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Introduction
In recent history, psychotherapy has been increasingly shaped by evidence-based frameworks, with research models largely aligning with medical science and influencing policy, guidance and funding decisions (Wampold and Imel, 2015). This development, however, has generated considerable debate in the field, as psychotherapy historically arose from interpretivist traditions that prioritise subjective experience, meaning making and relational processes. Evidence hierarchies often privilege quantitative methods including randomised controlled trials (RCTs) and meta-analyses, resulting in qualitative knowledge being marginalised or positioned as secondary forms of evidence (Barkham, Lutz and Castonguay, 2021). 

This essay critically examines how evidence has influenced the development of psychotherapy research and practice. It explores tensions between positivist models of scientific legitimacy and the interpretivist underpinnings of therapeutic practice. Part I considers the early interpretivist roots of psychotherapy and how approaches developed in response to the rise of evidence hierarchies and their influence on policy and clinical practice. The essay argues that the dominance of positivist research frameworks within psychotherapy has privileged symptom-focused outcome measures, often at the expense of understanding the therapeutic process that support change (Krause, 2024). Part II analyses a research paper by Turrini et al. (2019), highlighting both positive and negative implications of evidence for psychotherapy. The essay concludes by emphasising the value of a pluralistic and critically reflexive approach that supports the credibility of the field while prioritising the individual client experience.
Part I:
Psychoanalysis and Early Interpretivism
Prior to Freud and psychoanalysis, psychological distress was often understood through religious and spiritual beliefs with limited theoretical understanding of the causes of mental illness or effective treatments. Freud sought to develop theory, proposing that early life experiences and inner conflict impacted on mental health, therefore offering theoretical justification and real-life application of ‘talking therapy’ (Docherty & Colbert, 2024). Early psychoanalytic case studies can be understood as precursors to qualitative research traditions in the use of narrative accounts, interpretation and the exploration of subjective experience. Freud was also influenced by the philosophical explorations of the human psyche by Schopenhauer and Nietzsche, whose writings emphasised unconscious motivation (Roudinesco, 2016). Aligning with early interpretivism, Freud privileged rich qualitative evidence based on subjective experience, phenomenology and hermeneutic meaning making (Frosh, 2012). However, these interpretations were largely from Freud’s own perspective as the therapist, meaning that the voices of the patients were often mediated or unheard in his research (Borch-Jacobsen and Shamdasani, 2012). 

Freud’s work is often described as proto-scientific; he aspired to establish psychoanalysis as a scientific discipline to bring legitimacy and credibility to the psychotherapy field. He was a trained neurologist whose clinical influences included Jean-Martin Charcot’s demonstrations of hysteria and Josef Breuer’s case study of “Anna O.” (Ellenberger, 1970; McLeod, 2019). He was a pioneer in the exploration of clinical observation and narratives, with case studies providing opportunities to obtain knowledge and understand the significance of talking therapy. Despite drawing criticism for lacking scientific rigour and objectivity by contemporary standards, the interpretative framework later contributed to traditions in which subjective experience is recognised as legitimate evidence.  Karl Popper (1963, pp. 33-39) famously criticised psychoanalysis for lacking scientific grounding, arguing that its findings were ‘unfalsifiable’ because they could not be empirically tested. However, Popper did not entirely dismiss psychoanalysis, acknowledging that it may offer value in interpretative understanding. These early debates concerning subjectivity, interpretation and scientific legitimacy would shape the evolution of behaviourism, which favoured observable and measurable behaviour over introspective approaches (Moore, 2011).

