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The Efficacy of Psychological,

Educational, and Behavioral Treatment

Confirmation From Meta-Analysis
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Conventional reviews of research on the efficacy of psy-
chological, educational, and behavioral treatments often
find considerable variation in outcome among studies and,
as a consequence, fail to reach firm conclusions about the
overall effectiveness of the interventions in question. In
contrast meta-analytic reviews show a strong, dramatic
pattern of positive overall effects that cannot readily be
explained as artifacts of meta-analytic technique or gen-
eralized placebo effects. Moreover, the effects are not so
small that they can be dismissed as lacking practical or
clinical significance. Although meta-analysis has limita-
tions, there are good reasons 1o believe that its results are
more credible than those of conventional reviews and to
conclude that well-developed psychological, educational,
and behavioral treatment is generally efficacious.

ystematic knowledge about the efficacy of psycho-

logical, educational, and behavioral intervention

for individual and social problems is almost entirely
dependent on research conducted within the experimental
or quasi-experimental framework. In any given treatment
area, such research often yields an ambiguous mix of
results—decidedly positive, suggestive, convincingly null,
and hopelessly inconclusive. Research reviewers must then
pick through these results with hopes of finding a pre-
ponderance of evidence supporting a conclusion about
treatment efficacy. More specifically, they must attempt

to sort and choose among studies on the basis of their

methods, treatment variants, respondents, and the like
to find those situations for which conclusions can be
drawn.

It is a distressing observation that, over recent de-
cades, the results of treatment research and reviews of
that research have not yielded convincing support for the
efficacy of many psychological, educational, and behav-
ioral treatments. The controversial history of assessment
of the effects of psychotherapy is representative, Some
reviewers were adamant that the research showed no con-
vincing efiects (e.g., Eysenck, 1952, 1965), whereas others
interpreted the evidence as generalized efficacy (e.g., Lu-
borsky, Singer, & Luborsky, 1975). Similar controversy
has characterized intervention in social work, counseling,
education, criminal justice, organizational development
(Fischer, 1978; Prather & Gibson, 1977), and a host of

related areas. Rossi and Wright (1984) echoed many re-
viewers in these areas when they described evaluation
research as a “parade of close-to-zero effects” (p. 342).
Such controversy and pessimism has cast a shadow of
doubt over all but a few claims for the efficacy of psycho-
logical, educational, and behavioral interventions.

The Advent of Meta-Analysis

A new approach to integrating and interpreting a body
of treatment effectiveness research arose in the mid-1970s
and has come to fruition in recent years, Dubbed “meta-
analysis” by Glass (1976), this approach is quite different
from the research integration practices that preceded it.
In particular, it is characterized by its framing of research
integration as, in large part, a research exercise in its own
right. Eligible research studies are viewed as a population
to be systematically sampled and surveyed. Individual
study results and characteristics are then abstracted,
quantified, coded, and assembled into a database that is
statistically analyzed much like any other quantitative
survey data.

Since Smith and Glass's (1977) pioneering meta-
analysis of psychotherapy research, literally hundreds of
meta-analyses have been conducted in different treatment
research areas. Although much of this work has been
rather crude and certainly is not above criticism, there
can be no doubt that meta-analysis has become an ac-
cepted technique that has rapidly developed in concep-
tual, methodological, and statistical sophistication (Cook
et al., 1992; Durlak & Lipsey, 1991; Glass, McGaw, &
Smith, 1981; Hedges & Olkin, 1985; Hunter & Schmidt,
1990; Rosenthal, 1991a).

The purpose of this article is to examine the large
body of meta-analyses of psychological, educational, and
behavioral treatment research that has cumulated in the
last decade and a half, It will perhaps not be surprising
that this systematic approach to research integration has
resulted in refinements of our understanding of the effects
of treatment. What does not seem to be widely recognized,
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however, is that, in contrast to the previous era of con-
ventional research reviews, meta-analysis has yielded
stark, dramatic patterns of evidence for the general effi-
cacy of such treatment.

