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Abstract

Objective: To investigate the barriers and facilitators of an effective implementation of an outcome monitoring and
feedback system in a UK National Health Service psychological therapy service. Method: An outcome monitoring system
was introduced in two services. Enhanced feedback was given to therapists after session 4. Qualitative and quantitative
methods were used, including questionnaires for therapists and patients. Thematic analysis was carried out on written and
verbal feedback from therapists. Analysis of patient outcomes for 202 episodes of therapy was compared with benchmark
data of 136 episodes of therapy for which feedback was not given to therapists. Results: Themes influencing the feasibility
and acceptability of the feedback system were the extent to which therapists integrated the measures and feedback into the
therapy, availability of administrative support, information technology, and complexity of the service. There were low levels
of therapist actions resulting from the feedback, including discussing the feedback in supervision and with patients.
Conclusions: The findings support the feasibility and acceptability of setting up a routine system in a complex service, but a
number of challenges and barriers have to be overcome and therapist differences are apparent. More research on
implementation and effectiveness is needed in diverse clinical settings.
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8%. The importance of deterioration in psychother-
apy has been highlighted (e.g., Lilienfeld, 2007) and
Mohr (1995), in a review of 46 studies, identified
patient, therapist, and therapy variables associated
with negative outcome. The patient characteristics
identified included borderline personality, obsessive—
compulsive problems with severe interpersonal diffi-

Introduction

There is substantial evidence for the efficacy and
effectiveness of psychological therapies (Lambert,
2013). Despite this body of literature, a significant
number of patients do not benefit. Hansen, Lambert,
and Forman (2002) report that about a third of

patients receiving psychotherapy in RCTs either
show no benefit or deteriorate. The rates of poor
response are reported to be higher in routine
services, with Hansen et al. (2002) reporting 56%
of patients making no reliable change across studies
in routine practice involving over 6000 patients with
an additional average reliable deterioration rate of

culties, poor motivation, and those patients expecting
psychotherapy to be painless. This evidence under-
lines the importance of identifying patients at risk of a
poor treatment response.

There is now widespread acknowledgment that an
important way of improving outcomes involves
monitoring the progress of patients during therapy
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and providing timely feedback on the monitoring
data to therapists. This activity has yielded a bur-
geoning literature comprising texts (e.g., Lambert,
2010), reviews (e.g., Carlier et al., 2012), special
issues (e.g., Fitzpatrick, 2012), and opinion pieces
(e.g., Macdonald & Mellor-Clark, 2015). Monitor-
ing progress and providing feedback is consistent
with the traditions of patient-focused research
(Howard, Moras, Brill, Martinovich, & Lutz, 1996)
and the scientist practitioner approach (Hayes,
Barlow, & Nelson, 1999). However, only in recent
years have patient monitoring and feedback systems
become embedded in routine practice. Examples are
Lambert’s work using the Outcome Questionnaire
(Lambert et al., 2004); the Clinical Outcomes in
Routine Evaluation (CORE) OM and CORE system
in the UK (Barkham et al., 2010); and Miller and
Duncan’s development and implementation of two
4-item measures of treatment progress and thera-
peutic alliance (Miller, Duncan, Sorrell, & Brown,
2005). Part of the rationale for using these systems
rests on evidence that early response to therapy
predicts outcome (Lutz et al., 2006; Lutz, Stulz, &
Kock, 2009; Stulz, Lutz, Leach, Lucock, & Bark-
ham, 2007). In particular, there is evidence that poor
early response to therapy is a predictor of a poor
outcome (Kuyken, 2004; Lambert et al., 2002).
Another justification for patient monitoring and
feedback systems is the evidence that therapists are
poor judges of their patients’ outcomes (Garb, 2005;
Sapyta, Reimer, & Bickman, 2005). Moreover, they
are poor at predicting which of their patients are
likely to deteriorate (Hannan et al., 2005). This
finding is consistent with long-standing evidence
that clinical judgement can be relatively poor and
inferior to statistical predictions (Dawes, Faust, &
Meehl, 1989; Meehl, 1954). Tracey, Wampold,
Lichtenberg, and Goodyear (2014) argue that a
further justification for attending to feedback about
patients’ progress is that it is a necessary but not
sufficient requirement for developing the expertise of
therapists.

Lambert and colleagues introduced the notion of
patients who are “not on track” (NOT) as a means of
identifying patients who are not achieving the
expected recovery trajectory and therefore at risk of
treatment failure. They found that providing feed-
back to therapists on the progress of these patients
improved outcomes (Lambert et al., 2001, 2002).
The addition of a set of clinical support tools, which
provided information to therapists about the quality
of the therapeutic relationship, the patient’s social
support, motivation, and experience of life events,
further improved outcomes for NOT patients
(Whipple et al., 2003). There is further evidence of
moderate effects of feedback on outcome from other

settings and countries (e.g., Byrne, Hooke, Newn-
ham, & Page, 2012; Hansson, Rundberg, O sterling,
o jehagen, & Berglund, 2013; Probst et al., 2013).

Set against this promising body of evidence,
a recent independent review of patient outcome
feedback systems by Davidson, Perry, and Bell
(2015) heeded caution in relation to the extent to
which findings could be generalized to non-US, and
specifically UK, settings. The authors note that only
the later studies—post-2009—are likely to represent
the diversity and severity of patients seen in the UK
National Health Service (NHS) and the impact of
feedback in these studies appears to be reduced.
Accordingly, the present study investigated the feas-
ibility of setting up an outcome feedback system
within a routine UK NHS service setting that met
the needs of a more diverse and broad spectrum of
patient needs.