Behaviourism and the Rise of Positivism
Post World War II developments in medical research and pharmacology contributed to the rise in positivist ideology, in which health systems and governments increasingly prioritised observable and measurable evidence (Quirke and Gaudillière, 2008). Psychotherapy’s focus on the inner state of the individual was difficult to operationalise and standardise, leading to growing scepticism about its scientific legitimacy. Within this context, behavioural therapies emerged, aligning more closely with positivism. Hans Eysenck (1952) challenged the efficacy of psychotherapy, controversially claiming that patients receiving therapy showed little improvement beyond natural recovery. Eysenck argued that therapies should demonstrate effectiveness through quantifiable outcomes and controlled studies, similar to the pharmacological field. As a result, RCTs increasingly became central to evaluating cognitive and behavioural therapies; later becoming the dominant methodology for clinical trials. This signalled a transition in the study and validation of psychotherapy. However, early critiques argued that Eysenck’s research contained methodological flaws including the use of non-equivalent comparison groups and inconsistent diagnostic categories, raising questions about his claim that psychotherapy was ineffective (Bergin, 1971).

In response to calls for greater empirical research, Beck, who originally trained in psychoanalysis, developed cognitive therapy partly in contrast to the psychoanalytic model, designing it to be objectively testable and measurable (Beck and Haigh, 2014). The vision was to align psychotherapy more closely with the medical model, therefore adopting similar research designs that improved opportunities for influencing systems of power and access to funding. Historically, psychotherapy lacked standardised protocols that could be consistently applied across practitioners and populations. Standardisation in therapies enabled the development of frameworks, guidance and training along with monitoring of efficacy and competency of the practitioner through supervision.  This positivist approach enabled researchers, practitioners and systems to generalise findings and apply them across clinical settings (David, Cristea and Hofmann, 2018).

Behavioural therapies, such as Cognitive Behavioural Therapy (CBT), are compatible with medical research culture, align with institutional mandates, by being measurable, manualised and time limited. However, critics argue that their emphasis on standardisation risks overlooking social, cultural and racial contexts, potentially leading to the omission or exclusion of minority voices (Hall, Yip and Zárate, 2016).  The focus on outcome measurement has also been criticised for ignoring the therapeutic process, leaving questions remain about how and why psychotherapy supports change (Wampold, 2015). Consequently, attention began to shift from simply determining whether psychotherapy was effective to exploring the mechanisms of change within therapy, including the therapeutic relationship, client factors and contextual influences.

Rogers and Humanistic Therapy as Interpretivist Countercurrent
In contrast to the development of positivism and its influence on defining behavioural and cognitive therapies, Carl Rogers (1957) placed emphasis on subjective experience, meaning making and obtaining knowledge through the relational process. Thus, representing an interpretivist stance within research. Rogers proposed that psychological distress was not a behaviour to be transformed but demonstrated an individual’s incongruence within their personal experience. Therefore, in this context, the therapeutic relationship holds knowledge through co-constructed meaning and understanding, highlighting the core conditions to support growth. It is important to note that Rogers did not reject research. He sought to bridge the gap to analyse the relational processes for both client and practitioner, through methodologies such as recording sessions, rating scales and coding of behaviours (Joseph & Murphy, 2013). As technology advanced, researchers were able to record sessions to study therapeutic processes including empathy, congruence and non-verbal behaviours. Rogers recognised the growing demand for scientific legitimacy and attempted to demonstrate that experiential and relational processes could be studied empirically.  However, tensions remained, and continue to, between interpretivist approaches and the positivist paradigm in research (Wells and Giacco, 2025). RCTs and manualised interventions were increasingly favoured resulting in the marginalisation of relational approaches within policy frameworks despite growing evidence of the impact of the therapeutic alliance. 

Meta-Analysis and the Reconfiguration of Authority
Mary Lee Smith and Gene V. Glass’s (1977) meta-analysis developed partly in response to Eysenck’s (1952) critique of psychotherapy. Through the analysis of combined statistical data from a range of studies, they demonstrated that psychotherapy is effective. Meta-analysis became a useful tool in defending psychotherapy scientifically by shifting the debate from whether therapy is effective to examining the size of therapeutic effects across diverse studies and contexts. This work became key in shaping policy, funding and professional credibility. Findings showed similar outcomes across therapies, leading further exploration of the therapeutic alliance and a flattening of evidence hierarchy. Luborsky, Singer and Luborsky (1975) coined the ‘Dodo Bird Verdict’ in response to the observation that different therapies produce similar outcomes. Despite a reduction in theoretical competition, psychotherapy needed to prove its credibility quantitatively as meta-analysis drew its findings from RCTs, manualised treatments and standardised measures. However, as discussed previously, certain therapies became easier to research and dominated evidence hierarchies. 




