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Outcomes informed care 
…in the best interest of consumers

“The combination of measuring progress (i.e. monitoring) 
and providing feedback consistently yields clinically 
significant change…. Rates of deterioration are cut in half, 
as is drop out. Include feedback about the client’s formal 
assessment of the relationship, and the client is less likely to
deteriorate, more likely to stay longer, and twice as likely to 
achieve a clinically significant change”

- Duncan, Miller, Wampold & Hubble (2009); From Introduction in 
Heart & Soul of Change; page 39



Yes, it is time to monitor outcomes

5

“The use of outcomes management systems is ushering in a 
significant change in how psychotherapy is conducted. This review 
underscores the value of monitoring treatment response, applying
statistical algorithms for identifying problematic cases, providing timely 
feedback to therapists (and clients), and providing therapists with 
problem-solving strategies. It is becoming clear that such procedures 
are well substantiated, not just matters for debate or equivocation. 
When implemented, these procedures enhance client outcome and 
improve quality of care.”

- Michael Lambert (2009); From Yes It Is Time for Clinicians to 
Routinely Monitor Treatment Outcomes; in  Duncan, Miller, 
Wampold & Hubble (Eds); page 259 
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Routine use of patient  self report outcome  and 
therapeutic alliance questionnaires to inform the 
treatment process. 

Questionnaires are administered a frequent 
intervals throughout an episode of care. 

Clinicians are given access to continuous 
feedback on patients improvement as measured 
by the outcome questionnaires. 

What is outcomes informed care?



Measuring “global distress”

All measures commonly used in mental health 
research to correlate strongly with a common 
factor, generally referred to as the “global 
distress factor”
Global Distress includes items assessing:

Symptoms of depression & anxiety
Attention and concentration problems
Family and interpersonal relations
Work place productivity & functionality



Use of feedback
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Routine use patient self-report questionnaires provides 
clinicians with additional “channels” of communication

Research indicates that use of questionnaires improves clinicians 
ability to identify “at risk” cases and prevent premature termination 

Algorithms used to compare patient improvement on 
questionnaires against “expected” improvement based on 
large normative samples of comparable patients. 

Strong evidence from controlled studies and real world 
applications that patients benefit.
Higher probability of improvement
Fewer treatment failures



https://www.psychoutcomes.org
Non-profit dedicated to encouraging the use of 
client/patient-completed outcome measures in 
behavioral health care and related fields.

TWiki site provides information, fosters collaboration, and 
offers support for organizations launching and nurturing 
outcomes-informed care initiatives.

Organization supported by health plans, managed care 
companies & employers seeking to improve treatment 
outcomes in mental health care



Item content varies 
depending on 
measurement needs

Global Distress 
Items

Suicidal ideation

Substance Abuse

Productivity

Alliance Items
Questionnaires faxed to data 
center for cost effective  
scoring, analysis &  data 
warehousing

Sample ACORN Questionnaire 



Meta
Questionnaire

Were the questionnaires  
helpful in your treatment?
Did you have concerns about 
their use?
Was your doctor/therapist 
interested in your responses?
Were you honest?



I believe the therapist was interested in 
how I answered the questions...

Sample size = 183 respondents
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Relationship building is an 
Evidence Based Practice!

“Practitioners are encouraged to routinely monitor 
patients’ responses to the therapy relationship and 
ongoing treatment. Such monitoring leads to 
increased opportunities to repair alliance ruptures, 
improve the relationship, modify technical strategies, 
and avoid premature termination.”

- Norcross & Lambert (2006) in Evidence-Based Practices 
in Mental Health, Norcross, Beutler & Levant (Eds), p. 218 



Therapeutic  Alliance

Three Components: 

Goals: Objectives of therapy that both client and 
therapist endorse
Tasks: Behaviors and processes within the therapy 
session that constitute the actual work of therapy
Bonds: The positive interpersonal attachment 
between therapist and client of mutual trust, 
confidence, and acceptance



Alliance Scale Psychometrics

Items are heavily skewed in positive direction. 
Scale scores are not normally distributed.
Cannot  calculate reliability & validity using 
parametric statistics that assume normality of 
distribution
Items are only as “valid” as clinician’s 
ability to illicit honest and frank responses! 



Alliance measurement & better outcomes
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Alliance change  & outcome
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Understanding Analysis of Variance 
in clinical trials 

Clinical trails used to test differences between methods

ANOVA uses to test the statistical significance of 
differences between treatments

ANOVA as commonly employed in clinical trails makes 
the assumption that there is no variance at the clinician 
level…all clinicians have similar results

If there is variance due to the clinician, simple ANOVA 
will magnify the differences between treatments where 
none exist



Hierarchical linear modeling

Clinician may be treated as a variable
Patients “nested” by clinician

Estimates percentage of variance due to clinician

Recent research strongly suggests that the individual 
clinician accounts for much more of the variance in 
treatment outcomes than the specific treatment 
methods

Clinicians found to have a significant effect on 
probability of positive response to medications



Clinician as active ingredient

Recent studies employing HLM to treat clinician 
as a variable suggest strongly that the probability 
of response of medications is highly dependent 
on the clinician. 

Wampold, B. E. & Brown, G. S. (2005). Estimating 
variability in outcomes attributable to therapists: A 
naturalistic study of outcomes in managed care.  Journal of 
Consulting and Clinical Psychology, 73, 914-923.

