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There are many controversies in the field of
psychotherapy. Numerous debates remain ongo-
ing, for example, about what treatments are (or
are not) effective for certain disorders and what
variables are responsible for change. Although
these debates are of great conceptual and clin-
ical significance, they fade in comparison to
the gravity of the schism that is at the core of
clinical and counseling psychology. While these
disciplines, as well as many training programs
in other mental health professions, are based on
the scientist-practitioner model, it is well docu-
mented that psychotherapists are not frequently
and substantially influenced by empirical findings
when they conduct their case formulations, treat-
ment plan, and implementations (e.g., Cohen,
Sargent, & Sechrest, 1986; Morrow-Bradley &
Elliott, 1986).

There are a number of ways to explain
the apparent indifference of clinicians toward
psychotherapy research. To begin with, many
scientific investigations are perceived as being
limited in terms of their clinical relevance. The
emphasis on internal validity, especially in tra-
ditional randomized controlled trials (RCTs),
has sometimes come at a cost in terms of exter-
nal validity. For instance, the focus on setting,
a priori, the number of sessions and inclu-
sion/exclusion criteria, among other constraints
required for controlled research, may well reduce
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error variance. However, the generalization of
the findings to everyday practice is not always
clear-cut (for further elaboration see Chapters 1,
3, and 14, this volume). It has also been argued
that researchers pay limited attention to the
concerns that therapists have when working
with their clients (Beutler, Williams, Wake-
field, & Entwistle, 1995). As described elsewhere
(Castonguay, Boswell, et al., 2010), this could
be viewed as a consequence or a reflection of
“empirical imperialism” that has prevailed in
many programs of research in which individuals
who see very few clients per week decide what
should be studied and how it should be investi-
gated, to understand and facilitate the process of
change.

The argument has also been made that
clinicians would pay more attention to research
findings if they were involved in research (e.g.,
Elliott & Morrow-Bradley, 1994). However,
a number of obstacles can interfere with such
involvement. Many therapists conducted research
projects during graduate training that were unre-
lated to their clinical work. Similarly, not every
clinician had the opportunity to work with an
advisor who was conducting research while also
treating psychotherapy clients of their own. Con-
sequently, many clinicians lacked an early-career
model based on conducting scientifically rigorous
and clinically relevant studies that would then
help them identify questions that could make a
difference in their clinical work, or to help iden-
tify the most appropriate methods to investigate
these questions. Full-time clinicians, even those
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who were mentored by ideal scholars, are also
confronted with pragmatic obstacles that can seri-
ously interfere with an involvement in research,
such as limited time, lack of resources, and diffi-
culties in keeping up-to-date with methodological
and statistical advances.

Needless to say,manyhave lamented over the
gap between science and practice, and, over the
six decades since the inception of the scientific-
practitioner model (Raimy, 1950), several efforts
have been made to foster and/or repair this con-
cept (e.g., Soldz & McCullogh, 2000; Talley,
Strupp, & Butler, 1994). The various avenues
that are currently being promoted (and debated)
to define evidence-based practice reflect a resur-
gence of the need to build stronger links between
research and practice (e.g., Goodheart, Kazdin,
& Sternberg, 2006; Norcross, Beutler, & Levant,
2006). Interestingly, it could also be argued that
the current attention given to evidence-based
practice has been triggered by the delineation
and advocacy of empirically supported treatments
(ESTs; Chambless & Ollendick, 2001). Although
several scholars have warned that the promulga-
tion of ESTs could deepen the schism between
research and clinicians (e.g., Elliott, 1998), there
seems to be no doubt that the EST movement
has galvanized diverse efforts to foster the use of
empirical information in the conduct of clinical
tasks.

Directly related to the EST movement are
the empirical investigations that have been con-
ducted to test whether treatments shown to be
effective under the stringent criteria of controlled
trials also work when delivered in naturalistic set-
tings. These effectiveness, as opposed to efficacy,
studies are guided by the rationale that scientific
advances will improve mental health care if it can
be demonstrated that effective treatments (i.e.,
yielding large effect sizes) for specific and debili-
tating problems can be implemented and adopted
in routine clinical care (Tai et al., 2010). A related
effort has been the publication of important books
and articles aimed at disseminating the research
findings on ESTs,with the goal of offering a list of
“treatments that work” (e.g., Nathan & Gorman,
2002). Complementing such publications are a
large number of books describing how clinicians
can apply specific ESTs. In fact, a number of
these well known books are published versions of
treatment manuals that have been used in clinical
trials (e.g., Beck, Rush, Shaw, & Emery, 1979;
Klerman, Weissman, Rounsaville, & Chevron,
1984). As argued elsewhere (Castonguay, Schut,

Constantino, & Halperin, 1999), such treatment
manuals provide specific guidelines for interven-
tions that can be extremely helpful to clinicians,
as long as they are not imposed as the only form
of therapy to be reimbursed. Nor that they are
prescribed or used rigidly without being indi-
vidualized to the needs of particular clients, and
without consideration of other empirical data that
can help foster process and outcome.

In response to the effort to bring science
into practice via the validation and dissemination
of specific treatments for particular disorders,
came other initiatives emphasizing different vari-
ables and methodologies. These included the
task forces on empirically supported therapeutic
relationships (Norcross, 2011) and empirically
based principles of change (Castonguay & Beut-
ler, 2005a). The books that emerged from these
task forces not only review the literature about
variables related to the client and relationship,
but also offer clinical guidelines derived from
the empirical literature. In addition, notewor-
thy contributions (e.g., texts by Cooper [2008]
and Lebow [2006]), have successfully taken on
the challenge of presenting, without jargon,
how research findings can be used in clinical
practice.

Even though the efforts reported above
focus on different variables and rely on different
avenues of dissemination, they all share a top-
down approach: that is, science is transmitted, and
potentially adopted, via researchers informing
therapists about the issues that have been studied
and the lessons that can be derived from the
findings. For example, in the United Kingdom
some of these findings, derived from traditional
RCTs and related meta-analytic studies, largely
determine the national treatment guidelines to
which practitioners and services are required to
adhere. In this chapter, we refer to these efforts as
manifestations of the paradigm of evidence-based
practice. Although such efforts have and will con-
tinue to provide useful information to therapists,
they nevertheless all reflect a more or less benign
form of empirical imperialism.

One possible way to avoid or reduce empir-
ical imperialism is for clinicians to be actively
engaged in the design and/or implementation
of research protocols. Such practice-orientated
research , conducted not only for but also, at least
in some way, by clinicians, reflects a bottom-
up approach to building and using scientific
knowledge. This approach is likely to create new
pathways of connections between science and
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practice, both in terms of process and outcome.
By fostering a sense of shared ownership and
mutual collaboration between researchers and
clinicians (e.g., in deciding what data to col-
lect and/or how to collect it), this actionable
approach can build on complementary expertise,
compensate for limitations of knowledge and
experience, and thus foster new ways of conduct-
ing and investigating psychotherapy. By emerging
directly from the context in which therapists are
working, practice-oriented research is likely to
be intrinsically relevant to their concerns and can
optimally “confound” research and practice: that
is, when the design of studies leads clinicians to
perform activities that are simultaneously and
intrinsically serving both clinical and scientific
purposes.

The primary goal of this chapter is to describe
three main approaches within the overarching
paradigm of practice-oriented research: patient-
focused research, practice-based evidence, and practice
research networks . All three approaches share com-
monalities, the most notable being the collection
of data within naturalistic settings. However, they
also represent, in the order that they are presented
in this chapter, a gradual variation on two crucial
dimensions: first, in terms of the focus of research
knowledge (from very specific to very broad),
and second, in terms of active involvement of
practitioners in the design, implementation, and
dissemination of research. Although this chapter
does not stand as a comprehensive review, it
provides examples of psychotherapy studies that
have been conducted within each of the three
approaches highlighted and their application
to practice. The chapter also briefly addresses
some additional lines of inquiry that are aimed at
fostering the link between research and practice.

We hasten to say that we do not view
the strategies of accumulation and dissemina-
tion of empirical knowledge described in this
chapter (i.e., practice-oriented research) as being
superior to those typically associated with the
evidence-based practice movement. Rather, we
would argue for adopting a position of equipoise
between these two complementary paradigms.
Although traditional RCTs are often viewed as
the gold standard within a hierarchy of evidence,
this position has been challenged: “The notion
that evidence can be reliably placed in hierarchies
is illusory. Hierarchies place RCTs on an unde-
served pedestal, for . . .although the technique has
advantages it also has significant disadvantages”

(Rawlins, 2008).1 And in relation to the poten-
tial of practice-based evidence, Kazdin (2008) has
written that “[W]e are letting the knowledge from
practice drip through the holes of a colander.”
The colander effect is a salutary reminder of the
richness of data that is potentially collectable but
invariably lost every day from routine practice.
A position of equipoise would advocate that nei-
ther paradigm alone—evidence-based practice
or practice-oriented research—is able to yield
a robust knowledge base for the psychological
therapies. Furthermore, it is important to recog-
nize that the methods typically associated with
these approaches are not mutually exclusive. As
we describe later, for example, RCTs have been
designed and implemented within the context of
practice research networks. Hence, rather than
viewing these two approaches as dichotomous,
a robust knowledge-base needs to be consid-
ered as a chiasmus that delivers evidence-based
practice and practice-oriented evidence (Barkham &
Margison, 2007).

PATIENT-FOCUSED RESEARCH
This section on patient-focused research has the
goal of presenting one way of thinking about
the scientist-practitioner gap from a scientist’s
as well as a practitioner’s perspective. The main
tool to achieve this goal is the careful study of
patterns of patient change as well as tracking
individual patients’ progress over the course of
treatment and feeding back the actual treatment
progress into clinical practice. Patient-focused
research provides tools in order to support, but
not replace, clinical decision-making with actual
ongoing research data and specially developed
decision support tools. The goal is, for example,
to identify negative and positive developments
early on in treatment and then to feed these
back to therapists so they can combine science
and practice immediately during the ongoing
treatment. This is akin to physicians using lab test
data and vital sign measures to manage physical
ailments such as diabetes (see Lambert, 2010).

Importantly, the models discussed in this
section are based on a generic approach to psy-
chotherapy. Psychotherapies are viewed as a class
of treatments defined by overlapping techniques,
mechanisms, and proposed outcomes. Outcomes

1Sir Michael Rawlins has been Chairman of the United
Kingdom’s National Institute for Health and Clinical
Excellence (NICE) since its inception in1999.
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are measured by summing items related to many
disorders. Instead of identifying particular treat-
ments for particular diagnoses as is the case in
clinical trials, patient-focused research focuses
more on the (real time) improvement of the actual
treatment as implemented and the development
of tools in order to achieve that task (Lutz, 2002).
Overall, it supports a research perspective more
focused on outcomes and the improvement of
actual clinical practice based on empirical knowl-
edge and less based on a debate about therapeutic
schools (e.g., Goldfried, 1984; Grawe, 1997).
Accordingly, the core of this approach requires
research to be conducted on the course of patient
change for individual clients/patients to learn
about differences in patient change as well as sub-
groups of patients with specificpatterns of change.

To date, the field of psychotherapy research
has studied different types of psychopathology
and accumulated a large amount of knowledge
in terms of specific treatments for particular
diagnostic subgroups (e.g., Barlow, 2007; Nathan
& Gorman, 2002; Schulte, 1998). However, con-
siderably less is known about different types of
patient change. This situation is puzzling given
that research has provided support for patient
variability as a substantial source in explaining
outcome variance, which Norcross and Lambert
(2012) have estimated to be in the region of
30%. In contrast, treatment techniques have been
reported as explaining only a small portion of the
outcome variance (e.g., Lambert & Ogles, 2004;
Wampold, 2001). Accordingly, careful examina-
tions of how and when patients progress during
treatment, or fail to do so, may both increase our
understanding of psychotherapy and provide us
with tools that could improve its effectiveness.

The following section is organized in three
parts. First, a short introduction sets out the
history of patient-focused research (dosage and
phase models of therapeutic progress). Second,
the main focus and themes of patient-focused
research are described and discussed (ratio-
nally and empirically derived methods, nearest
neighbors techniques, and new ways of detect-
ing patterns of patient change and variability).
And finally, the evidence-base for applying
these methods to yield feedback to therapists is
considered.

Dosage and Phase Models of
Therapeutic Progress
The theoretical origins of patient-focused psy-
chotherapy research, often described in the

literature as the “expected treatment response
model,” are the dosage and phase models of
psychotherapy. The dosage model of psychother-
apeutic effectiveness established a positive, but
negatively accelerating, relationship between the
number of sessions (dose) and the probability of
patient improvement (effect) such that increased
number of sessions is associated with diminishing
returns (Howard, Kopta, Krause, & Orlinsky,
1986). In subsequent work, Howard, Lueger,
Maling, andMartinovich (1993) as well as Kadera,
Lambert, and Andrews (1996) interpreted find-
ings as representing rapid improvement early
in treatment while in later phases increasing
numbers of sessions were needed to reach a
higher percentage of changed patients (see also
Chapter 6, this volume). For instance, Howard
et al. (1986), analyzing data on 2,431 patients
from 15 studies, found that after 2 sessions 30%
of patients had shown positive results. The per-
centages increased to 41% after 4 sessions, 53%
after 8 sessions, and 75% after 26 sessions. In an
extended analysis, Lambert, Hansen, and Finch
(2001), using survival statistics and a more refined
clinically significant change criteria, showed that
these rates of improvement were overestimates of
the speed of improvement and were dependent on
patients’ pretreatment functioning. Their results
showed that 50% of the patients who were in
the dysfunctional range before treatment needed
21 sessions of treatment to reach the criteria for
clinically significant change. However, for 70%
of patients in the dysfunctional range to reach
clinically significant change, more than 35 ses-
sions were necessary. Further research has shown
differential patient change rates by diagnosis and
symptoms (Barkham et al., 1996; Kopta, Howard,
Lowry, & Beutler, 1994; Maling, Gurtman, &
Howard, 1995). In addition, Hansen, Lambert,
and Forman (2002) reported that in clinical prac-
tice success rates are lower when treatment plans
do not allow for enough sessions. Hence, a variety
of factors will impact on the rate of change for
each individual patient. An extension of this line
of research can be seen in the good-enough level
of change concept (e.g., Barkham et al., 2006;
Stiles, Barkham, Connell, & Mellor-Clark, 2008;
see later in this chapter).