Despite this growing body of evidence, there have
been few studies investigating mediators related to
feedback systems, such as therapist behaviour (e.g.,
how they act on the feedback) or organizational
factors. Boswell, Kraus, Miller, and Lambert (2015)
discuss a number of these factors and identify some
of the benefits, obstacles, and challenges associated
with routine outcome monitoring based on their
experience with different systems over many years.
They identify issues such as time burden, multiple
stakeholders with different needs, and turnover of
staff, particularly local “champions,” as well as fear
and mistrust by therapists. Further research is
required to understand the contribution of such
factors to feedback, which might then inform
improved methods for presenting feedback, engaging
therapists, and understanding how clinicians make
use of the feedback provided to them (Sapyta et al.,
2005). Boswell et al. (2015) point out that despite
research on feedback in psychotherapy, more needs
to be learned about the implementation and sus-
tained use of outcome monitoring and feedback
systems in order to improve adoption and compli-
ance. This should involve identifying organizational
issues that may act as barriers to and facilitators of
implementing patient monitoring and feedback sys-
tems in routine services. Services will vary in a
number of key aspects, all of which may impact on
the feasibility of running an effective feedback sys-
tem. This situation is likely to be more important in
complex services, for example, with multiple clinical
bases, where a range of therapies is provided
(including group work) and where patients receive
more than one episode of therapy. Hence, the
present study aimed to identify the barriers and
facilitators to effective implementation and clinician
engagement within a complex routine UK service
setting.



The current study therefore had three specific
aims: (1) to assess the acceptability and feasibility,
including organizational factors, of running an out-
comes monitoring and feedback system in a routine
UK NHS psychological therapy service; (2) to
investigate if and how clinicians make use of feed-
back; and (3) to track the relationship between early
change and clinical outcome, comparing outcomes
for patients in this study with benchmark data from a
study that did not involve feedback about progress.

Method
Design

The design comprised an organizational intervention
and implementation of a patient monitoring and
feedback system framed within a practice-oriented
research paradigm (Castonguay, Barkham, Lutz, &
McAleavy, 2013). The outcome monitoring and
feedback system comprised not only feedback on
patient outcomes but also feedback on the alliance,
social support, motivation, and stressful life events.
In light of these additional components, we referred
to this package as enhanced feedback. These compo-
nents provided a focus for an evaluation of how
therapists made use of this information. Therapists
had access to outcome data throughout therapy but
an enhanced feedback report was provided to thera-
pists between the fourth and fifth sessions for each of
their patients. A key design component of the study
was the inclusion of two neighbouring but contrast-
ing NHS services, one a smaller service and the
other a larger and more complex service, in order to
inform the extent to which complexity affected
feasibility and acceptability.

Mixed methods were employed to investigate the
feasibility, acceptability, and effectiveness of the
patient monitoring and enhanced feedback system.
There were seven main sources of data: (1) outcome
measures completed by patients each session; (2) a
therapist questionnaire measuring how they used the
feedback; (3) a questionnaire measuring therapists’
experiences of the overall system; (4) therapists’
experiences of the system, expressed at review meet-
ings; (5) a post-discharge questionnaire collecting
patient experiences of the system; (6) feedback from
patient focus groups; and (7) comparisons with
benchmark data from a neighbouring service without
a feedback system.

Setting

Both services were based within the psychological
therapies services of a large UK NHS Trust and
provided therapy for patients with more severe,
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complex, and enduring mental health problems,
including personality difficulties and interpersonal
problems. The services were based in neighbouring
metropolitan districts in West Yorkshire with both the
smaller and larger services serving populations of
about 200,000 people. Psychotherapeutic services
are free to patients but require referral. The smaller
service operated from a single base, with a single
administrative support system, while the larger service
operated from three substantial clinical bases: a health
centre, a district general hospital, and a community
centre. They will be referred to in this paper as the
“small” and “large” services, respectively.

The new patient monitoring and enhanced feed-
back system was set up so that all therapists would
participate, including trainees and temporary staff
employed to deal with the waiting list in the larger
service. A total of 31 therapists from the large service
and 11 from the small service provided therapy for
patients who consented to be included in the study.
The total sample of 42 therapists comprised 26
permanent and qualified therapists, 8 trainee clinical
psychologists, and 8 therapists either employed on a
temporary basis to address the waiting list or who
were based in another part of the service and
provided short-term, sessional input. Of the 26
permanent and qualified therapists, 7 were cognitive
behavioural therapists, 3 psychodynamic psy-
chotherapists, and 16 clinical psychologists, whose
main therapeutic orientations were psychodynamic,
cognitive behaviour therapy (CBT), integrative psy-
chotherapy, or cognitive analytic therapy. Some
therapists worked part-time, so whole-time equiva-
lents ranged from 0.2 to 1.0.

Similar types of therapy were provided in each
service and mainly comprised psychodynamic psy-
chotherapies and CBT. Group therapies were also
provided within both services and focused on mood
management and self-management skills, incorpo-
rating mindfulness and CBT approaches. In some
cases, patients received more than one type of
therapy (for example, individual followed by group
therapy or vice versa). These are referred to as
episodes of therapy. The large service underwent a
major service re-organization during the course of
the study, which introduced a triage system com-
prising a brief assessment/intervention of up to three
sessions for a large number of patients who had been
waiting a long time for treatment.

The benchmark data was collected as part of a
previous and separate research study that included
sessional outcome measurement, but without a
feedback system (see Stulz et al., 2007). This service
was in the same UK NHS Trust, in a neighbouring
metropolitan district with a population of about
320,000.
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Measures

The study utilized a package of measures that tapped
five areas: patient outcomes, process, clinical sup-
port tools, therapist feedback, and patients’ experi-
ences. A hallmark of measure selection was that they
should be brief and thereby enable the package of
measures to have good bandwidth in terms of the
breadth of data capture within routine service
delivery.

