/The Heart a"’r))dréoul of\

WhatWerks inherany,

Scott BEVIlIER PikD:

[+

aatem ] e e ezt e -

Norton- ©- @ cemiimm -
Gogle 8= s @ e Be f mowwiar e Fowd - e 4 GG &
- e i s o (e o @ | ik ot s Tosb e = I = 0 ey = @i =
Bl e SPLL .lh'h L
™ s

1 aaaaaaaa

N T Lm0 o T ——

At ] e e wrcamcsters e -

[T T—

Gocge[§+ s @ B D homwar D P Lk A G e &

- )t s = (T ety @ | Ak owree e ot v = G = 5] Sy > Qv =
e e G e | [:

centerforclinicalexcellence.com

PO Box 180147, Chicago, IL 40618« 773,804 5130 » [nfoliscoticiler com

e &
e TS e R 1 "




«“Accountability,” “Stewardship;”
& “Return on Investment” the
buzzwords of the day.

«Part of.aworld wide trend not
specific termental health and
Independentof any particular type
of reimbursement system.

- Lambert Whi , Hawkins, E.J), Vermeersch, D.A., Nielsen, S.L., Smz
[ Talkingeure.co (2004), Is Ins routinely to track patient outcome: A meta-analysis,
Psycholog)
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True

Study: after study,

! and studies of studies
consistently shews shiow the average

that treatment treated client is better
works off than 80% of the

uUntreated sample.

Question #1:

Research

“Effiect Size”

4= Effect size of Aspirin

99 !5;
!l 95.4%
i
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Effect/size of therapy/:‘:\ !
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Rosenthal; R. (June 1990). How are we doing in soft psychology? Ar
Duncan; B., Miller, ., & Sparks, J. (2004), The Heroic Client (204 e
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Number Needed to
at (NNT)>:

Behavioral Health (depression in adults or 3 7
children, aggression, conduct disorder, bulimia, [
PTSD)

Medicine (Acute MI, CHF, Graves Hyperthyriodism, 3 7
medication treated erectile dysfunction, stages 11 -
and I11 breast cancer, cataract surgery, acute

stroke, etc.).

Aspirin as a prophylaxis for heart attacks: 129

*NNT is the number needed to treat in order fo achieve one successful outcome that
would not have been accomplished in the absence of treatment.

http://www.cebm.utoronto.ca/glossary/nntsPrint.htm#table

' S WhatVorks i mherapy:

AIEXEITPIE

e More good news:

e Research shows that only 1 out
of 10 clients on the average
clinician’s caseload is not making
any progress.

e Recent study:
e 6,000+ treatment providers
e 48,000 plus real clients

e Outcomes clinicallyleguivalentio
randomized, controlled; clinical

Minami, T.

The bottom line?

*The majority of helpers are
effective and efficient most
of the time.

*Average treated.client
accounts fortenly 7%;of
expenditures.

So, What’s therpreklem...




*Drop out rates average 47%;

s Therapists frequently fail to
identify failing cases;

+1 out of 10 clients accounts
for 60-70% of expenditures.

Lambert, M.J., Whipple, J., Hawkins, E., Vermeersch, D., Nielsen, S., &
Smart, D. (2004). Is it time for clinicians routinely to track client

=) outcome? A meta-analysis. Clinical Psychology, 10, 288-301.
Chasson, G. (2005). Attrition in child treatment. Psychotherapy
Bulletin, 40(1), 4-7.

Pog Q)i

Question #2: False

Stigma, ignorance, Second to cost (81%),
denial, and lack of lack of confidence in the
motivation are:the most _ outcome of the service
COMMON reasons iSithe primary reason
potential consumers der (78%). Fewer than 1 in
not seek the helpthey. 5iciterstigma as a

need. CONCEN. =

fttps/J o apa org/releases/practicepoll_0dhtmi &8

OUICOME:
Flow clo iferelgisis cor gzre?