Meta-Analysis of Treatment Research

The quantity and variety of meta-analysis of experimental
and quasi-experimental treatment research has been so
great that it is necessary to identify the boundaries of this
review, Of interest here is meta-analysis of research on
the effects of treatments that are based on manipulation
of psychological variables and are intended to induce
psychological change, whether emotional, attitudinal,
cognitive, or behavioral (hereafter referred to as psycho-
logical treatments). The extensive meta-analysis of clinical
trials research in medicine, therefore, falls outside the
boundaries. Psychologically based intervention within
medical settings (e.g., preoperative counseling), however,
is included. Moreover, attention is restricted to those
treatments that are directed at practical individual and
social problems. Excluded, therefore, are meta-analyses
of interventions and manipulations of primarily theoret-
ical interest or those that do not represent currently prac-
ticed interventions in “real world” domains of applica-
bility (e.g., teacher expectancy effects).

Also, within the area of psychological treatment it
is necessary to consider the level or scope of intervention.
At one end of a rough continuum we can distinguish
treatment techniques—separable elements of intervention
that do not, by themselves, constitute a freestanding
treatment (e.g., self-disclosure by therapists or use of ad-
vance organizers in a teacher’s lesson plan). At the other
end of this rough continuum are broad policies or pro-
grams that combine many treatments and treatment ele-
ments, organizational arrangements, and so forth ( e.g.,
school desegregation or mental health deinstitutionali-
zation), We exclude both ends of this continuum to focus
on midrange treatments, those relatively freestanding in-
tervention packages with rather specific purposes that are
deliverable at a defined site for a target population. In
this category we include such interventions as psycho-
therapy, parent effectiveness training, medical patient ed-
ucation, smoking-cessation programs, job enrichment,
computer-aided instruction, science curricula, and open
classrooms (see Table 1 for a fuller list). Although there
are gray areas at both ends of this midrange, we found it
possible to categorize most interventions subjected to
meta-analysis with reasonable confidence.

With the above boundaries in mind, a series of com-
puter and manual searches was made of bibliographies
of articles dealing with meta-analysis, various standard
social science abstracts (Psychological Abstracts, Socio-
logical Abstracts, etc.), and listings of unpublished ma-
terials (Dissertation Abstracts International, ERIC). All
reports tha. appeared eligible on the basis of the title and
abstract were retrieved, and 290 of them were found to
meet the inclusion criteria. Because some reports pre-
sented more than one independent meta-analysis, the total
number examined for the present study was 302. The

search and retrieval effort was thorough and. although it
doubtless missed some number of eligible reports. we be-
lieve that the resulting collection represents a high pro-
portion of the available work of interest to this review.

Treatment Effects: Broad Patterns

Table | lists, by broad categories, the meta-analysis studies
that were discovered in this search and the treatment areas
they cover. As is evident, a number of these meta-analyses
are replications, near replications, subsets. or have over-
lapping studies with others in the list. Thus some studies
and some subjects are represented in more than one meta-
analysis. We will come back to this matter later but. for
now, will ignore the redundancies and make a general
examination of the treatment effects found in this collec-
tion of meta-analyses.

The right-hand columns of Table | report the overall
mean treatment effect size found in each meta-analysis
and the number of studies on which it was based. The
effect size metric used here is the standardized difference
between the mean of the treatment group and the mean
of the control group for a given outcome measure in a
given study.' Typically. a mean effect size over all studies
and all outcome measures is shown. When the original
meta-analysis reported mean effect sizes for quite different
categories of treatment or outcome, the highest level of
apgregation is presented for the major category or cate-
gories under investigation. One exception to this proce-
dure was for educational treatments in which the great
preponderance of effects were on achievement measures,
In such cases, only the mean achievement effect was re-
corded.

