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L ISRESEANGIIENS
 EREVENS

« ° Accountability,” “Stewardship,”
\ & “Return on Investment” the
| buzzwords of the day.

. Part of a.world wide trend not
Specific termental health and
INdependentof any particular type
offrelmiulrsement system.

LLambert, M.J., Whipple; J.L.; Hawkins, E.J., Vermeersch, D.A., Nielsen, S.L., Smart, D.A.
4§ fTaIklngcure Wiy | (2004). Is it time for clinicians routinely to track patient outcome: A meta-analysis.. Clinical
Psychology; 10, 288-301.
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Question #1:

Research
consistently shiews
that treatment
works

True

Study after study,

and studies of studies
slipw the average
tieated client Is better
efiFthan 80% of the
Untreated sample.
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Rosenthal; R: (June 1990). How:arewe doing in soft psychology? American Psychologist, 45(6), 775-777.
Duncan, Bi, Miller, Si, & Sparks; J. (2004). The Heroic Client (27 ed.). Jossey-Bass: San Francisco, CA.
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Treatment Effect Size

Pharmacoterapy orartite |
Famiy terapyl |
AT or DS oAy |

Lipsey, M.W., & Wilson, D.B. (1993). The efficacy of psychological, behavioral, and educational
treatment. American Psychologist, 48, 1181-1209.

Shadish, W.R., & Baldwin, SiA. (2002). Meta-analysis of MET interventions. In D.H. Sprenkle (Ed.).
Effectiveness researchiin marriage and family therapy/ (pp:389-870). Alexandria, VA: AAMFT.
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Procedure or T t: Number Needed to
Treat (NNT)>:

Behavioral Health (depression in adults or 3 7

children, aggression, conduct disorder, bulimia, 3

PTSD)

Medicine (Acute MI, CHF, Graves Hyperthyriodism, 3 7
medication treated erectile dysfunction, stages 11 i
and 111 breast cancer, cataract surgery, acute

stroke, etc.).

Aspirin as a prophylaxis for heart attacks

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

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

W Wedis In IEalerzl o)y

AVINEXEITIPIE

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 proyviders
e 48,000 plus real clients

e Outcomes clinicallyeguivalentito
randomized, controlled; clinical
trials.

Kendall, P.C., Kipnis, D, & Otto-Salaj, L. (1992). When clients don’t progress. Cognitive Therapy and Research, 16, 269-
281.

Minami, T., Wampold, B:; Serlin, R. Hamilton, E:, Brown, Ji, Kircher; Ji- (2008). Benchmarking the effectiveness of
treatment for adult depression in & managed care environment: A preliminary/study. Journal of Consulting and Clinical
Psychology, 76(1), 116-124.
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Lee \What Works i iherany:
HES EORENNEWSE

The bottom line?

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

sAverage treated.client
accounts forrenly 7%, oi;
expenditures;

S0, What’sitnerpreniem...

S

e S What W erksSHRNINIEEIR)Y/:
e BRGNNEWSE

*Drop out rates average 47%;

«Therapists frequently fail to
identify failing cases;

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

Lambert, M.J., Whipple, J., Hawkins, E., Vermeersch, D., Nielsen, S., &
= Smart, D. (2004). Is it time for clinicians routinely to track client
oo outcome? A meta-analysis. Clinical Psychology, 10, 288-301.
Chasson, G. (2005). Attrition in child treatment. Psychotherapy
Bulletin, 40(1), 4-7.




e AWhat Works i Tiherapy:
Soje) O)1[j2

Question #2: False

Stigma, ignerance, Second to cost (81%),
denial, and lack of lack of confidence in the
motivation are-the most _ outcome of the service
COMMON, reasoms IS thie primary reason
potential consumersde: (78%). Fewer than 1 in
not seek the help'they. Siclterstigma as a

need. coneern.

http://imww.apa.org/releases/practicepoll_04.htmli E%

OULCOmE:
rlow clo trgragisis o ozra?

In a recent survey on‘how-much consumers
trusted various professionals:s:;

S W
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Substance Abuse ‘L’«#Mental Health Services Adminitraion

EVIDENCE-BASED PRACTICES
Unfed e egrtveno et and o S Shaping Mental Health Services Toward Recovery

+Cognitive Therapy: _

«Behavioral Therapy -Cllent-c_entered Therapy

Cognitive Behavioral Therapy: *Systemic Ther_apy

«Motivational Interviewing *Biopsychosocial Therapy

«Twelve Steps Solution-focused Therapy
*Dialectical Behavioral Therapy, *Multimodal Therapy
Multidimensional Family Therapy, *Psychodynamic Therapy

«Structural Family Therapy. sNarrative Therapy _
*Functional Family Therapy. sIntegrative Problem-Solving Therapy
«Skills Training sEclectic' Therapy.

*Acceptance andi€emmitment TTherapy/ ‘|nt9fp6r50nal_ Psychotherapy ==
sExistential Therapy siiranstheoretical Therapy S‘°

—p

s Whiat Worksiniheray:

*Cognitive Therapy:

*Behavioral Therapv S

«Cognitive ~ I~ ‘ Y

*Motivatr I T

sTwelve! i fF e g
sDialectice. ‘ o) . riodall Therapy.

*Multidir ‘ ] Jishodynamic Therapy

sStructul o~ -Narrati\{e Therapy .
sFunctionw umily Therapy sIntegrative Problem-Solving Therapy

«Skills Training Eclectici Therapy.