In a recent survey on‘how much consumers
trusted various professionalssss

o

& STUY ConsLmdr

S,

«
Y .Thgfmpfstg AL

Psychotherapy in Australia (2001). Trust in therapists? 7(1), 4.




plettWeri<s 1n) TR alerel 0
Pojo C)L|jZ

EVIDENCE-BASED PRACTICES

Unted Sttes Deartment ofHealh and Homen Sevees
«Cognitive Therap!
*Behavioral Therapy
«Cognitive Behavioral Therapy:
«Motivational Interviewing
*Twelve Steps
Dialectical Behavioral Tiherapy:
sMultidimensional Family/iierany;
«Structural Family Therapy:
«Functional Family Therapy’
«Skills Training
*Acceptance and Gommitment liherapy

<Existential Therapy;

il
%

Shaping Mental Health Services Toward Recovery

«Client-centered Therapy

+Systemic Therap:

*Biopsychosocial Therapy:
Solution-focused Therapy
s\Multimodal Therapy:
*Psychodynamic Therapy

sNarrative Therapy.

eIntegrative Problem-Solving Therapy
=Eclectic Therapy.

sInterpersonal Psychotherapy &%
eiranstheoretical Therapy k'*“

‘“a What Werksinsliherapy:

Pog O)Ljz

«Cognitive Therapy
«Behavioral Therapv:
«Cognitive ~ ~
*Motivati

*Twelve !

*Dialectice.

«Multidit

sStructul oy,
sFunctiohes umily Therapy’
«Skills Training
«Acceptance and Gommitmentiherapy
<Existential Therapy,

o

|
>y
51

( >
T | g
1i.odal Therapy
gehodynamic Therapy
=Narrative Therapy
=Integrative Problem-Solving Therapy
<Eclectic Therapy.
eInterpersonal Psychotherapy &%
eiranstheoretical Therapy:

v SWhat Works in Therapy:

EENOUIY

Question #3:

Of all the factors
affecting treatment
outcome, treatment
model (technigue ox
programming) s
the most; potent.

FALSE

Technigue makes the
smallest percentage-
Wise, contribution to
euicome of any
knewn ingredient.

[ [ Takingoura oo




Outcome of Treatment:

*60% due to “Alliance” ([aka
“common factors”] 8%/13%)

*30% due to “Allegiance”
Factors (4%/13%)

*8% due to modeliand
technique (1/13)
Technique  Allegiance Alliance

Wampoldj, B. (2001). The Great Psychotherapy Debate. New York: Lawrence
Erlbaum.

pleit W gics 1 I nlelfzl 0

Currarit Steiia of Cligliezl] Pracijes

Nonetheless, in'spite of the data:
Therapists firmly believe that the
expertness of their technigues leads to
successful outcomes;

*The field as a whole is continuing to

embrace themmedical model.
*Emphasis oniso-called, “empirically
supperted treatments™ or “evidence based
practice:”
*Embracing|theinotion of diagnostic groups.

Eugster, S,L. & Wampold, B. (1996). Systematic effects of participant: aluation of the
ﬁ psychotherapy session. Journal of Consulting and Clinical Psychology,

plett\Weri<s 1n TR alerel o)

RESEANCh on therAlllance

Client’s
sResearch on Theory of Ghange

the alliance
reflected in over

Gk, Means or
1100 research Mezaning,or Vot
findings Plrpose -

Miller, B, Wamp: M. Hubble(eds;

09). The Therapeutic Relationship. In'E: Client’s View of the =
and Soul of Change. Washington, D.C.: APA Press Jiherapeutic Relationship =3




hielClient’s) Theory, oi: Change:
EmpiicaliEndings

*Inithe Hester, Miller, Delaney, and Meyer study:
+A difference in outcome was found between the two groups
depending on whether the treatment fit with the client’s pre-
treatment beliefs about their problem and/or the change process.