The phase model further amplifies the
dose-effect model by focusing on which specific
dimensions of outcome are changing and in
what temporal sequence (Howard et al., 1993).
It proposes three sequential and progressive
phases of the therapeutic recovery process and
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assumes sequential improvement in the follow-
ing areas of patient change: (1) remoralization ,
the enhancement of well-being; (2) remedia-
tion , the achievement of symptomatic relief; and
(3) rehabilitation , the reduction of maladaptive
behaviors, cognitions, and interpersonal prob-
lems that interfere with current life functioning
(e.g., self-management, work, family, and partner
relationships). In applying the dose-effect and
phase models to therapeutic change, the deceler-
ating curve of improvement can be related to the
increasing difficulty of achieving treatment goals
over the course of psychotherapy. Moreover,
a causal relationship between changes in these
dimensions was proposed with the phase model.
That is, improvement in well-being is assumed to
be necessary, but not sufficient, for a reduction of
symptoms, which is assumed to be necessary for
the subsequent enhancement in life functioning
(cf. Stulz & Lutz, 2007).

In a replication study, Stulz and Lutz (2007)
identified three patient subgroups on the basis of
their development over the course of treatment
in the dimensions of the phase model. In all
of these subgroups, well-being increased most
rapidly, followed by symptom reduction, while
improvement in life-functioning was slowest.
This finding supports the notion of differen-
tial change sensitivity for the three dimensions.
Further, approximately two thirds of cases were
consistent with the predicted temporal sequenc-
ing of phases (i.e., well-being to symptoms
to functioning). However, a smaller but sig-
nificant proportion of patients, approximately
30%, violated at least one of the two predicted
sequences (e.g., moving directly from well-being
to functioning). In addition, results suggested
that the phase model seemed to be less powerful
in describing treatment progress among more
severely disturbed patients. A similar finding was
also reported by Joyce, Ogrodniczuk, Piper, and
McCallum (2002). In light of the earlier findings,
further refinement focusing on differential change
sequences between individuals is important.

Patient-Focused Research and
Expected Treatment Response
The dosage and phase models define the process
of recovery in psychotherapy for an average
patient. However, patterns of improvement for
individuals can vary significantly from the gen-
eral trend (Krause, Howard, & Lutz, 1998).
Thus, to accommodate this individuality, a model

could be helpful that estimates an expected
course of recovery for individual patients based
on their progress-relevant pretreatment char-
acteristics. Indeed, this was the starting point
for patient-focused psychotherapy research
(Howard, Moras, Brill, Martinovich, & Lutz,
1996). Patient-focused research is concerned with
the monitoring, prediction, and evaluation of
individual treatment progress during the course
of therapy by means of the repeated assessment
of outcome variables, the evaluation of these
outcome variables through decision rules, and
the feedback of this information to therapists
and patients (e.g., Lambert, Hansen, et al., 2001;
Lutz, 2002). Such quality management efforts
have been recognized not only as a promising
method but as evidence-based practice that identi-
fies patients at risk for treatment failure, supports
adaptive treatment planning during the course of
treatment, and, as a result, enhances the likeli-
hood of positive treatment outcomes (Lambert,
2010; Shimokawa, Lambert, & Smart, 2010).

Patient-focused research asks how well a
particular treatment works for the actual treated
patient (i.e., whether the patient’s condition is
responding to the treatment he or she is currently
engaged in). The evaluation of progress depends
on the idiosyncratic presentation of the patient
with respect to his or her expected treatment
response. For example, minimal progress by Ses-
sion 8 might be insufficient for many patients to
consider their treatment as a success. However,
for a highly symptomatic patient with comorbid
levels of impairment (e.g., multiple symptoms
as well as interpersonal problems) such mod-
erate progress might be considered a success
(Lutz, Stulz, & Köck, 2009). As a result, feedback
systems to support clinical decision making in
psychotherapy should include decision rules that
are able to evaluate treatment progress based on
the individual patient’s status (Barkham, Hardy,
& Mellor-Clark, 2010; Lambert, 2010; Lutz,
2002; see also Chapter 6, this volume).

Two distinct approaches to decision rules
have been used to determine expected progress
and to provide feedback (cf. Lambert, Whipple,
et al., 2002; Lutz, Lambert, et al., 2006). One
approach comprises rationally derived meth-
ods that are based on predefined judgments
about progress using clinicians’ ratings based
on changes in mental health functioning over
sessions of psychotherapy. The other approach
comprises empirically derived methods that,
in contrast, are based on statistically derived
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expected treatment response (ETR) curves based
on large available data sets that are respecified for
each individual client.

Rationally Derived Methods
Rationally derived methods of patient-focused
research use psychometric information based on
standardized measures (e.g., the Brief Symptom
Inventory [BSI]; Derogatis, 1993) to make an
a priori definition about a patient’s status and
change. This then serves as a benchmark for
his or her expected change and the evaluation
of progress. A classic example of the rationally
derived method can be seen in the concept of
reliable and clinically significant change (Jacob-
son & Truax, 1991). The first component in
this concept focuses on the actual amount of
change achieved by the patient, which has to be
greater than expected by measurement error of
the instrument alone. The measurement error of
an instrument depends on its reliability, hence the
term reliable change (which comprises both reli-
able improvement and reliable deterioration). The
second component, clinically significant change
(or, more precisely, clinically significant improve-
ment), occurs if a client who before treatment
was more likely to belong to a patient sample is,
at the final assessment, more likely to belong to
a nonpatient sample (e.g., a community sample).
Consequently, a patient has achieved reliable
and clinically significant improvement if his or her
score on the primary outcome measure meets
both these criteria, indicating that the extent of
improvement exceeds measurement error and the
endpoint score is more likely to be drawn from a
nonclinical population.

The following example of a rationally derived
method used within a large feedback study is
somewhat more complex. In a large-scale study
funded by a German health insurance company
comprising 1,708 patients within three regions of
Germany, a rationally derived decision rule based
on an extension of clinically significant change
criteria was used (e.g., Lutz, Böhnke, & Köck,
2011). Feedback to the therapists was based on
a patient’s presentation at intake and on his or
her amount of change by a certain session. This
information was implemented into a graphical
report, which was then fed back to clinicians who
had the option to discuss these results via progress
charts with patients.

To give feedback on initial patient status and
patient progress to therapists at every assessment,
all patients completed three instruments: the BSI,

the Inventory for Interpersonal Problems (IIP;
Horowitz, Rosenberg, Baer, Ureño, & Villaseñor,
1988), and a disorder-specific instrument (e.g.,
a patient diagnosed with a depressive disorder
would complete the Beck Depression Inventory;
Beck, Ward, Mendelson, Mock, & Erbaugh,
1961). Patients were first classified into three
categories by each instrument according to their
initial impairment. For example, patients were
categorized as initially “highly impaired” if their
pretreatment score on that specific instrument
was above the mean of an outpatient sample.
Initially “moderately impaired” patients scored
below the mean of that reference sample, but
above the cutoff score of a nonpatient population
for that instrument (e.g., Jacobson & Truax,
1991). Patients who scored below that cutoff
score were categorized as “minimally impaired.”

The feedback and evaluation of progress
were based on the following decision rules. For
the “minimally impaired” patients, each positive
change resulted in a positive evaluation. For
“moderately impaired” patients, change was con-
sidered positive only if improvement reached at
least the predefined amount of the reliable change
index (RCI) for that instrument. Finally, treat-
ment change of “highly impaired” patients was
viewed as positive only if patients fulfilled the cri-
teria of reliable and clinically significant change. A
negative reliable changewas rated as deterioration
independent of initial scores. The ratings for each
of the three instruments were then integrated into
a global score by summing them. Furthermore,
the therapist could also be informed of the stabil-
ity of treatment progress by reporting on progress
over several administrations of the measures (for
further details, see Lutz, Böhnke, & Köck, 2011;
Lutz, Stulz, et al., 2009). The outcome find-
ings of this study are briefly summarized in the
subsequent section on feedback.

Empirically Derived Methods
Empirically derived methods define the expected
treatment course based on previously treated
patients with similar intake characteristics. These
patient-specific databases are then used to deter-
mine the expected change for future patients.
Furthermore, confidence or prediction intervals
can be assigned around the predicted courses of
improvement. Hence it is possible to provide an
estimate of how much a patient’s actual progress
diverges from the expected course of change
together with the probabilities of a successful
outcome.
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FIGURE 4.1 Predicted individual treatment response and confidence intervals (patient example) for
the Outcome Questionnaire-30 (LSQ) and nearest neighbor predictive methods.
Source : Reprinted from “The Probability of Treatment Success, Failure, and Duration—What Can Be Learned From Empirical
Data to Support DecisionMaking in Clinical Practice?” by W. Lutz, M. J. Lambert, S. C. Harmon, A. Tschitsaz, E. Schürch, and
N. Stulz, 2006, in Clinical Psychology and Psychotherapy, 13, p. 227. Copyright 2006 by John Wiley & Sons, Inc.

In an application of empirically derived
ETRs, Lutz, Martinovich, and Howard (1999)
analyzed data from 890 psychotherapy outpa-
tients and identified a set of seven intake variables
that allowed prediction of individual change
(e.g., initial impairment, chronicity, previous
treatment, patient’s expectation of improvement).
Figure 4.1 shows the ETR profile (predicted
change based on intake variables) and the actual
treatment progress of one selected patient with
the Outcome Questionnaire-30 (OQ-30) as a
dependent variable from an extended study with
4,365 patients (Lutz, Lambert, et al., 2006). To
further explore the empirical decision system,
different prediction intervals from 67% to 99.5%
were considered around the predicted course of
each patient. Using this schema, it was shown
that the greater the number of actual scores a
patient receives outside a confidence interval and
the higher the interval, then the higher is the
predictive validity of the actual score for the end
of treatment.

In this way, actual treatment progress can
be compared to the expected course of treatment
and warning signals can be developed if a patient’s
progress falls below a predefined failure boundary.
As the number of observed values falling below
this failure boundary increases, for example
between Sessions 2 and 8, then the probability of

treatment failure increases. Also vice versa, as the
number of observed values occurring above this
failure boundary increases, then the probability
of treatment success increases. Thus, the more
and the further any extreme positive deviations
are detected, then the higher is the probability
for treatment success. Similarly, the more and
the further any extreme negative deviations occur
(e.g., early in treatment), then the higher the
probability is for treatment failure (Lutz, Lam-
bert, et al., 2006). These resulting percentages
over the course of treatment can be employed
as supporting tools by practitioners to adapt and
potentially reevaluate their treatment strategy
to enhance the patient’s actual outcome. For
example, a deviation from the ETR profile in a
specific session might result in a “warning” feed-
back signal to the therapists and supervisors or
other clinicians involved in the case (e.g., Finch,
Lambert, & Schaalje, 2001; Lambert, Whipple,
et al., 2002; Lueger et al., 2001; Lutz, 2002).
Different approaches to ETR models have been
developed that provide information to under-
stand individual patient progress and to assist in
improving treatment strategies. For example, the
application of ETR models has been extended to
different diagnostic groups or symptom patterns
as well as being applied to the study of therapist
effects. The models have also been improved by
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adding patient change information during the
early course of treatment as predictors in order
to have an adapted ETR model that is better able
to predict patient change later in treatment (e.g.,
Lutz, Martinovich, Howard, & Leon, 2002; Lutz,
Stulz, Smart, & Lambert, 2007). Two further
extensions are presented here: One concerns how
to identify subgroups of patients for developing
ETRs, and the second concerns adjusting ETRs
to different shapes or patterns of patient change.

Nearest Neighbors Techniques to
Generate ETR Curves
To refine the prediction of ETR curves, Lutz
et al. (2005) introduced an extended growth curve
methodology that employs nearest neighbors
(NN) techniques. This approach is based on
research in areas other than psychotherapy in
which large databases with many kinds of poten-
tially relevant parameters (e.g., temperature and
barometric pressure) recorded on a daily basis
are used to make predictions of alpine avalanches
(e.g., Brabec&Meister, 2001). This methodology
was adapted by Lutz et al. (2005) in a sample of
203 psychotherapy outpatients seen in the United
Kingdom to predict the individual course of psy-
chotherapy based on the most similar previously
treated patients (nearest neighbors). Similarity
among patients was defined in terms of Euclidean
distances between these variables. In a subsequent
study, Lutz, Saunders, et al. (2006) tested the pre-
dictive validity and clinical utility of the approach
in generating predictions for different treatment
protocols (cognitive-behavioral therapy [CBT]
versus an integrative CBT and interpersonal
treatment [IPT] protocol). The NN method
created clinically meaningful patient-specific
predictions between the treatment protocols for
27% of the patients, even though no average
significant difference between the two protocols
was found. Using a sample of 4,365 outpatients
in the United States, Lutz, Lambert, et al. (2006)
further demonstrated the NN technique to be
superior to a rationally derived decision rule with
respect to the prediction of the probability of
treatment success, failure, and treatment duration
using the Outcome Questionnaire (OQ-45; e.g.,
Lambert, 2007).

In summary, these findings suggest that
models of identifying similar patients could be
an alternative approach to predicting individual
treatment progress and to identifying patients
at risk for treatment failure. It might be used in
clinical settings either to evaluate the progress

of an individual patient in a given treatment
protocol, or to determine what treatment pro-
tocol (e.g., CBT or IPT) or treatment setting
(e.g., individual, family, or group) is most likely
to result in a positive outcome based on similar
already treated patients. Furthermore, if used in
the context of a clinical team, the model could be
used to identify therapists who are most effective
in working with a particular group of already
treated patients (nearest neighbors) who could
then provide consultation on treatment plans
or supervision for a trainee or novice therapist
working with the new case.