Given the inconsistent findings reported in conven-
tional research reviews for many of these treatment areas
and the high proportion of studies with statistically non-
significant results identified in both conventional and
meta-analytic reviews, one might expect quite a mix of
mean treatment effect sizes in Table 1, with many hov-
ering around zero. Moreover, given the wide range of dif-
ferent treatments represented, one might expect some
proportion to have negative mean effect sizes (i.e., control
groups outperforming treatment groups) and a quite
modest proportion to have strongly positive mean effect
sizes, After all, we would not expect every treatment to
work well.

Figure 1 presents the distribution of mean effect sizes
from Table 1. We do this solely for descriptive purposes,
as an alternate depiction of the information in Table |,
and with no implication that these are independent data
points or that they represent a statistical sample or pop-
ulation (later we will present a more refined distribution
with better statistical properties).

The striking feature of Figure | is the strong skew
toward positive effects. Of 302 meta-analyses, only 6 pro-

(text continues on page 1192)

! Effect size is typically computed as (M, — M.)/s, where Af, is the
treatment group mean, M, is the control group mean, and 5 is the pooled
standard deviation or, sometimes, the conirol group standard deviation.

1182

December 1993 « American Psychologist



M

Table 1
Meta-Analysis Studies

Treatment area and reference M effect size N
1. Mental Heailth, Health
1.1. Psychotherapy, General

Psychotherapy; all outcomes {Smith, Glass & Miller, 1980)° 0.85 475
Psychotherapy with adults; all outcomes (Shapiro & Shopiro, 1982, 1983 0.93 143
Psychotherapy vs. placebo controls; all outcomes (Prioleau, Murdock, & Brody, 1983} 0.42 32
Psychotherapy {random assignment studies with good controls); alt outcomes (tondman & Dawes, 1982) 0.78 42
Psychotheropy: sell-concept outcomes (Cook, 19881° 0.37 34
Psychotherapy lindividuall; all outcomes [Tillitski, 1990) 116 9
Psychotherapy (group); alt outcomes (Tillitski, 1990} 1.31 9
Psychotherapy with children; all outcomes [Casey & Berman, 1985)° 0.71 64
Psychotherapy with children and adolescents; all outcomes (Weisz, Woeiss, Alicke, & Klotz, 1987) 0.79 108
Psychotherapy with adult neurotic patients; all outcomes {Nicholson & Berman, 1983} 0.68 67
Psychotherapy for neuroses, phobias & emotional-somatic complaints; oll outcomes (G. Andrews &

Harvey, 1981} ) 0.72 81
Psychotherapy for the treatment of depression; alt outcomes (L. A. Robinson, Berman, & Neimeyer,

1990} 0.72 58
Psychotherapy for neurotic depression; all outcomes (Prince Henry Hospital, 1983} 0.65 10
Psychotherapy for unipolar depression in adults; all outcomes {Steinbrueck, Maxwell, & Howard, 1983} 1.22 16
Psychotherapy vs. drug therapy for the treatment of bulimia; afl outcomes {Laessle, Zoettl, & Pirde,

0.95 23
Psychotherapy for bulimio; all outcomes [Bryan, 1989)° 0.92 31
Client-centered therapy, transactional analysis, and non-directive therapy; all outcomes {Chompney &

Schulz, 1983) 0.25 18
Mental health specialists vs, general medical practitioners; all outcomes (Balestrieri, Williams, &

Wilkinson, 1988} 0.22 11

1.2. Psychotherapy, Cognitive Behavioral/Behavior Modiflcation
Cognitive behavioral therapies vs. nonspecific factors controls; all outcomes (Barker, Funk, & Houston,

1988} 0.67 17
Cognitive therapy for anxiety disorders; all outcomes (Berman, Miller, & Massman, 1985) 0.73 25
Cognitive therapy, modification of covert self-statements of adult patients; all outcomes {Dush, Hirt, &