«Acceptance and/Commitment Therapy: sInterpersonal Psychotherapy &5
*Existential Therapy, siiranstheoretical Therapy Eg
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Question #3: FALSE

Of all the factors Technigue makes the
affecting treatment  smalfest percentage-
outcome, treatment = \uisa contribution to

model (technigue o gutcome of any.

programming) is known ingredient.
the most potent.

RtV eIKSHIT eI

EECIOYSIECCOUNNNE N OIRSTUCEESS

Outcome of Treatment:

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

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

*8% due to modeland
technigue (1/13)

Technique Allegiance Alliance

=
~ Wampold B. (2001). Tihe Great Psychotherapy/Debate. New York: Lawrence

é Erlbaum.
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Currart Stzita of Cliniesl Pracrica

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

*The field as a whole is continuing to

embrace thesmedical model.
sEmphasisionise-called, “empirically
supported treatments” or, “evidence based
practce.”
*Embracingthemeotion of diagnostic groups.

Eugster, S.t. & Wampold, Bi (1996). Systematic effects of participants role on the evaluation of the
psychotherapy:session. Journal of Consultingiand Clinical Psychology, 64, 1020-1028.

plett\Wedis Il R rlereloy
Rasazifen o e Allizies

Client’s

sResearch on Theory of Ghange
the alllance
reflected in over

GO?"S' ’ Means or
1000 research MEzning.or i
. : PUrpoese
findings.

Bachelor, A., & Horvath, A. (1999). The Therapeutic ient’s View of th ==
Relationship. In M..Hubble, B. Duncan, &S Miller (eds.). Clizg S. € O e . i{
The Heart and Soul ofiChiange. Washington), D.C.; APA Therapeutic Relationship gf

Press.
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Sihel Client’s Tiheory: of Change:
EmpicalfEndings

In the 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

sImproved objectiVe SColES.
Hester, R., Miller, W. ._Delaney H., & Meyers, R. (1990). Effectiveness of the community reinforcement.approach. Paper presented at the 24" annual meeting of

SSC(()Z(?O?) The client’s theory of change: Consulting the client inithe integrative process. Journal-of Psychotherapy Integration, 10(2), 169-

S;ifkﬁ S., & Gruyters, T. (1999). A pilot trial of treatment changesiaccording to schizophrenic patients*wishes. Journal of Nervous and Mental Disease, 187(7),
441-443,

Kelin, E., Rosenberg, J., & Rosenberg, S. (2007). Whose treatment is it anyway? The roleiof consumer preferences in mental healthcare. American Journal of
Psychiatric Rehabilitation, 10(1), 65-80.

What\WWerksHinsIierany:

AVTREXEITIPIE

Michael Dennis, Ph.D.,

Susan H. Godley, Rh.D.,

Guy S. Diamond, Ph.D.,

Frank M. Tims, Ph.D.,

Thomas Babor, Ph.D.,

Jean Donaldson, M. A,

Howard Liddle, Ed.D.,

Janet C. Titus, Ph.D.,

Yifrah Kaminer, M.D.,

Charles Webb, Ph.D.,

Nancy Hamilton, M.P.A.,

and the CYT steering committee
Presentation in Symposium 04, “Srare-of-the-
Arr Adolescent Substance Abuse Prevention and
Treatment” at the American Psychiatric

Association Annual Conference, Philadelphia,
PA, May 18-23, 2002.

Dennis, M. Godley, S., Biamond, G, Tims, . Babor, T. Donaldson, J., Liddle, H.
% Titus, J., Kaminer, Y., Webb, €.; Hamilton, N.; Etnk, R. (2004). The cannibas
ﬁ“' youthitreatment (CYT) study: Mainifindings fiom two randomized trials. Journal of
Substance Abuse Treatment; 27, 97— 213!

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

sParticipants randemized nte ene oftwo arms (dose, type)
and one of threeitypes of treatment In each arm:
*Dose arm: METHCBT (5'wks), METHCBI (12 wks), Family
Support Network (12 wks)=MET-CBI;
»Type arm: MET/CBT (5wks), ACRT (12 weeks), MDFET (12 wks).

plett\Wedis Il R rlereloy
AREXEipIe

Cannabis Youth
Treatment Project

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

*By contrast, ratings:of the alliance predicted:
*Premature drop-out;
sSubstance abuseland dependency:symptoms post-treatment,
and cannabisiuseiat 3'and 6 montiiiellow-up.

Tetzlaff, B., Hahn, J., Godley, Si; Godley, M., Diamond, G., & Funk, R..(2005). Working alliance,
treatment satisfaction, and post-treatment patterns; of use:among adolescent substance users.
Psychology:of Addictive Behaviors, 19(2); 199-207.

Shelef; K., Diamond, G., Diamend, G., Liddle. H. (2005). Adolescent and parent alliance and treatment
outcome inMBET: Journallof Censulting and Clinical Psychology, 73(4), 689-698.

13
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Question #4: FALSE

Research shows All approaches

that some treatment,.. Work equally well
approaches are With some ofi the

more effective than  PEOple some of the
others

plett\Wedis Il R rlereloy
AREXEipIe

*No difference in outcome
between differentitypes of
treatment or different
ameunts,of competing
tHEerapeutic approaches.