*When treatment of people diagnosed as schizophrenic
was changed 'to accord their wishes and ideas:

+More engagement;

*Higher self-ratings; and

«Improved objectiveIscores:

. Aannapis
Randomiz

el Dennils, P
H. Godley,

Titus, Ph.
o MDD,

Titus, J., Kaminer, Y., Webb, €., Hamilton, N., Funk, R. (2004). The cannibas
youth treatment (CYT)study: Main findings from two randomized trials. Journal of
Substance Abuse Treatment, 27, 97— 213,

plett\Weri<s 1n TR alerel o)
ARNEXEIPIE

600 Adolescents marijuanausers:
*Between the ages of 12-15;
*Rated as or more severe than adolescents seen in routine clinical
practice settings;
*Significant co-morbidity (3 to 12 problems [83%], alcohol [37%];
internalizing [25%], externalizing [61%]).

Participants randomized intoeneiefitwo arms (dose, type)
and one of three types ofitreatmentiin each arm:
*Dose arm: MEIHCBITF (5Wwks), METHCBI (12 wks), Family.
Support Network (12 wks)=MET+CBils;
*Type armeMET/CBI(GIWKS), ACRIF (12 weeks), MDET (12 wks).




etV erksHnEINErap)/z
AEXETIPIE

Cannabis Youth

Treatment Project
Treatment approach accounted for little more than 0% of
the variance in'outcome.

*By contrast, ratingssof the alliance predicted:
*Premature drop-out;
*Substance abuse'andidependency symptoms post-treatment,
and cannabisjuselat:3iand!6 month foellow-up.

hn, J., Godley, S, Godley, M., Diamond, G., & Funk, R. (2005).
n, and post-treatment patterns of: use among adolesc
ctive Behaviors, 18(2), 199-207.
Diamond, G., Diamond, G., Liddle. H: (2005), Adolescent and parent all
outcome in MDFET;. Journal of Consulting and Clinicall Psychology, 73

0]
S

SWhat Werksinalinerapy:
Pog Oz

Question #4: FALSE

Research shows All approaches
that some treatment,.. work equally well
approaches are With some of the
more effective than  PEople some of the
others time:

./ Talkingcura co

plett\Weri<s 1n TR alerel o)

ARNEXEIPIE

*No difference in outcome
between differentitypes of
treatment or different
amounts,of competing
therapeutic approaches.

& Godley, S.H., Jones, N, Funk; R., Ives, M Passetti, L. (2004). Comparing
gi- Outcomes, of Best-Practice andlResearch-Based Outpatient Treatment
Protocols for Adolescents. Journal of Psychoactive Drugs. 36(1), 35-48.
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The research says, “NO!”
*The lack of difference cannot be
attributed to:

*Research design;

«Time of measurement;
Year of publication;

*The, differences which have been

found:
Do not exceed what would be expected by
CHANCE;
*Atimost account for 1% of the variance.

implicit common factors in diverse methods in psyc Journal of

of
gical Bulletin, 1

plett e fics 1 I nleifzl 0

BHIEALTERLSARARNERICACYZ,

*Meta-analysis of all

[

el studies published between

1980-2006 comparing

Dl acprionsd v e ey s bona fide freatments for

el

SCODTT MLLER' BRCCE WAMPLLY, b LATELY LY

children with ADHD,
conduct disorder, anxiety,

e .,.;.4,,,_,“_,. or depression:

S Poyt ) *No difference in outcome

Miller, $.0.

between approaches intended
r to be therapeutic;
- *Researcher allegiance
accounted for 100% of
variance in effects.

B.E, & Varhely, K. (2008). Direct comparisons of reatment modalites for youth disorders: A meta:

s What \Works i Tiherapy:

BDONEAUMERLSIANANNEICACYZ:

*Meta-analysis of all studies
published between 19260-2007
Psychology of comparing bona fide
Addictive treatments for alcohol abuse
Behaviors and dependence:
*No difference in outcome between

approaches intended to be
therapeutic;

s Approaches varied from CBT, 12
steps, Relapse prevention, & PDT.
*Researcher allegiance accounted
for 100% of variance in effects.

Wampold, B.E., Miller, $.& Fleming, R.. (2008). Distinctions without a difference.
 of Addictive Behaviors, 22(4), 533-543.

