992). Another alternative is to compare the effects of
psychological pain treatments with disease education programs
(e.g., arthritis education ), therapist-led self-help groups, or sup-
port groups. Structured disease education programs represent a
particularly appropriate comparison condition as they focus on
imparting information (rather than on training coping skills),
provide equivalent therapist contact, and are seen as very credi-
ble by patients, Several studies in the rheumatic diseases litera-
ture have shown that CBT is more effective than equally credible
arthritis education interventions (Keefe et al., 1990a; Parker et
al., 1988, 1995). In the pain area (as in other domains of treat-
ment outcome research), there is probably no perfect control
condition (C. E. Schwartz, Chesney, Irvine, & Keefe, in press;
Turner et al., 1990), and researchers need to remain cognizant
of the strengths and limitations of control conditions when inter-
preting their findings.

An important topic for future research is examining the effi-
cacy of protocols that combine psychological and medical treat-
ments for pain. It is surprising that few controlled studies have
examined this important topic. A good example is a study of
vascular headache patients conducted by Holroyd et al., (1993).
This study found that the combination of thermal BFB plus
relaxation training and propranolol was significantly more effec-
tive than thermal BFB plus relaxation training alone in reducing
headache pain and medication intake, and in enhancing quality
of life.

A final theme in this literature is the importance of individual
differences in treatment outcome. Some individuals having pain
are much more responsive to psychological treatments than oth-
ers. Many studies have examined variables that potentially may
predict successful treatment ontcome. Although a review of this
rescarch is clearly beyond the scope of this article, consistent
predictors of treatment outcome have not yet been identified.
Further research on this important topic is clearly needed. With
an improved understanding of predictors of treatment outcome,
researchers may be able to tailor psychological treatments to
the needs of individual patients and be even more effective in
preventing and managing persistent pain and suffering.

Cancer

Cancer is an important target for health psychology interven-
tions for a number of reasons: Cancer is highly prevalent, with
over 1 million new diagnoses per year in the United States
(American Cancer Society, 1997); cancer is the second leading
cause of death in the United States (approximately one-half
million deaths anmually); and the adverse psychological effects
of cancer and its treatments are well documented, including
increased affective distress (symptoms of anxiety and depres-
sion), increased rates of major depression, and impaired quality
of life (Glanz & Lerman, 1992; McDaniel, Musselman, Porter,
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Reed, & Nemeroff, 1995). Psychological interventions, includ-
ing individual and group psychotherapy, are widely offered to
patients and their families in a variety of health care settings.
Furthermore, there are generally held suppositions about the
effects of psychological interventions for cancer patients, includ-
ing the provocative and controversial possibility that psychologi-
cal interventions can prolong disease-free intervals and increase
length of survival (Spiegel, 1993). Given the wide practice and
potential impertance of psychological interventions for cancer
patients, determining the efficacy of these interventions is a high
priority.

Studies included in this review were identified through a
literature search of the PsycLIT and MedLine databases from
1984 through June 1996 using the terms cancer, psychological
trearment, and psychotherapy. Farther selection of studies was
guided by those cited in five prior reviews (Andersen, 1992;
Carey & Burish, 1988, Fawzy, Fawzy, Arndt, & Pasnau, 1995;
Meyer & Mark, 1995; Trijsburg, van Knippenberg, & Rijpma,
1992). Finally, a manual search of 1996 issues of relevant jour-
nals was also conducted.

Types of Treatment

Psychological interventions for cancer patients have included
both individual and group formats. These interventions can be
further distinguished among these that involve primarily educa-
tion, supportive psychotherapy, behavioral therapy, and CBT (a
mixture of coping skills, stress management, and other efforts
to enhance cognitive and behavioral processes in adjustment to
cancer). The duration of these interventions has varied widely,
ranging from as few as 6 to more than 50 sessions.

Patient Characteristics and Types of Cancer

A number of patient characteristics are important to consider
to allow for some degree of specificity in the efficacy of inter-
ventions for cancer patients, including patients’ age, level of
education, gender, type and severity of cancer, and types of
treatments received. Andersen (1992) has argued for the impor-
tance of considering disease severity and the nature of treatments
that are used (e.g., sorgery, chemotherapy, radiotherapy, or hor-
mone therapy). Disease and treatment characteristics may be
correlated with psychological risk or morbidity, and psychologi-
cal interventions may have different effects as a function of
these factors. Type of cancer may also be crucial; for example,
breast cancer patients and lung cancer patients may differ in the
eticlogy for their disease, their psychological response to their
condition, and their sociodemographic characteristics.

Relevant Outcomes

The efficacy of psychosocial interventions for cancer patients
needs to be considered in light of a variety of different outcomes
or endpoints. These include psychological disorders that meet
DSM-1V criteria, symptoms of affective distress (most typically
symptoms of anxiety and depression), quality of life, length of
disease free intervals, and length of survival. Evaluations of the
efficacy of behavioral treatments to manage the negative side
effects of chemotherapy, a more specialized form of treatment,

have concentrated on ratings of physical symptoms (nausea,
vomiting, fatigue) as well as affective distress.

Efficacy

Behavior therapy for side effects of chemotherapy. Behav-
ior therapy—specifically, the use of progressive muscle relax-
ation, with or without guided imagery, to control anxiety, nausea,
and vomiting associated with chemotherapy —meets the criteria
for an efficacious treatment (Burish & Tope, 1992; Carey &
Burish, 1988). Data on the positive effects of behavioral treat-
ments have been provided by two separate research groups,
Burish and colleagues (Burish, Carey, Krozely, & Greco, 1987;
Burish & Lyles, 1981; Burish, Snyder, & Jenkins, 1991; Carey &
Burish, 1987; Lyles, Burish, Krozely, & Oldham, 1982} and
Contach and associates (Contach, 1983; Contach & Strum,
1985). The treatment methods have been well documented, as
they have relied on standardized methods of progressive muscle
relaxation with guided imagery.