== Godley, S.H., Jones, NiFEURKS R:IVES, MiPassetti, L. (2004). Comparing
gf Outcomes; of Best-Practicerand Researnch-Based Outpatient Treatment
Protocols fer Adolescents. Journal off Bsychoactive Drugs. 36(1), 35-48.

14
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o) Traziirlants Velry in Effleacy?

*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:
*DE et exceed what would be expected by
chance;
sAtmostaccount for 1% of the variance.

Rosenzweig, S. (1936). Some implicit common factors inidiverse methods in psychotherapy:, Journal of
Orthopsychiatry; 6, 412-15.

Wampold; B.E. et al: (1997). A meta-analysis of outcomeistudies comparing bona fide psychotherapies: Empirically,
"All musthave prizes,”  Psychological Bulletin; 122(8), 208-215.

plett Wedis Ir) T rlereloy

o) Freeiirnariis Velry irl =Efflceicy?

, * Meta-analysis of all
i ke studies published between
o o 1980-2006 comparing
II])ll:t:lc-taizxgi:ﬂsons of treatment modalities for youth disoeders: a b ona fl d e .I.r e CITm enTS .l: or
children with ADHD,
SOOTT MILLER', BRUCE WAMPOLD', & KATELYN VARHELY' CondUCT dlsorder’ OnXIGTy’

it fr e St f T Ceng, Uy of Viurn—ain nd * Or d e p re SS l O n -

et Psychott *No difference in outcome
between approaches intended
to be therapeutic;

accounted for100% of

*Researcher allegiance
variance in effects.

Miller, S.D., Wampold, B.E., & Varhely, K. (2008). Direct comparisons of treatment modalities for youth disorders: A meta-analysis. Psychotherapy Research, 18(1), 5-14




At \WeISHRNIEEIRY:

ONIEAUTERLSNAR/ARNEICACYZ:

* 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;

* Approaches varied from CBT, 12
steps, Relapse prevention, & PDT.

sResearcher allegiance accounted
for 100% of variance in effects.

Imel, Z., Wampold, B.E., Miller, S.& Fleming, R.. (in press). Distinctions without a difference.
Psychology of Addictive Behaviors.

etV erksHIRNIINEEIR)Y:

o) Fraziinplants Velry in) Effleecy?

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

* Approaches included desensitization,
hypnotherapy, PD, TTP, EMDR, Stress
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. (in press). The relative efficacy of bona fide psychotherapies for treating
psttraumatic stress disorder: A meta-analysis of direct comparisons. Clinical Psychology Review.




At \WeISHRNIEEIRY:

ONIEAUTERLSNAR/ARNEICACYZ:

*The results:

*No difference in outcome-between
approaches intended to be therapeutic

)CSL"UNICAL on both direct and indirect measures;

I h}I{EVIEW *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
TX).

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

plett\Wedis Il R rlereloy
2o QL)

Question #5:

True

Consumer ratings of
the alliance are better

predictors of retention
and outcomethan Remember

clinician ratings. ~ Project MATCH

17
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Project WIATCH ziriel iria Allisirice

»The largest study ever'conducted on the treatment of

problem drinking:
*Three different treatment approaches studied (CBx,.12-step,

and Motivational Interviewing).

*NO difference in outcome between approaches.

*The client’s rating of the therapeutic alliance the best

predictor of: v
o Treatment parntiCipation; >
*Drinking behavior during treatment;
*Drinking at 12-moenthrfeliow:up:

Y

Project MATCH Group (1997). Matching|alcaholismitreatment to client heterogeneity. Journal of Studies on Alcohol, 58, 7-29.

Babor, T.F., & Del Boca, F.K. (eds.) (2008), Treatment matching infAlcoholism. Cambridge University Press: Cambridge, UK.
Connors, G.J,, & Carroll; K.M. (1997). Theitherapeutic alliance andlitsirelationship to alcoholism treatment participation and
B outcome. Journal ofiConsultingjand Clinical Psychology, 65(4), 588-98:

plett Wedis Ir) T rlereloy
P00 O)L|7

True

Question #6: Ifi a particular approach,

: delivered in a given
The bulk of change in setting, by a specific

successful treatment provider is going to work,

occurs earlier FAMENt oo o ould measurable

than later. improvement in the first
SixWeeks of care.

18
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Projact MIATCEH zirel Otjtcopg)e

Resulrs 13

Percent Days Abstinent by Treatment Condition

Percent Days Abstinent®

R

Time in Months

;
4]

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

plett Wedis Ir) Frlereioy

Mora Rasazirern o Ouicorre

Dose

T

Months fror Mok, from Intake

Moatts from lanke Monchs Soen oy
=y = “METCBTS T acmy MDET
e FAFTCRIS  “MEICRTI  TMETCBIL-FON *ipeny

http://mamw.chestnut:era/LLI/Poesters/CY T _%20ME_APA.pdf

19
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|_ast Question!

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

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

*Quality assurance;

sExternal management;

*Continuing education reguirements;
»|_egal protection of traderand
terminology:

plett\Wedis Il R rlereloy
A Tzlla of Twe Selttens, ..

sDiagnosis-driven, “illness model”
Prescriptive Treatments
*Emphasis one. nd

Coczaaty

(] (N Inasa*

Client-directed (Fit)

Practice-based sQutcome-informed (Effect)
Evidence *Emphasis on benefit over need

*Restore real-life functioning

20
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sFormalizing what
experienced therapists do
on an ongoing basis:

sAssessing and adjusting
fit fiermaximum, effect.