New Ways of Detecting Patterns of
Patient Change and Variability
The models discussed previously take into
account differences in patient change but they are
built on the assumption that there is one specific
shape of change (e.g., log-linear) for all patients
in the data set. Although this assumption makes
sense in order to estimate a general trend over
time, actual patient change may follow highly
variable temporal courses and this variation
might not just be due to measurement error, but
rather be clinically meaningful (e.g., Barkham
et al., 2006; Barkham, Stiles, & Shapiro, 1993;
Krause et al., 1998). Growth mixture models
(GMM) relax this single population assumption
and allow for parameter differences across unob-
served subgroups by implementing a categorical
latent variable into a latent growth-modeling
framework (e.g., Muthén, 2001, 2004). This tech-
nique assumes that individuals tend to cluster into
distinct subgroups or patterns of patient change
over time and allows the estimation of different
growth curves for a set of subgroups. Such GMMs
have been used to analyze psychotherapy data
in naturalistic settings (Lutz et al., 2007; Stulz
& Lutz, 2007; Stulz, Lutz, Leach, Lucock, &
Barkham, 2007) and from randomized controlled
trials (Lutz, Stulz, & Köck, 2009).

Figure 4.2 shows an application of a GMM
in a sample of 192 patients drawn from the U.K.
database mentioned earlier (Stulz et al., 2007).
These patients completed the short-form versions
of the Clinical Outcome in Routine Evaluation-
Outcome Measure (CORE-SF; Cahill et al.,
2006). In this example, shapes or patient clus-
ters of early change (up to Session 6) have been
identified to predict later outcome and treatment
duration. Figure 4.2a displays the five different
shapes of early change identified with the GMM.
As can be seen, one cluster can be characterized
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FIGURE 4.2 The five different shapes of early change (up to Session 6) identified in a sample ofN =
192 psychotherapy outpatients using GMM (Figure 4.2a), and the observed individual growth curves
for the continuous group (Figure 4.2b) and the discontinuous group (Figure 4.2c).
Source : Reprinted from “Methodological Background of Decision Rules and Feedback Tools for Outcomes Management in Psy-
chotherapy,” by W. Lutz, N. Stulz, Z. Martinovich, S. Leon, and S. M. Saunders, 2009, Psychotherapy Research, 19 (4), p. 507.
Copyright 2009 Routledge.

by “early improvement” (11%). Patients in this
cluster start with high scores on the CORE-SF
but improve rapidly and substantially—more
than 90% of those patients still show a substantial
improvement at the end of treatment. A second
cluster can be characterized by “high impair-
ment” (23.1%) with little or no early patient
change. The third cluster includes patients with
“low impairment” (14.6%) who seem to have
little or no early change until Session 6. The
two remaining clusters in Figure 4.2a show two
moderately impaired groups with similar average
growth curves but, interestingly, very different
individual treatment courses. Figures 4.2b and
4.2c display the plots of the actual individual
treatment courses around the average growth
curves in these two groups. Figure 4.2b presents
the growth curves of the 27.6% of patients
categorized into the “continuous” group who

showed modest session-to-session variation in
the early phase of treatment. These can be con-
trasted to the individual growth curves displayed
in Figure 4.2c. These patients (23.6%) were
categorized into the “discontinuous” group as
they demonstrated fairly substantial session-to-
session variation. When using the reliable change
criterion (Jacobson & Truax, 1991) to evaluate
pretreatment to posttreatment change in these
two groups, results revealed a higher rate of
reliably improved patients in the “discontinuous”
group than in the “continuous” group (44%
versus 19%). Importantly, however, treatment
duration was not different between the two
groups (M = 24.63 versus M = 25.55 sessions,
n.s.). Conversely, the rate of reliably deteriorated
patients was also higher in the “discontinuous”
patient group relative to the “continuous” group
(13% versus 0%). The results from this study
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suggest that instability during early treatment
phases seems to result in higher chances for
positive treatment outcomes but also higher risk
for negative treatment outcomes.

To date, research on the advantages and
disadvantages of rationally derived and empir-
ical approaches has yielded mixed results. For
example, Lambert, Whipple, et al. (2002) com-
pared a rationally derived method to predict
patient treatment failure with a statistical growth
curve technique. The results showed broad
equivalence between both methods but the
empirical approach was somewhat more accurate.
Other research also indicates that the empirically
derived methods might be slightly superior (e.g.,
Lutz, Lambert, et al., 2006; Lutz, Saunders,
et al., 2006). Irrespective of the selected approach
(rationally derived or empirical), further research
on differential patterns of change is necessary to
clarify typical patterns for subgroups of patients
as well as relating these empirical findings to clin-
ical theories. Clinical theories that have a simple
concept of treatment progress (i.e., a patient has
a problem, a treatment approach is applied, the
patient becomes healthy) appear oversimplistic
and need to be adapted to take into account
empirically defined change patterns. They could
be further enhanced by considering related medi-
ators andmoderators causing different patterns of
change that can then be used to guide or support
clinical decisions (Kazdin, 2009).

Research on patterns of change is still in
a preliminary phase. More studies are needed
to further validate and replicate the findings
obtained so far, and consideration needs to be
given to the development of simpler methods.
However, this research has the potential to pro-
vide therapists with decision guidelines that are
individualized to each of their patients, especially
early in treatment, as well as to identify and
better understand the meaning of discontinuous
treatment courses.

Provision of Feedback to Therapists
and Patients
The above methods provide actuarial and predic-
tive information on the course of treatment that
has the potential to be used to enhance patient
outcomes. At the practice level, the most appar-
ent self-corrective function of routinely collected
data derived from measurement systems is when it
is used in the form of feedback to the practitioner,
an area of research that has been espoused by the

APA Presidential Task Force on Evidence-Based
Practice (2006). Indeed, despite the small differ-
ences in predictive accuracy, research on feedback
appears to be a powerful tool for enhancing out-
comes, especially for patients who are at risk of
treatment failure (e.g., Carlier et al., 2012; Lam-
bert, 2010; Lutz, Böhnke, & Köck, 2011; Newn-
ham & Page, 2010; Shimokawa et al., 2010). In
this subsection, we consider the evidence base for
using feedback routinely in clinical practice.

Recognizing Failing Patient Outcomes
The need for corrective feedback has been shown
in comparisons between practitioners’ and actu-
arial predictions of patient deterioration. Hannan
et al. (2005) reported data from 48 therapists (26
trainees, 22 licensed) who were informed that the
average rate of deterioration, defined as reliable
deterioration on the OQ-45, was likely to be in
the region of 8%. Given this base rate, the ther-
apists were tasked with identifying, from a data
set of 550 patients, how many would deteriorate
by the end of treatment. Actual outcome data
indicated that 40 clients (7.3%)—very close to
the base rate—deteriorated by the end of therapy.
Use of the actuarial predictive methods led to the
identification of 36 of these 40 deteriorated cases.
By contrast, the therapists predicted that a total
of only 3 of the 550 clients would deteriorate,
and only 1 of these had, in actuality, deterio-
rated at the end of therapy. Such data provides a
powerful argument for investing in methods and
procedures that enhance practitioners’ treatment
responses and planning in relation to patients
who may be on course to fail in therapy.

Meta-Analyses and Reviews of Feedback
Carlier et al. (2012) carried out a review of 52
trials of feedback, 45 of which were based in men-
tal health settings. The two largest subgroups of
studies comprised those using global outcome
measures (N = 24), of which 13 studies supported
feedback, and depression measures (N = 11), of
which 7 studies supported feedback. Overall, 29
of the 45 studies supported the superiority of
providing feedback. Although providing a broad
evidence base for feedback, this review lacked the
precision afforded by a meta-analytic approach.
A number of meta-analyses of outcomes feed-
back studies have been carried out (e.g., Knaup,
Koesters, Schoefer, Becker, & Puschner, 2009;
Lambert et al., 2003; Shimokawa et al., 2010).
Lambert et al. (2003) completed a meta-analytic
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review of three large-scale studies2 in which
the findings suggested that formally monitoring
patient progress has a significant impact on clients
who show a poor initial response to treatment.
Implementation of a feedback system reduced
client deterioration by between 4% and 8% and
increased positive outcomes. Knaup et al. (2009)
reviewed 12 studies3 and reported a small but
significant positive short-term effect (d = .10;
95% CI .01 to .19). However, health gains were
not sustained.

Lambert and Shimokawa (2011) carried out a
meta-analysis of patient feedback systems relating
to the Partners for Change Outcome Manage-
ment System (PCOMS) and the OQ System.
Three studies covering the PCOMS, drawn from
two published reports (Anker, Duncan, & Sparks,
2009; Reese, Norsworthy, & Rowlands, 2009),
indicated that the average client in the feedback
group was better off than 68% of those in the
treatment-as-usual group. Results indicated that
patients in the feedback group had 3.5 times
higher odds of experiencing reliable improve-
ment while having half the odds of experiencing
reliable deterioration. In terms of the OQ sys-
tem, Lambert and Shimokawa (2011; see also
Shimokawa et al., 2010) reanalyzed the combined
data set (N = 6,151) from all six OQ feedback
studies published to date.4 The three main com-
parisons were: no feedback, OQ-45 feedback, and
OQ-45 plus clinical support tools (CST). Based
on intent-to-treat analyses, the combined effects,
using Hedges’s g , of mean posttreatment OQ-45
scores for feedback only, patient/therapist feed-
back, and CST feedback were −0.28, –0.36, and
−0.44 respectively. Shimokawa et al. (2010) con-
cluded that all forms of feedback were effective
in improving outcomes while reducing treatment
failures (i.e., deterioration), with the exception of

2The three studies comprised Lambert et al. (2001);
Lambert, Whipple, Bishop, et al. (2002); Whipple et al.
(2003).
3The 12 studies comprised the following: Ashaye, Liv-
ingston, & Orrell (2003); Bauer (2004); Berking, Orth,
& Lutz (2006); Brodey et al. (2005); Hawkins, Lambert,
Vermeersch, Slade, & Tuttle (2004); Lambert et al.
(2001); Lambert, Whipple, Vemeersch, et al. (2002);
Marshall et al. (2004); Schmidt et al. (2006); Slade et al.
(2006); Trudeau (2001); Whipple et al. (2003).
4The six studies comprised: Harmon et al. (2007);
Hawkins et al. (2004); Lambert et al. (2001); Lambert,
Whipple, Bishop, et al. (2002); Slade, Lambert, Har-
mon, Smart, & Bailey (2008); Whipple et al. (2003).

patient/therapist feedback for reducing treatment
failures.

Even though this area of research is still
relatively recent, research on feedback in clinical
practice is already an internationally studied
area of investigation. A program of research in
Australia on feedback, subsequent to the above
review and meta-analyses, has considered the
impact of providing feedback given at a specific
time-point during the course of treatment and
at follow-up (Byrne, Hooke, Newnham, & Page,
2012; Newnham, Hooke, & Page, 2010). Newn-
ham et al. (2010) employed a historical cohort
design to evaluate feedback for a total of 1,308
consecutive psychiatric and inpatients completing
a 10-day CBT group. All patients (inpatients and
day patients), whose diagnoses were primarily
depressive and anxiety disorders, completed the
World Health Organization’s Wellbeing Index
(WHO-5; Bech, Gudex, & Johansen, 1996)
routinely during a 10-day cognitive-behavioral
therapy group. The first cohort (n = 461)
received treatment-as-usual. The second cohort
(n = 439) completed monitoring measures with-
out feedback, and for patients in the third cohort
(n = 408), feedback on progress was provided
to clinicians and patients midway through the
treatment period. Feedback was effective in
reducing depressive symptoms in patients at risk
of poor outcome. In a 6-month follow-up study,
Byrne et al. (2012) compared the no-feedback
cohort with the feedback cohort. Feedback was
associated with fewer readmissions over the
6-month period following completion of the
therapy program for patients who, at the point of
feedback, were on track to make clinically mean-
ingful improvement by treatment termination.
Importantly, the authors argued that the findings
suggested feedback could result in cost saving
in addition to being associated with improved
outcomes following treatment completion for
patients deemed on track during therapy.

Besides recently published meta-analyses
or reviews (e.g., Carlier et al., 2012; Shimokawa
et al., 2010), several advances have also been made
to adapt feedback systems to different patient
populations and settings. For example, Reese,
Toland, Slone, and Norsworthy (2010) carried
out a randomized trial comparing feedback with
treatment-as-usual for couple psychotherapy
(N = 46 couples) within a routine service setting.
The setting was a training clinic and the therapists
were practicum trainees. At the level of the indi-
vidual client, rates of clinically significant change
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TABLE 4.1 Patients’ Evaluations of the Quality Monitoring Project: Absolute Num-
ber and Percentage of Patients in the Respective Response Categories

Question

N *

Completely
Right
N (%)

Partially
Right
N (%)

Neither
N (%)

Partially
Wrong
N (%)

Completely
Wrong
N (%)

I like the idea of having a project
monitoring the quality of outpatient
psychotherapy.

597 374 (62.6) 177 (29.6) 41 (6.9) 3 (0.5) 2 (0.3)

I find it important to monitor the
results of psychotherapeutic
treatments.

597 399 (66.8) 156 (26.1) 30 (5.0) 8 (1.3) 4 (0.7)

The time I needed to answer the
questions was appropriate.

597 389 (66.8) 181 (30.3) 14 (2.3) 12 (2.0) 1 (0.2)

I had a hard time answering the
questions because they affected me
too much.

594 21 (3.5) 32 (5.4) 50 (8.4) 159 (26.8) 332 (55.9)

My therapist showed me the feedback
and discussed it with me.