NICE, Evidence-Based Practice and Governance
National Institute for Health and Care Excellence (NICE) and other professional bodies relied on evidence from meta-analysis, leading to an underrepresentation of therapies that did not fit the design, i.e. long-term, process oriented. As a result, the meaning of therapy has been shaped by governance structures, favouring brief and symptom focused models that are perceived to be ethically safer and cost effective (Barkham, Lutz and Castonguay, 2021). Evidence Based Practice (EBP) has sought to bridge the gap in these research epistemologies by gathering data from ‘best research evidence’, such as RCTs, meta-analyses, clinical expertise and the values and preferences of the client (Hoffman, Bennett and Del Mar, 2017). NICE (n.d.) guidelines favour EBP through systematic reviews, expert committees and evaluation, therefore recognising that evidence can be obtained using different methods. Although EBP has supported the development of frameworks, guidance and competency, its reliance on quantitative research has been criticised for being reductive and distancing from the individual experience. In recent years there has been a shift towards a more person-centred focus in research called ‘Evidence Informed Practice’ (EIP). EIP is often used to critique EBP, offering a more inclusive and integrative use of evidence from a range of sources (Nevo & Slonim-Nevo, 2011).

Postmodern Critique: Knowledge, Power and Relativism
Postmodernism argues that meta-analysis creates institutionalised knowledge of what therapy is; in alignment with clinical guidelines, insurance and healthcare frameworks (Foucault, 1980; Arribas-Ayllon and Walkerdine, 2017). The discourse argues that research methods influence which therapies are legitimised and privileged. Although there is value in questioning the power behind research and discourse, awareness of epistemological relativism is paramount. Epistemological relativism questions what ‘knowledge’ is, suggesting that it is not possible to judge between ways of ‘knowing’ as they are shaped by context; culture and belief systems etc (Willig, 2013, pp. 18-20). This challenge strives to expose the power of knowledge, questioning how it is shaped and by whom, therefore reflexive in nature. However, in the extreme, relativism can undermine frameworks, ethical standards and professional practice (Boghossian, 2006). Psychotherapy has never been politically neutral, and research has been harnessed as a tool to support power systems rather than the needs of the individual. 

Personal Position – Epistemological Reflexivity
Throughout history the relationship between research and psychotherapy has been complicated. The field has developed within an increasingly capitalist and medicalised society that values protocols, standardisation, value for money and professional competency. Quantitative data is often prized as it purports to provide objective data that can be applied to whole populations. Supporters of quantitative data argue that it serves as ‘evidence’ to determine what is and is not useful and credible therapy. However, wholly positivist research risks reducing humans to objects, separating them from their experiences and beliefs (Willig, 2013). This raises questions of how purely quantitative findings can be effectively applied to the therapeutic profession when the primary aim is to meet the individual where they are and offer acceptance. In contrast, interpretivism values the richness of diverse information; offering insight into a person’s subjective experience through a variety of methods that invite an openness to share their story through narrative accounts, interviews and observation (Willig, 2013). While interpretivism strives to understand processes and how they work, such as the therapeutic alliance, it is criticised for lacking objectivity and generalisability. Critics argue that there is an increased risk of researcher bias and challenges in replicating qualitative research (Levitt et al., 2017). Whereas EIP aligns with epistemological pluralism, a philosophical belief that there are many legitimate ways of knowing. This viewpoint offers balance, allowing practitioners to consider the relevance of the evidence alongside their own competency and the client’s context to inform their practice (American Psychological Association, 2006). 