Other treatment methods that have been evaluated with regard
to chemotherapy effects include systematic desensitization, hyp-
nosis, and the use of distraction. However, the data on each of
these methods have been more limited, and they only meet the
criteria for possibly efficacious treatmems. For example, cogni-
tive distraction techniques were as effective as relaxation meth-
ods in managing chemotherapy side effects as measured by
patient self-reports, nurse observations, and physiological mea-
sures ( Vasterling, Jenkings, Tope, & Burish, 1993). In contrast,
neither EMG or skin-temperature BFB were as effective as re-
laxation methods in contrelling nausea, anxiety, or physiological
arousal (Burish & Jenkins, 1992).

The relative efficacy of behavior therapy as compared with
antiemetic medications is less clear. Recent advances in the devel-
opment of medications to control the side effects of chemotherapy
have resulted in highly effective medical management of the nox-
ious consequences of treatment (Grunberg & Hesketh, 1993;
Morrow, Hickok, & Rosenthal, 1995). At least one half of cancer
chemotherapy patients show a positive response to these medica-
tions, which are primarily 5-hydroxytryptamine (5-HT3) antago-
nists that produce their effects by competing with 5-HT receptors
at the synapse (Grunberg & Hesketh, 1993). In spite of the
documented efficacy of both behavioral and pharmacologic anti-
emetic treatments, no studies have reported on their relative effi-
cacy nor on the ways in which these treatments may be combined
to enhance their efficacy. For example, it is plausible that some
patients who are less responsive to antiemetic medications may
be helped with behavior therapy. Furthermore, little in known
about the effects of medication for managing anticipatory nansea
in chemotherapy patients; relaxation training may be an important
adjunctive treatment for this side effect.

Psychological distress and quality of life. Two interventions
have been the focus of efficacy research in reducing distress and
enhancing quality of life in cancer patients: cognitive behavioral
group therapy and supportive expressive group therapy.

Several different variations of basic coping skills and stress
management interventions that rely. on cognitive—behavioral
techniques and principles have been evaluated in controlled in-
tervention studies using both group and individual therapy for-
mats (Cunningham & Tacce, 1989; Edgar, Rosberger, & Nowlis,
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1992; Fawzy, Cousins, et al., 1990; Teich & Telch, 1986). Al-
though the specifics of these interventions have differed some-
what, they are all brief in duration (five to six sessions of 1 to
1.5 hr each). They have all included components of relaxation
training, stress management skills, and problem-solving train-
ing. The interventions appear to have devoted a single session
to each of these skills, supplemented by homework assignments
for practice in some instances. In addition, some of the programs
have included components that address heatth education, com-
munication and assertion, management of emotions, or psycho-
logical support from other group members.

Two of the studies included no-treatment comparisons
(Fawzy, Cousins, et al., 1990; Telch & Telch, 1986), one in-
volved a cross-over waiting-list design (Edgar et al., 1992),
and two included comparisons with supportive group therapy
(Cunningham & Tacco, 1989; Telch & Telch, 1986). In each
case, comparisons favored the effects of the cognitive—behav-
ioral intervention in comparison with no treatment or supportive
therapy. These benefits were found on a range of measures, with
negative affect and mood being the most frequently measured
outcome. The Profile of Mood States (PCMS) was used as a
critical dependent variable in two of these studies (Fawzy, Cous-
ins, et al., 1990; Telch & Telch, 1986). Reductions in total mood
disturbance were reported in both studies, with Fawzy, Cousins,
et al. reporting larger differences at 6-month follow-up than
immediately posttreatment. Only Telch and Telch included a
broader measure of quality of life and found that the coping-
skills intervention produced significant improvement in this do-
main compared with either no treatment or a supportive group
therapy control. These interventions have typically produced
relatively small effects on affective distress (see Meyer & Mark,
1995), with the exception of TRlch and Telch, who reported
large effects on the POMS, d > 1. The larger effects found in this
study are likely the result of the researchers using a screening
procedure in which only moderately to highly distressed patients
were recruited to participate.

In spite of these generally favorable results, the use of cogni-
tive—behavioral or coping-skills interventions with cancer pa-
tients meets the criteria for a possibly efficacious treatment
rather than efficacious. First, although the interventions used in
these studies share many common elements, the degree to which
these studies involve replication of a single intervention is un-
clear. Second, characteristics of patient samples in these studies
varied widely. For example, the types of cancer ranged from
melanoma (Fawzy, Cousins, et al., 1990} to heterogencous diag-
noses {e.g., breast cancer and lung cancer) included in the other
three studies. Patients also differed widely in disease severity
and types of treatments received. Therefore, with the exception
of the Fawzy, Cousins, et al. study, it is unclear how these
findings apply to clinical work with patients who have been
diagnosed with specific types of cancer. Third, these studies
have included relatively small sampies, and treatment and con-
trol groups have differed substantially on pretreatment leveils of
psychological functioning. Although covariance analyses have
been used to controi for these pretreatment differences, they
emphasize the need for carefully controlled replication studies
with larger, more homogeneous samples.

The second widely used approach to psychosocial interven-
tions for cancer patients has been labeled supportive—expressive

group therapy, with the most comprehensive development and
research represented in the work of Spiegel and colleagues
(Spiegel & Bloom, 1983; Spiegel, Bloom, Kraemer, & Gottheil,
1989; Spiegel, Bloom, & Yalom, 1981 ). The focus of this inter-
venticn is the development of supportive relationships among
group members; the expression of deep emotional reactions to
their experiences with cancer, including concerns about death
and facing grieving and loss; and extracting meaning from trag-
edy by using their experience to help other patients and their
families. In addition, in the Spiegel intervention studies, patients
were taught self-hypnosis and techniques to aid in pain manage-
ment, physical problems (e.g., the side effects of chemotherapy
and radiotherapy) were discussed, and assertiveness in dealing
with medical professionals was encouraged.