10
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[DONINEAUMERLSN IR ARNERICECYZ,

*Meta-analysis of all studies published
between 1989-Present comparing
bona fide treatments for PTSD:

CLINICAL *Approaches included desensitization,
PSYCHOLOGY hypnotherapy, PD, TTP, EMDR, Stress

REVIEW Inoculation, Exposure, Cognitive, CBT, Present
Centered, Prolonged exposure, TFT, Imaginal
exposure.
*Unlike earlier studies, controlled for inflated
Type 1 error by not categorizing treatments
thus eliminating numerous pairwise
comparisons;

Bemish, S., Imel, Z., & Wampold, B. (2008). The relative efficacy of bona fide psychotherapies for treating
psttraumatic stress disorder: A meta-analysis of direct comparisons. Clinical Psychology R 8

S WWhat WoerksHinlierapy:

BDONEAUMERLSARNANNEICACYZ:

*The results:

*No difference in outcome between
approaches intended to be therapeutic

CLINICAL on both direct and indirect measures;

“REVIEW *D = .00 (Upper bound E.S = .13)
*NNT = 14;

(14 people would need to be treated with
the superior Tx in order to have 1 more
success as compared to the “less” effective
).

Bemish, S., Imel, Z,, & Wampold, B. (2008). The relative efficacy of bona fide psychotherapies f
psttraumatic stress disorder: A meta-analysis of direct comparisons. Clinical Psychology Revi

Question #5:

Consumer ratings of
the alliance are better.

predictors of retention
and outcome than Remember

clinician ratings.  Project MATCH

11
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The largest study ever'conducted on the treatment of
problem drinking:
*Three different treatment approaches studied (CBT,,12-step,
and Motivational Interviewing):

*NO difference in outcome between approaches.
The client’s'rating of the therapeutic alliance the best
predictor of: :
*Treatment participation;
+Drinking behavior during tieatment;
*Drinking'at 12-monthifollow-up:

plett e fics 1 I nleifzl 0
Pojg O)u|jz

True

Question #6: Ifi a particular approach,
delivered in a given
setting, by a specific
previder is going to work,
therershould measurable
Improvement in the first
six:weeks of care.

The bulk of change in
successful treatment
occurs earlier rather
than later.

[ Talkingzura o

plett Weori<s 1a) TR aleiel o)
Rrojaet VIATFCE zipiel Otjigoy)e

13

Percent Days Abstinent by Treatment Condition

Parcant Diays Abstinest’

Babor, T.F., & DelBoca, EK. (eds.)|(2008). Treatment Matching injAlcoholism. United Kingdom: Cambridge, 113

12
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Last Question!

The best way to insure effective,
efficient, ethical and accountable
treatment practice is for the field to

adopt and enforce; F a I Se
*Evidence-based practice;

*Quality assurance;

*External management;

«Continuing education reguirements;
«|_egal protection of tradeand
terminology:

plett\Weri<s 1n TR alerel o)
A Tale of Two Solutions...
- The Medical Model:

J \ *Diagnosis-driven, “illness model”
: *Prescriptive Treatments

= *Emphasison. nd
§—f‘ _— i

N
Th P LI
*Client-directed (Fit)
Practice-based sQutcome=informed (Effect)
Evidence *Emphasis on benefit over need

*Restore real-life functioning

13



Flfst St

eFormalizing what
experienced therapists do
on an ongoing basis:

*Assessiig and adjusting
fit for maximum effect.

’ . Duncan, B.LL., Miller, S.D., & Sparks, J. (2004). The Heroic Client (2" Ed.). San
Francisco; CA: Jossey-Bass.

What Works inkiherapy:

i idejrztiirie) ozl Clidpt Fadelgziele o) Ceire

(Perscoat el braag)

Tmterpersonally:
(Fasaily. chone prsiommbsp)

Soctally: Agpriate o erhe
Wk, Schosl, Friendibipi)

Ceral

The O.R.S The S.R.S

G‘i Download!free working| copies at:
w2 hitpe/www.talkingeure.com/index.asp?id=106

+Cases in which
therapists “opted out”

alliance at the end of

a session:
*Two times more likely
for the client to drop out;
Three to four times more
likely to have a negative
or null outcome.