Patient outcome (feedback sample). CORE-
10 (Barkham et al., 2013). The CORE-10 is a brief,
pantheoretical questionnaire for routine use in prac-
tice settings and is a shortened version of the 34-item
CORE-OM (Barkham et al., 2001; Evans et al.,
2002). The CORE-10 taps 3 domains: (1) Problems:
Depression (2 items), Anxiety (2 items), Physical
(1 item), and Trauma (1 item); Funcrioning: General
functioning (1 item), Social functioning (1 item),
and Close relationships (1 item); and (3) Risk: To
self (1 item). The CORE-10 does not tap the
domain of subjective well-being that is included in
the CORE-OM. As with the CORE-OM, the
CORE-10 items are rated on a 5-point scale (0 =
not at all to 4 = most or all of the ume). The clinical
score is computed as a mean of all the completed
items, multiplied by 10 to give a possible range
between 0 and 40. This is equivalent to a simple sum
of the responses when all 10 items are completed.
The CORE-10 has been shown to have good internal
reliability (alpha) of 0.90 and a correlation with the
CORE-OM 0f 0.94 in a clinical sample and 0.92 in a
non-clinical sample and a 90% reliable change index
of 6 (Barkham et al., 2013).

Patient outcome (benchmark comparison).
Two parallel 18-item short forms of the CORE-
OM (CORE-SF-A & B, Barkham et al., 2001; Evans
et al., 2002) representing the same three domains
plus subjective well-being had been used for mon-
itoring patient progress in the benchmark study,
which preceded the development of the CORE-10.
Each of these short forms comprises four items on
subjective well-being, six on problems, six on func-
tioning, and two detecting risk to self and others.
The alpha coefficients for the two short forms are
reported as .94 (Form A) and .94 (Form B) (Bark-
ham et al., 2001). Items are rated on the same
5-point scale as the CORE-OM and CORE-10. The
CORE-SF clinical score is computed as a mean of all
the completed items, multiplied by 10 to give a
possible range between 0 and 40, making it compar-
able to the CORE-10 scores.

Process measures. (1) The Assessment for
Signal Cases (ASC; Lambert et al.,, 2007). The
ASC comprises 40 items and taps patients’ function-
ing using a 5-point Likert scale with anchors of 1
(strongly disagree) to 5 (strongly agree). It was
developed and used by Lambert and colleagues in
feedback studies to help therapists identify problems
and was linked to clinical support tools (Lambert
et al., 2007). There are four subscales: therapeutic
alliance (11 items), social support (11 items),
motivation for therapy (9 items), and life events
(9 items). A modified version of the ASC was used
in the present study. The wording of eight items was
modified, without changing the meaning, to take
account of the UK context.! For example, “T felt
connected to a higher power” was replaced with
“I have felt supported by religion/faith.” Responses
to this questionnaire are not reported on here but it
was an important component of the enhanced
feedback after session 4. (2) Helpfulness Alliance
and Stage Measure (HASQ). This is a 12-item brief
measure with 1 item asking about the helpfulness of
the session, 5 items assessing therapeutic alliance the
short form Agnew Relationship Measure (ARM-5,
Cahill et al., 2012), and a 6-item checklist assessing
stage of change and based on Stiles’ assimilation
model (Stiles, 2002). The HASQ also included a
space for comments about the patient’s current
experience of therapy.

Feedback questionnaires. Three questionnaires
relating to the feedback were used, two completed by
the therapist and one by the patient.

The therapist questionnaires were as follows:

(1) Feedback Response Questionnaire (FRQ)
recorded how therapists responded to the
enhanced feedback. This focused on how
helpful the enhanced feedback report was,
whether it reflected their view of the patient’s
progress, and how therapists viewed and
responded to the report. They were asked to
tick one or more of seven responses shown in
Figure 2, for example, taking it to supervision
or exploring feedback with the patient.

(2) Feedback System Questionnaire (FSQ)
included items on therapists’ experiences of
the system and its impact on their practice.
It included questions on interference with
routine practice, helpfulness of wvarious
aspects of the feedback to therapy (e.g., the
traffic light system, graphs, feedback
reports), extent of access to graphs, help-
fulness to risk assessment, assessment and
formulation, developing a therapeutic alli-
ance, and impact on aspects of the therapy



provided (e.g., treatment goals, type of
therapy, outcome, number of sessions).
Items were rated on a 10-point scale. Each
item offered the opportunity for therapists to
make comments, which formed part of the
data for thematic analysis. The question-
naire was completed by therapists prior to
the review meetings and provided the struc-
ture for the meetings.

(3) Patient Experience Questionnaire (PEQ)
comprised seven statements tapping
patients’ views and experiences of the
patient monitoring and enhanced feedback
system, including completing the process
and outcome measures every session and
their views regarding the impact on therapy.
Items were rated on a 7-point scale from
strongly disagree to strongly agree. The items
are presented in Table IV.

Procedure

The research proposal and related procedures were
approved by the Bradford Research Ethics Commit-
tee (reference 10/H1302/80) as part of the National
Research Ethics Service. All patients entering the
larger and smaller services over an 18-month period
were invited to take part in the study. Those who
provided consent were asked to complete the
CORE-10 (Barkham et al.,, 2013) before each
session and the HASQ after each session. To
support the enhanced assessment and feedback, the
adapted form of the ASC (Lambert et al., 2007) was
administered at session 4. All measures were com-
pleted in paper form and collected by the adminis-
trative and research team. The research team entered
the ratings into a database.