Schroeder, 1983)° 0.66 69
Cognitive therapy with nonpsychotic patients with clinic complaints; all outcomes {Miller & Berman, 1983 0.77 48
Cogpnitive behavior therapy with adult populations; all outcomes {Polder, 1986} 0.69 53
Cognitive behavioral therapy; effect on trait anxiety ond neuroficism lJorm, 1989} 0.53 63
Cognitive behovioral therapy (paradexical interventions; alt outcomes (Shoham-Salomon & Rosenthal,

1987) 0.89 10
Cognitive behavioral therapy (paradoxical interventions); all outcomes (Hampton, 1988}° 0.15 29
Cognitive behavioral therapy {paradoxical interventions; all outcomes (Hilf, 19871° 0.99 15
Cognitive therapy for depression; Beck Depression Inventory outcomes {Dobson, 1989} 0.99 28
Cogritive and behavioral treatments of depression and phobic anxiety; all outcomes (Eifert & Craill,

1989} 0.83 36
Cognitive behavioral therapy with children; modification of self-statements {Dush, Hirt, & Schroeder,

1989) 0.37 48
Cognifive behavioral modification strategies with children; educationally relevant behavioral outcomes

(Duzinski, 19871° . 0.47 45
Cognitive behavioral therapy with dysfunctionat children; all outcomes (Durlak, Fuhrman, & Lampman,

1991)° 0.53 64
Cognitive therapy ond systematic desensitization for public speaking anxiety; all outcomes (Allen,

Hunter, & Donohue, 1989) 0.52 o7
Systematic desensitization; all outcomes {Berman, Miller, & Massman, 1985]) 0.62 25
Training children in use of verbal self-instructions to control their behavior in non-training situations; oll

outcomes {Rock, 1986}1° 0.51 47
Behavior therapy vs. placébo controls; alf outcomes (Bowers & Clum, 1988) 0.85 69
Behavioral self-management, social skills training, cognitive-behavioral therapy, and biofeedoack/

relaxation training with problem children; clinically relevant outcomes {Wyma, 1990) 0.61 43
Behavioral treatment (biofeedback) for Raynaud's disease; all outcomes (Montross, 1990) 1.06 18
Behavioral treatment {progressive relaxation therapyl; all outcomes (Paterson, 19881° 0.34 71
Behaviora! reatment with spouse involvement in trectment of ogoraphobia; effect on symptoms (Dewey 010 o

.

& Hunsley, 1990)

(table continves)

December 1993 « American Psychologist

1183



00y

Table 1 {continued)

Treatment area ond reference M effect size N

Behavioral therapy and tricyclic medication in the treatment of obsessive-compulsive disorder; all
outcomes (Christensen, Hodzi-Paviovic, Andrews, & Mattick, 19871 1.02 27
1.3. Couseling, Psycho-Educational Treatment, Special Therapy
1.3.1. Family/marital interventions
" Famlly therapy;: all outcomes (Hazelrigg, Cooper, & Borduin, 1987)
Family therapy {conjoint); oft outcomes {Markus, Lange, & Pettigrew, 19901

0.36 20
0.57 19

Family therapy for child identified problems; all outcomes (Montgomery, 1991) 0.61 43
Family and marital therapies; behavioral cutcomes (Shadish, 19921° 0.70 58
Behavioral marital therapy; all outcomes (Hahiweg & Markmon, 1988 0.95 \7
Behavioral premarital intervention studies; all outcomes (Hohlweg & Markman, 1988) 0.79 7
Parent effectiveness training; all outcomes (B. Cedar & Levant, 1990; R. 8. Cedar, 1986)° 0.33 26
Marrioge/fomily enrichment programs for nonclinical couples and families; all outcomes {Giblin,

Sprenkle, & Sheehan, 1985}° T 044 85

Minnesota Couple Communication Program (communication skills); immediate outcomes {Wampler, 1983)° 0.52 20
1.3.2. Treatment programs for offenders

Treatment programs for juvenile delinquents; delinquency outcomes (Lipsey, 1992)° 017 397