'SZ. Miller, 8B, Duncan, B.L., Sorrell; R., & Brown, G.S. (Februan
e Change Outcome Management System, Journal ofi Clinical Psy

14



figure 3. Improvement n effct size following feedback

Effect Size

andouater ydquarter  ghquarer  1stquarter  andquarter 3 quarter  gth quarter st quarter

2002 2002 2002 2003 2003 2003 2003 2004
(=529 =22 =23 (=B4s) (=889 (mo2d)  (=s4s)  (=363)

Miller, S.D;, Duncan, B.L., Sorrell, R., Brown; G.S:, & Chalk, M.B. (2006). Using
outcome to inform therapy practice. Journaliof Brief Therapy, 5(1), 5-22.

pleit W gics 1 I nlelfzl 0

ANQUESHONIOIEGEHS

9
8
7
6
5
4
3
2
AL
o

Technique Allegiance Alliance Outcome

L nioes o

plett Wori<s 1n) Rzl o)

Mora Resdziren of Faadgzaele

cent “recovered”

8 9 1011 12 13 14 15 16 17 18 19
Outcome-Informed CI —=— Standard Practice

Lambert, M., OKiishi, J.C., Finchy A, Johnson, LD, Gutcome assessment: From conceptualization to
e implementation; Professional Psychology: Research and Prastice, 29(1), Feb 1998,




Individualized care Professional autonomy | Accountability

Needs met in the most | Ability to tailor Efficient use of
effective and efficient | treatment to the resources
manner possible individual client(s) and

(value-based purchasing) |local norms

Ability to make an Elimination of invasive | Better relationships
informed choice authorization and with providers and
regarding treatment oversight procedures decreased

providers management costs

A continuum of Paperwork and Documented return on
possibilities for meeting | standards that facilitate | investment
care needs rather than impede

clinical work

il
%

> o WhatWWerksinpierapy:

The Trimoil of Olicoa ovar Procass

Y| Are you
| o
ol willing”
TION!

oy
TAKE AC

Outcome Rating Scale (ORS)

*When scheduling a first appointment, provide a rationale for
seeking client feedback regarding, outcome.
*Work a little differently;
«If we are going|toibe helpful shouldisee signs sooner rather than
later;
«|f our work helps, can continue as long/asyou like;
«If our worksis not helpful; we'll seekiconsultation (session 3 or 4), and
consider a referral (within no later than|8ito 10 visits).

16



Individually:
(Bersonal well-being)

*Give at the
beginning of the
visit;

Interpersonallys *Scored to the
(Faasly. close pelationbips) nearest
Client places a millimeter.
welina. IO < o
‘ ek ek ) scales together
*Each line 10 for the total score.

cm (100 mm) in Overall:
length. {Geatral sense of well-being)

[ Talkingeure.co

Ol Ouicome Rating Scale (CORS)

A v

Fhawew ke ® w1

T e
Bings ave. Tha <howr o the Ereny

[How re inings i sy Dusily™)

e
(Hanw =m 1 doimg a2 school?)

Everyihiug
(e is sveryshizg

w00, Bhatry L. D, %ot . Millar, Ardy Hisggins, sesd Tsoperling A Spaiks




ORS Cutoff

AV GIKSHRNIIE Rz

"'.ntegrating Fornzl Clignt Fadzaicinio Care

Severity Adjusted Effect Size
(SAIC sample)
9000 cases

S 5
& @
&

& &

First/last alliance

*Give at the end *Score in cm to
of session; i i the nearest mm;

*Each line 10.cm " *Discuss with
in length; - client anytime
total score falls

B below 36




Child Sesslon Rating Scale (CSRS)

Age (Yra)

THow e cxat FiiEve Sogetlier 10000y " Flanee guil & fEark oo (1ie Taties Dalon b0 let s Fruons 1
L you Feel

Listening
b s e

mat we i ant How Important

o’

/A

199551155 91,4599" ""”h,,,,, 11"’

\D

P

09777200 2y, NV s 5897 P00 005 9,
=

=
3
N

st

What We Did

Overall

Tesstisute for the Sty of Therpaic Clhange

Voung Child Session Rating Scale (VOSRS)

A v

© 2000, Mharwy L. Eunasn. Saoes 0. Mlillar, Adichye Hinggine. & Sae

)

'ln.