ART L l!llll . ST, NILER
JACQUELINE K. SPARKS

= Duncan, BiIL,, Miller, S}, & Sparks, J (2004), The Heroic Client (219 Ed.). San
Francisce, CA: Jossey-Bass:

Individually: —
(Personal well-being) Relationship:

Interpersonally: ;
(Family, close relationships) Goals and Topics:

Socially: Approach or Method:

(Work, School, Friendships)

Overall:

Overall:
(General sense of well-being)

Downlead ireeworking copies at:
E_% hittp:/www.talkingeurercomyindex.asp?id=106




sCases in which
therapists “opted out”

= ' & of assessing the

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.

@2 Miller, S:D., Duncan, B.L., Sorrelli R., & Brown; G.S. (February, 2005). The Partners for
,,;:g Change Outcome Management System. Journal offClinical Psychology, 61(2), 199-208.

Figure 3. Improvement in effect size following feedback

—

& o070
°% WHG%WWW

g 0% d L
~_

andquarter  ardquarter  gthquarter  astquarter  2nd quarter  3rd quarter  4th quarter 15t quarter
2002 2002 2002 2003 2003 2003 2003

(=524 {n=722) [n=y23) (n=B4s) (h=882) {naoza) (n=845)

=  Miller;SID:; Duncan, B.LL; Sorirelli R, Brown) GiS:, & Chalk, M.B. (2006). Using
,B% outcome to inferm, therapy/ practice. Journal of Brief Therapy, 5(1), 5-22.
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A Ouasiion of FUGLS

pop
N W

p R
o R

b

(W)

O

I

m<m-—=rmwm

wo e —0 X0 co0< S0
vae S —x =0 S

O R NWbMOON®O

Technique Allegiance Alliance Outcome

./ Talkingcure.co

plett Wedis Ir) Frlereioy

Meora Rasazirer) o Fazelozicls

Percent “recovered”

1Y ika

0O 1 2 3 4 5 6 7 8 9 10 11 12 138 14 15 16 17 18 19 20 21 22 23 24 25 26 27

Outcome-Informed Clinic —#— Standard Practice

Lambert, M.J., Okiishi, J.C., Finch; A.E.; Jehnsen; L.D: Gutcome assessment: From conceptualization to
implementation. Professional Psychology: Research and Practice. 29(1), Feb 1998, 63-70

el
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SSpifftlele) frong Prdcess o Ot

EVERVORENVINS

Clinicians: Payers:

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

WhatWVerksunNErapy:

Tra Tritgon of Ovicons over Procass

Are you
willing?

YOII, “Ja, vi elsker dette landet,
KE ACT’ON. Som det stiger frem...”

24



The “latest”

“bureaucratic”

gimmick

IS gets In thenway/ eiifosming
good therapeutic relatienship

Imagine...

25



(#]

Wutting “Weizie Weorks™ to Weori< in) Fnlereioy:
Thraa Sizos

1. Create a “Culture of
feedback™;

2. Integrate alliance and
outcome feedback intfo
clinical care;

3. Learn to “fail successfully.”

plett Wors 1o Friereioy:

Crazijrie) 2 “Cufitjra of Fadd]gzieic”

Outcome Rating Scale (€3 RS)

*\When scheduling a first appointment, provide a rationale for
seeking client feedback regarding,outcome.

*Work a little differently;
«If we are goingiteihe helpful sheuld seesigns sooner rather than
later;

«If our work helps, can continue as leng as you like;
«If our worksis not helpful;, welllseekiconsuliation (session 3 or 4), and

consider a refenral (withinine laterr thamn 8ito 10 visits).

26
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Crazitjgie) 2L “Cujitira of Fadegzie)c

Introducing
the ORS:

A Case Example

plett Wors 1o Friereioys

\VESSUTITENOUILEHITIE

Individually:
(Personal well-being)

*Glve at the
beginning of the
ViSit;

Interpersonally: *Scored to the
(Famuly, close relationships) nearest

*Client places a* _§ il millimeter.

[]haesﬁnn;ark > Sl *Add the four
. (Work, School, Friendships) scales together

*Each line 10 L | for the total score.

cm (100 mm) in Overall:
len gth y (General sense of well-being)

27



Child Outcome Rating Scale (CORS)

Name Age (Yrs):
Sex: M /T
Session # Date:

How ate you doing? How are things going in your life? Please make a mark on the scale to
Iet us kuow. The closer Lo the siley face. the better things are. The closer (o (he fowny
face. things are not so good.

Me
(How am I doing?)

Family
(How are things in my family?)

School
(How am I doing at school?)

Everything
(How is everything going?)

Institute for the Study of Therapeutic Change

www.talkingcure.com

Young Child Outcome Rating Scale (Y CORS)

Age (¥rs):
SEX M /F.
Session # Date:

CThoosc one of the faces that show how fhings arc going for you. Or. you can draw one below

o

o o
& o

Institute for the Study of Therapeutic Changs

that is just right for you

wwow talldngeure.com

© 2003, Barry L. Duncan, Scott D. Miller, Andy Huggins. and Jacqueline A. Sparks

Licensed for personal use only

28



SV REVeSHITNIIERAR)Y:

Crazitjgie) 2L “Cujitira of Fadegzie)c

W ha\WerksinNErapy:

Crazijrie) 2 “Cujitra of Faadgzaieic”

Creating a
“Culture of
Feedback”

TO PRACTICE'

29
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Crazitjgie) 22 “Cujitira of Fadegzie)c

*\When scheduling a first appointment, provide a rationale for
seeking client feedback regarding,outcome.

