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Good Morning. Thank you for coming. There are over 300 of you registered, an unusually large 
number for one of our June conferences, and some of you have come from as far away as Japan. 
I take the turnout as a tribute to our topic.  For the next two days, we will be discussing research 
based treatment protocols: the strengths, limitations, and complexities of their use in the real-
life practice of psychotherapy, and the implications of psychotherapy research for health care 
policy. When we were planning our flyer, I wanted to use the phrase, “From Research To 
Reality,” in the title, but the marketing expert amongst us warned that if we used the word 
“Research” it would be the kiss of death and no practicing clinicians would sign up. This is sad 
evidence of how irrelevant and unhelpful psychotherapy research has been in the past, as far as 
practicing clinicians were concerned. Still, I notice none of you has bolted for the door, despite 
my use of the “R” word.  Perhaps some of you are only staying for the muffins at the break, but 
I believe that the presence of so many of you here today reflects a growing hope that a new, 
more fruitful relationship between research and clinical practice is developing. 

Psychotherapy outcome research during the 1980’s and 1990’s has been generating a growing 
body of increasingly refined, evidence-based treatments tailored to the specific disorders they are 
designed to treat. These protocols are generally characterized by a highly specified sequence of 
interventions laid out step by step in treatment manual s or self-help books. Under research 
conditions, they have well-established rates of efficacy that in some cases are very high. For 
instance, Kaplan’s (1989) protocol for premature ejaculation has a 90% success rate in 14 
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sessions, and David Barlow, who will be speaking tomorrow, has developed a protocol for panic 
disorder that yields 85% of patients panic-free in twelve sessions (Barlow and Craske, 1994). 

However, the circumstances of real life psychotherapy are different from the clinical trial s 
environment in which these protocols have been developed. In what ways should they be 
adapted to make them relevant to therapy as it is practiced in real life? This is a complicated 
question, about which reasonable people can disagree. At one extreme, Wilson, quoted in The 
Behavior Therapist (Addis & Carpenter 1997), argues that the less you deviate from the 
protocol the better: that from an actuarial point of view treatment efficacy is more likely to be 
decreased than increased by therapist modifications, and strict adherence to the protocol will 
result in the highest percentage of positive outcomes. 

The limitations of this position could probably be illustrated by half the cases in the average 
clinician’s caseload. Consider a middle aged, divorced patient of mine whom I will call Jane, who 
had come to me for treatment of compulsive hand washing, something she did more than fifty times 
per day. Although she was highly successful and well liked in her professional life, she had few 
friends, no intimate relationships with men, remained enmeshed with an intrusive and domineering 
family of origin, and generally experienced herself as ineffectual in asserting her needs or standing 
up for herself. She had a history of abusive relationships, culminating in a marriage in which she 
had been physically beaten. While elimination of her compulsive washing was an important goal 
for her, it was secondary to a desire to improve the quality of her relationships and to be more 
fulfilled in life in general. 

Sometimes patients come through my office door simply wanting to eliminate their panic attacks 
or compulsive rituals, but most are like Jane. Some of their symptoms are amenable to protocol 
based treatment, but these symptoms are frequently embedded within a complex, multi-problem 
presentation, subordinated to other issues like self-esteem, agency, intimacy or loss.  Now, aside 
from medication, a protocol based treatment, including exposure with response prevention (ERP), is 
the most effective treatment we have for OCD, but with a patients like Jane we need to find a way to 
integrate the protocol into a treatment process that attends to her other needs as well. 

This interweaving process can be complicated. Sometimes the requirements of the protocol can 
seem to be at odds with the other needs. In Jane’s case, implementation of the protocol was 
complicated by her history of intrusive and abusive relationships. This became clear in our initial 
interview. She informed me she had researched the protocol for OCD and that she knew I would 
want her to “stick my hand in a bucket of dirt” and then refrain from washing. To this she added 
emphatically, “I just want you to know I’m not going to do it and if you try to make me I’m  never 
coming back.” 

Given her history, it is easy to see how the OCD protocol could arouse problematic associations to 
past intrusive and abusive relationships: It involves assigning “homework” and other forms of 
directive activity on the part of the therapist, and culminates in asking the patient to force herself to 
engage in exercises designed to cause her intense distress. Refusing to engage in response 
prevention was an act of assertive self-protection in the face of what she perceived as a potentially 
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coercive and abusive process. Furthermore, developing appropriately assertive, self -protective 
behaviors was more important to her than stopping her hand washing. I would need to find a way to 
validate and support the self-protectiveness her refusal represented, and yet if I also wanted to help 
her get over her OCD it would be necessary to eventually engage her in exposure with response 
prevention. A discussion of her treatment is beyond our present scope (for a more complete 
description of Jane’s case, and how she finally came to engage in ERP, see McCarter, 1997). My 
point here is that there can be no protocol or manual for this kind of commonplace dilemma of real 
life practice. 