"
¥

Step Two:
Integrating
Feedback into
Care

[/
\

990,
lulll”""l:”lllll’ " ”’h,,

l””ll

- /L
rrsssr?® oz,

558"

",
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*The dividing line between a
clinical and “non-clinical”
gulation (25; Adol. 28; kids

veen 25-33% of clients
Pre in the “non-clinical”
range.
«Clients scoring in the non-
clinical range tend to get worse
ad with treatment.
on Number =The slope of change
decreases as clients approach

the cutoff.

Actual Score -+~ Line 2 +25th %0~

plett Weori<s 1n) ezl 0

Ipitelejpziijgie)] Otiicapria jriio) Czige

i | Hegeransl
Argatment.tathe

SROREIEH . oo

Ct@ﬁpendggﬁ%fe
Hange:
D.|It depeénds on what
IB@ YDAy, R, &
- RER RIS
ot elgnesseres

Initee)ezttigie) ©uicorie jpio Czife

*Because people scoring above
the clinical cutoff tend to get

worse with treatment:
*Explore why the client decided to enter
therapy.
«Use the referral source’s rating as the
outcome score.
*Avoid exploratory or “depth-oriented”
techniques.
*Use strength-based or focus on
circumscribed problems in a problem-

solving manner.

20



Second session
andiseyond. ..

Effectiveness

[ Takingeura co

*\What should the
clinician do when. the
client’s scores are better
(or worse) than the
previous session?
«|t'depends...

*On the magnitude of

the'change.

*@n'when the change

takes place.

*Do not change the
dose or intensity.
whenrthe slope of
change is steep.
*Begin to space the
visits as the rate of
S b change lessens.
= ; o sSee clients as long

3%
uamber af sessions

mr.ue)mmlnml::'\rn::"mﬂm:nmmmz.wmmmmu- as there iS

Figure 4.1, Relation of Nimber of Sessions of Paychatherapy and mean|ngfu| Change
Proentage of Clicnts peoved 5
& they desire to

:
e continue.




f dirminishing returns sets
in treatment lengthens

10 = 20-40% of clients improve within 1-3 visits

2 8 26 52 104
Number of scssions
Note. Objective ratings at teemination are shown by the solid line: subjective
ratings during therapy are shown by the broken line.

Figure 4.1, ion of of i of py and
of Clients

Source: Howard, et al (1986). The dose effect response in psychotherapy. American Psychologist,
41(2), 159-164.

.' St WorksinNhereny:

Ipitelejpziijgie) Otiicapria iriio) Czife

*The Reliable Change Index (RCI):
*The average amount of change in scores needed in
order to be attributable to treatment regardless of the
persons score on the ORS at intake.

*On the ORS, the RCI = 5 points.

*The benefit is simplicity; the problem is:
*The RCI underestimates the amount of change required
to be considered reliable for people scoring lower at
intake;
*The RCI overestimates the amount of change required to
be considered reliable for people scoring higher at intake.

HENNSIChenge Reliahle?
AVONVIETHEEE

BN *Algorithm-driven

| “trajectories of
change”;
*Uses linear regression
to plot client-specific
trajectories;
«Depicts the amount of
change in scores needed
AR SO e S to be attributable to
: — ¥ treatment.

- = B3 ¥ NY XL

22



www.talkingcure.com/training.asp2id=108

.{ Talkingcure.co

./ Talkingcure co

23



.' St WorksinNherepy:

Inligejreiiipie) Qiicorgie inio Care

*|In'1906, 85 year old Briﬂsh

ngméséélr on(;/\;e

RHERG EaREk R
-People paid a small fee to
eniere guess.

s[Piscovers that the

average of all guesses was

significantly’ closer than the

winning guess!