The major clinical trial that has evaluated supportive—expres-
sive group therapy was conducted with metastatic breast cancer -
patients (Spiegel et al., 1981). The results indicated that, com-
pared with no-treatment control participants, patients who partici-
pated in the intervention experienced improved mood and fewer
phobic symptoms, and reported reduced pain sensation and suf-
fering (Spiegel & Bloom, 1983; Spiegel et al., 1981). The prom-
ising nature of these findings indicate that supportive—expressive
group therapy meets the criteria as a possibly efficacious treatment
for psychological adjustment to breast cancer However, the
method used by Spiegel and associates requires replication by
other investigators in order to meet the Chambless and Hollon
(1998) criteria as an efficacious treatment. Furthermore, the ex-
isting data suggest the potential efficacy of this intervention for
women with metastatic breast cancer, but not for patients with
other forms of cancer nor for women with less advanced forms
of breast cancer. Therefore, any inferences regarding the efficacy
of this intervention are limited to this population.

Psychosocial interventions have used other formats, including
educational groups and individual psychotherapy. Educational
interventions have been very brief (one to three sessions, ap-
proximately 1 hr in duration ) and have not involved psychologi-
cal treatment methods per se (see Fawzy et al., 1995, for a
review of these studies). Although these programs have led to
some decreases in affective distress, the primary outcome in
these studies has been the amount of knowledge gained. The
interventions themselves have been sufficiently dissimilar that
they cannot be considered as replication of a single method.
Similarly, most of the studies of the efficacy of individual psy-
chotherapy have failed to supply sufficiently detailed informa-
tion regarding the nature of the treatment to allow for evaluation
of the efficacy of a particular type of intervention.

Clinical Significance: Disease-Free Intervals and
Length of Survival

Two studies have examined the effects of group psychosocial
interventions on disease-free intervals and length of survival in
cancer patients within the framework of a randomized clinical
trial.* These are the investigations by Spiegel et al. ( 1989) with

*Linn, Linn, and Harris (1982) did not find beneficial effects on

survival for late-stage cancer patients who were randomly assigned to
individual counseling. In a nonrandomized retrospective study, Gellert,
Maxweli, and Siegel { 1993) failed to find effects for increased survival
for breast cancer patients who participated in support groups.
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metastatic breast cancer patients, and Fawzy et al. (1993) with
malignant melanoma patients. As described above, the Spiegel
study involved the evaluation of supportive--expressive group
therapy and the Fawzy study investigated the effects of a cogni-
tive—behavioral caping-skills intervention. Both of these studies
reported striking and significant increases in the length of sur-
vival for patients whe received the interventions in comparison
with control patienis. At a 10-year follow-up, Spiegel et al.
(1989) found an average increase of 18 months survival for
patients who received the inlervention (all of the patients died
as a result of their metastatic disease over the course of the
study). At a 5- to 6-year follow-up, Fawzy et al. (1993) found
a significantly lower death rate among patients who received
the intervention (3 of 34 patients had died) than among control
patients (7 of 34 had died).

These intriguing findings indicate that supportive -expressive
group therapy, as implemented by Spiegel et al. (1989), is a
possibly efficacious treatment for prolonging survival among
patients with metastatic breast cancer. Similarly, the cognitive—~
behavioral coping-skills intervention of Fawzy et al. (1993) is
a possibly efficacious treatment for prolonging survival among
patients with malignant melanoma. These two studies provide
a number of strengths on which future research can build: The
interventions are standardized and can be replicated, and they
were delivered to patient samples that were homogenous with
regard to type and severity of disease. However, in the absence
of replication of either intervention with these two distinct popu-
lations, they do not yet meet criteria for established efficacy.
Furthermore, the mechanisms that may account for increased
survival are not clear. Enhanced immune function (Fawzy, Kem-
eny, et al., 1990) has been suggested as one potential mediator;
however, data testing mediational effects of this or other biologi-
cal or behavioral mechanisms have not been reported.

Effectiveness

Research on psychosocial interventions for cancer patients
hag addressed effectiveness and generalizability in several ways.
First, because of the nature of this type of research, all of the
studies have been carried out in clinical contexts with appro-
priate patient samples. That is, although most of these studies
have been conducted in university medical centers, concerns
about the use of analogue samples do not apply here. Second,
increased attention has been given of late to more carefully
specified and documented forms of treatment. Relatively stan-
dardized versions of both CBT and supportive—expressive ther-
apy are needed to provide comparability across future studies
and to allow for direct comparisons of these interventions in
future studies. Manuals provided by Fawzy, Cousins, et al
(1990) and Spiegel and Spira {1991) represent important steps
in this direction.