Feedback procedure. Feedback on patient pro-
gress as recorded by the CORE-10 was provided in
both services before session 5 in the form of a simple
traffic light system indicating likely change: green
indicating an improvement of 5 or more points
by session 4, red indicating a deterioration of 5 or
more points, and amber for those patients who had
neither improved or deteriorated by 5 points or more.
This 5-point change was informed by the reli-
able change index of 6 for the CORE-10 (Barkham
et al., 2013) and was a pragmatic decision by the
service to provide a simple, easily understood and
over-inclusive criterion for judging whether a red
feedback alert should be given. Where problems were
highlighted on the ASC and HASQ, therapists were
directed to sections of a therapist support manual,
which included signposting to local support services.
Figure 1(a) and 1(b) show an example of two sections
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from an enhanced feedback report for a patient
whose CORE-10 scores had increased by 5 points
at the fourth session. This patient had strong negative
ratings on ASC items reflecting life events and social
support. Figure 1(a) shows these ASC factors high-
lighted and the other factors on the ASC and HASQ
not highlighted. Figure 1(b) shows the negatively
rated items from the two ASC factors. In addition to
the enhanced feedback after session 4, therapists had
access to graphs on their patients’ progress (CORE-
10 scores) throughout therapy via a shared network
drive accessible from their desktop PCs.

Feedback System

Therapists’ views. Therapists’ views about the
system were collected at review meetings and from
questionnaires. The review meetings were held at the
mid-point of the 2-year study and towards the end of
the study. Notes were taken at these meetings by the
research team and key issues affecting the feasibility
and acceptability of the system were discussed and
agreed between all participants. Therapists also
completed the FRQ after each enhanced feedback
report had been received. Towards the end of the
study, therapists completed the FSQ that provided
information on their experience of the use and
acceptability of the system.

Patients’ views. Patients who had received more
than four sessions and whose therapist had received
a feedback report were sent the PEQ by post after
discharge and asked to return it by post. They were
also asked to indicate their willingness to be involved
in a focus group to provide more in-depth feedback
on their experience of the system. Two focus groups
were subsequently held, with seven patients attend-
ing one and five attending the other.

Selection of Sample

Figure 2 presents a flow diagram charting the
selection of the sample for which clinical outcomes
were calculated. The total sample comprised 409
episodes of therapy, 333 delivered in the large service
and 76 in the small service. An initial inclusion
criterion for the study was that episodes of therapy
included at least five therapy sessions, yielding 222
(larger service) and 58 (smaller service) episodes of
therapy. A further criterion required episodes of
therapy to include a CORE-10 completed at sessions
1 and 4, together with at least one more CORE-10
completed after session 4. These criteria ensured all
clients could have received a feedback report indic-
ating progress at session 4 with further outcome
monitoring after session 4. This criterion reduced
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(@)

HASQ
Section B
Therapeutic
alliance

HASQ
Section A
Helpfulness

HASQ

ASC Section C
ASC Items 23-31 Stage of therapy
Items 32-40 Current feelings
Life events about being in
treatment

ASC

ASC

Items 12-22 Items 1-11
Support outside Attitudes i.xbout
therapist

therapy

(b) Factor Example standout items at session 4
Support Item: Client said:
outside | could count on my friendships when things | Strongly disagree
therapy (in | went wrong
the last
week) | could talk about problems with my friends Strongly disagree

| could talk about problems with my family Slightly disagree
| got the emotional help and support | Slightly disagree
needed from someone in my family
There was a special person who was there | Strongly disagree
for me when | was in need
There was a special person with whom | Strongly disagree
could share my ups and downs
| had support from social groups (like: Strongly disagree
church, Mosque, Temple, college, AA,
clubs, etc)
| have felt supported by religion/faith Strongly disagree
Some subjects were so sensitive | couldn't Strongly agree
talk with anyone about them
Life events Item: Client said:
(during the 4 )
past week) Something happened with another person Strongly agree

that | found upsetting

| felt rejected or betrayed by someone Strongly agree
| made a mistake that | can't undo Slightly agree
There was trouble at home work or college Strongly agree

| had health problems (such as physical
pain)

Strongly agree

| avoided facing a crisis or difficulty Slightly agree

| had difficulty adjusting to an event or
occurrence in my life

Slightly agree

Figure 1. (a) Feedback report: Section reporting ASC and HASQ results. The red portions indicate the areas where your client may benefit
from extra support. (b) Feedback report: Section reporting negatively rated ASC items (Red areas in Figure 1a) (Colour in online version).

the sample to 202 episodes, 147 and 55 episodes for
the large and small services, respectively. For this
sample, 64% of patients were female, with a mean
(SD) age of 39 years (12.0). In the benchmark
sample, 69% of patients were female, with a mean
(SD) age of 36 years (10.6).

Analysis

Quantitative analysis. Patients were categorized
as NOT (red traffic light) if CORE-10 scores had
increased by 5 points or more between sessions 1
and 4; amber cases had neither improved nor
deteriorated by more than 5 points; and green cases
(categorized as “early responders”) had improved by
5 or more points. This is different from the defini-
tion of NOT used in the studies by Lambert et al. in
which the term refers to patients who do not
progress along expected recovery trajectories. Clin-
ical outcomes and the relationship between progress
at session 4 and final outcome were calculated for
those patients whose therapists had received
enhanced feedback and who attended at least five
therapy sessions, representing a significant dose of
therapy. The benchmark comparison group had also
all attended at least five therapy sessions. Effect sizes
were calculated by using study-specific means and

SDs to yield separate effect sizes (ES) for the Feed-
back and Benchmark study. Comparisons between
samples are reported using z-tests. When the Levene
test for equality of variances indicated significant
differences in variance, adjusted -values and degrees
of freedom are reported.

Qualitative analysis. The research team, com-
prising principal investigators and research assis-
tants, identified initial themes (codes) from the
notes taken at the first set of feedback meetings
using thematic analysis (Braun & Clarke, 2006).
These were then discussed with the therapists at the
second round of meetings. Further thematic analysis
incorporated written comments in the FSQ to
ensure that all the overarching themes and sub-
themes were captured.