The privileging and influencing of knowledge by power structures continues to be a challenge. As previously stated psychotherapy is not politically neutral; critics argue that research has been used as a tool to ‘reign in’ the field by favouring the more ‘acceptable’ approaches through recognition of credibility, funding hierarchies and policy (Barkham, Lutz and Castonguay, 2021). This has subsequently led to the marginalisation of therapies that do not align with the values of the power systems. This raises questions about who defines evidence and whether it serves power structures, society or individuals. Relational therapies are generally longer-term models and growth-focused to support individuals to connect with their personal values rather than external expectations. These can conflict with capitalist systems that risk prioritising cost-effectiveness and productivity over personal growth and wellbeing (Timimi, 2014). In essence, a broader dialogical approach is needed to support epistemological pluralism, allowing multiple perspectives to be heard rather than a monologue based in hierarchy. Psychotherapy benefits from elements of generalisability in the use of frameworks, guidance and competency to further its professional recognition. However, the field must be mindful not to lose its identity or allow it to be shaped by institutions and policy. Critical reflexivity is vital in research and practice to ensure that psychotherapy remains current and evolves with the individual’s experience at its core. 

These debates highlight how positivist evidence hierarchies continue to shape psychotherapy research, particularly the favouring of RCTs and meta-analysis. Part II critically examines how this is reflected in the research by Turrini et al. (2019).

Part II
Structure of the Paper and Research Design
For the critical analysis, the meta-analysis by Turrini et al. (2019) was selected because the research design reflects the positivist frameworks discussed in Part I. All subsequent discussions regarding this paper will be covered by the citation above. Systematic reviews and meta-analyses are often at the top of evidence hierarchies because of their synthesis of multiple controlled trials to produce aggregated conclusions that often inform clinical guidelines and policy frameworks. However, this emphasis can marginalise other forms of evidence and risks producing reductive understandings of the therapeutic process (Wampold and Imel, 2015). 



Study Design & Methodology
This study is a systematic review and meta-analysis for RCTs using Cochrane procedures (Higgins et al., 2019). These were compared with control conditions such as treatment as usual/no treatment, waiting list and psychological placebo. The researchers assessed the efficacy and acceptability of psychosocial interventions in asylum seekers and refugees experiencing psychological distress. Both adults and children were included in the sample. The study synthesises findings from 26 studies comprising 1,959 participants with a follow up one month or longer to evaluate the continued effects of the interventions. Given the breadth of experiences, cultures and contexts of those forcibly displaced, the number of participants is relatively small. 

Information was collected using bibliographic databases and grey literature. While grey literature is not peer reviewed and is subject to risks with the quality of data, it does allow for diversity such as unpublished papers from new research areas and organisations such as government and professional bodies (Paez, 2017). 

Outcome Measures & Contextual Limitations
Primary outcomes were symptom-focused and validated against rating scales for PTSD, depression and anxiety. However, it should be noted that the research widened the focus to include depressive and anxious symptoms, not only to those with a formal PTSD diagnosis. Shakespeare-Finch et al. (2014) observed that although the majority of refugees experience potentially traumatic events, only a small number develop PTSD. This raises questions whether commonly used rating scales and underlying assumptions about emotional distress are valid across cultures, particularly of the studies’ participants.

Secondary outcomes included symptoms of PTSD, depression and anxiety symptoms at study follow-up, acceptability (dropout rate), global functioning and quality of life. Acceptability was measured as the number of participants who left the study for “any cause”. The measure assumes that the dropout rate reflects participants’ perceptions of the intervention. However, this measure may overlook other influencing factors often experienced by displaced populations (Miller and Rasmussen, 2010). For example, housing instability, changes to legal status and ongoing health issues among other factors. Consequently, the dropout rate may not accurately reflect the acceptability of the intervention. Despite including quality of life as a secondary outcome, “limited available data for positive outcomes” for functioning and quality of life was noted. This is due to quality of life being added later as an outcome with the ad-hoc data gathering and therefore collated or measured inconsistently. This emphasises that the studies’ primary focus was symptom reduction rather than broader wellbeing, functioning or growth of the individuals or communities. 