These strengths notwithstanding, there are several aspects of
effectiveness for future research to address. Increased attention
needs to be given to patient characteristics, including gender,
age, education, type of cancer, severity of cancer, time since
diagnosis, types of treatment received, and possible individual
differences in psychological characteristics. For example, by
selecting only those patients with moderate to high levels of
initial distress, Telch and Telch (1986) identified much larger

effects for both a cognitive—behavioral and a supportive group
intervention. This is consistent with findings that a subgroup of
patients are at greater risk for prolonged symptoms of anxiety
and depression and are, therefore, in greatest need of interven-
tion (Compas et al., 1997). However, limiting patients on the
basis of either psychological or disease characteristics will limit
the generalizability of the findings. Increased attention also
needs to be given to therapist training and characteristics, as
therapist effects in all of these interventions remain a salient
possibility. For example, the groups in the Fawzy, Cousins, et al.
(1990, 1993) study were all co-led by F. I. Fawzy and Norman
Cousins. D. Spiegel or J. R. Bloom co-led the groups in their
trial, along with a therapist who had breast cancer in remission.
In each of these instances, the qualities of these rather unique
individuals may have contributed to the positive findings. In
one of the few direct comparisons of cognitive—behavioral and
supportive interventions (Telch & Telch, 1986), an advanced
doctoral student in counseling psychology led two groups in
each of the conditions, and a licensed clinical social worker led
one group in each condition. As a result, the investigators were
unable to control for the possibility of therapist allegiance ef-
fects influencing the efficacy of the two conditions. Training
and assignment of different therapists to each condition would
have controlled for the possibility that individual therapists were
biased in favor of one therapy over the other, and as a result
were more effective in delivering one therapy compared with
the other.

Cost-Effectiveness

Cost containment has not been a focus of research en psycho-
logical interventions for cancer patients. Psychological interven-
tions for the effective management of the side effects of chemo-
therapy, cancer-related distress and pain, and other stressful as-
pects of cancer may lead to reductions in utilization of other
health care services and, as a result, a reduction in overall costs.
However, psychological interventions for cancer patients also
represent a challenge to typical notions of cost offset and con-
tainment. For example, Friedman et al. (1995) pointed out that
prolonging the survival of patients with advanced disease may,
in fact, result in an increase in total lifetime medical costs and
that, clearly, the primary goals of prolonging and improving the
quality of patients’ lives outweigh the desire to manage health
care costs.

Comments

Careful examination of the outcomes of psychosocial inter-
ventions for breast cancer patients has yielded differing opinions
on the status of this research. On the one hand, there is clear
evidence that these interventions have beneficial effects on both
the quality of life (particularly levels of affective distress) and
possibly the length of survival of cancer patients (Spiegel,
1993). On the other hand, the magnitude of these effects on
quality of life outcomes is typically small (Myer & Mark, 1995),
whereas effects on survival are considerable. The application of
the criteria for efficacious treatments outlined by Chambless
and Hollon (1998) offers another perspective on this literature.
This review has identified one psychosocial treatment for cancer
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patients that meets the criteria for established efficacy and two
additional treatments that are judged to be possibly efficacious at
this time. Progressive muscle relaxation combined with guided
imagery has been found to be an efficacious treatment for the
management of the psychological and physical side effects of
chemotherapy. It is noteworthy, however, that recent improve-
ments in antiemetic medications have resulted in the relative
decline of the use of behavioral treatment of chemotherapy pa-
tients. This shift may be premature, however, as the combined
use of these treatments or the possible use of behavioral treat-
ments with patients who do not experience a full response to
medication have not been examined in controlled studies.
Cognitive—behavioral group coping-skills interventions and
supportive—expressive group psychotherapy both meet the crite-
ria for possibly efficacious interventions. Their potential benefi-
cial effects include both improved psychological adjustment as
well as prolonged survival, at least among patients with malig-
nant melanoma and patients with metastatic breast cancer. The
specificity of these two promising interventions has not been
examined, as they have not been compared with one another or
with other active interventions within the context of a single
randomized trial. CBT was compared with supportive group
therapy in the Telch and Telch (1986) study; however, this sup-
portive intervention differs in substantial ways from the support-
ive—expressive model used by Spiegel and colleagues.
Increased attention needs to be given to potential mechanisms
of both psychological and physical outcomes (see Andersen,
Kiecolt-Glaser, & Glaser, 1994). These include social support,
emotional expression, cognitive style, and coping strategies as
mediators of psychological outcomes (Spiegel, 1993) and im-
munologic function and treatment adherence versus avoidant
behavicrs as mediators of disease outcomes (Epping-Jordan,
Compas, & Howell, 1994; Fawzy, Kemeny, et al., 1990),

Eating Disorders

Although there are two officially recognized eating disorders,
anorexia nervosa and bulimia nervosa, described in DSM~1V
(APA, 1994), we will focus only on bulimia nervosa. There are
few controlled studies of treatment of anorexia nervosa, and no
one form of treatment has been empirically demonstrated to be
more effective than any other form of treatment (Steinhausen,
1995). A proposed new category of eating disorder, binge-eating
disorder (Spitzer et al., 1991), will also not be considered,
because research on treatment outcome is just beginning. It
should be noted, however, that preliminary evidence suggests
that both CBT and interpersonal therapy may be effective treat-
ments for this disorder (e.g., Smith, Marcus, & Kaye, 1992;
Telch, Agras, Rossiter, Wilfley, & Kenardy, 1990; Wilfley, et al.,
1993). ’

Bulimia nervosa is a chronic eating disorder in which normal-
weight individuals, the vast majority of them women, habitually
vomit or abuse laxatives after binge-eating or after eating even
minimal amounis of ‘‘forbidden’* foods. Vomiting is self-in-
duced, and the mean purging frequency per week reported in
the treatment literature is usually between 10 and 15 times. The
major complaint of patients with bulimia nervosa is that they
cannot control their eating and therefore have to vomit or other-
wise purge to prevent themselves from becoming fat. People

with this disorder typically have a negative body image and feel
that various parts of their body are too fat, even if they are in
the lower end of the normal weight range. Most important, they
are terrified of gaining any weight and believe they cannot eat
normally without purging or they will inexorably and very rap-
idly become obese. Surveys conducted in the United States and
in England suggest that the prevalence rate for bulimia nervosa
invalving purging behavior is around 1% to 3% in adult women
(cf. Cooper, Charnock, & Taylor, 1987; Drewnowski, Hop-
kins, & Kessler, 1988; Fairburn & Beglin, 199{); Hart & Ollen-
dick, 1985; Pope, Hudson, & Yurgelun-Todd, 1984; Pyle, Neu-
man, Halvorsen, & Mitchell, 1991; Rand & Kuldan, 1992;
Schotte & Stunkard, 1987). The prevalence in high-school sam-
ples in the United States also appears to be around 3% of adoles-
cent girls (Johnson, Tobin, & Lipkin, 1989).