Dilemmas of this type are a large part of what this conference aims to be about. We have selected 
five disorders for which evidence-based treatment protocols have been developed. For two of these, 
eating disorders and substance abuse, we have asked a single presenter to give an overview of the 
issues associated with the protocol-based treatment. For three other disorders, we have taken a more 
in-depth approach.  Researcher-clinicians who have pioneered the development of protocols for 
borderline personality disorder, OCD, and panic disorder will present their work. These presentations 
will be followed by case presentations from therapists in the field, describing complex cases in 
which adaptations of a research based protocol led to a successful outcome. These case presentations 
are intended to illustrate some of the potential dilemmas and solutions — and the creative richness 
— that can be involved in translating these protocols into real life practice. Each of these cases will 
then be discussed by the researcher instrumental in developing the original protocol.   

As you listen, you may find it helpful to bear in mind the following differences between research 
trials and real life practice, described by Martin Seligman (1995) in his discussion of the Consumer  
Reports study of the effectiveness of Psychotherapy. 

1) In research trials, patients must meet stringent inclusion and exclusion criteria, and those 
with multiple problems are screened out. Patients in real life practice are usually seeking 
help with multiple, interacting problems, not all of which are reducible to DSM diagnoses. 

2) In research, subjects who are screened in are randomly assigned to a treatment (or control 
group), and to a therapist. In real life, patients often actively seek a type of therapy and a 
therapist that feels like a good match to them. 

3) In clinical trials, the content, sequence, and number of sessions that subjects receive are 
al l standardized. In contrast, psychotherapy as practiced in the field is usually a self-
correcting process. Therapist and client are free to modify what they do as they go 
along, based on the feedback of what seems to be working, and adapting to the events 
of the patient’s life as needed. 

4) Unless insurance or other practical constraints limit treatment, in real life therapy is not of 
an externally fixed duration. Patient and therapist usual l y continue as long as the patient 
wishes.  In outcome research, success is evaluated in terms of standardized measures of 
target symptoms. In real life, patients and therapists evaluate their success in terms of 
improvement in the patient’s overall functioning and sense of subjective wellbeing. 

Although psychotherapy outcome research has provided us with extremely useful information 



McCarter, H. G. The Use of Research-Based Treatment Protocols in Real Life Clinical Practice © 1997	  

4	  

about what works in the treatment of specific symptoms and disorders, it is not the only source of 
scientific information on how to be helpful to patients. The roles of “nonspecific factors” such as 
therapist empathy, warmth, and respect, have also been well studied. At this point we have quite a 
substantial body of data (e.g. Bergin & Garfield, 1994) indicating that these factors play a vital role 
in treatment outcomes. Strupp (1996, p. 1022) cites estimates that they may account for as much as 
85% of the variance. There is no protocol for warmth or respect, and the excessively rigid 
pursuit of a protocol could easily damage these aspects of the treatment. On the other hand, it is 
also a well established finding that, at least in the treatment of OCD, therapists who are more 
permissive and accommodating have poorer outcomes than those who adhere more strictly to 
the protocol, (e.g. Sherman, Ellison & Iwamoto, 1995). So science offers us no definitive path. 

The protocols you will be hearing about at this conference can be thought of as falling into two 
types. The more common one is what I will call the “session by session” type exemplified by the 
protocol for panic disorder developed by David Barlow, who will be speaking with you tomorrow. 
In this type, the interventions are laid out session by session in an interlocking sequence. In the case 
of Barlow’s protocol, psychoeducation paves the way for self-monitoring and information 
gathering, which paves the way for breathing retraining, which paves the way for cognitive 
restructuring.  All of these pave the way for exposure exercises designed to reduce the fear of fear 
by helping the client desensitize to various stimuli that have become triggers for panic. Barlow and 
Craske’s (1994) workbook lays this all out complete with self-monitoring forms and Gary Larson 
cartoons. If you are following it strictly, then you know that in session ten you will be introducing 
the exposure exercises.  

The second type of protocol you will be hearing about has evolved to guide the longer-term 
treatment of more complex conditions. It is exemplified by the protocol for treating Borderline 
Personality Disorder, developed by Marsha Linehan (1993) who will be speaking to you in a few 
minutes. This type can be described as “contingency based.” The protocol specifies a hierarchy of 
treatment goals and describes rules and techniques for addressing each of those goals. In any given 
session the focus of treatment will be on the highest priority goal that is active at the time. For 
instance, in Linehan’s protocol, if the client is suicidal, keeping the client safe supersedes all other 
goals, and the therapist proceeds to follow the guidelines for handling suicidality, which are very 
specific. If the client is not suicidal, the therapist proceeds  to address the next highest priority issue 
that is active in the client’s current presentation. In this way, contingency based protocols guide the 
therapist’s clinical decisions with a high degree of specificity while also maintaining a high degree 
of flexibility. In a session-by-session protocol, addressing a patient’s suicidal feelings is a 
disruption of the protocol, whereas a contingency based protocol can cope with  

the issue from within, along with a host of other issues ranging from poor attendance to affect 
regulation and self-soothing. This second type of protocol is able to accommodate a much more 
complex and variable range of clients and clinical presentations.  