The transient nature of displaced populations and practical difficulties of follow-ups may affect the recruitment and retention of participants. This raises the question whether individuals suffering the most severe distress or insecurity would be less likely to participate in therapeutic interventions, particularly models that ignore their intersectionality and hold Western bias (Kapilashrami et al., 2025). If those suffering from more severe symptoms are under-represented, this could indicate sampling bias potentially affecting the findings.

Control Conditions & Epistemological Assumptions
The term ‘psychological placebo’ is later defined as ‘non-manualised forms of person-centred support’ such as supportive counselling, trauma counselling and stabilisation therapy. The psychosocial interventions were found to be effective against the other control categories, but no difference was identified against the ‘psychological placebo’. The classification of person centred or ‘supportive therapies’ as psychological placebos reflects a privileging of easily measurable interventions that can be manualised and standardised (Wampold and Imel, 2015). Consequently, therapeutic approaches that emphasise relational processes may be marginalised within evidence hierarchies. However, the researchers identified that factors such as the therapeutic relationship may have influenced positive outcomes for the clients, suggesting that further studies should compare psychosocial interventions against psychological placebos and omit the other control conditions.

Purpose and Findings
The study sought to determine whether psychosocial interventions are effective and acceptable in reducing PTSD, depression and anxiety among refugees and asylum seekers. While findings suggest a positive benefit of psychosocial interventions in reducing symptoms and a similar level of acceptability as control conditions, it is unclear which therapeutic processes are responsible for the improvements. The study adopts a largely positivist stance, seeking to provide clear measurable evidence that can inform policy and guidance through meta-analysis of RCTs. This approach aligns with existing evidence hierarchies within healthcare and provides an opportunity for wider recognition of the needs of displaced people along with scrutiny of the impact of ongoing adversity and systemic discrimination in host countries. However, meta-analysis assumes compatibility between studies, whereas populations of those forcibly displaced are extremely diverse. The overlooking of differences in culture, political views and experiences of the studied population, alongside different traumatic experiences or resettlement conditions undermines the validity of the findings (Silove, Ventevogel and Rees, 2017). The authors acknowledge heterogeneity across the psychosocial interventions included in the analysis. While statistical methods were used to adjust for comparability, there is a risk of omitting important distinctions between the therapeutic approaches. This reflects broader tensions within psychotherapy research in which statistical comparability is often prioritised over relational and contextual processes through which therapeutic change may occur.

Effectiveness of Claims
The authors claim that the research is the most comprehensive review so far in this area. However, the implication is that further study is needed, particularly in the current climate where forced migration continues to increase due to social, political and environmental events globally. The RCT results offer generalisability in support of psychosocial interventions, including cognitive behavioural and other operationally focused therapies. However, to what extent the findings can be generalised remains uncertain. Many of the studies used in the primary outcome analysis were deemed at high risk of bias by the Cochrane Risk of Bias Tool, weakening the reliability of the data. Research allegiance may also introduce bias. Cooper (2008, pp. 48-49) discusses the risk of bias through the researchers’ theoretical preferences unconsciously influencing how outcomes are measured and interpreted, which findings are included and which are marginalised. In this study, researcher allegiance could potentially impact the delivery of the ‘psychological placebo’. If researchers favour cognitive behavioural approaches, then the non-manualised relational therapies may be delivered by practitioners who are less competent or committed within that framework. As a result, the findings of apparent effectiveness of the psychosocial intervention could be inflated.

The study effect is impacted by participant and therapist variables. Participant variables include culture, resettlement experience, legal status and use of pharmaceutical medication. The therapist variables include language and nationality, competency and background. This weakens the authors’ claims of the effectiveness of psychosocial interventions across diverse cultures.  Eberle et al. (2024) noted the importance of cultural scripts and its influence on a person’s or community’s understanding and processing of traumatic events. Turrini et al. acknowledge these variables and the imposition of Western models on non-Western cultures, therefore highlighting the studies’ narrow focus of reducing symptoms. A broader lens may be required to understand how the asylum process and other systemic challenges impact on wellbeing. Maté and Maté (2022) propose that a person’s mind and body cannot be separated from their environment, therefore arguing that reducing distressing symptoms is only part of the picture. 