Work a little differentlys;

oIf we are going/teibe helpiulfsheuld 'seersigns sooner rather than
later;

«If our work helps, can continue as leng as you like;
«If our worksis not helpful;;werlllseekiconsultation (session 3 or 4), and
considerareferral (withinfne laterr thamn 8ite 10 visits).

plett Wors 1o Friereioys

Crazijrie) 2 “Cujitra of Faadgzaieic”

Creating a
“Culture of
Feedback”
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Crazitjgie) 2L “Cujitira of Fadegzie)c

—

plett\Wefis Il Frlereio)y

Linlinie) Traziimant io Ouicog)e

*\When scheduling a first appointment, provide a rationale for
seeking clientfeedback regarding the alliance.

*Work a little differently;

*\Want to makersure that youlare getting/what you need;

*Take the “temperature™at'the endlef each visit;

*Feedback is critical to/ sUcCeSs:
sRestate the rationale at the beginning of the first session
and prior.t6: administering the scale. -
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Severity Adjusted Effect Size
(SAIC sample)
9000 cases

&
K
&

First/last alliance

N GSHRANIIERZIRY

Linlinie) Traziimant io Ouicog)e

Session Rating Scale (SRS WV.3.00

to the description that

Relationship:

1 i el hear

*Give at the end B mw eScore in cm to
of session; ot Topks: the nearest mm;

_-Each line 10 cm o B °Discuss Wlth
in length; e ———-=AN| Clicnt anytime
total score falls

below 36

Overall:




Child Session Rating Scale (CSRS)

Age (YTs):

Session # Date:

How was our time together today? Please put a mark on the lines below to let us know if
how you feel.

Listening

did not always listen listened to me.

)

What we did and How Important

talked about was not
really that important
to me.

What we did and
talked about were
important to me.

I did not like What We Did I liked what

what we did we did
today. today

Overall
| wish we could do I- | hope we do the
something different. ® same kind of things

next time.

Institute for the Study of Therapeutic Change

Young Child Session Rating Scale (YCSRS)

Age (Yrs):

Session # Date:

Choose one of the faces that shows how if was for you fo be here today. Or. you can draw,
one below that is just right for you.

L 2

Lnstitute for the Study of Lherapeutic Change

www ralkingeure.com

@ 2003, Barry L. Duncan, Scort D. Miller, Andy Huggins, & Jacqueline Sparks

Ticensed for personal nss onty




plett Waoris 1 Friereloy

Eirlidinie) Fraziinant o Qe

ion Rating Scale (SES W.o.3.00)

s\WWhen scheduling a first appointment, provide a rationale for
seeking client-feedback regarding the alliance.

*Work a little differently;

*\Want to makersure that yeulare getting/what you need;

*Take the “temperature™at the endlei each visit;
*Feedback is critical to; SUCCeSS:

*Restate the rationale at the begimning of the first session
and prior te;administernng the'scale.

plett Wors 1o Friereioys

Crazijrie) 2 “Cujitra of Faadgzaieic”

Creating a
“Culture of
Feedback”

TO PRACTICE '
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Crazitjgie) 2L “Cujitira of Fadegzie)c

ltl” S 77T LS

)

Step Two:

Integrating
Feedback into

", 4,
109" Y04 445 10971 =y, 220444989

/)
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plett Weris Ir) Frlereio):

Initaejrzttigie) Ouicorma ifig Care

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

veen 25-33% of clients
’re in the ““non-clinical”
irange.
«Clients scoring in the non-
clinical range tend to get worse
with treatment.
3rd
Session Number *The slope of change
decreases as clients approach

Actual Score -+ Line 2 + 25th %0 = rau1 %0 the cutoff.

plett Weris Ir) Frlereioy:

Inteejratirie) Ouicopna irjto) Caire

Substance Abuse Program Results: STRATIFIED T?@ H]g ﬁ@eTm
iRtepsty-of

| Areatmenttathe

| — il emﬁrgﬁgﬁhe dose

trajectory
. Eﬁrﬂ epends the
Criagnge:
D. It depends on what
outcome score ntake stouteome sore Iﬁl@mm rﬁll R, &

E. btk AL ai e

Figure 3: Attrition Rates Strat.\'ﬁed by Entry Status and Outcome Jg@ﬂ@@g@lés’ygh@)p}gw%)}ﬁ%




e\ GSHINIINERARY:

Ipitaejraitinie) Outcopre inig Ceara

*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.
sUse strength-based or focus on
circumscribed problems in a problem-
solving manner.

SNegIalNeg CUICOMENRIONCANES
o, A Cligliezll ¢ ol

Cliént’s
I h e TheoryffdChange

(

PriSONer:  c.x & L

Means or
Methods

MEeaning\e
RPUITIOSE

A Clinical Example




SWWhat Worksinrheranyz

Initaejrzttigie) Ouicorma ifig Care

Managing
Client
Feedback:

Scores above the
clinical cut off at
Intake

— |

S Integraing OULCOmENNto Care:
A Cliniezll E;cumnole

Client’s
Theory of o[

WEans or

A Clinical Example ‘M
b.

T T
lient’s View, of the %

Tlierapeutic Relationship g
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Ipitaejraitinie) Outcopre inig Ceara

Second session
andieyond...