Results

The rates of successfully providing feedback reports
between sessions 4 and 5 are proxy measures of the
success of the system in providing prompt feedback
in each service. Reports were provided in 55 (95%)
cases for the smaller service and 147 (66%) cases for
the larger service (see lower portion of Figure 2).
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409 episodes of therapy
(386 patients)

68% Female; Age [mean(SD)] = 40 (11.9)
Intake CORE-10 [mean (SD)] = 22.0 (7.9)

!

A4

A 4

Larger service
333 episodes of therapy (81%)
(313 patients)
69% Female; Age [mean(SD)] = 40 (11.6)
Intake CORE-10 [mean (SD)] = 22.2 (7.9)

<4 sessions H >4 sessions
111 episodes of therapy :
(33%) ! (67%)

(88 patients) (215 patients)

222 episodes of therapy

)

147 episodes of therapy (66% of 222)
(143 patients)

Individual therapy - 107 (73%)
Group therapy — 40 (27%)

67% Female; Age [mean(SD)] = 39 (11.6)
Intake CORE-10 [mean (SD)] = 23.0 (7.4)

Figure 2. Flow diagram of patients within the two services.

Intake Scores

Figure 2 also shows intake scores on the CORE-10
for the two services, with similar mean (SD) scores
of 21.1 (8.0) for the smaller service and 23.0 (7.4)
for the larger service. The overall mean intake
CORE for the full sample of 202 (M = 22.5, SD =
7.6) 1is significantly larger than the mean intake
CORE-SF for the benchmark sample (N = 136,

Smaller service
76 episodes of therapy (19%)
(73 patients)
68% Female; Age [mean(sd)] = 38 (12.8)
Intake CORE-10 [mean (sd)] = 21.2 (7.8)

<4 sessions >4 sessions
18 episodes of therapy 58 episodes of therapy
(76%)

(16 patients) (57 patients)

)

55 episodes of therapy (95% of 58)
(54 patients)
61% Female; Age [mean(SD)] = 39 (13.0)
Intake CORE-10 [mean (SD)] = 21.1 (8.0)

(24%) i

Individual therapy - 49 (89%)
Group therapy — 6 (11%)

M = 18.6, SD = 8.5; 1(336) = 4.4, p < 0.001), but
both the feedback and the benchmark sample means
are well above the clinical cut-off for the CORE.

Early Change Compared to Final Change

Table I shows the numbers and percentages of
episodes of therapy that were categorized within the

Table I. Relationship between early and overall changes on the CORE-10 for study sample (with feedback) and benchmark (no feedback).

Number (%) of patients meeting reliable change categories on the CORE-10 across therapy episodes

Deteriorated > 6 (Session 1 to last) No change Improved > 6 (Session 1 to last)
Status at session 4 N (%) N (%) N (%) N (%)
Current study (N = 202)
Not on track (Red) 26 (13) 9 (35) 12 (46) 5 (19)
No change (Amber) 116 (57) 8 (7) 73 (63) 35 (30)
Early responders 60 (30) 0 (0) 16 (27) 44 (73)
(Green)
Totals 17 (8) 101 (50) 84 (42)
Benchmark comparator (N = 136)
Not on track (Red) 12 (9) 3 (25) 7 (58) 27
No change (Amber) 86 (63) 9 (11) 55 (64) 22 (26)
Early responders 38 (28) 1(3) 11 (29) 26 (68)
(Green)
Totals 13 (10) 73 (54) 50 (37)
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three traffic light categories at session 4 and whether
they improved or deteriorated at the end of therapy.
For patients in the Feedback sample, 60 (30%)
showed early improvement of 5 or more points at
session 4 (Green feedback), 116 (57%) showed no
change at session 4 (Amber feedback), and 26 (13%)
showed a deterioration of 5 or more points at session
4 (Red feedback). By the final session, 84 (42%) had
improved at or beyond the reliable change index of 6
points for the CORE-10, 101 (50%) had shown no
reliable improvement, and 17 (8%) had shown
reliable deterioration.

Of the 26 patients who had significantly deterio-
rated at session 4, 9 (35%) reliably deteriorated at
final outcome while 5 (19%) reliably improved. The
equivalent figures for the benchmark data were 3
(25%) and 2 (17%), respectively. Of the 60 early
responders at session 4, none had significantly
deteriorated at final outcome while 44 (73%) reliably
improved. Of the 38 early responders in the bench-
mark data, 1 (3%) had significantly deteriorated at
final outcome and 26 (68%) reliably improved.
Overall, the proportions of patients in the different
change categories at final outcome did not differ for
the feedback study compared with the benchmark
data (*(2, N = 338) = 0.81).

Effect Sizes for the Feedback and Benchmark
Samples

Pre—post effect sizes for the current study and the
benchmark data are presented in Table II. Effect sizes
(both positive and negative) are slightly, but non-
significantly, larger for the current study (M = 0.56,
SD = 1.00 for the feedback sample and M = 0.43,
SD = 0.89 for the benchmark sample; #(336) =
1.25, p = 0.21). Table II also shows that both data
sets show a negative effect size for the group who had
deteriorated at session 4. In addition, the mean
number of sessions was significantly higher for the
Benchmark study (M = 20.1, SD = 17.2) than the
Feedback study (M = 12.8, SD = 7.3; 1(167.9) =
4.79, p < 0.001).

Table II. Effect sizes at end of therapy for each study by session 4
status.