In my limited experience with Linehan’s protocol, it appears to me that you can stay within its 
structure while working with the typical borderline clients one encounters in real life practice. This 
is in contrast to the session-by-session protocols common to my area of specialty, which is the 
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anxiety disorders. Much of the work I do could probably best be described as “protocol informed.” 
Doing protocol informed treatment requires that you understand the reasoning behind the protocol 
and appreciate the interdependent relationships between its various component techniques. If you 
are treating panic disorder in the field, rather than in a research trial, there is no reason why you 
have to be rigid about the session by session timetable. If your client breaks up with his girlfriend, 
and wants to talk about it, you can do so. On the other hand, the therapist should keep in mind that 
any component of the protocol has the potential to be aversive, even relaxation or self-monitoring. 
When conducting protocol informed therapy, we have the flexibility to explore multiple relaxation 
techniques and discover which one speaks best to the individual client. Sometimes clients will even 
invent their own routines, thus enhancing their motivation and sense of ownership over the change 
process (again, see Jane’s case, McCarter 1997). On the other hand, it can also be important to try 
to understand why a client finds a particular procedure aversive.  For instance, if the client is 
uncomfortable with a relaxation technique involving eye closure, this should probably be 
understood and addressed. If we had a contingency based protocol for panic disorder, it would 
specify a sub-protocol for patients with a relaxation phobia, and that protocol would itself have 
further sub-protocols, depending on whether or not the patient had a trauma history, or was 
experiencing painful muscle spasms, or a variety of other contingencies. Also, I have had several 
clients who kept developing urgent problems in their personal lives every time we were planning to 
introduce exposure exercises. If this keeps happening, there comes a point where we owe it to the 
patient to point this out and suggest that it may be more important to examine why than to spend 
yet another session allowing the treatment to be diverted by the problem of the day. Protocol 
informed therapy also recognizes that the sequence of the interventions plays a vital role in their 
effectiveness. If you don’t prepare for the exposure exercises with the development of cognitive 
and physical coping skills, you are less likely to be effective.  And if you don’t carry treatment 
through to the exposure exercises, you are almost certain to be ineffective.   

The protocols you will be hearing about may vary in their built-in flexibility, but all are rich 
sources of information about how to help our patients.  For instance, a therapist familiar with the 
protocols for the anxiety disorders knows not only that exposure exercises are vital for the effective 
treatment of all the anxiety disorders, but also that different types of exposure are indicated 
depending on the disorder: that exposure to the internal sensations associated with panic is probably 
going to be important if the patient has panic, whereas exposure to the thinking through of worries 
is more likely to be helpful in GAD. And we know that exposure to the panic sensations should 
generally precede exposure to avoided situations in the treatment of agoraphobia with panic. We 
know that different types of self-soothing techniques are likely to be helpful depending on the type 
of anxiety, for instance that breathing retraining is more likely to be helpful in panic, whereas 
progressive muscle relaxation is more likely to help in GAD.  

Protocol informed work must take this body of knowledge into account, but it must do so 
intelligently rather than slavishly. The protocol for OCD which Gail Steketee will be presenting 
tomorrow, is the current standard, but Jeffery Schwartz’s recent (1996) modification, which 
incorporates mindfulness meditation and redirection of activity, has been shown to result in a 
normalization of brain physiology, as measured by PET scans. There can be more than one 
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empirically valid protocol, as in the case of depression, for which both CBT and Interpersonal 
Therapy have research validation, and all these protocols are works in progress, reflecting a 
developing state of the art that is not written in stone. 

The high success rates associated with evidence based protocols should make them of interest to all 
clinicians and probably have a lot to do with why you are here. However, most of the clinicians I 
speak with, while interested, look with wary skepticism upon a protocol-based approach. The main 
reason they give for this is that it seems so rigid and mechanical. But if you want to help people 
with any of the problems for which well validated protocols exist, then you can’t ignore the 
information they contain.  To claim to treat a condition for which one of these protocols has been 
established, but not provide a treatment informed by that protocol, is to deprive your patients of the 
care to which they are entitled. On the other hand, to treat someone like my patient Jane, and to be 
so caught up in the pursuit of a protocol driven therapy that there is  no room to support her 
burgeoning  self-protective assertiveness, would is a crime against her nature.  My hope is that this 
conference will be even handed in the challenges it poses to the convictions of both researchers and 
clinicians, and that it will leave none of you comfortable, and all of you thoughtful. 
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