Effectiveness

plett Wors 1o Friereioys

ITEGIELTTENONICOTENTTLONCETE

*\What should the
clinician do when.the
client’s scores are better
(or worse) than the
PrEvIous session?

sl depends...
*On the magnitude of
the change.
*Oniwhen the change
takes place.
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Ipitaejraitinie) Outcopre inig Ceara

*Do not change the
dose or intensity.
whenrthe slope of
change is steep.
*Begin to space the
visits as the rate of

e e s change lessens.

e = s *See clients as long

Number of sessions

Note, Objective ratings at termination are shown by the solid line; subjective h I
ratings during therapy are shown by the broken line, aS t e re IS

Figure 4.1. Relation of Number of Sessions of Psychotherapy and ean | n gfu I C h an g e
Percentage of Clients Improved )
& they desire to

continue.

plett Wors 1o Friereioys

Ipitaejraitinie) Ouicopre g Cara

A course of diminishing recurns sets
in as time in treatoent lenpthens

565 improve withinD

B 20-40% of clients improve within 1-2 wvisits

B L L '
2 8 246 52 LTEE 3
Mumbcr of scssions
Mode, Ohjective ratings at termination are shown by the solid line; subjective
ratings during therapy are shown by the brolken line.

Figure 4.1. Relation of Number of Sessions of Psychotherapy and
Percentage of Cliemts Improved

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

*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.

HERNS ChangerRelianle?

e VIetheds

*Algorithm-driven

| “trajectories of

change”;
sUses linear regression
to plot client-specific
trajectories;
Depicts the amount of
change in scores needed
S EEEESSES to be attributable to
T — treatment.

58885

A
o wm & ?
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fly, Wab-t

It is My Oulcomos?

an intaractive that the Partners for Change
Crutcanmd Managament Systam (PCOMS
Monitors and improves t
outcomes and the therapsutc allance

Brovidus the precision and reksbility of an autemated oUlEGmEE ManBGamENT System
WItRSUL BXToSIve work, GKpEnse, of wEer burdan

by on

Features of MyOutcomes

tdentifies in real time clients who are at risk for negative or null outcomes
Prowvides empirically based suggestions to increase the Waelibood of success
AQgregates dats into Mparts on provider, program, and agency effectiveness for
supervisary, admistrative, and payment purposes

Benefits of MyOutcomes
Proven valid and reliable in peer-reviewsd studios

length boosts and allows sasy integration inta troatment
Has baen ghown (o doubles treatment effect size

Alput  Privacy  Terms and Conditions
W EO0F Banya Tnteenatinnal, b, Al GHEs Beseceed,

www.talkingcure.com/iraining.asp2id=108

User signed In: JHG

0052

Looking back over the last weel, including today, help us
understand how you have been feeling by rating how well you
have been doing in the following areas of your life, where
marks to the left represent low levels and marks to the right
dicate high levels.
¥OUF INPUE is impartant. | hers is no such thing as "bad news” on these forms. Your
therapist is eager for your feedback because It enables a better it of the services
to your preferences, and therefore improves your chance for success

Individually

(Personal well-beina)

Interpersonally

(Family, rlnse ralatinashins)

socially

(dnrle, arhanl, frisndshipns)

owverall

(General srnsa nf wall-heing)

About Privacy =
eruativia -

e . Talkingcure.co
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Ipitaejraitinie) Outcopre inig Ceara

Outcome Rating Scale

plett Wors 1o Friereioys

ITEGIELTTENONICOTENTTLONCETE

*In /1906, 85 year old British
SBT sééisrghoaaseG%l on

g SRR iSH Y
ePeople paid a small fee to
enfera, guess.

s[Discovers that the

average of all guesses was

significantly’ closer than the

Winning guess!
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Ipitaejraitinie) Outcopre inig Ceara

“Therapists typically are not

cognizant of the trajectory of

change of patients seen/by Wiswomer Cuowss
therapists in.general...thaf is
to say, they'have no way of

comparing thelrtieatment

outcomes withitihese

obtained by oiher iherapisis.”

Wampold, B., & Brown, J. (2006). Estimating variability/in outcomes attributable to
therapists: A naturalistic study of outcomes i managed: care. Journal offGensulting
and Clinical Psychology, 738/(5), 914-923.

plett Wors 1o Friereioys

Ipitaejraitinie) Ouicopre g Cara

Birth 3 |
T eI |

=52

=50

MOZMIMTMECOI—-0 OPPMI
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Let it Be...

A Case Example

plett Wors 1o Friereioys

ITEGIELTTENONICOTENTTLONCETE

Service Presentation Format:

. Name(s):

. Age(s): 38, 9

. Gender(s): Female, Male

. Ethnicity: Hispanic

. Relationship status; Widowed

. Employment status: [Laborer, 3 grade

. Referral source: Child protective service

. Service start date: Noevember (5 months ago)

. Current level of care: Outpatient

0:-Reasonifier seeking|care: Olyearr old son reported being hit
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Ipitaejraitinie) Outcopre inig Ceara