Ipitelejpziijgie) Otiicapria iriio) Czife

“Therapists typically are not

cognizant of the trajectory of

change of patients seen by o
therapists in general...thaft is : '

fo say, they:have no way: of

comparing theirireainent

oufcomes willihoese

obtained byloiheriherapisis:”

a ity in outcom: 0
manarpn care. Journal of Cor Iting 4./ Talkingcure co

and Cli

Initee)ezttigie) ©uicorie jpio Czife

sOutcome of @ Directions for

treatment varies - hane when you

depending on:
*The unigue gualities ‘dleree(ittl?)r??an

of the client;
*The unigue qualities

of the therapist; \\hat: 1%
The unique gualities s\\/here: 2-3%

of the context in

which theiservice is *\Vho: 8-9%

offered.




' St WorksinNherepy:

Inligejreiiipie) Qiicorgie inio Care

. What does the person
want?
. Why now?
. How will the person
get there? Goals,
. Where will thelperson Meaning or
do this? Purpose:
. When will this
happen?

Client’s
Theory of Change

Means or
Methods

Client’s View of the ===
Miller;8.D., Mee-Lee, D, & Plum, W. (2005). Making

her tic Relationshi &
treatment count. Psychotherapy,in Australia, 10(4), 42-56, Trerdgig s é

.' St WorksinNhereny:

Ipitelejpziijgie) Otiicapria iriio) Czife

Collaborative Teaming & Feedback
When?

*At intake;
*““Stuck cases” day;

How?
«Client and/oriherapist peersiobsenve “live” session;
*Each reflectsiindividual’ understanding of the alliance
sought by the:client:
«Client feedback about rieflectionsiused to shape or reshape
service delivery plan.

L Talkingcure co

Step Three:
Learning to Fail

Successfully

25



Eezipplinie) (To) S Felj] Sticgassiully

*Drop out rates range from 20-
80% with an average of 47%:
*Approximately half of people

who drop out report a reliable
change.

<Importantly, the data indicate
that had they stayed a few more
sessions:

*More change;
*Change more durable.

Eazipiinle) fo Rzl Succassilly

«Of those who stay in care:
«Studies indicate between 15-

Saif%reottiereagtiable change
200 ety to fail
with 30-85% of people treated.

Anker, M., Duncan, B., & Sparks, J. (Unde
outcomes in couples th

mbert,
[T

-20-60%,

P (X =47%) AN
74l Drop Out [BN ~50% Unchanged
or deteriorated

(if they stay)

Z
30-85% _ b
(X = 50%) 46% J

Do not Improve

/ Improve (with feedback to therapist)
~20-80%, 56%

(X = 47%) e 15-70% Improve
Continue (X =50%) (with feedback to

Improve Therapist and Client)
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£S5 5The “Random Walk” in Psychotherapy

n 2000, Burton Malkiel shows how a
broad portfolio of stocks selected at
random will match the performance of
one carefully chosen by experts.

+Dividend yields: Pros 1.2%; Darts 2.3%,
DJIA 3.1%.
Similarly, research shows there is lit*le
or no correlation between a therapy
with poor outcome and the likelihood
of success in the next therapy.

Liang, B. (Liang, B. (1999). Price pressure: Evidence
from the *dartboard column.” Journal of Business, 72(1).

ng, B: (1996). The ‘dartboard column:" The pros, the
ind the market. hitpi//ssm.com/abs 068.

Benefits of Client Feedback on
Treatment Outcome

1 2 3 45 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26

o Outcome-Informed = Standard Practice

Source: Lambert, M.J., Okiishi, J.C., Finch, A.E., & Johnson, L.D. (1998).. Outome assessment: From
conceptualization to implementation. Professional Psychology, 29(1), 63-90)
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REVIEW,

/The response:

C ” f . /Practice-based practice;
4 M /Training.and supervision
p it targeted to outcomes of
Accountablllty, individual therapists and
7 Measurable programs;
outcomes; ) \ 7 Corjtinuogs monitoring and
I real-time utilization of outcome
7 Efficient use of; data;
[esources; ) /Treatment planning and
A programs structured and
/ Documented informed by local norms and
“return on algorithms.
investment data for value-based oversight
and purchasing of treatment.
services.

/Regulatory bodies use outcome
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