There are many forms of treatment that are provided to bu-
limia nervosa patients. Virtually all of the controlled research,
however, has been with CBT and pharmacotherapy, and more
recently there has been an examination of a structured form of
interpersonal psychotherapy.

This review is based on articles written in English and pub-
lished prior to May 1996. Articles were located through PsycLIT,
perusal of tables of contents of relevant journals in the last few
years, and examination of prior reviews.

Efficacy

Cognitive—behavioral therapy. A number of studies have
compared CBT to waiting-list controls (Agras, Schneider, Ar-
now, Racburn, & Telch, 1989; Freeman, Barry, Dunkel-Turn-
bull, & Henderson, 1988; Lacey, 1983; Lee & Rush, 1986;
Leitenberg, Rosen, Gross, Nudelman, & Vara, 1988; Ordman &
Kirschenbaum, 1985; Wolchik, Weiss, & Katzman, 1986;
Wolf & Crowther, 1992), and in each of these studies CBT was
shown to be more effective than no treatment. This was true
not only for primary measures of binge-eating and purging be-
havior but also for measures of attitudes toward body shape and
weight and more global measures of psychological and social
adjustment, including depression. Therefore, CBT for bulimia
nervosa meets the criteria for an efficacious treatment.

Interpersonal therapy. A recent study by Fairburn et al.
(1991} provided a test of the specificity of CBT, as well as the
efficacy of interpersonal therapy for bulimia, by comparing CBT
to structured interpersonal therapy {Klerman, Weissman, Roun-
saville, & Chevron, 1984). In the interpersonal psychotherapy
condition, therapy focused on the interpersonal problems in-
volved in the development and maintenance of the disorder. No
attention was paid to the patients’ eating behavior or attitudes
to shape and weight, and there was no self-monitoring of eating
and purging behavior. At the end of treatment, the CBT condition
was more effective in reducing purging, increasing nonpurged
food intake and improving attitudes toward body shape and
weight. At 12-month and 6-year follow-ups, however, these dif-
ferences were no longer evident (Fairburn, Jones, Peveler,
Hope, & ’Connor, 1993; Fairburn et al., 1995). Also, there
was no difference between the groups on the amount of improve-
ment in general psychopathology and depression at the end of
treatment or at follow-up. Because these results have not been
independently replicated with bulimia nervosa samples, interper-
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sonal psychotherapy meets the criteria defined by Chambless
and Hollon (1998) as possibly efficacious with this disorder.
However, it has been independently demonstrated to be effica-
cious with binge-eating disorder (e.g., Telch et al., 1990; Wilfley
et al., 1993), which has some overlap with bulimia nervosa.
Given these results, it would be interesting to determine if inter-
personal therapy could be combined with CBT to improve out-
comes. Although, intuitively, one would guess that there might
be an additive effect, a recent study with binge-eating disorder
indicated that patients who had not responded to CBT also
did not improve when later given interpersonal psychotherapy
(Agras et al,, 1995). Whether the same result would occur with
bulimia nervosa or whether it would be more optimal 10 combine
the two forms of therapy at the outset is unknown.

Specificity

Several studies have compared CBT with another form of
psychotherapy and therefore provide data on the specificity of
CBT for bulimia nervosa. Kirkley, Schneider, Agras, and Bach-
man ( 1985) compared cognitive—behavioral group therapy with
nondirective group therapy with 28 bulimia nervosa patients. At
posttreatment, there was a 95% reduction in vomiting frequency
in the cognitive—behavioral group and a 69% reduction in the
nondirective group. This difference was statistically significant.
In addition, at a 3-month follow-up, 38% of the patients in the
CBT condition had completely stopped vomiting compared with
11% of the patients in the nondirective condition. This difference
was not statistically significant, however. Both groups also im-
proved equally on measures of depression, anxiety, and attitudes
about eating. Garner et al. (1993) recently compared CBT with
supportive—expressive therapy containing both nondirective and
psychodynamic elements. A total of 25 patients completed each
treatment {18 sessions). There was greater improvement in
purging behavior and attimdes toward eating, shape and weight,
depression, and self-esteem in the group receiving CBT.

Fairburn, Kirk, O’Connor, and Cooper (1986) assigned 24
participants to either CBT (Fairburn, 1981, 1985) or short-term
structured psychotherapy (B. Rosen, 1979) adapted for bulimia
nervosa on the basis of Bruch’s writings about psychotherapy for
anorexia nervosa (e.g., Bruch, 1973). The distinction between
treatment conditions may have been somewhat blurred, however,
because education regarding weight regulation and the effects
of dieting and purging were also provided, and some self-moni-
toring tock place. Outcome was assessed using multiple mea-
sures at postireatment and at 4- , 8- , and 12-month follow-ups.
Although binge-eating and purging were equally and substan-
tially improved at positreatment, at 1-year follow-up 55% of
the CBT patients, compared with only 27% of the short-term
psychotherapy patients, had completely stopped vomiting.
Moreover, when the outcome measures were combined to yield
a global rating of improvement, the cognitive—behavioral condi-
tion proved superior at posttreatment and follow-up.