275 182 (66.2) 46 (16.7) 10 (3.6) 10 (3.6) 27 (9.8)

The information was very important
to me.

258 85 (32.9) 105 (40.7) 35 (13.6) 13 (5.0) 20 (7.8)

The feedback was very helpful to me. 258 73 (28.3) 98 (38.0) 52 (20.2) 16 (6.2) 19 (7.4)
The feedback reflected my own

assessment.
257 62 (24.1) 119 (46.3) 44 (17.1) 18 (7.0) 14 (5.4)

I felt like I could deal more
responsibly with my psychological
problems because of the feedback.

256 46 (18.0) 75 (29.3) 72 (28.1) 26 (10.2) 37 (14.5)

Note . *The questions in the lower part of the table were only given to patients in the feedback condition.

for the feedback versus nonfeedback groups were
48.1% and 26.3% respectively while for reliable
change the rates were 16.7% and 5.3% respec-
tively. This advantage to the feedback condition
also held when the couple was used as the unit of
analysis, with 29.6% of couples in the feedback
condition meeting clinically significant change
versus 10.5% (no feedback). Respective rates for
reliable change only were 14.8% versus 5.3%.

Bickman, Kelley, Breda, de Andrade, and
Riemer (2011) carried out a randomized trial of
feedback for youths within naturalistic settings
comprising 28 services across 10 states.5 Services
were randomly assigned to a control condition
comprising access to feedback every 90 days, or an
experimental condition comprising weekly access
to feedback. Because many of the youths in the
90-day condition ended treatment prior to their
practitioners accessing the feedback, the authors
considered this condition as a no-feedback con-
trol. Effect size (Cohen’s d ) advantages to the

5The study originally comprised 49 services random-
ized, of which 10 control and 11 experimental services
subsequently withdrew.

feedback condition held regardless of the source
of the outcome: .18 (youths), .24 (clinicians), and
.27 (caregivers). The authors argued that although
the effect sizes were small, they showed how out-
comes could be improved without invoking new
evidence-based treatment models. Feedback has
also been evaluated in a nonrandomized study for
substance-abuse patients (Crits-Cristoph et al.,
2012). The design employed a two-phase imple-
mentation (Phase 1, weekly outcomes; Phase 2,
feedback) with results showing advantages to the
feedback phase. Crucially, however, these meth-
ods cannot be the sole basis for making clinical
decisions—it can only be a support tool in aid of
making clinical decisions, which always stays in
the hands of the clinician.

In the feedback study carried out in Germany
that was reported earlier, therapists received feed-
back for their patients several times during the
course of treatment. Table 4.1 and Figure 4.3
show how they responded to the feedback pro-
vided. On approximately 70% of occasions,
therapists made some use of the feedback either
by taking some action or by drawing some conse-
quence concerning their treatment formulation.
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Due to the feedback, I…(multiple choices possible; 701 responses on N = 394 patients)

0.0%

Deterioration N = 145

No change N = 72

Good progress N =177

2×3 Chi2 (df = 2)
* p < .05
** p < .01

10.0% 20.0% 30.0% 40.0% 50.0%

*

*

**

60.0% 70.0%

…tried to asist the patient’s resources (n = 103)

…discussed with the patient his/her answers
in the questionnaire (n = 200)

…tried to adjust my therapeutic interventions (n = 95)

…discussed with the patient his/her
interpersonal problems (n = 84)

…prepared the end of the therapy (n = 73)

…tried to enhance the patient’s
motivation for therapy (n = 40)

…varied the intervals between sessions (n = 35)

…tried to enhance the therapeutic alliance (n = 30)

…consulted additional sources of help (e.g.,supervision,
intervision, literature, further education) (n = 23)

…tried new homework with the patient (n = 18)

FIGURE 4.3 Consequences and modifications therapists did due to feedback related to patients’
progress.

This is a high rate of action by therapists in
response to the feedback information, especially
given that most of the feedback was indeed pos-
itive feedback about the progress of patients. As
can be seen in Figure 4.3, however, if patients
showed negative progress early in treatment, then
therapists, after receiving feedback, responded
with a significant increase in the frequency of
discussing the results with patients, adapting
their treatment strategy, or trying to improve
the therapeutic alliance (Lutz, Böhnke, Köck,
& Bittermann, 2011). The positive evaluation
from the patients participating in this study was
also high, even when taking into account that
not all of the patients responded. On almost all
questions (see Table 4.1), the positive response
rate exceeded 80%.

The above reviews, meta-analyses, and
empirical reports provide an evidence-base that
feedback to practitioners on patients shown not
to be on-track enhances their outcomes across an
increasing diversity of therapeutic modalities and
patient populations. An early focus on university
settings has broadened into wider samples of
patient presentations. Research and development

foci have moved to considering the most effective
clinical support tools to aid the practitioner’s
decision making in how best to respond to a
patient who is not on track.

In addition, there have been calls for the
development of a theory for feedback (see Bick-
man et al., 2011; Carlier et al., 2012), a call
similar to those seeking a theoretical model for
the impact of routine outcome measurement (see
Greenhalgh, Long, & Flynn, 2005). From a view-
point of differing paradigms, this area of work
shows how both practice-oriented research and
trials methodology can yield a robust evidence
base for one area of clinical activity. Moreover,
it shows how the former can provide a plat-
form for more intensive trial work that might
enable a more fine-grained investigation into the
mechanisms and theory-building of how feed-
back achieves better patient outcomes for those
patients deemed not to be on-track.

Summary
Patient-focused research has provided the field
with new insights about how patients change,
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with regard to the relationship between the
amount of treatment received and outcome,
as well as with respect to various patterns of
progress, or lack thereof, experienced by different
groups of clients. In addition, feedback on out-
come progress has been found to be an effective
tool to support treatment, especially for patients
at risk of treatment failure (e.g., Carlier et al.,
2012; Lambert, 2010; Lutz, Böhnke, & Köck,
2011; Newnham & Page, 2010; Shimokawa,
et al., 2010). Furthermore, combining clinical
support tools with such feedback has enhanced
its effect (cf. Shimokawa et al., 2010). In this way
research on outcomes feedback has two clinical
implications: First, it allows therapists to track
clinical progress on an individual level in order
to determine, as early as possible, if a patient is
moving in the right direction; and second, it has
led to the delineation of decision support tools
based on the variability and patterns in patient
change. However it is important to emphasize,
that clinically, outcome feedback can only serve
as information to guide or support the decision-
making process; the actual decisions of what goals
or tasks to pursue, as well as when to continue,
intensify, or terminate treatment remain to be
made by the clinician and the patient.

PRACTICE-BASED EVIDENCE
This section focuses on a further form of practice
oriented research, namely practice-based evidence ,
which is a reversal of the term evidence-based
practice . Together, these two terms generate a
chiasmus6—evidence-based practice and practice-
based evidence—that has the potential for yielding
a rigorous and robust knowledge base for the
psychological therapies (Barkham & Margison,
2007). As the term suggests, practice-based evi-
dence is rooted in routine practice and aims
to reprivilege the role of the practitioner as a
central focus and participant in research activity
(for a detailed description, see Barkham, Stiles,
Lambert, & Mellor-Clark, 2010). Although the
approach shares much in common with patient-
focused research, the hallmarks of repeated
measurement and a primary focus on patients
that underpin patient-focused research are not

6Technically this is an antimetabole in which the same
words are repeated in inverse order. All antimetaboles
are, by definition, chiastic , which is the generic term used
to refer to this grammatical structure in which there is
a criss-cross (Greek: Chi χ ) of words.

sine qua non for practice-based evidence. Accord-
ingly, practice-based evidence encompasses a
broader, looser—less focused—collection of
activities but takes its starting point as what prac-
titioners do in everyday routine practice. At its
heart, practice-based evidence is premised on the
adoption and ownership of a bona fide measurement
system and its implementation as standard pro-
cedure within routine practice. Implementation
may be in the form of a pre- and posttherapy
administration, repeated measurement intervals,
or on a session-by-session basis. In terms of the
yield of practice-based evidence, results can be
considered at two broad levels: first, at the level
of the individual practitioner whether working
alone in private practice or within a community
of practitioners in which the aim is to use data to
improve their practice , and second, at a collective
level in which the aim is to pool data such that
it can contribute to and enhance the evidence base
for the psychological therapies. With these two
central aims, practice-based evidence delivers
anew to the scientist-practitioner agenda.

This section provides illustrative examples
of the yield of practice-based research by sum-
marizing four key areas. First, a brief summary is
provided of the development of selected measure-
ment andmonitoring systems, as representative of
the field. Then illustrative findings are reported
focusing on three successive levels of routine
practice: the level of practitioners, then at the
level of single services or providers, and finally,
multiple services.

Measurement and Monitoring
Systems
Although there are numerous features of practice-
based evidence, the central component is the
adoption and implementation of a measurement
andmonitoring system as part of routine practice.
In contrast to stand-alone outcome measures,
measurement and monitoring systems collect
information on context and outcomes that are
then used to improve practice and enhance the
evidence base of the psychological therapies. The
drive toward the adoption of measurement systems
grew out of a developing trend for health insur-
ance companies to seek evidence of outcomes and
also from a growing frustration with the frag-
mented state regarding outcome measurement
generally. The latter was illustrated in a review
of 334 outcome studies from 21 major journals
over a 5-year period (January 1983 to October
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1988) that showed 1,430 outcome measures were
cited, of which 851 were used only once (Froyd,
Lambert, & Froyd, 1996). In routine practice,
decisions on the selection of outcome measures
were determined by factors such as those used
in trials, which were invariably proprietary mea-
sures carrying a financial cost, or determined
by idiosyncratic, historical, or local influences.7
These factors combined to militate against build-
ing a cumulative body of evidence derived from
routine practice settings that could complement
the evidence derived from trials methodology.

Measurement Systems
Measurement systems began to be developed in
the 1990s with the first outcomes management
system being named COMPASS (Howard et al.,
1996; Sperry, Brill, Howard, & Grissom, 1996).
The COMPASS system—comprising evalua-
tions of current state of well-being, symptoms,
and life functioning—together with subsequent
research reported by Lueger et al. (2001) pro-
vided the basis for other outcomes management
systems that drew upon the phase model as
a conceptual foundation. These included the
Treatment Evaluation and Management (TEaM)
instrument (Grissom, Lyons, & Lutz, 2002) and
the Behavioral Health Questionnaire (Kopta &
Lowry, 2002).

Subsequently other measurement systems
have been developed. Examples of systems
developed include:

• The Outcome Questionnaire-45 and associ-
ated measures (OQ-45; Lambert, Hansen, &
Harmon, 2010; Lambert, Lunnen, Umphress,
Hansen, & Burlingame, 1994): The OQ
Psychotherapy Quality Management System
has, at its heart, the OQ-45, which assesses
three main components: symptoms, espe-
cially depression and anxiety; interpersonal
problems; and social role functioning. For
more information, see Lambert, Hansen, and
Harmon (2010); also www.oqmeasures.com

• The Treatment Outcome Package (TOP;
Kraus & Castonguay, 2010; Kraus, Seligman,
& Jordan, 2005; Youn, Kraus, & Castonguay,
2012): The TOP comprises 58 items that
assess 12 symptom and functioning domains:
work functioning, sexual functioning, social
conflict, depression, panic, psychosis, suicidal

7For a summary of the status of outcome measures, see
Whipple and Lambert (2011).

ideation, violence, mania, sleep, substance
abuse, and quality of life. In addition, the
TOP measures demographics, health, stressful
life events, treatment goals, and satisfaction
with treatment. For further information, see
www.OutcomeReferrals.com

• CelestHealth System for Mental Health and
College Counseling Settings (CHS-MH;
Kopta & Lowry, 2002): The Behavioral Health
Measure (BHM) comprises four instruments
that (a) assess complete behavioral health,
(b) alert at the first session whether the client
is at risk to do poorly in psychotherapy, and
(c) evaluate the relationship between the ther-
apist and the client. For more information, see
www.celesthealth.com

• Partners for Change Outcome Management
System (PCOMS; Miller, Duncan, Brown,
Sparks, & Claud, 2003; Miller, Duncan, Sor-
rell, & Brown, 2005): The PCOMS comprises
two 4-item scales: the Outcome Rating Scale
(ORS; Miller et al., 2003) and the Session Rat-
ing Scale (SRS; Duncan & Miller, 2008). The
ORS targets key components of mental health
functioning while the SRS focuses on aspects of
the therapeutic alliance. For more information,
see www.heartandsoulofchange.com

• The Clinical Outcomes in Routine Evaluation
system (CORE; Barkham,Mellor-Clark, et al.,
2010; Mellor-Clark & Barkham, 2006; Evans
et al., 2002): The CORE-OM (Barkham et al.,
2001; Evans et al., 2002) is a pan-theoretical
outcome measure comprising 34 items tapping
the domains of subjective well-being, prob-
lems, functioning, and risk. It lies at the heart
of the broader CORE System, which provides
contextual information on the provision of the
service received by the patient (Mellor-Clark
& Barkham, 2006). A family of measures is
available for differing uses and for specific
populations and translations are available
in 20 languages. For more information, see
www.coreims.co.uk

Outcomes systems have also been developed
for specific populations and treatment modalities.
For example, the Contextualized Feedback Inter-
vention Training (CFIT) has been developed
for youths (Bickman, Riemer, Breda, & Kelley,
2006) and the Integrative Problem Centered
Metaframeworks for family therapy (IPCM;
Pinsoff, Breunlin, Russell, & Lebow, 2011).

Although each outcome system differs on
any number of particular features, they reflect a

http://www.oqmeasures.com
http://www.OutcomeReferrals.com
http://www.celesthealth.com
http://www.heartandsoulofchange.com
http://www.coreims.co.uk
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common aim, namely to measure and monitor
patient outcomes routinely from which data is
then used—fed back—to improve service deliv-
ery and patient outcomes. A resulting feature of
practice-based evidence is, therefore, its ability to
provide self-correcting information or evidence
at the levels of practice and science within a short
time frame. The following three subsections
provide illustrative examples of the research yield
at the levels listed earlier: practitioners, single
services, and multiple services.