McKay, K. M., Imel, Z. E., & Wampold, B. E. (2006).  
Psychiatrist effects in the psychopharmacological treatment 
of depression.  Journal of Affective Disorders, 92, 287-290.



Cross validation analysis

Psychotherapists in PacifiCare network ranked 
based on all cases from 1999-2002  if sample 
size =>30
If a therapist’s outcomes were better average 
at 90% confidence, the clinician was labeled 
“Highly effective”, otherwise “less effective”.
Outcomes evaluated in the 2003-2004 cross 
validation period for a new sample of cases. 



Cross validation results

Clinician cross validation results - 2003 to 2004
Therapists assessed on at least 30 cases between 1999-2002. 
Highly effective clinicians had mean Change Index Score > 0
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Clinicians groups as “highly effective” or “less effective”
clinicians based on their outcomes with adult patients 
only. 
Therapist included in the study if they treated at least one 
child/adolescent with psychotherapy only and one with 
psychotherapy plus medication. (929 Highly effective, 
1352 Less effective)
Compared outcomes for children and adolescents

Therapists, Children & Medications



Result: Outcomes for adults predicts 
outcomes for children
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Outcomes Benchmarking 
Benchmarking refers to the practice of comparing one 
set of outcomes to a comparison sample (the 
benchmark)

Comparison of effect sizes to “benchmarks” obtained from meta-
analyses of clinical trials

Comparison of an effect size of an individual clinicians to the effect 
sizes of all clinicians in a large normative sample. 

Severity Adjusted Effect Size
Employs multivariate analysis of variance to control for differences in 

case mix

Statistic employed by health plans and managed care companies to
evaluate clinician effectiveness



Sample Benchmark: Depression 

Minami T, Serlin RC, Wampold BE, Kircher JC, Brown GS. Using clinical trials to benchmark 
effects produced in clinical practice. Quality & Quantity. 2008;42:513-525. 

Minami T, Wampold BE, Serlin RC, Kircher JC, Brown GS. Benchmarks for psychotherapy 
efficacy in adult major depression, Journal of Consulting and Clinical Psychology. 
2007;75:232-243. 

Meta-analysis of well conducted studies of psychotherapy 
for depression

Estimated effect size for patient self report questionnaires 
with low specificity and low reactivity

Benchmark = .79 effect size
Average length of treatment: 16 weeks



Clinician’s Toolkit 
Data warehouse and web based Clinician’s Toolkit permits clinicians, 
agencies, practices and health plans to monitor outcomes.

Health plans and managed care companies encourage clinicians to 
use questionnaires on all patients and use the Toolkit to monitor 
their own outcomes. 

Clinicians can use data to market their services

Severity Adjusted Effect Size
.8=Highly effective

.5 = Effective
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Depression
Effect size=.86

Average length 
of treatment < 
14 weeks

If clinicians in real world 
practice get better 
outcomes in less time 
than published 
psychotherapy studies, 
why do we insist the use 
only “evidence based 
treatments” based on 
these studies?



Monitoring trajectory of change 

Expected change based 
on normative sample

Signal score: patient “off track”
and at risk for poor outcome

Patient scores: probability of good 
outcome remains high if patient remains 
engaged in treatment.

Clinical Boundary: 
Scores above this line 
are in a clinical range

Graphing change permits clinician to quickly identify cases that are “off track”

If patient remains engaged in treatment, probability of a change remains if scores are 
in the clinical range. 
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2008
Effect size=.76



Regence BlueCross
Baseline effect size=.71

2007



Regence BlueCross
2008

Washington State 
Psychological Association
cautions its members against 
participation in the project.  



Regence BlueCross
2009



2010
Regence BlueCross

2010
.87 effect size!
Regence outcomes 
increased for 3rd year in 
a row
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Urban community 
mental health system



Distribution of clinicians’ effect size
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Myth busters…

Experienced clinicians do not achieve significantly larger 
effect sizes than newly trained clinicians 

No differences based on degree type or years of 
experience

No “school” of psychotherapy shown to produce 
consistently better outcomes

Differences between clinicians are large even when 
using the same drug or psychotherapy
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Can clinicians’ outcomes improve 
their outcomes?

We looked for predictors of improvement in clinicians who 
had collected data for at least two years

Improved calculated as change in their average effect 
sizes in 2010 compared to 2009 and earlier

Frequency of Toolkit usage correlated with improvement 
(r=.32, p<.01)
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Toolkit usage and change in effect size 
in 2010 compared to prior year(s)



Common objections from clinicians

Reduction in global distress is not necessarily the 
goal of therapy

Clinician judgment is a better measure of outcomes 
than patient self report 

Paranoia….how will they use the data against me?

Too much work, we’re not being paid enough

Who cares? 
Doesn’t matter what we do, insurance companies only care about 

money



Common objections from health plans

It costs to much

It upsets clinicians

It doesn’t save money 

The customer (employer, government) doesn’t care



How much does it cost
…..and is it worth it?

42

Therapist and support staff time, data capture, analysis 
and data warehouse services add an estimated 5% to the 
cost of care

Is it worth 5% to know the outcome of the services 
purchased? 

Is it worth 5% to achieve better outcomes for consumers? 

Can the 5% cost be offset by finding opportunities for cost 
effectiveness in delivery of services based on analysis of 
cost and outcome?



Reasonable questions…

How long are your patients in treatment?

How do your outcomes compare to results from clinical 
trials? 

What percentage of your patients get worse and drop 
out of treatment prematurely?

Have your outcomes improved over time?