At least 16 double-blind controlled drug studies have been
conducted to evaluate the effectiveness of pharmacotherapy in
the treatment of bulimia nervosa (Agras, Dorian, Kirkley, Ar-
now, & Bachman, 1987; Barlow, Blouin, Blouin, & Perez, 1988;
Fluoxetine Bulimia Nervosa Collaborative Study Group, 1992;
Goldbloom & Olmstead, 1993; Horne et al., 1988; Hughes,

Wells, Cunningham, & Ilstrup, 1986; Kennedy et al., 1988;
Mitchell & Groat, 1984; Mitchell et al., 1990; Pope, Hudson,
Jonas, & Yurgelun-Todd, 1983; Pope, Keck, McElroy, & Hud-
son, 1989, Rothschild et al., 1994; Sabine, Yonace, Farrington,
Barratt, & Wakeling, 1983; Walsh et al., 1988; Walsh, Hadigan,
Devlin, Gladis, & Roose, 1991; Walsh, Stewart, Roose,
Gladis, & Glassman, 1984). Of these studies, 13 found that
bulimia nervosa patients were significantly more improved with
the active drug than with a placebo (2 that did not were Mitchell
and Groat, and Sabine et al.), and another reported a significant
difference 6 weeks into treatment but not at 16 weeks (Agras
et al., 1987). For the studies that reported these data, the average
reduction in bulimic episodes for patients receiving antidepres-
sant medication was about 64%, and 31% completely stopped
purging and vomiting. Drug studies have typically measured
short-term ontcomes while patients were still receiving medica-
tion, whereas most CBT studies evaluated outcomes at follow-
up after treatment was discontinued. Clinical reports suggest
that a substantial relapse will occur when antidepressant medica-
tion is discontinued (Pope, Hudson, Jonas, & Yurgelun-Todd,
1985), and more recent research has confirmed this (Pyle et
al., 1990; Walsh et al., 1991).

Several studies have directly compared pharmacotherapy with
CBT for bulimia nervosa. The first such study randomly as-
signed patients to four treatment conditions: imipramine alone,
imipramine combined with group CBT, placebo, and CBT com-
bined with placebo (Mitchell et al., 1990). CBT was more
effective than imipramine in reducing binge-eating and vomiting
episodes, even though imipramine was more effective than pla-
cebo. Moreover, imipramine combined with CBT was not more
effective in changing binge-eating and purging behavior than
CBT alone. Both the CBT group and the imipramine group
improved on measures of depression and anxiety, with no sig-
nificant difference between them. Accordingly, Mitchell et al.
(1990) concluded that CBT was more effective than antidepres-
sant medication in the treatment of bulimia nervosa, and there
was no benefit to combining the two forms of treatment.

A second study examined the relative effectiveness of another
antidepressant medication, desipramine, with CBT (Agras et al,,
1992) in five groups: desipramine alone (for 16 or 24 weeks);
desipramine combined with CBT (for 16 or 24 weeks); and
CBT alone (for 16 weeks plus three additional sessions at Weeks
20, 24, and 28). There was no placebo group. At 16 weeks, both
the CBT-alone and the combined treatment conditions showed
significantly greater reductions in binge-eating and purging than
the desipramine-alone condition, and there was no significant
difference between the CBT-alone condition and the combined
conditions. At 32 weeks, the 24-week combined condition
showed significantly greater reductions in binge-eating and
purging compared with the 16-week medication-alone condi-
tion. The CBT-alone condition, however, was no longer signifi-
cantly different from the 16-week medication-alone condition.
The authors therefore concluded that a combination of desipra-
mine and CBT may be the preferred treatment for bulimia ner-
vosa. However, although their results support the conclusion
that the combined condition is superior to medication alone,
they do not support the conclusion that the combined condition
is superior to CBT alone. The combined condition did not sig-
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nificantly differ from the CBT-alone group at any time on reduc-
tion of binge-eating and purging behavior.

A third study compared CBT alone, desipramine alone with-
out any supportive psychotherapy, and CBT combined with desi-
pramine (Leitenberg et al., 1994). CBT was more effective than
desipramine alone, and there was also no evident benefit of
combining desipramine with CBT on any of the outcome mea-
sures—binge-eating and purging episodes, attitudes toward
eating, weight and body shape, depression, self-esteem, and
psychological distress.

Finally, two studies failed to find any benefit of combining
CBT with pharmacotherapy compared with CBT alone, in one
case using fluoxetine (Fichter et al., 1991} and in the other case
using fenfluramine (Fahy, Eisler, & Russell, 1993).

In summary, these studies suggest that CBT is more effective
than nondirective therapy and short-term psychodynamic therapy
in changing the core symptoms of bulimia nervosa. Thus, CBT
is both efficacious and specific. Furthermore, it seems that CBT
is more effective than antidepressant medication in the treatment
of bulimia nervosa (again, evidence that it is both efficacious
and specific) and that CBT should be the treatment of first
choice for this disorder. If a patient does not respond, then
antidepressant medications should be considered. The combina-
tion at the outset, however, appears to offer no apparent benefit
compared with CBT alone. It should also be noted that a few
studies that have tried to independently assess the benefits of
family therapy (Russell, Szmuckler, Zare, & Eisler, 1987) and
psychodynamic oriented therapy (Frommer, Ames, Gibson, &
Davis, 1987) have yielded very poor outcomes. The comparison
of CBT with interpersonal psychotherapy is less clear It was
more effective than interpersonal psychotherapy at the end of
treatment, but at follow-up the two groups no longer differed
significantly.