Feedback study Benchmark study

Session 4 status (n = 202) (n = 136) ES(diff)
Green 1.28 1.03 0.25
Amber 0.36 0.24 0.12
Red -0.18 -0.10 0.08
Overall 0.56 0.43 0.13

Therapists’ Views on the Feedback System

Table III presents the results of the FSQ. This
focused on therapists’ overall views of the service
and was completed by 15 permanent, qualified
therapists (4 from small service, 11 from large
service) out of 24 who were working in the services
at the time (7 from small service, 17 from larger
service, 62.5% response rate). The main therapeutic
orientations of these 15 therapists were CBT (N = 5),
psychodynamic (N = 4), integrative (N = 5), and
cognitive analytic therapy (N = 1). Seven (47%)
therapists indicated they regularly accessed graphs
and 8 (53%) indicated they did not access the graphs.
A total of 13 (87%) therapists indicated that the
feedback had not affected the number of sessions
provided and 2 (13%) indicated that it led to fewer
sessions being provided. Only 3 (20%) therapists
agreed that feedback identified something they were
not already aware of while 8 (53%) stated they
specifically discussed the measures in supervision,
and 5 (33%) therapists said they shared and dis-
cussed the feedback reports in supervision. In all,
9 (60%) therapists indicated they would like to
continue with aspects of the feedback system as part
of their routine therapy.

In all, 142 FRQs were completed by therapists in
relation to the enhanced feedback reports. A total of
115 (81%) reflected patients’ progress and 91 (64%)
said the feedback report had been helpful to them
and to their patient. Figure 3 shows the percentage
of various actions resulting from receipt of an
enhanced feedback report and indicates low levels
of discussion of the feedback in supervision as well as
in exploring it with patients. In addition, Figure 3
shows a very low incidence of changes to treatment
and consulting the therapist support manual. For
NOT patients, therapists tended to be less likely to
explore the feedback with patients and less likely to
find the feedback report helpful to the therapy they
were offering.

The thematic analysis identified four themes
from verbal and written feedback from the review
meetings and the open questions of the FSQ.
These themes were identified as affecting the
feasibility, effectiveness, and acceptability of the
system.

(1)  The extent to which therapists integrated the
measures and feedback into the therapy. There
was a range of experiences regarding the
extent to which the outcomes monitoring
and feedback system were found to be helpful
to the therapeutic process. This view is
supported by data presented in Table III,
which shows the variability in ratings on the



Table III. Therapists’ ratings on the FSQ (n = 15).
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Items Range Mode (N) Mean (SD)
Helpfulness (0 = very unhelpful; 10 = very helpful)

How helpful have you found the feedback reports? 3-10 5(5) 5.5 (2.0)
How helpful have you found the traffic light system? 2-10 7 (5) 6.1 (2.2)
How helpful were the feedback reports in relation to accessing risk? 0-8 5(4) 4.7 (2.2)
How helpful was the feedback in relation to assessment and formulation? 2-8 7 (5) 5.4 (1.5)
Impact (0 = not ar all; 10 = very much)

How much did recruiting patients to the research interfere with normal therapeutic practice? 0-7 7 (4) 4.2 (2.5)
To what extent do you think the feedback reports reflect your patient’s progress? 4-10 54) 5.6 (1.6)
To what extent has the feedback affected treatment goals 0-8 0 (5) 2.1 (2.4)
To what extent has the feedback affected the type of therapy provided? 0-7 0 (9) 1.5 (2.4)
To what extent has the feedback affected the outcome of therapy? 0-5 0 (5) 1.5 (1.8)

FSQ. Some therapists fully integrated the
system into therapy and discussed the mea-
sures at each session. At least one therapist
discussed each questionnaire item with
patients at every session and found the
measures and their use in therapy to be
“invaluable.” Other therapists had concerns
that the repeated measures were not helpful
to the client or to the therapeutic relationship.
There were also differences in the extent to
which therapists were willing to use therapy
time to complete the questionnaires with
some strongly believing they should not be
completed in the therapy room. At the review
meetings, there was a broad agreement that
therapists found that initial concerns about
adverse effects on the therapy were reduced
the more they became familiar with the
system. However, a few therapists remained
concerned about fundamental elements of
the system such as whether the outcome
measures could reflect the progress and the
benefits patients gained from therapy.

Take it to
supervision

Consult the
relevant section
of the manual

Monitor this
client carefully

Alter my
treatment plan

)

3

Explore feedback
with client

Availabilivy of administrative support. Thera-
pists considered that the lack of administrat-
ive support adversely affected questionnaire
completion, particularly in satellite clinic
bases. This was also clear to the research
team. Some therapists felt the resulting addi-
tional responsibility of ensuring complete
data-sets detracted or impinged on their
therapeutic time with the client. Lack of
administrative support also adversely affected
the timely administration of measures and
ensuring therapist codes were attached to the
questionnaires, which reduced the proportion
of feedback reports successfully provided at
the larger service.

Information technology (IT). IT problems
adversely affected access to the graphs of
the patients’ progress throughout therapy.
The application containing the database and
related graphs crashed on a number of
occasions, which some therapists reported
was a disincentive to routinely accessing the
graphs.

100 1
- 90
80 -
o 70
F
2 go
50 | = Red (27)
£ w0 | = Amber (72)
- } ® Green (43)
o + .

Be mindful of
feedback

Stage new
intervention

Therapists' responses to the enhanced feedback reports

Figure 3. Therapists’ responses to feedback reports after session 4 for the three groups (n = 142) (Colour in online version).
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(4)  Complexity of the service and service changes.
These challenges were greater at the larger
site and included the number of clinic bases,
internal transfers of clients between episodes
of therapy and therapists (e.g., when
patients received both individual and group
work), and service reorganizations. Immedi-
ately prior to the start of data collection, the
large service also moved its main base with
little warning. Attempts were made to track
the changes in episodes of therapy but this
was not always successful. Group work also
presented challenges to the successful com-
pletion of measures at each session.

In addition to these themes, some therapists
reported finding the system more helpful to therapy
over time and there was a general view that the traffic
light system was helpful and easily understood.
Some therapists who were concerned that looking
at the feedback reports would interfere with the
therapeutic process came to see it as another useful
channel of communication. Therapists expressed
concerns about the concept of patients being NOT,
when patients are going through a difficult stage in
therapy such as exposure or trauma work. Therapists
also reported that information on the alliance and on
stresses in a person’s life were particularly helpful,
the latter helping set realistic treatment goals for
people with very adverse life situations. A few
therapists reported that some patients had found
completion of the forms burdensome and were given
“time off” from completing them. Therapists noted
that some patients found it difficult to complete the
post-session questionnaires after an intense session.