S MiCrosoTt Excel - SCOLEs ASIST ver 2.0g improved advisor

B] mle Edt View Inset Fomat Tools Chart Window Help  Adobe PDF

— Frame2

L 8[| 7 0 60, By @D . o B TextID Text Message

tata e o
ommE

Chart Area

Client scores are unchanged since the prior visit. For
dlients who begin in the severe range, 75% are
- o scoring higher by this paint. The dient is at risk for a
Trajectory of Change for Client negative or nul outcame or drop out from treatment.
(Updated: Tuesday, May 9, 200 Be sure that the focus, type, and amount of
treatment meets with dient approval, Consult nith
supervisor or colleague. Consider holding a team
meeting at which the dient, therapist and team jointly
consider changing the the focus, type, or amount of
treatment,

mn3on~c0

© Red

& Yellow

o000

© Green

© White

Preserve Change RESTORE |

4 ‘Manual ¢ Therapist Change Scores {/Client data }, ORS Chart for cog

plett Wors 1o Friereioys

ITEGIELTTENONICOTENTTLONCETE

Stay or
alter
course?
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Ipitaejraitinie) Outcopre inig Ceara

«Outcome of @ Directions for
treatment varies — change when you

depending on:

Neea to change
«The unique qualities - need to change
of the client; dlreCtIOﬂS

*The unigue qualities

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

of the context in
which theiservice is - *\\/ho: 8-9%

offered.

plett Wors 1o Friereioys

ITEGIELTTENONICOTENTTLONCETE

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

Client’s
Theory of Change

Means or
Methods

Client’s View of the ==
Miller;S.D., Mee-Lee; i, & Plum, W. (2005). Making Therapeutic Relationship S}
treatment count. Psychotherapy in Australia, 10(4), 42-56, é
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Ipitaejraitinie) Outcopre inig Ceara

Collaborative Teaming & Feedback
When?

At intake;
«““Stuck cases’ day;

How?
Client and/or Tiherapist peers ohsernve “live’ session;
*Each reflectsindividualiunderstanding of the alliance
sought by the client.
«Client feedback about reflections usedito shape or reshape
service delivery plan:

[ Talkingcure.co

plett Wors 1o Friereioys

Ipitaejraitinie) Ouicopre g Cara
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';;}X*Nhat Worksin IHErap)z:

Intaejratine Ouicorns ifio Care

“I’ve fallen in

love. .. with the
needle”

A Case Example

plett Wors 1o Friereioys

ITEGIELTTENONICOTENTTLONCETE

Service Presentation Format:

. Name: Gina

. Age: 28

. Gender: Female

. Ethnicity: Native American

. Relationship status; Single mother

. Employment status: Unemployed

. Referral source: Courts, prior treatment (3X)
. Service start date: Iweekiago

. Current level of care: RResidential

0:-Reason fier seeking care: Polysulistance dependence

%
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[E5 Microsoft Excel - Scotts ASIST ver 2. dg improved advisor e
S e Edt Vew Iwert Fomat ook Chart Wimdow teb  AdJfRLRRAUMLE
DEHI SR =% Ga @ - 2
- L RS & ga epiy with Changes... Eof [ HONEE

mEp TextID Text Message

Chart Area ~

Trajectory of Chai 1 = Client is scoring in the severe range of distress,
(Updated: Tuesd Normative data indicate that fewer than 10% of
2 people score in this range at their initial session,
Research predicts rapid improvement in the first
handful of sessions. Such rapid improvement,
hawever, increases the likelihood of dropping out of
treamtent before the maximum results have been
achieved. Rule out recent crisis, trauma, and suicide
risk.

o~00w 030o0~c0

= WO o0~ Oy U

H] mle Edit View Insert Format Tools Chart Window Help
DEHS G- (=% Ga @ -
A tatala D 3 ga

mEEl B Text Message

Trajectory of Chan
(Updated: Tuesday

Clients scores are somewhat better, However,
progress is somewhat slower than expected, By this
peint in care, 75% of people who began treatment in
the severe range of distress are scoring higher, Be
sure that the type and amount of treatment meets
with their approval. Address any item on the SRS
from the prior visit that is 2 or more points from 10,

06~00n 0300m~cO

 Red

* Yellow

' Green

 wihite
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Stay or
alter
course?

CIDE!

plett Wors 1o Friereioys

ITEGIELTTENONICOTENTTLONCETE

Relationship:

Thanks for your feedback 'ﬁ'

Goals and Topics:

&ll done here.

Approach or Method:

Overall:

[ Talkingcure.co

o1



Step Three:
Learning to Fail

Suceesstully

«.f Talkingcure.co

plett Wors 1o Friereioys

LEazignlinie) 1o “Fail Suceassivlly”

*Drop outrates range from 20-
80% with an average of 47%:

*Approximately half of people
who drop out report a reliable
change.

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

*More change;

YOU FAIL AT FAILING +Change more durable.

No, that's not a double negative
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Lazifrlinie) fo “Felil Succassivlly”

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

«Saif’arfothereagihiable change
BRI 200: ikely to fail

with 30-85% of people treated.

Anker, M., Duncan, B., & Sparks, J. (Under submitted). Does client based feedback
improve outcomes in couples therapy? Journal of Consulting and Clinical
Psychology.

Hansen, N., Lambert, M.J., & Forman, E. (2002). The psychotherapy does-response
effect and its implications for treatment service delivery. Clinical Psychology,9(3),
329-343.

| (X = 47%)

Drop Out ~50% Unchanged
or deteriorated

Improve

(if they stay) A
30-85% 2

(X = 50%) 46%
Do not Improve
Improve (with feedback to therapist)

~20-80%,

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

Improve Therapist and Client)
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*In 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, 71(1).
Liang, B. (1996). The ‘dartboard column:” The pros, the
darts,.and the market. http://ssm.com/abstract=1068.