The research, however, indicates that psychosocial intervention can reduce symptoms of emotional distress. The findings raise important questions regarding how forcibly displaced people can be effectively supported with PTSD, depression and anxiety, recognising the importance of culturally adapted therapy. However, the positivist paradigm underpinning the study, prioritises symptom reduction, standardised interventions and short-term measurable outcomes. Potentially overlooking important factors such as cultural meaning, relational processes and structural adversity.  The authors recognised that the assessment of functioning and quality of life in the study was minimal. This suggests that policy makers should consider the impact that the resettlement experience has on both individuals and community. Engaging with diverse perspectives, through epistemological pluralism, would offer a richer understanding of the experiences of forcibly displaced populations by integrating both qualitative and quantitative forms of evidence (Cooper and McLeod, 2007; Greenhalgh, Thorne and Malterud, 2018). 

Conclusion: 
The analysis provides a large synthesis of research for an area that has been previously underrepresented despite a significant increase in asylum seekers and refugees in recent years. Due to global social, political and environmental events, more people are becoming forcibly displaced, whose distress is often compounded by ongoing adversity post-resettlement. Adversity can take the shape of systemic discrimination through instability of housing, legal status, financial insecurity, access to education and healthcare (Silove, Ventevogel and Rees, 2017). Therefore, studies such as Turrini et al. are valuable for examining which therapeutic approaches deliver positive outcomes for forcibly displaced populations. The research draws attention to the needs of a diverse population and the responsibility of the hosting countries. The findings and discussions are politically relevant with hierarchical evidence that supports psychosocial interventions and suggest further exploration of the psychological placebo conditions. The use of meta-analyses enables the findings to inform policy and guidance, and potentially encourage funding, to support these populations. 

For psychotherapeutic practice, these findings contribute to the ongoing debate regarding whether positive client outcomes are better explained by the therapeutic relationship or therapist adherence to the therapeutic model. The authors suggest that studies should compare psychosocial interventions with psychological placebo as the only control condition to evaluate efficacy. As previously discussed, heterogeneity of participants and therapists as well as researcher allegiance were limitations and need to be considered for future research. The use of Western models of both diagnosis and treatment raises questions about the research’s cultural validity. Paired with the potential systemic challenges and language barriers for participants, the reliability of generalising the findings is weakened. These limitations reflect a broader issue within psychotherapy research. The focus on symptom reduction again imposes Western standards and understanding of symptoms of distress (Miller and Rasmussen, 2010). Additionally, symptom reduction assumes improved quality of life, however it is not possible to ascertain this without more qualitative data that allows for richer information. The reliance on RCTs and quantitative data can marginalise relational therapies as this approach prioritises whether an intervention works rather than examining how change occurs (Norcross and Wampold, 2011).

While this analysis indicates that both psychosocial and psychological placebo interventions can be effective, qualitative data in the form of participant and therapist interviews may better inform findings to understand the mechanism through which therapeutic change occurs. The paper reflects the dominance of positivist evidence hierarchies in which RCTs are the gold standard and have significant influence on policy. The findings are important in raising visibility of the mental health of forcibly displaced people and indicate a need to adapt therapeutic approaches to offer effective support. However, the paper reflects existing tensions within the therapeutic field between the privileging of measurable outcomes and the marginalisation of relational processes. The paper is successful in developing conversations about the efficacy of therapy for asylum seekers and refugees. However, the findings only tell part of the story. It provides a stepping stone for the field to further evaluate and understand which processes are valuable and whether culturally sensitive adaptations are effective.  Future research would benefit by incorporating forms of evidence that capture a wider range of perspectives, particularly those highlighting the therapeutic processes that support change (Cooper and McLeod, 2007). In short, an epistemological pluralistic stance would provide the psychotherapeutic field and policy makers a greater depth of understanding, by recognising both empirical findings and relational processes.
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