Practitioner Level: Effective
Therapists and Therapist Effects
Reprivileging the therapist as a central focus
of practice-based research redresses the bal-
ance in which the focus on treatments has long
been dominant. Given that practitioners are the
greatest resource—and cost—of any psycho-
logical delivery service, an equal investment in
and prioritizing of practitioners is required to
that already committed to the development and
implementation of evidence-based treatments.
The development of models of treatment based
on the identification and observation of the
practices of practitioners in the community who
empirically obtain the most positive outcomes
was a key recommendation of the APA Presi-
dential Task Force on Evidence-Based Practice
(2006). Research activity, especially trials, has
predominantly used the patient rather than the
practitioner as the primary unit upon which
design features and analyses have been powered
and premised. However, patients allocated to
conditions within trials and observational studies
are nested within therapists. This means that
the outcomes of patients for any given therapist
will be related to each other and likely different
from those for patients seen by another (or other)
therapist(s). Where a hierarchical structure is
present but ignored in the analyses, assumptions
about the independence of patient outcomes are
violated, standard errors are inflated, p-values
exaggerated, and the power of the trial reduced
(e.g., Walwyn & Roberts, 2010).

A focus on what has come to be termed
therapist effects developed following an article by
Martindale (1978) and a subsequent meta-analysis
in this area by Crits-Cristoph et al. (1991) as well
as a critique of design issues (Crits-Christoph
& Mintz, 1991). Wampold’s (2001) text The
Great Psychotherapy Debate followed, in which
he concluded the impact of therapist effects as

being in the region of 8%. Subsequent reanalyses
of therapist effects in the NIMH Treatment
of Depression Collaborative Research Program
(TDCRP; Elkin et al., 1989) by Elkin, Falcon-
ner, Martinovitch, and Mahoney (2006), and
Kim, Wampold, and Bolt (2006) highlighted
the problems of low power and of attempting to
determine therapist effects from trials that were
originally designed to assess treatment effects.
Elkin et al.’s (2006) advice was clear, namely that
therapist effects would be best investigated using
(very) large samples drawn from managed care
or practice networks—that is, routine settings.
Subsequent reports on therapist effects and effec-
tive practitioners have been consistent with this
advice (e.g., Brown, Lambert, Jones, & Minami,
2005; Kraus, Castonguay, Boswell, Nordberg, &
Hayes, 2011; Lutz, Leon, Martinovich, Lyons, &
Stiles, 2007; Okiishi, Lambert, Nielsen, & Ogles,
2003; Okiishi et al., 2006; Saxon & Barkham,
2012; Wampold & Brown, 2005).

A series of studies utilizing data from Pacifi-
Care Behavioral Health, a managed behavioral
health care organization, focused on various
aspects of therapist effects and effectiveness
(Brown & Jones, 2005; Brown et al., 2005;
Wampold & Brown, 2005). Brown et al. (2005)
evaluated the outcomes of 10,812 patients treated
by 281 therapists between January 1999 and June
2004. Mean residual change scores, obtained
by multiple regression, were used to adjust for
differences in case mix among therapists. Raw
change scores as well as mean residualized change
scores were compared between the 71 psy-
chotherapists (25%) identified as highly effective
and the remaining 75% of the sample. During a
cross-validation period—used as a more conser-
vative estimate accounting for regression to the
mean—the highly effective therapists achieved
an average of 53.3% more change in raw change
scores than the other therapists. Results could not
be explained by case mix differences in diagnosis,
age, sex, intake scores, prior outpatient treat-
ment history, length of treatment, or therapist
training/experience.

Wampold and Brown (2005) analyzed data
comprising a sample of 581 therapists and 6,146
patients, the latter completing a 30-item version
of the OQ-45. Multilevel modeling yielded a
therapist effect of 5%, somewhat lower than the
8% the authors reported as an estimate from
clinical trials. To explain this counterintuitive
finding, they reasoned that the restricted severity
range employed in trials, thereby leading to a
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more homogeneous sample, yielded a smaller
denominator when calculating the therapist
effect.

The above studies focused on overall thera-
pist effects. However, it might be that therapists
are differentially effective depending on the
specific focus of the clinical presentation. This
question was addressed in an archive data set
comprising services contracted with Behavioral
Health Laboratories (BHL). Kraus et al. (2011)
analyzed the outcomes of 6,960 patients seen by
696 therapists (i.e., 10 clients per therapist) in
the context of naturalistic treatment in which the
TOP was used. The specific aim was to investi-
gate the effectiveness across the 12 domains in the
TOP. With the exception of Mania, which had
a low base rate, the reliability of the remaining
11 domains ranged from .87 to .94. Therapists
were defined as effective, harmful, or neither
based on categories of change using the criterion
of the reliable change index (RCI) as follows:
effective therapist if their average client reliably
improved, harmful if their average client reliably
deteriorated, and ineffective/unclassifiable if their
average client neither improved nor worsened.
Hence therapists were deemed effective or other-
wise according to average change scores on each
domain of the TOP, where a specific therapist
could be classified as effective in treating depres-
sion (for example) and ineffective or harmful in
treating substance abuse. In all, 96% of therapists
were classified as effective in treating at least
one TOP domain while classifications varied
widely across 11 of the 12 domains (Mania was
excluded due to low base rate.) Effective ther-
apists displayed large positive treatment effects
across domains (Cohen’s d = 1.00 to 1.52).
For example, in the domain of depression 67%
of therapists were rated as effective (i.e., their
average patient achieved reliable change in the
domain of depression) with an average treatment
effect size of 1.41. Harmful therapists demon-
strated large, negative treatment effect sizes (d =
−0.91 to −1.49). An important finding was that
therapist domain-specific effectiveness correlated
poorly across domains, suggesting that therapist
competencies may be specific to domains or
disorders rather than reflecting a core attribute
or underlying therapeutic skill construct. This
study highlights the distinction between seeking
and analyzing competencies in specific domains
of patient experience versus averaging the thera-
pist effects by analyzing total scores across their
patients. For a discussion of the advantages and

limitations of these two approaches in outcome
monitoring, see McAleavey, Nordberg, Kraus,
and Castonguay (2012).

The notion that some therapists are more
effective than others caught attention with the use
of the term supershrink (Ricks, 1974) in relation
to a report on a very effective practitioner, with
Bergin and Suinn (1975) labeling its opposite as
pseudoshrink . Okiishi and colleagues addressed
the concept of the exceptional therapist in con-
secutive studies (Okiishi et al., 2003, 2006). They
utilized data from a large data pool in a university
counseling center in which clients completed the
OQ-45 on a regular basis. Both studies selected
cases in which there were at least 3 data points.
In addition, the initial study sampled practition-
ers who had seen a minimum of 15 clients each
yielding a target sample of 56 therapists and 1,779
clients. This sample was extended in the second
study and the criterion for the number of clients
seen per therapist was increased to 30, yielding a
target sample of 71 therapists and 6,499 clients
(Okiishi et al., 2006). In this latter study, analyses
focused on the average ranking of these 71 thera-
pists based on their combined rankings according
to their effectiveness (i.e., patient outcomes) and
efficiency (i.e., number of sessions delivered).
The authors examined and contrasted the top and
bottom 10% of therapists (i.e., the ends of the
distribution). The seven most effective therapists
saw their clients for an average of 7.91 sessions,
with clients making gains of 1.59 OQ points per
session and resulting in a pre-posttherapy average
change score on the OQ-45 of 13.46 (SD = .76).
By contrast, the seven least effective therapists
saw their clients for an average of 10.59 sessions,
making gains of .48 OQ points per session and
a pre-postaverage OQ-45 change score of 5.33
(SD = 1.66). Hence, these analyses suggested the
most effective therapists achieved threefold gains
for their patients compared with the least effec-
tive. Classifying clients seen by these most- and
least-effective therapists according to the clinical
significance of their change on pre-posttherapy
scores (Jacobson & Truax, 1991; recovered,
improved, no change, or deteriorated) showed
therapists at the top end of the distribution had
an average recovery rate of 22.4% with a further
21.5% improved while therapists at the bottom
end of the distribution had a recovery rate of
10.61% with a further 17.37% improved. In
addition, bottom-ranked therapists had a 10.56%
deterioration rate while the equivalent percentage
was 5.20% for top-ranked therapists.
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The finding that some therapists achieve
appreciably better outcomes than average high-
lights the naturally occurring variability in
outcomes for therapists. For example, Saxon and
Barkham (2012) investigated this phenomenon
using a large U.K. data set in which clients com-
pleted the CORE-OM. Like Okiishi et al. (2006),
the authors employed the recommendation of
Soldz (2006) with each practitioner seeing a
minimum of 30 patients. They investigated the
size of therapist effects and considered how this
therapist variability interacted with key case-mix
variables, in particular, patient severity and risk.
The study sample comprised 119 therapists and
10,786 patients. Multilevel modeling, including
Markov chain Monte Carlo procedures, was used
to derive estimates of therapist effects and to
analyze therapist variability.

The model yielded a therapist effect of 7.8%
that reduced to 6.6% by the inclusion of thera-
pist caseload variables. Effects for the latter rate
varied between 1% and 10% as patients’ scores
reflecting their levels of subjective well-being,
symptoms, and overall functioning became more
severe. The authors concluded that a significant
therapist effect existed, even when controlling
for case mix, and that the effect increased as
patient severity increased. Patient recovery rates,
using Jacobson’s criteria for reliable and clinically
significant improvement, for individual therapists
ranged from 23.5% to 95.6%. Overall, two-thirds
of therapists (n = 79, 66.4%) could be termed
as average in that the 95% confidence intervals
surrounding their residual score crossed zero and
could not, therefore, be considered different from
the average therapist. The mean patient recovery
rate for this group of therapists was 58.0%. For
21 (17.7%) therapists their outcomes were better
than average with a mean patient recovery rate
of 75.6%, while for 19 (16.0%) therapists their
outcomes for patients were poorer than average
with a mean recovery rate of 43.3%.

The studies by Okiishi et al. (2003, 2006) as
well as by Saxon and Barkham (2012) highlight
the considerable differences that exist in therapist
effectiveness when comparing the two ends of the
distribution of therapists. Although the majority
of therapists cannot be differentiated from each
other (i.e., are not significantly different from
the average), differences between the extremes
are real and meaningful for patients and, when
considered in relation to the population of ther-
apists as a whole, have significant implications
for professional policy and practice. Variability

is a phenomenon that is inherent in all help-
ing professions and it would seem important to
understand the extent of this phenomenon in
routine practice. Developing supportive ways of
providing feedback at both the individual thera-
pist and organizational level is an area that needs
attention.

Single Service Level and
Benchmarking in Routine Settings
A service or professional center providing psy-
chological therapy will have, as a priority, a focus
on its effectiveness, efficiency, quality, and cost,
while patients, as consumers, will increasingly
want to be assured they are seeking help from
a professional agency (i.e., mental health cen-
ter or service) that is effective. Current work
has built on ideas dating back to the seminal
work of, for example, Florence Nightingale
(1820–1910)—who suggested a simple 3-point
health-related outcome measure for her patients
of relieved, unrelieved, and dead—and Ernest
Codman (1869–1940), who implemented an
“end results cards” system for collating the out-
comes and errors on all patients in his hospital
in Boston. However, while using a measure-
ment system provides data on the actual service,
practice data requires a comparator or standard
against which to locate its own outcomes or other
data. This requirement has led to the practice
of benchmarking service data (for a summary,
see Lueger & Barkham, 2010). Benchmarking
can either involve comparisons with similar
types of service (i.e., outcomes of other practice-
based studies) or against the results of trials (i.e.,
assumed to be the gold standard). Persons, Burns,
and Perloff (1988) provided an early example in
which they compared cognitive therapy as deliv-
ered in a private practice setting with outcomes
from two trials (Murphy, Simons, Wetzel, &
Lustman, 1984; Rush, Beck, Kovacs, & Hollon,
1977). The authors concluded that their results
were broadly consistent with those from the
trials. Subsequently, although better described as
effectiveness studies rather than practice-based,
Wade, Treat, and Stuart (1998) as well as Merrill,
Tolbert, and Wade (2003) provided examples
of research that transported treatments into
more routine settings and evaluated them using a
benchmarking approach. Subsequent methods for
determining benchmarks have been devised that
enable comparisons with trials (see Minami, Ser-
lin, Wampold, Kircher, & Brown, 2006; Minami,
Wampold, Serlin, Kircher, & Brown, 2007).



Practice-Based Evidence • 103
Benchmarking as an approach has burgeoned

across a range of service settings and patient
populations whereby routine services and/clinics
have been able to establish their relative effec-
tiveness. Examples include the following: service
comparisons year-on-year (e.g., Barkham et al.,
2001; Gibbard &Hanley, 2008) and with national
referential data (Evans, Connell, Barkham, Mar-
shall, & Mellor-Clark, 2003), OCD in childhood
(Farrell, Schlup, & Boschen, 2010) and in adults
(Houghton, Saxon, Bradburn, Ricketts, & Hardy,
2010), group CBT (e.g., Oei & Boschen, 2009),
psychodynamic-interpersonal therapy (e.g., Paley
et al., 2008), CBT with adults (e.g., Gibbons
et al., 2010; Westbrook & Kirk, 2005) and with
adolescents (e.g., Weersing, Iyengar, Kolko,
Birmaher, & Brent, 2006). These benchmark-
ing studies, which are only a sample, all share
a common aim of providing an evidence base
regarding the effectiveness of interventions as
delivered in routine services. But it is also pos-
sible to see specific themes by which studies can
be grouped. These include, underrepresented
approaches (e.g., non-CBT interventions), new
or innovative interventions, and extensions to
broader populations and/or settings.