Component and procedural analyses. Studies have begun
to investigate the contribution of different components and pro-
cedural variations of CBT. One series of studies has examined
the benefit of including an exposure plus response-prevention
component. The exposure plus respense-prevention procedure
involves having patients eat frightening foods during therapy
sessions without being able to purge immediately afterward
{Leitenberg, Gross, Peterson, & Rosen, 1984; J. C. Rosen &
Leitenberg, 1982, 1985). Initial experimental analyses with this
procedure indicated that the ability to eat anxiety-provoking
foods without vomiting increased as each type of food was
treated in sequence with exposure plus response prevention
(J. C. Rosen & Leitenberg, 1982) and that the amount of anxiety
provoked by eating these foods without vomiting declined
within and across therapy sessions (Leitenberg et al., 1984).
The results of two subsequent studies suggested that CBT that
included exposure plus response prevention was more effective
than CBT without exposure plus response prevention (Leiten-

berg, Rosen, Gross, Nudelman, & Vara, 1988; G. T. Wilson,

Rossiter, Kleinfield, & Lindholm, 1986)). Agras et al. (1989),
however, made a similar comparison between CBT with and
without exposure plus response prevention and obtained oppo-
site results. One important procedural difference between these
studies was that session length was only 1 hr in Agras et al.
(1989) compared with 2 hr in Leitenberg et al. (1988). The
exposure plus response-prevention procedure was designed to

supplement, not replace, the standard CBT package for bulimia
nervosa, and more ample session time is needed to accomplish
this goal. G. T. Wilson, Eldredge, Smith, and Niles (1991 ) made
another comparison of CBT with and without exposure plus
response prevention and found both treatments to be equally
effective, but the expesure plus response-prevention procedure
was not introduced until the 10th treatment session, and it lasted
only 3 sessions. In short, it is still uncertain whether adding
therapist-assisted exposure plus response prevention to standard
CBT of bulimia nervosa provides a sufficient further benefit to
warrant the extra effort and time involved. Probably, it is most
useful for those patients who are most anxious about resuming
eating feared foods at home on their own without vomiting.
Finally, a recent study by Cooper and Steere (1995) demon-
strated that if the cognitive aspect of exposure plus response
prevention is omitted, it is not as effective at 12-month follow-
up as the standard CBT package.

Several other studies have examined whether omitting the
cognitive component from standard cognitive—behavioral treat-
ment of bulimia nervosa is harmful. The results are mixed.
Freeman et al. (1988) found the amount of reduction in binge-
eating and purging was the same for the behavioral and cogni-
tive—behavioral conditions, but there was no extended follow-
up or measures of attitudes toward weight and body shape.
Fairburn et al. {1991, 1995} and Fairburn, Marcus, and Wilson
(1993) found that the full CBT package produced better effects
on binge-eating and purging as well as on attitudes about shape
and weight at follow-up. Thackwray, Smith, Bedfish, and Myers
(1993) also compared a behavioral treatment focused exclu-
sively on eating habits versus the combined CBT and found that
although binge-eating and purging were similarly reduced at end
of treatment, by 6-month follow-up the combined group had
much better outcomes. Wolf and Crowther (1992), on the other
hand, found that the behavioral condition without cognitive re-
structaring produced a greater reduction in binge-eating at fol-
low-up, although the combined condition produced greater re-
ductions in general psychological symptoms of distress and pre-
occupation with dieting.

It appears that the full cognitive—behavioral package is more
effective than any of its single components. A study by Mitchell
et al. (1993) also indicates that more intensive therapy involving
multiple sessions per week with early encouragement of absti-
nence of binge-eating and purging produces more favorable
results than does weekly cognitive—behavioral group therapy.

Clinical Significance

Considerable evidence supports the effectiveness of CBT for
bulimia nervosa. Reviews of outcome studies evaluating CBT
indicate that on average there is about an 80% reduction in
binge-purge episodes, and about 50 to 60% of patients achieve
complete remission at & months to 1 year follow-up (Craig-
head & Agras, 1991; Leitenberg, 1993; Wilson, 1996).

Effectiveness

The generalizability of these findings to clinical practice has
not been directly addressed in these studies. Although all of the
studies have included the appropriate use of DSM-IV criteria
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for bulimia nervosa in the selection of patients, the degree to
which these patients are representative of those seen in clinical
practice is not clear. However, several uncontrolled studies in
field setlings have been reported in the literature and have sup-
ported the effectiveness of CBT (e.g., Giles, Young, & Young,
1985; Williamson et al., 1989). Moreover, the degree to which
the therapists who have participated in these studies are repre-
sentative of those in general clinical practice is also unclear. The
procedures have been clearly outlined in treatment manuals,
facilitating the generalization of the interventions.

Conclusion

Although CBT has been demonstrated to be an efficacious
and specific treatment for bulimia nervosa in comparison with
no treatment and alternative treatments including pharmacother-
apy, on average only about 55% of treated patients are in com-
plete remission at follow-up. Thus, there is still room for consid-
erable improvement, ‘

General Discussion

The application of the Chambless and Hollon (1998) criteria
for empirically supported treatment to this sampling of interven-
tions in health psychology offers several very clear inferences
about the state of the field. First, significant progress has been
made in identifying empirically supported treatments for health-
related problems and conditions. Efficacious interventions were
identified for smoking cessation, management of chronic pain,
reducing the conditioned negative effects of chemotherapy in
the treatment of cancer, and the treatment of bulimia nervosa.
1t is likely that interventions in other areas of health psychology
meet the efficacy criteria but were not included in the areas
sampled in this review; their omission in no way implies that
they are not efficacious. Therefore, the number of efficacious
treatments in health psychology is probably much larger than
those reported here. Second, it is clear that research is more
advanced in some of these areas than in others. For example,
research on management of chronic pain and on smoking cessa-
tion has examined a variety of different types of interventions
in multiple studies, providing a large base of evidence for the
efficacy of these treatments. In contrast, research on facilitating
effective coping with cancer has been characterized by a small
mumber of seminal studies that now await replication and exten-
sion of these original findings. Third, interventions in health
psychology meet the criteria as efficacious or possibly effica-
cious with regard to a wide range of outcomes. These extend
from efficacious treatments for the management of specific
symptoms (pain) and the treatment of a specific disorder (bu-
limia nervosa), to possibly efficacious treatment for prolonging
survival of cancer patients. Fourth, relatively less progress has
been made in determining the specificity of interventions in
health psychology. This has been attributable, in part, to the
lack of comparative studies in some areas and to the difficulty
in establishing a credible comparison treatments in other areas.