Patients’ Views of the Feedback System

Table IV presents the mean ratings on the PEQ for
56 patients who had been discharged and their
therapist had received an enhanced feedback report
after session 4. The questionnaire was introduced a
few months after the study began. It was sent to 179

Table IV. Patients’ ratings on the PEQ (n = 56).

patients, yielding a response rate of 31%. Table IV
shows positive views of the system in terms of
understanding why the forms were completed, ease
of completion, and the time taken. Ratings were still
positive, but less so on the questions relating to the
impact on therapy.

Patients’ views expressed at the two reference
groups highlighted problems with the question-
naires, such as formatting and wording, and diffi-
culties reflecting on the benefits of the therapy
session immediately after an emotionally difficult
session. However, there was general support for the
idea of tracking progress using standardized ques-
tionnaires. Patients attending the reference groups
all thought therapists should look at the responses to
the questionnaire items but some questioned
whether the therapists always did so.

Discussion

The aims of this study were to investigate the
feasibility and acceptability of an outcome monitor-
ing and enhanced feedback system, what therapists
did with the feedback, and the relationship between
early change and outcome. We discuss each of these
aims in turn.

In terms of our first aim concerning feasibility and
acceptability, we highlight barriers and facilitators
that can be categorized as operating at any one of
three levels: patient level, therapist level, and service/
organizational level. At the patient level, feedback
from patients was, on the whole, positive. They saw
the value of regular outcome monitoring, felt the
measures were relevant, and did not find it too much
of a burden, except for some concerns about com-
pleting questionnaires at the end of distressing
therapy sessions. Feedback about improvements
that could have been made to the layout of the forms
supports the practice of involving service users in the
research process (Brett, Staniszewska, & Mockford,
2010). It was also acknowledged that their involve-
ment should have happened earlier in the research
process.

Items

Range Mode (N) Mean (SD)

Experiences (1 = stwrongly disagree; T = strongly agree)

I understand why I am being asked to fill in the forms

I find the forms easy to fill in

I am comfortable with the place in which I fill in the forms
The time it takes me to fill in the forms is acceptable
Filling in the forms has helped my therapy

The forms capture everything my therapist needs to know about my problems, progress, and therapy

My therapist uses information from my forms in the session

7 (36) 6.3 (1.3)

1-7
1-7 7 (23) 5.8 (1.4)
1-7 7 (23) 5.9 (1.3)
3-7 7 (29) 6.2 (1.0)
1-7 6 (16) 5.2 (1.6)
1-7 7 (14) 5.1 (1.8)
1-7

4 (14) 4.7 (2.0)




At the therapist level, the main facilitator to
engagement and a positive view of the system was
the extent to which therapists integrated the mea-
sures and feedback into the therapy. This was, in
turn, related to how compatible the therapists felt the
system was to their own therapeutic approach. Youn,
Kraus, and Castonguay (2012) argue that therapists
may resist using outcomes monitoring and feedback
systems because they believe it may interfere with the
therapeutic alliance. A few therapists in our study
did express this concern, although the study did not
directly measure the impact on the alliance between
the patient and therapist. We found no clear rela-
tionship between therapeutic orientation and integ-
ration with practice in that those therapists reporting
integration practised CBT, psychodynamic therapy,
and integrative therapy. Concerns about measures
being collected too often and encroaching on the
therapy time and space may be reduced with data
inputting systems using hand-held computer devices
and/or online, but for a few therapists, the objections
to the system were more fundamental and attribut-
able to a perceived incompatibility with their thera-
peutic approach. There is clearly evidence from this
study of variability in the extent to which therapists
took account of the feedback on their patients’
progress. Another possible factor influencing this
variability is the extent to which they feel supported.
A supportive culture is likely to facilitate reflective
practice.

At the organizational level, the lack of availability
of administrative support in some service bases, I'T
problems, and service complexity and reorganiza-
tions all adversely affected the acceptability, feasibil-
ity, and effectiveness of the system. The
administrative support and IT problems could be
mitigated with a more reliable system and such
systems have been developed and reviewed (e.g.,
Barkham et al., 2010; Lutz, Bonke, & Kock, 2011).
Systems involving inputting by patients on hand-
held devices or online and linked to therapists’
computers provide efficient and prompt feedback to
therapists and this is clearly the way forward. Ideally,
these systems should also have the capability to
capture the different episodes of therapy that may
follow one another so that outcomes, and bench-
marks of expected outcomes, relate to particular
interventions. This is particularly important where
both individual and group therapy are provided for
patients and where stepped care service models are
used. For example, in the UK, Improving Access to
Psychological Therapies Services provide low-intens-
ity interventions that may then be stepped up to a
high-intensity therapy such as CBT, Counselling for
Depression, or Interpersonal Therapy (Clark, 2011).
Feedback systems should also be flexible enough to

Psychotherapy Research 643

be used in group therapy. It is possible that patients
in group therapy may be at particular risk of
experiencing a deterioration that goes unnoticed by
therapists.