In terms of underrepresented approaches,Gib-
bard and Hanley (2008), for example, reported a
study employing data from a single service over
a 5-year period using the CORE-OM, in which
counselors delivered person centered therapy
(PCT). In this study, a total of 1,152 clients were
accepted into therapy and the data sample com-
prised 697 clients who completed CORE-OM
forms at both pre- and posttherapy (i.e., 63%
completion rate). Rates for reliable improve-
ment8 calculated for each year separately ranged
between 63.1% (second year) and 73.5% (third
year) with an overall rate for the 5-year period of
67.7%. The authors concluded that PCT was an
effective intervention in primary care. Moreover,
based on a smaller subset of data (n = 196),
they concluded that PCT was also effective for
moderate to severe problems of longer duration.

Similarly, Paley et al. (2008) reported
the outcomes of a single service delivering
psychodynamic-interpersonal (PI) therapy. Full
data was available for 62 of the 67 patients who
were referred by either their general practitioner
or psychiatrist to receive psychotherapy. Out-
comes were obtained for the CORE-OM and

8The authors used reliable improvement rather than
reliable and clinically significant improvement.

the BDI and were then benchmarked against
data reported from other practice-based studies.
The pre-posttherapy BDI effect size for the PI
service was .76 compared with a benchmark of .73
derived from CBT delivered at the Oxford-based
CBT clinic (Westbook &Kirk, 2005). When only
those clients who initially scored above clinical
threshold were considered, the pre-posttherapy
effect size for PI therapy was .87 compared with
an effect size of 1.08 for the CBT routine clinic.
Rates of reliably and significant improvement
(Jacobson & Truax, 1991) were identical for
both services at 34%, indicating broad equiva-
lence in outcomes of the contrasting therapeutic
approaches in routine settings. Both these studies
illustrate the effectiveness of interventions in
routine practice settings that are underrepre-
sented when national bodies determine treatment
interventions of first choice. Addressing this issue
requires either the necessary funding to secure an
evidence-base sufficient to satisfy national bodies
(e.g., NICE) or, more radically, a reevaluation of
how we define the nature of evidence.

Studies of new interventions or applications
of evidence-based interventions within a novel
package are exemplified by, for example, Richards
and Suckling (2009) who reported on data from
a single service following a U.K. government
initiative to improve access to evidence-based
psychological therapies (see Layard, 2006). This
government initiative provided initial investment
in new posts and training focused on low-intensity
(i.e., self-help) and high-intensity (i.e., traditional)
cognitive-behavioral therapy. One feature of its
implementation was the requirement for patients
at each session to complete the PHQ-9 (Kroenke,
Spitzer, & Williams, 2001) and GAD-7 (Spitzer,
Kroenke, Williams, & Löwe, 2006). This enabled
outcome data to be reported on all patients (i.e.,
including those leaving treatment unilaterally). Of
2,795 patients assessed, 2,017 received more than
one session, and change indices were reported for
the 689 patients who completed treatment (i.e.,
43% of those receiving more than 1 session; 24%
of those assessed). Pre-posttreatment effect sizes,
using the posttreatment SD as the denominator,
were 1.38 for depression and 1.38 for anxiety
(here recalculated as 1.46 and 1.52 respectively
using the pre-treatment SD as the denominator).

The authors benchmarked these outcomes
against a number of published data drawn
from trials, practice-based studies, and reviews.
Although they concluded that the outcomes fell
within the range of comparator studies, the ranges
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for the comparator benchmark effect sizes were
sufficiently large as to lack precision: 0.80 to 1.46
for depression, and 0.73 to 2.1 for anxiety. How-
ever, the specific pre- to posttherapy effect sizes
for depression and anxiety based on the PHQ-9
and GAD-7 respectively were very similar to data
reported by Stiles, Barkham, Mellor-Clark, and
Connell (2008a) in which a subset of counselors
self-reporting to use CBT (N = 1,045 patients)
for mixed diagnosis yielded an effect size of 1.34
(here adjusted to 1.30 when based on pretherapy
SD). It would be important to note, however,
that although the Richards and Suckling study
contains many of the features of practice-based
evidence as outlined earlier, it was reporting a
government-funded initiative and was therefore
well resourced, targeted CBT, and usedmandated
condition-specific outcome measures. Hence it
better reflects a hybrid of both evidence-based
practice and practice-based evidence.

In relation to extending interventions orig-
inally tested in trials into new clinical populations
or settings in routine settings, there are numerous
studies using a benchmarking approach. For
example, Oei and Boschen (2009) adopted this
approach in evaluating group-based CBT as
delivered in a community setting. The authors
compared the pre-posttreatment effect size of
0.64 obtained from the community setting with
the pre-post effect sizes reported from other stud-
ies, including that of Westbrook and Kirk (2005),
and considered the outcomes to be broadly
similar. Other researchers have employed a sim-
ilar strategy across a wide range of situations: for
example, an outpatient setting for adolescents pre-
senting with OCD (Farrell et al., 2010), CBT in a
pain clinic (Morley, Williams, & Hussain, 2008),
and cognitive-analytic therapy in routine practice
(Marriott & Kellett, 2009). Common to them all
has been the intention of extending the findings
of efficacy trials into routine practice settings
with the aim of building a broader evidence base.

Overall, results have shown interventions in
routine practice to be effective but, in most cases,
to fall short of the gains achieved in efficacy trials.
One comparison between practice-based data and
a selection of trials in depression showed the out-
comes of trials to be approximately 12% superior
to those of practice-based studies based on mean
pre-posttreatment change (Barkham et al., 2008).
A similar difference was found when methods of
reliable and clinically significant improvement
were applied. However, the differences were
larger when comparing pre-posttherapy effect

sizes. This result was likely due to the tendency
for trials to have restrictions on patient inclusions
leading to reduced variance (and consequently
higher effect sizes). Regardless of which metric
is used, superior outcomes, on average, in trials
compared with practice-based studies is what
would be expected given the highly selective and
more protective environment in which trials are
implemented. However, while average outcomes
from routine settings may, in general, fall short
of efficacy studies, the likely greater variation in
individual therapist outcomes in practice-based
studies might mean that there are therapists in
routine setting who achieve consistently better
outcomes than the top ranked therapists in trials.
The above results suggest the need for policy
makers to consider a broader evidence base than
provided by trials alone.

Although benchmarking appears an attrac-
tive and relatively low-cost strategy for securing
a comparator for practice-based studies, it is
not without problems. First, comparisons often
do not take into account the differential dose
received by patients in routine services com-
pared with trials. For example, a review of the
clinical trials literature showed between 57.6%
and 67.2% of patients improved within an aver-
age of 12.7 sessions. By contrast, naturalistic
data showed that the average number of sessions
received in a national database of more than 6,000
patients was less than five sessions with the rate of
improvement in this sample being approximately
20% (Hansen et al., 2002).

Second, an intrinsic difficulty with adopting
a benchmarking strategy concerns the selection
of the benchmark used, which invariably dif-
fers across studies, thereby making comparisons
study-specific. For example, two studies cited
earlier using benchmarking approaches for CBT
for depression with adults used different bench-
marks: one with a specific focus on depression
(Gibbons et al., 2010) and the other employing a
more generic sample (Westbrook & Kirk, 2005).
Although both studies employed the BDI as
one of their primary outcome measures, in their
selection of a benchmarking study Westbrook
and Kirk used data from Persons, Bostrom, and
Bertagnolli (1999) and the NIMH TDCRP
(Elkin et al., 1989) while Gibbons et al. (2010)
used unpublished data derived from DeRubeis
et al. (2005). In both studies there were specific
reasons for the selection of the benchmarks used
that made the direct comparisons credible, but at
the expense of adopting a common comparator.
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Other studies have used benchmarks from,

for example, three or more comparator studies.
A logical strategy is to use the most recent study
or studies as benchmarks, thereby generating
successively new (and different) comparators
over time. To reduce the arbitrary decision of
which benchmark to select, one strategy would
be to benchmark any new study against the
cumulative body of previous studies. Houghton
and colleagues (2010) adopted this strategy and
determined a benchmark from nine published
studies on OCD. Adopting such an approach
would mean that as new studies are published and
added to the body of evidence, the benchmark
should become increasing robust (i.e., less vul-
nerable to the influence of any single study) and
have ever-increasing tighter confidence intervals.
Another approach would be extending the pro-
cedures applied to depression by Minami et al.
(2007) to other clinical presentations. Either way,
the aim would be to use a benchmark that better
represents the collective body of trials evidence
rather than any single trial alone.

Multiple Services: Effectiveness
of Psychological Therapies in
Routine Settings
In this subsection, we review evidence derived
from the investigation of data from multiple
services in which the aim is to move beyond
statements that are specific to any single service
toward considering data as contributing to the
knowledge base about psychological therapies
in general. Specifically, we focus on analyses of
routine data sets that address issues of the overall
effectiveness of therapies as well as how much
therapy is considered enough.

Meta-Analyses of Practice-Based
and Effectiveness Studies
In a meta-analysis of practice-based studies
addressing common mental health problems,
Cahill, Barkham, and Stiles (2010) reported the
average pre-posttreatment effect size from 10
studies for the treatment of depressive symp-
tomatology, using a fixed effect model, to be 1.29
(95% CI 1.26 to 1.33). However, using a fixed
effect model restricts the extent to which the
findings can be generalized in that the results
pertain only to the sample of therapists used
in the studies. Using a random effects model
allows the results to be generalized to the pop-
ulation of patients as a whole and this analysis

yielded an overall pre-post effect size of 1.14
(95% CI 0.96 to 1.32). Applying Jacobson and
Truax’s (1991) criteria of clinical change to seven
studies using the CORE-OM yielded a mean
rate of 56% of patients meeting the threshold
for reliable and clinically significant improve-
ment, with an additional 18% achieving reliable
improvement only, and 25% showing no reliable
change.

Stewart and Chambless (2009) carried out
a meta-analysis of 56 effectiveness studies—as
opposed to practice-based studies—of CBT
across five adult anxiety disorders: panic disorder,
social anxiety disorder, PTSD, generalized anxi-
ety disorder, and obsessive-compulsive disorder.
The authors rated studies on nine dimensions
reflecting clinical representativeness in rela-
tion to: settings, referrals, therapists, structure,
monitoring, no pretherapy training of thera-
pists, no randomization, clinically representative
patients, and allowance of medication. Studies
were included if they scored 3 or more on a
9-point scale. Further, inspection of the sup-
plementary data shows only 2 of the 56 studies
received a maximum rating (i.e., 9) as indicating
being clinically representative on all dimen-
sions (http://dx.doi.org/10.1037/a0016032.supp).
Indeed, the authors stated: “The real-world
mental health practitioner may not agree that
studies included in this meta-analysis are clin-
ically representative” (p. 601). Pre-post effect
sizes for each condition were compared to three
benchmark studies (i.e., trials) targeting each
specific presenting condition. Results indicated
the pre-posttreatment effect sizes for the effec-
tiveness studies in three of the conditions (social
anxiety ES = 1.04; generalized anxiety disorder
ES = 0.92; and obsessive-compulsive disorder
ES = 1.45) to be within the range of the efficacy
benchmarks, while findings for PTSD (ES =
2.59) exceeded those of trials. Only the results for
panic disorder (ES = 1.02) were below the lower
range of the benchmark studies.

Overall, results from both these meta-
analyses indicate that interventions delivered in
routine practice are effective, yielding mainly
large pre-posttherapy effect sizes. Hence, with
the exception of the finding that PTSD as deliv-
ered in effectiveness studies exceeded those
of trials, the pre-posttreatment effect sizes all
fell within the range 0.90 to 1.45; that is, the
average patient at posttreatment was better
than between 83% and 93% of people prior to
treatment.

http://dx.doi.org/10.1037/a0016032.supp
http://dx.doi.org/10.1037/a0016032.supp
http://dx.doi.org/10.1037/a0016032.supp
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Practice-Based Studies of Comparative
Treatment Outcomes
While the above meta-analytic studies have
focused on the effects for clinically defined pre-
sentations, empirical studies have addressed the
comparative effectiveness of differing schools
of interventions (e.g., Stiles, Barkham, Twigg,
Mellor-Clark, & Cooper, 2006; Stiles, Barkham,
Mellor-Clark, et al., 2008a). Stiles et al. (2006)
utilized data drawn from 58 services in the
United Kingdom from which a subset of 1,309
patients were selected who, according to the
therapists self-reported accounts, received either
cognitive-behavioral therapy (CBT), person-
centered therapy (PCT), or psychodynamic ther-
apy (PDT). Patients completed the CORE-OM
at the beginning and end of their treatment and
therapists indicated which treatment approaches
were used. Hence, results focused only on patients
who completed treatment. Comparisons were
made between six subgroups: three comprising
CBT, PCT, or PDT only (i.e., pure), and three
treated with one of these plus one additional
approach used by the therapist (e.g., integrative,
supportive, art). These latter three groups were
designated as CBT + 1, PCT + 1 or PDT +
1 respectively. All six groups averaged marked
improvement with an overall pre-posttherapy
effect size of 1.36. Treatment approach and
degree of purity (i.e., “pure” versus “+1”) each
accounted for statistically significant but compar-
atively very small proportions of the variance in
CORE-OM scores.

Stiles et al. (2008a) replicated this study
drawing on an original data pool comprising
33,587 patients, which, after excluding incom-
plete data from either patients and/or therapists,
yielded complete data on 12,162 patients. The
study focused on the same six subgroups as in the
previous study yielding a sample of 5,613 patients.
All six groups began treatment with equivalent
CORE-OM scores, and all averaged marked
improvement with an overall pre-posttherapy
effect size of 1.39. Figure 4.4 presents notched
boxplots of the extent of change across the six
groups. Distributions of change scores were all
similar. Although the authors signaled caution
because of limited treatment specification, non-
random assignment, incomplete data, and other
issues, the study was criticized on these same
grounds (see Clark, Fairburn, & Wessley, 2008),
criticisms that in turn were rebutted (see Stiles,
Barkham, Mellor-Clark, & Connell, 2008b).
The debate exemplifies the tensions surrounding

the use and interpretation of data from rou-
tine practices. However, Stiles and colleagues
concluded that these routine treatments were
effective for patients who complete them but that
those who fail to complete, or indeed even begin,
treatment deserve attention by researchers and
policymakers.