SWhat Works in Th%rapy

AvClimicaliExample

=
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1) FalErzioy

Ipitaejraitinie) Outcopre inig Ceara

Service Presentation Format:

Name:

Age:

Gender:

Ethnicity:

Relationship status:
Employment status:
Referral source:

Service start date:

. Current level of care:
10.-Reason fiex seeking care:

o Nher enlex el ol 1=

Rick

Male

European
Married, 1 child
Unemployed

Outpatient

SWhat Works)in Therapy:

A Cliniczll Excimnole

| ORS AddViSor

Tos
= Insert Format Tools Chart
DEHsS gl v Ga @& -

ta %A = o=
Chart Area  ~ A

- 20| —Frame2

TextID Text Message

Trajectory of Change f¢
(Updated: Thursday, Al

This client scored more like people who are in and likely
to benefit from dlinical services, Begin treatment as
usual.

© Red

o-~00w 0300~c0

© Yelow
@ Green

© White

Preserve Change RESTORE |
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Wi Welri<s i) Falerzloy:

A Cliniezll E¢cunole

{ORS Advisor

i 43 100% - i@ B, Arigl — Frame2

e e mmm TextlD Text Message

#-~onw @#30n~c0

3

‘This person is at risk for a negative or null outcome,
‘Address any item on the SRS from the previous
session that is two or mare paints from 10, Consult
with a supervisor or colleague. At this point, consider

Trajectory of Change fbrémm 1D:R0024
(Updated: Thursday, Apr 10, 2008 17:37)

holding & "team meeting” at which the dientand team
members consider ideas for changing the focus, type,
or amount of reatment.

Em.hwl\.)l—t

7 “
* Red
LA 8
......... 9 C Yelow
10 " Green
Fifly [

i nat el haare

undersiood and
tesgecta

Wie did oot work on or
L4 about what
Wwanled io work on and
bk bt

Thg theragsets
PO 5 1t A Jocd
fitfor me

Thew was samaiheg
rissing i 1ha seasion
oday

Preserve | Change | RESTORE
Add New
Message

W prete Welgs 1a) T alereio)y

A Cliniczll Excimnole

Relationship:

I it haard,

O om0
espected

Goals and Topics:

Sofscel ~Dbatsiobsginisrocess

wankn 5 werk o
falk about

Approach or Method: SMS SCOI’e meaI']?

0 i *\When the usual

or me.

Overall amount of time it takes

) et for change to occur
has been exceeded.
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A Cliniezll E¢cunole

FH O @@ v Ga @~ -0 - = -4l Rl M B won - Frame2

ta @ R | v merty i Changes... cxdreven... J§ TextID Text Message

= ~

Trajectory of Change for ;:Iient ID:RO| 1 = Client scores have not changed significantly since the

outset of care. Strongly consider changing: (1) type;
(Updated: Thursday, Apr 10, 2008 17| (2) amount; or (3) provider|

a300mc0

s
<
o * Red
&
e  Yelow
0 " Green
-l o
7 j ‘White
Change RESTORE

Preserve
Add Mew
Message
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Service Presentation Format:

Name: Alisha

Age: 20

Gender: Female

Ethnicity: Jamaican-American
Relationship status: Single, living at home
Employment status: Unemployed

Referral source: Parents

Service start date:

Current level of care: Outpatient
10:-Reason fer seeking care: Halltcinations

1.
2.
.
4.
5.
6.
7.
8.
9.

E T Oeorge 'S Shakn D 2,
ot e
idary) Prowiavs . Prozas Sa., TR
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0 p E
% oo l.]—‘q-‘ [ SN rgo \\)ﬁ’f" P.},Z?‘*
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User Signed in: Provider1

Results:

You report that things are getting worse. There is strong reason
for concern. You are also reporting concerns about the provider
and/or the service.

Activity:

Strongly consider changing the frequency, type, or provider of
services. Talk about what your provider can do to improve the
items marked with a red hand.

password: [ |

Individually: 2 out of 10
Interpersonally: 2 out of 10
Socially: 2 out of 10
Overall: 1.1 out of 10

Total Score: 7.1

Outcome Rating Scale

Qutcome Score

Session Number

® Intake Score
~— Predicted Score
—— 25th Percentie
75th percentile
== Clinical Cutoff
= Actual Scare

plett Wors 1o Friereioys

Lazirplinie) o “Fail Succassilfy”

Crustconee 1L angs Seale (CFITS)

S TS et =TT P ) @

Crbvar

Tie Tant ave 1% Lorcliny, el o
a2 Dy ratinege Do el yon hisve oo oloiig § =
ke e thie el soprosont low lovel taz
FELTIP0LE Crael FICON FEIELOE Fi38 P 3est Benan prrenessd, prleanet FIFE erper crcceiesredisigr #10 Fresve
4x ederiran;.
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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

—— 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). L8.T.C.

-~ Call for:
7 Accountability;

/- Measurable
outcomes;

» Efficient use of
FeSOoUrCesS;
/ Documented

“return on
investment”

/The response:

/Practice-based practice;
/Training.and supervision
targeted to outcemes of
individual therapists and
programs;

/Continuous monitoring and
real-time utilization of outcome
data;

/Treatment planning and
programs structured and
informed by local norms and
algorithms.

/Regulatory bodies use outcome
data for value-based oversight
and! purchasing of treatment
Services.
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