Treatment programs for juvenile delinquents; oll outcomes {Gottschalk, Davidson, Gensheimer, &

Mayer, 1987al 0.48 9t
Treatment programs for adjudicated delinquents in residentialfinstitutional settings; alf outcomes

{Garrett, 1985a, 1985b} 0.37 11}
Treatment progroms for juvenile delinquents {random assignment studies); delinquency outcomes

(Kaufman, 1985) 0.25 20
Social learning treatment programs for juvenile delinquenis; all outcomes (Moyer, Gensheimer,

Davidson, & Gottschatk, 1986 0.77 39
Diversion programs for juvenile delinquents; all oulcomes (Gensheimer, Mayer, Gottschalk, &

Davidson, 1986} 0.40 44
Behavioral treatment approaches for juvenile delinquents; long-term outcomes [Gottschalk, Davidson,

& Moyer, 1987b) 0.40 25
Treatment programs for juvenile offenders; all outcomes (Whitehead & Lab, 1989} 0.27 50
Treatment progroms for odult and juvenile offenders; all ocutcomes (D. A, Andrews et al., 1990 0.20 80
Correctional treatment with adults; all outcomes {Losel & Koferl, 1989} 0.25 16

1.3.3. Meditation, psychological outcomes
Meditation and relaxation techniques; effects on trait anxiety (Eppley, Abrams, & Sheor, 1989} 0.42 145
Passive individual meditation techniques; psychological affective outcomes {Ferguson, 1981) 0.56 51
Transcendental meditation; effects on self-actualization {Alexander, Roinforth, & Gelderloos, 1991) 0.88 18
Effects of meditation; anxiety outcomes {Edwards, 1991}° 0.59 21
Effects of hypnosis; anxiety outcomes (Edwards, 1991)° 0.71 54
1.3.4. Other couseling, psycho-educational treatment or special therapy
Innovative outpatient programs vs. fraditional aftercare for mental health patients released from

hospitals; all outcomes {Strow, 1982)° 0.36 130
Community-based olternatives vs. institulionalization for mental health patients; all outcomes {Straw,

1982}° 0.14 30
Deinstitutionalization programs for the chronically mentally il; oll cutcomes (L. C. Harris, 1987} 0.36 11
The Primary Mental Health Project lidentification and treatment of moladjusted school children}; all

outcomes (Stein & Polyson, 1984)° ) 0.25 7
Primary prevention program in mental health; all outcomes {Susskind & Bond, 1981} 0.08 13
Treatment by paraprofessionals in mental heolth, education, law, and social work vs. untreoted

controls; all outcomes {Truax, 1984)° 0.60 57
Companionship treatment (paraprofessionals) with children; ofl outcomes (Stein, 1987} ) 0.22 19
Training in interpersonal cognitive problem solving skills for children; effects on interpersonal skills and

behavior adjustment (Almeida & Denham, 1984; Denham & Almedia, 19871° 0.66 27
Group assertion training for students and adults; all outcomes (Branwen, 1982} 1.51 40
Assertiveness training; effects on ossertiveness and sociol skills (Shatz, 1984} 0.79 21
Alcohol and drug use prevention programs; behavior, attitudes and knowledge outcomes (Rundall &

Bruvold, 1988} 0.27 76

{Bangert-Drowns, 1988} 0.41 33

{Tobler, 1986}° 0.30 o8
Guidance and counseling programs in the regular school curriculum for high school; effects on

psychological maturity (Sprinthall, 1981; see also 3.5.2.)° 1.20 6
Career counseling interventions; all outcomes [Oliver & Spokane, 1988; see olso 3.5.2.) 0.48 58
Counseling and guidance progroms in high school; all outcomes (Nearpass, 1990; see also 3.5.2.1° 0.38 77
Career education programs for K-12 students; all outcomes [Baker & Popowicz, 1983, see olso

3.5.2.) 0.50 18
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