The impact of using a sample of completer
patients versus an intention-to-treat sample has
a direct impact on the reporting of outcomes in
routine practice. Using the CORE database com-
prising 33,587 patients, Barkham, Stiles, Connell,
and Mellor-Clark (2012) calculated rates of reli-
able and clinically significant improvement, as
defined by Jacobson and Truax (1991), based on
completer and intention-to-treat samples drawn
from this data set. The particular focus was on
the different ways in which the total sample
can be defined as follows: all patients referred
to the service (referred), only those patients
assessed (assessed), only those patients accepted
into treatment and attending at least one session
(attenders), or only patients completing treatment
(completers). The rates, as would be expected,
were highly dependent on which definition of
the sample was used and, to a lesser extent, on
the statistic used for determining improvement
or recovery (i.e., reliable and clinically significant
improvement, or case versus not case).

The recovery rate for the completer sample
using the criteria of reliable and clinically signifi-
cant improvement was 58.3%. However, this rate
fell to 36.7% when calculated on an intent-to-
treat sample based on those patients who were
assessed and attended at least one session. More-
over, the attender sample comprised only 50%
of the original full sample. Although criticisms
might be leveled at studies using only completer
samples, they do provide a test of the treatment
as received by the patient and having an agreed
ending between patient and therapist. By con-
trast, intent-to-treat analyses in routine settings
are likely to reflect a combination of treatment
and service effects. However, more than any-
thing else, these findings attest to the need to
invest in efforts to retain patients in therapy. The
delivery of efficacious treatments is a necessary
but not sufficient condition for maximizing the
personal and social benefits of the psychological
therapies.

Dose-Effect Relations
A continuing question within psychotherapy
research has been the issue of how much therapy
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FIGURE 4.4 Notched boxplots showing pre-/postdifferences in CORE-OM clinical scores.
Note . The notch shows the 95% confidence interval around the median. The boxes show the middle 50% of the distribution. The
whiskers show the range, except that observations falling 1.5 times the interquartile range or more away from the top or bottom of
the box are considered outliers and are shown separately. CBT, Cognitive, behavioral, or cognitive/behavioral therapy (n = 1,045);
PCT, person-centered therapy (n = 1,709); PDT, psychodynamic/psychoanalytictherapy (n = 261); CBT+1, CBT combined with
one other therapy (n = 1,035); PCT+1, PCT combined with one other therapy (n = 1,033); PDT+1, PDT combined with one
other therapy (n = 530).
Reprinted from “Effectiveness of Cognitive-Behavioural, Person-Centred, and Psychodynamic Therapies in UK Primary Care
Routine Practice: Replicationwith a Larger Sample,” byW.B. Stiles, M. Barkham, J.Mellor-Clark,& J. Connell, 2008, Psychological
Medicine, 38, pp. 677–688. Cambridge, United Kingdom: Cambridge University Press.

is enough. As previously mentioned, Howard
et al. (1986) characterized the path of client
improvement as a negatively accelerating func-
tion of treatment length, which has usually
been interpreted as reflecting the diminishing
strength of each successive session. Successive
studies using data from naturalistic studies have
been carried out using measurement of client
dysfunction on a session-by-session basis and a
binomial classificationof dysfunction—recovered
or not recovered—at each session (e.g., Anderson
& Lambert, 2001; Hansen & Lambert, 2003;
Hansen, Lambert, & Forman, 2002; Harnett,
O’Donovan, & Lambert, 2010; Kadera, Lambert,
& Andrews, 1996). The results from these studies
suggest a range of 11 to 18 sessions as the number
of sessions needed to achieve clinically significant
change for half of the sample starting therapy.

The usual interpretation in psychotherapy
research has considered the aggregate curves as
representing an average of individual dose–effect
curves that are also negatively accelerated, mod-
eled as log-linear functions of session number.
There are, however, other possibilities. Barkham
et al. (1996) observed that session-by-session
plots of improvement in particular symptoms
for up to 16 sessions tended to look more or
less linear and noted that, in the dose–effect
studies by Howard et al. (1986), clients had
varying lengths of treatment, so that different
aggregations of clients were represented at each
successive point. To encompass these results,
Barkham and colleagues suggested that prob-
lems might be assumed to improve at a steady
(i.e., linear) rate across sessions until it reaches
a good enough level (GEL), at which point the
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client and therapist either redeploy therapeu-
tic efforts to other problems or discontinue
therapy.

Subsequent work has provided support for
the GEL model. Barkham et al. (2006) studied
clients (N = 1,868) seen for a variety of problems
in routine primary care mental health practices,
who attended 1 to 12 sessions, had planned
endings, and completed the CORE-OM at the
beginning and end of their treatment. The per-
centage of clients achieving reliable and clinically
significant improvement (RCSI) on the CORE-
OM did not increase with the number of sessions
attended. For clients who began treatment above
the CORE-OM clinical cutoff (n = 1,472), the
RCSI rate ranged from 88% for clients who
attended 1 session down to 62% for clients who
attended 12 sessions (r = −.91).

A replication study was carried out by Stiles
et al. (2008) who examine rates of improvement
in psychotherapy in United Kingdom primary
care settings as a function of the number of
sessions attended. Included in the study were
adult clients who returned valid assessments at
the beginning and the end of their treatment,
had planned endings, began treatment above
the clinical cutoff score, and were seen for 20
or fewer sessions (N = 9,703). Clients’ average
assessment scores improved substantially across
treatment, with a pre-post treatment effect size of
1.96 with 62.0% achieving reliable and clinically
significant improvement (RCSI). Clients’ mean
pre-post treatment change were broadly constant
regardless of treatment duration (in the range of
0 to 20 sessions) and the RCSI rate decreased
slightly with treatment duration, as fewer clients
fell below the cutoff at longer durations. The
results were consistent with therapists and clients
tending to make appropriately responsive deci-
sions about treatment duration (see also Chapter
8, this volume).

In a comparison between the competing
predictions of the dose-effect and good enough
level models, Baldwin, Berkeljon, Atkins, Olsen,
and Nielsen (2009) examined the relationship
between rate of change and total dose in 4,676
psychotherapy patients who received individual
psychotherapy. Patients attended 6.46 sessions
on average (SD = 4.14, range = 3–29, Mdn =
5). Results were most consistent with the GEL
model with rate of change being related to total
dose of treatment. That is, small doses were
related to relatively fast rates of change, whereas
large doses were related to slow rates of change.

In a further study, Reese, Toland, and Hopkins
(2011) sought to replicate the GEL model and
explore if session frequency moderates the influ-
ence that the number of sessions has on the rate of
change in psychotherapy. They used an archival
naturalistic data set with a U.S. university coun-
seling center sample (n = 1,207), with treatment
progress measured using the OQ-45. Results
were consistent with the GEL model (i.e., clients
who attended fewer sessions evidenced faster
rates of change). Findings also indicated that
the rate of change was influenced by session fre-
quency (i.e., clients who attended more sessions
on average per week demonstrated more rapid
improvement).

In light of the above findings, session fre-
quency needs to be considered at the level both
of practice but also in terms of definitions of
dose within research. Practice-based evidence
can be used to establish clinical decisions and,
consequently, policy about the needed length of
therapy—something that clinical trials have failed
to address because of the restriction of defining
a set dosage when, in fact, some individuals will
need more and some less than the fixed dose.

Summary
The studies reported in this section have set
out both the yield and potential of an approach
that goes part way to redressing the balance
with trials methodology as well as promoting a
strategy for ensuring better capture and use of
data from routine practice. Crucially, however,
it reprivileges the practitioner as both a focus
and an active agent in the research endeavor
by investigating their effects and effectiveness,
both as individual therapists and also as the
key resource defining any psychological service.
Collectively, findings from this approach indi-
cate therapist effects to account for between
approximately 5% and 8% of outcome variance,
with some therapists yielding considerably better
patient outcomes than other therapists. Where
evaluations of individual services have been car-
ried out and benchmarked against other studies,
findings suggest they are effective but invariably
not to the same extent as in trials. And compar-
isons between differing treatment approaches
have yielded broadly equivalent outcomes
while investigations into how much therapy is
enough suggests that fixed durations of treatment
may not be the best way of allocating valuable
resources.
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PRACTICE RESEARCH
NETWORKS
There is no doubt that practitioners are at the
center of, and substantially contribute to, the
investigations that are conducted within both
the patient-focused and practice-based research
approaches. Clinicians are directly involved in
data collection, and this data collection is aimed
at understanding or improving the practice of
psychotherapy, including their own, in natural-
istic environments. The level of engagement of
clinicians in research tends to be even greater in
the third approach of practice-oriented research:
practice research networks (PRNs). As stated by
Parry, Castonguay, Borkovec, and Wolfe (2010),
PRNs:

“[H]ave been alternately defined as a
group of practicing clinicians that co-
operates to collect data and conduct
research study” (Zarin, Pincus, West, &
McIntyre, 1997), and “large numbers of
practicing clinicians and clinical scien-
tists brought together in collaborative
research on clinically meaningful ques-
tions in the naturalistic setting for the
sake of external validity and employing
rigorous scientific methodology for the
sake of internal validity” (Borkovec,
2002, p. 313).

When based on a partnership of practitioners
and researchers, PRNs involve, optimally, collab-
oration on all aspects of investigation: from the
generation of ideas to the design, implementation,
and publication of studies. This collaboration
aims to foster a sense of equality, shared owner-
ship, and mutual respect between researchers and
clinicians, and promoting diversity of scholarship
(i.e., different ways of understanding and inves-
tigating complex phenomena). It also capitalizes
on the complementary expertise, knowledge,
and experiences of each stakeholder to provide
unique opportunities for two-way learning in
order to conduct studies that are both clini-
cally relevant and scientifically rigorous. Also
characteristic of PRNs is the consideration of
respective needs and resources of both clinicians
and researchers in designing protocols that bal-
ance issues of internal validity and feasibility,
which can sometimes compete and at other times
be synergistic. By having practitioners involved
in deciding what studies should be conducted

and how they should be implemented, PRNs
also provide practitioners with an active voice
in “setting the research agenda” (Zarin et al.,
1997) and a vehicle for shaping the empirical
evidence upon which practice could be based.
For more discussion on the defining features
of PRNs, as well as strengths, weaknesses, and
challenges associated with research conducted
within them, see Garland, Hurlburt, and Hawley
(2006), McMillen, Lenze, Hawley, and Osborne
(2009), Parry et al. (2010), and Zarin et al. (1997).

The first PRNs were created in the 1950s to
meet the needs of specific healthcare fields, such
as primary care in rural areas, and nursing (see
Bradley, Sexton, & Smith, 2005; McMillen et al.,
2009; Zarin et al., 1997). However, it was not
until four decades later that behavioral or psycho-
logical health PRNs began to emerge. Currently,
there are several PRN infrastructures that are
devoting at least part of their focus to research
related to psychotherapy. Although these infras-
tructures vary considerably, they can be clustered
into three categories identifying the main groups
of clinicians involved: PRNs based primarily on
professional organizations , specific disorders , and
common clinical settings . This section presents brief
descriptions of some of the PRNs within each of
these clusters as well as some examples (it is not a
comprehensive survey) of psychotherapy studies
conducted in each.

As the three approaches of practice-oriented
research presented in this chapter focus on the
utilization and delivery of care in naturalistic
settings, it will be no surprise that some of the
studies conducted in PRNs address topics also
investigated in patient-focused and/or practice-
based research. However, in part because the
ideas for studies in PRNs tend to rely more on a
diversity of voices, reflecting both clinicians’ and
researchers’ perspectives, investigations carried
out within PRNs cover a wider range of topics
than those conducted in the two approaches
described earlier.

Professional Organization PRNs
A number of PRNs have been created or spon-
sored by professional organizations representing
several fields of mental health, including psychi-
atry, psychology, social work, marriage and fam-
ily therapy, and art therapy. Although the studies
conducted within these PRNs cover a wide range
of interests, they do reflect an apparent desire for
research on actual practice that is shared by ther-
apists of different training backgrounds.
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The American Psychiatric Institute
for Research and Education
The American Psychiatric Institute for Research
and Education’s PRN (APIRE-PRN) was orig-
inally conceived as a nationwide network of
psychiatrists, collaborating on data collection and
conducting research on a variety of issues related
to clinical services delivery, health services, and
health policy (West & Zarin, 1995). It was estab-
lished in 1993 in response to the understanding
that more research relevant to practice was
needed in psychiatry. The psychotherapy studies
conducted within this PRN have been mostly
observational, short in duration, as well as simple
to implement and adaptable to different office
practices in order to avoid interfering with clin-
ical routines. While we cover some of the most
psychotherapy-relevant studies here, it should
be noted that recent studies associated with this
PRN have involved large-scale investigations that
are based on randomly selected psychiatrists from
the American Psychiatric Association Physician
Masterfile, rather than on the more limited (and
thus less representative) samples of psychiatrists
that participated in earlier investigations.

Drawing from a broad range of patients,
treatments, and treatment settings, the infras-
tructure of the PRN allows for multiple areas of
research. One such area is how patients’ charac-
teristics affect clinical care. For example, Herbeck
et al. (2004) explored variations in the use of
second-generation antipsychotic medications by
race and found that, even after controlling for
potential confounds, African Americans were
less likely to be prescribed second-generation
antipsychotic medications, considered to be the
treatment of choice by psychiatrists, compared to
Whites.