Support for the efficacy of cognitive—behavioral and behav-
ioral interventions is relatively stronger than for other models
of intervention in the arcas that were sampled. As alternative
models of intervention have become more standardized and have

been examined in controlled trials, however, evidence of their
possible efficacy has emerged. Examples include interpersonal
therapy for the treatment of bulimia nervosa and supportive—
expressive group therapy for breast cancer patients. The applica-
tion of a variety of treatment modalities, as well as comparison
of these methods with cognitive-behavioral and behavioral in-
terventions, is a high priority for health psychology research.
This will enable researchers to both expand the range of inter-
ventions that can be applied efficaciously, as well as to establish
specificity in distinguishing those treatments or components of
treatments that are responsible for facilitating change.

These generally positive findings notwithstanding, there are
several issues that emerged in this review that warrant attention
in interventions in health psychology. These reflect both limita-
tions in previous research as well as the challenges in applying
the Chambless and Hollon (1998} criteria to interventions in
health psychology.

Patient Heterogeneity

Chambless and Hollon (1998) have noted the importance
of considering the homogeneity of samples often included in
randomized clinical trials, as compared with the heterogeneity
of patient samples that typically present in clinical practice.
Diversity ameng patients is clearly the rule in populations served
by health psycholegy interventions, as they are typically not
identified on the basis of DSM -1V criteria. Examination of the
samples included in the intervention studies reviewed here indi-
cates that they are quite heterogenecus with regard to demo-
graphic characteristics, the disease or health condition that they
present, and their premorbid psychological functioning. Al-
though this variability presents challenges to researchers, it also
argues in favor of the representativeness of these samples. The
heterogeneity of these samples also highlights the need to iden-
tify subgroups of patients that may differ in their response to
psychological treatments. Although interactions between treat-
ments and characteristics are notoriously difficult to detect, there
is promising research in health psychology interventions in this
direction (e.g., Rudy, Turk, Kubinski, & Zaki, 1995; Sanders &
Brena, 1993; Turk & Ruby, 1988).

Cost-Effectiveness

Surprisingly little attention has been given to the cost-effec-
tiveness of the interventions reviewed here. Cost-effectiveness
has been a priority in health psychology in general, both in terms
of savings in health care costs that result from psychological
interventions and the relative cost of psycholegical as compared
with biomedical interventions (Friedman et al., 1995). Whether
long-term savings can result from psychological interventions in
comparison with continued treatment with medication is unclear.
Similarly, the reduction in health care costs that results from-
smoking cessation requires further attention. However, reduced
costs are not the only bottom line in health psychology interven-
tions, as some treatments may actually increase costs as a result
of increased survival {Friedman et al.,, 1995). For example, if
psychological interventions actually do increase the survival of
cancer patients, there may be additional costs, especially among
patients with advanced disease. As long as increased survival is
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accompanied by enhanced quality of life, as it appears to be in
these interventions, then these additional costs are more than
outweighed by the benefits. Similarty, if for example, CBT con-
tinues to be shown to be a more efficacious treatment for bulimia
nervosa than medication, how much weight should be given to
relative differences in economic costs versus relative differences
in outcomes and quality of life? It is clear that equations for
cost-effectiveness in health psychology are highly complex and
require attention to multiple dimensions.

Health Psychology Interventions in the Health Care
System

Finally, it is essential to place health psychology interventions
in the general context of our current health care system. This
includes the relationship between psychological treatments and
preventive interventions, and between psychological treatments
and biomedical interventions. Our task in this article was to
address psychological interventions that are designed to treat
existing symptoms, disorders, or diseases. However, much of
the important work that is carried out by health psychologists
is done so in the context of preventive interventions. Examples
that are relevant to the four areas that were discussed here
include smoking prevention programs, screening and early de-
tection programs for breast cancer, and interventions to promote
healthy diet and body image in adolescents. Health psychology
interventions that are designed to treat existing problems are
part of a broader system of interventions that include the promo-
tion of health and the prevention of high-risk behaviors and
disease. It is very likely that many of the promotion and preven-
tion interventions would meet standards for efficacy as well.

Psychological interventions are, of course, not intended to
replace or even compete with biomedical interventions for dis-
eases such as cancer, AIDS, arthritis, and many other conditions
to which psychological treatments have been applied. Rather,
psychological interventions complement and work in conjunc-
tion with biomedical interventions, filling a unique role that
other forms of treatment cannot address. This places psycholo-
gists and other mental health professionals as members of com-
prehensive multidisciplinary teams that have been established in
many health care settings. For example, should either cognitive—
behavioral or supportive—expressive therapies, or both of these
treatments, prove efficacious in prolonging the survival of cancer
patients, they would of course not be viewed as a replacement
for standard treatments of surgery, chemotherapy, and radiation
therapy. Similarly, psychological treatments to foster smoking
cessation may best be used in conjunction with other biological
treatments such as nicotine-replacement systems. Therefore, a
high priority for future research is to continue to examine com-
binations of treatments that include psychological interventions
along with established and emerging biomedical treatments.
These are likely to be the most efficacious in achieving the dual
goals of health psychology interventions—to both increase the
length of patients’ lives while enhancing the guality their lives.
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