The second aim was to look at what therapists do
with feedback and this is one of the few studies to do
that. Lutz et al. (2011) investigated responses of
therapists to feedback in a German study and
reported some action or reformulation as a result of
feedback on about 70% of occasions. However, the
percentages for most responses were relatively low
with the highest—approximately 50%—relating to a
discussion of the questionnaire answers with the
patient. Our study also found low levels of the
various responses to feedback. Of particular note
was the finding that, for NOT patients, therapists
tended to be less likely to explore the feedback with
patients and to find the feedback report less helpful
to therapy. The reasons for this finding are not clear.
It may reflect a discomfort with negative feedback or
a bias in therapists wishing to see their patients doing
well and themselves as effective therapists (Walfish,
McAlister, O'Donnell, & Lambert, 2012). In a
similar vein, it is proposed that feedback works on
the basis of a discrepancy between the feedback and
the (ultimate) goal of patient improvement (e.g., De
Jong, 2014). Accordingly, if that real or perceived
discrepancy is not present, the utility and/or impact
of feedback will be reduced. But this is only specu-
lation. The clear implication of this finding is the
need to understanding sow therapists make sense of
and respond to NOT feedback in particular and also
to develop systems, methods, and a culture that
encourages therapists to take account of feedback.

Lambert’s studies suggest it is only the NOT
patients whose outcomes improve with feedback.
Hence, it is important to understand how therapists
understand and respond to such feedback. The third
aim was to understand how early change related to
outcome and it is important to acknowledge that
although progress at session 4 did predict outcome,
this was not the case for all patients. Indeed,
approximately 20% of patients who had reliably
deteriorated at session 4 went on to record outcome
scores meeting the criterion of reliable improvement.
This is a small percentage and the numbers in this
study were low, so this should not deflect from the
clear message that early response is a predictor of
outcome. However, it is important to acknowledge
that a minority of patients may indeed feel worse
before they improve. This phenomenon may be
more prevalent with severe mental health problems
as the early stages of therapy may involve elements
such as becoming aware of and exploring distressing
issues and exposure to traumatic memories.
Acknowledgement of this phenomenon may help
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keep therapists engaged in the process and under-
lines the importance of acknowledging that any
measure of change should be considered by thera-
pists (and patients) in a broader context. On a
similar theme, therapists found the information
from the ASC scale helpful in that it provided some
context with which to consider the patients’ pro-
gress, for example, for those with complex and
adverse life situations.

The third aim also involves comparison of out-
comes for this study with the benchmark study.
Recovery and deterioration rates tended to be similar
when based on the reliable change index. In both
studies, deterioration rates were in the region of 8%—
10% (Table I). These elevated rates are consistent
with the Mohr (1995) review, which suggested
higher deterioration rates with more severe and
complex problems. It is important to point out that
this deterioration rate was for patients receiving at
least five therapy sessions. The deterioration rate was
less for those receiving fewer sessions. There was a
significant difference in the mean number of sessions
provided in the two studies, with the patients in the
current study receiving fewer sessions than in the
benchmark study. Discussion within the service
suggested the shorter length of therapy was due to
changes towards a more managed service with more
time-limited individual and group therapies being
provided rather than the consequence of feedback.

It is important, however, to consider the impact of
feedback on treatment length and the efficiency of
the service. The service provided in the current study
would seem to be more efficient in that similar
outcomes were achieved with significantly fewer
sessions. The method used to measure early deteri-
oration was based on statistically reliable change,
mirroring the criteria used for reliable improvement
(Jacobson & Truax, 1991). However, we used a less
stringent criterion than reliable change in order to
identify patients at risk of a poor outcome. Indeed, it
is probably too simplistic to view reliable deteriora-
tion as a mirror opposite of reliable improvement.
There is a case for the criterion for deterioration to
be less stringent—that is, more sensitive to indica-
tions of clinical deterioration rather than being
viewed as no reliable change. In this context, we
would support the approach taken by Lambert for
monitoring system to flag up those patients who do
not follow the expected course of improvement,
particularly as these are the patients who appear to
benefit most from feedback.

Several caveats need to be stated. First it is unclear
the extent to which findings can be generalized to
other service delivery systems. Although the services
used were based in routine UK NHS settings, the
diversity of services within the UK and

internationally makes it unlikely that any single study
could be representative of the wide range of services
providing psychological therapy. Second, the study
investigated a newly introduced feedback system and
it is possible therapists would have been more
positive and more responsive to the feedback with a
more established system. However the study does
highlight barriers and facilitators that will apply
across other services and it is especially important
to consider these issues in complex services provid-
ing therapy to patients with severe and complex
problems.

In this context, Davidson et al. (2015) reviewed 10
feedback studies and two meta-analyses and ques-
tioned the generalizability of findings of existing
feedback studies to other settings. They point out
that the early studies by Lambert and colleagues
were all carried out in a university counselling
centre, predominantly with female students.
Although further studies have found beneficial
effects of feedback, the review reports reduced effect
sizes in feedback studies with more severe mental
health problems. Interestingly, such a tendency may
dovetail with findings that therapist effects ncrease
with greater patient severity (Saxon & Barkham,
2012). Indeed, there is the possibility that inherent
variability across therapists—that is, therapist effects
—moderates the activity of feedback per se. We
certainly found evidence of considerable variability
in therapists’ responses to utilizing feedback.

Reflecting on the combined weight of evidence,
our study provides clear implications for the imple-
mentation of acceptable and effective monitoring
and feedback systems. These include providing
reliable information systems that can accommodate
complexities such as working in different settings,
individual and group therapy, and multiple episodes
of therapy. They should also enable completion of
patient-completed questionnaires outside the ther-
apy space but with rapid or real-time access for
therapists. Consideration should also be given to
enabling patients to have direct access to progress
graphs. These systems will be flexible enough to
allow individual therapists to use the system in a way
that suits their own therapeutic approach.

Overall, the findings add support to the body of
evidence suggesting the positive impact of feedback
systems and the acceptability of such systems to
most patients and therapists. However, they also
support the observations of Davidson et al. (2015)
that more research on the implementation and
effectiveness of feedback systems in more diverse
patient settings and services is required. Similarly,
we are mindful of the natural variability across
therapists and would advocate that future research



in the field of feedback takes account of this key
phenomenon.
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