Another study, by Duffy et al. (2008),
assessed the feasibility and helpfulness in adding
a depression severity monitoring measure to 19
psychiatric practices. The results suggested that
the inclusion of the measure was both feasible
and helpful for treatment: 93% of psychiatrists
reported utilizing the instrument, and in 40% of
patient visits it led to treatment changes such as
dosage, medication change, or recommendation
for psychotherapy and medication.

Data collected through the APIRE-PRN
has also allowed researchers to conduct studies
on issues related to therapeutic processes. For
example, Herbeck et al. (2005) examined various
factors related to treatment noncompliance in
patients with substance use disorders. The results
suggested that several variables, such as presence

of a personality disorder, low Global Assessment
of Functioning (GAF; American Psychiatric
Association, 2000) scores, side effects from med-
ications, and seeing psychiatrists at a discounted
service fee, were associated with an increased
probability of treatment noncompliance.

Trends in psychiatric practice are another
major area investigated in this PRN. West, Wilk,
Rae, Narrow, and Regier (2003) compared the
fees that psychiatrists receive for providing a
psychotherapy session (with a medical evalua-
tion) with three medication management sessions
and found that psychotherapy sessions were
reimbursed $74.52 less than medication man-
agement sessions. Wilk, West, Rae, and Reiger
(2006) studied the patterns and predictors of psy-
chotherapy use in psychiatric patients and found
that two-thirds of patients received psychother-
apy as part of their treatment and more than half
of these were with their treating psychiatrist.

A study conducted by Zarin, Johnson, and
West (2005) addressed an issue related to clinical
relevance of traditional research: the compara-
bility of clients in RCTs and general practice.
They compared patients diagnosed with bipolar
and schizophrenia across several demographic,
clinical (such as principal diagnoses, comorbidity,
medical history), and treatment (medications and
dosages) variables. Overall, the results supported
the conclusion that the patients and treatments in
RCTs are not representative of clinical practice:
PRN patients were predominantly white, female,
and older, with more comorbid diagnoses com-
pared to RCT patients. Approximately 40% of
the patients with schizophrenia and 50% of the
bipolar patients in the PRN would not have met
inclusion criteria for an RCT.

The Pennsylvania Psychological
Association
Originally created by a full-time academician
(Thomas Borkovec) and a full-time clinician
(Stephen Ragusea), the Pennsylvania Psycho-
logical Association PRN (PPA-PRN) has been
devoted to the conduct of psychotherapy research
in outpatient clinics in Pennsylvania. In all inves-
tigations of this PRN, clinicians and researchers
have fully collaborated in the specification of the
goals, design, implementation, and dissemination
of the findings. Based on the coordinated work of
three committees (core assessment, study proto-
col, and ethics), the first study was conducted for
the sole purpose of evaluating the feasibility of a
research infrastructure in naturalistic outpatient
psychotherapy (Borkovec, Echmendia, Ragusea,
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& Ruiz, 2001). This led to the adoption of a
standardized outcome measure by more than 50
private practitioners, who used it as an assessment
tool in routine care. Although clearly stating
that their intention “was not to draw specific
conclusions from the results of the PRN study for
either theoretical or applied purposes” (p. 159),
members of the PRN reported a number of
findings that could (with additional studies aimed
at determining mechanisms of change, as well as
cause and effect relationships) lead to clarification
of how therapy works and how it canbe improved.
Specifically, in addition to indicating that signif-
icant improvement took place during treatment
across a number of outcome dimensions (e.g.,
symptoms, interpersonal problems, and life func-
tioning), the results suggest that some client and
therapist characteristics were associated with
improvement. For example, while clients’ initial
expectancy for a positive outcome was predictive
of greater change, interpersonal distress was
negatively related to improvement. Interestingly,
female clients showed more therapeutic change
than male clients regarding family relationships,
and clients of male therapists showed greater
changes in intimacy than clients of female thera-
pists. Moreover, while a higher number of clients
in a therapist’s caseload was predictive of worse
outcome, better outcome was associated with
the number of sessions received (Borkovec et al.,
2001; Ruiz et al., 2004). A number of lessons
for future PRN efforts were also derived from
this study, such as the need to provide incentives
to participants, as well as securing grants from
funding agencies and psychological associations.

A second investigation was developed and
carried out by 13 clinicians of varying theoretical
orientations who, for a period of 18 months,
invited all of their new clients (adults, adoles-
cents, and children) to participate, except when
psychotherapists judged such participation to be
clinically contra-indicated. The study, involving
a total of 146 clients, was a randomized clinical
trial aimed at examining two general questions.
First, clinicians wanted to know what clients and
therapists find the most helpful and hindering
during therapy. The second goal was to determine
whether the provision of such feedback at the
end of every session improves the effectiveness
of therapy. The study led to the collection and
coding of close to 1,500 events that were reported
as being helpful or detrimental during sessions.
Among the results obtained, the therapists’
efforts to foster clients’ awareness of their emo-
tions, thoughts, and behaviors were perceived as

particularly helpful by both clients and therapists.
Events leading to the strengthening of the alliance
were also reported by therapists as particularly
helpful. Furthermore, therapists identified as
particularly hindering some omissions that they
themselves committed (e.g., failure to provide
needed structure) during sessions (Castonguay,
Boswell, et al., 2010). The difficulty of collect-
ing outcome measures at the end of treatment,
however, prevented the researchers/clinicians
from answering the second question of the study.
After the completion of this study, participat-
ing therapists were interviewed regarding their
experience of designing and implementing the
research protocol within their private practice
(Castonguay, Nelson, et al., 2010). A qualitative
analysis of these interviews revealed a number of
benefits. The therapists reported, for example,
that receiving feedback from clients about helpful
and hindering events allowed them to adjust
their interventions toward clients’ needs, and that
writing down their thoughts after each session
provided clients with the opportunity to consol-
idate therapeutic material. They also reported
that their involvement in the study fostered new
learning, as well as a sense of community with
other professionals with shared goals. Therapists
also reported that clients perceived their research
participation as intrinsically meaningful in that it
provided them with an opportunity to contribute
to scientific knowledge. However, there were a
number of difficulties reported, such as having to
depart from their clinical routine, remembering
detailed procedures of the research protocol, and
finding time to complete and review question-
naires. At times, research tasks were perceived
as interfering with clients’ needs (e.g., when
an explanation of the study took away time to
establish rapport early in therapy).

A number of recommendations for future
PRN studies were also generated by the analyses
of the interviews, including the design of research
procedures that are as simple and clear as pos-
sible, direct and easily available consultation to
address problems of data collection, and strate-
gies aimed at increasing clients’ and therapists’
motivation (such as financial incentives for clients
to help reduce the problem of post-treatment
data collection mentioned above). Perhaps the
most important recommendation for future PRN
endeavors was the need to develop and conduct
studies in which the empirical and clinical goals
are confounded. That is, “studies for which it is
impossible to fully distinguish whether the nature
of the questions investigated, tasks implemented,
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or the data collected are empirical or clinical”
(Castonguay, Nelson, et al., 2010, p. 352).

Additional Professional
Organization PRNs
At least six other professional organizations have
sponsored PRNs: American Association for Mar-
riage and Family Therapy (AAMFT), American
Counseling Association (ACA), Association for
Cognitive Analytic Therapy, American Psycho-
logical Association (APA), Art Therapy Practice,
and the National Association of Social Work-
ers (NASW). At this point in time, the studies
that have been conducted in these PRNs have
been mostly surveys (often nationally represen-
tative), which primarily examine practitioner and
client characteristics, practice settings, as well
as treatment and services patterns (e.g., Bradley
et al., 2005; Huet, Springham, & Evans, 2008;
Northey, 2002; Simmons & Doherty, 1995;
Smith, Whitaker, & Weismiller, 2006). Some of
the findings of these surveys have revealed impor-
tant information. For instance, Smith, Whitaker,
and Weismiller (2006), from the NASW PRN,
reported thatmore than 25% of the clients treated
by social workers were diagnosed with a substance
use disorder, but fewer than half of the sample’s
social workers had received specific training in
treatment of substance abuse during the previous
12-month period. The authors interpreted these
findings as suggesting that social workers may
not be receiving adequate training in the types
of problems they need to treat. It should also
be mentioned that the ACA-PRN has begun to
examine outcomes of treatments provided by
counselors. Smith, Sexton, and Bradley (2005)
reported preliminary outcomes from a study
of 143 clients seen by 26 counselors in routine
practice. In this study, clients completed the OQ-
45 before and after treatment, and scores were
examined for differences. Though the authors
described this study as preliminary, and a com-
plete description of findings was not presented,
they did find significant overall improvement in
symptom distress after counseling for those clients
who were significantly distressed at the start of
treatment. This study is noteworthy since a sub-
stantial amount of work that organization-based
PRNs have conducted to date has been focused
on documenting practices in routine care, rather
than addressing outcomes. Studies like this one
suggest that these PRNs, given their wide reach,
may be able to provide meaningful information as

to rates of treatment success as well as potential
obstacles to therapeutic improvement.

Disorder-Specific PRNs
Several PRN initiatives have focused on specific
clinical problems, such as substance abuse, dis-
ruptive behavioral problems in children, child
maltreatment, eating disorders, and autism. Like
the PRN infrastructures described in the previous
sections, they have led to a variety of studies
in terms of topics and complexity. This variety
no doubt reflects variation in the longevity and
resources across these different PRNs. It also
represents the wide range of interests that drives
clinicians and researchers in their inquiries about
psychotherapy-related issues.

The National Drug Abuse Treatment
Clinical Trials Network
The National Drug Abuse Treatment Clinical
Trials Network (CTN) is a particularly well-
developed PRN infrastructure. Created by the
National Institute on Drug Abuse as a way “to
bring drug abuse researchers into the real world
of the treatment clinic while creating opportu-
nities that allow practitioners to participate in
treatment research” (Hanson, Leshner, & Tai,
2002, p. 69), the CTN has not only conducted
numerous studies on psychotherapy and behav-
ioral health interventions for drug abuse, but
has also developed a model infrastructure for
promoting high-quality experimental research in
a large, clinic-based network (Tai et al., 2010).
This PRN has produced 271 published journal
articles at the time of this writing (National Drug
Abuse Treatment Clinical Trials Network, 2011).

Explicit collaboration between researchers
and providers, including clinicians and directors
of treatment programs, is built into the infrastruc-
ture of this PRN. This is accomplished at both
regional and national levels. In the CTN, regional
“nodes” include university-based researchers and
clinic-based practitioners who meet, discuss,
plan, and conduct research projects within a
particular part of the country. Nodes often col-
laborate in CTN-funded studies that require
at least three nodes to participate, increasing
external validity. As described in Tai et al. (2010),
research projects that are conducted through
this infrastructure are approved and supported
nationally by NIDA, which provides input on
research design and oversees the study progress.
A centralized management corporation provides
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an overall structure to this PRN by coordinating
clinical research training, given by providers
and researchers, as well as managing data and
providing statistical expertise. The governance
of the CTN is assumed by a steering commit-
tee that comprises an equal representation of
providers and researchers with representation
from each node. Exchanges between researchers
and providers have also been promoted through
more than 20 special interest groups, in which
many research ideas are developed and issues in
need of research are advocated. It is noteworthy
that while much of the research conducted in the
CTN is largely indistinguishable from traditional
clinical research, whatmakes it a PRN is the active
participation of practice sites, their directors, and
their clinicians in the design and implementation
of each project. This demonstrates the potential
for PRNs to conduct highly rigorous studies that
emphasize both internal and external validity, as
well as the potential for clinicians to value, utilize,
and conduct such research.

As of 2011, 52 primary research studies have
been conducted or funded, including over 20
RCTs along with several surveys and process
studies (National Drug Abuse Treatment Clinical
Trials Network, 2011). Although many of the
studies conducted by this PRN have tested the
efficacy of pharmacologic interventions, sev-
eral have provided large-scale, field trial clinical
investigations of psychotherapeutic and behav-
ioral treatments. For instance, Robbins et al.
(2011) conducted a multisite RCT to evaluate
treatment-as-usual (TAU) and brief strategic
family therapy (BSFT) for adolescent substance
users. In the main outcome of this study (i.e.,
urinalysis, which only assesses the previous week
at posttreatment), the researchers found no sig-
nificant differences between treatment types.
However, they did find evidence of better reten-
tion, treatment engagement, and parent-reported
family functioning for the BSFT condition, as
well as a significant difference between groups in
self-reported drug use.

In another study, Carroll et al. (2006) trained
drug counselors inmotivational interviewing (MI)
techniques, and integrated these techniques into
a single session of intake and initial assessment
for drug abuse patients. This study showed that
the MI procedures increased retention rates for
the first month of treatment, an important factor
in drug counseling. Ball et al. (2007) also tested
a brief motivation enhancement therapy (MET)
against usual counseling and found significant

effects on retention. Both studies also suggested
that there was meaningful variability between
sites in the CTN as well as differences in the
types of substances being treated in terms of the
effectiveness of the motivational interventions.

Additionally, the CTN has produced a large
amount of research on the effectiveness of empir-
ically supported treatments when delivered to
particularly underserved populations, which are
not always well represented in large-scale RCTs
(Burlew et al., 2011). Studies have included a spe-
cific focus on, among others, African Americans
(e.g., Montgomery, Burlew, Kosinski, & Force-
himes, 2011), Spanish speakers (e.g., Carroll et al.,
2009), and American Indians (e.g., Forcehimes
et al., 2011).

The variety of methods and research top-
ics of studies conducted within the CTN is
expansive and clearly illustrates the potential
for high-quality research in naturalistic settings.
Studies in the CTN have focused on therapist
characteristics (e.g., Suarez-Moreles et al., 2010),
client pretreatment characteristics (e.g., Hart-
zler, Donovan, & Huang, 2010), dissemination
of efficacious treatments into the community
(e.g., Walker et al., 2010), brain imaging (e.g.,
Upadhyay et al., 2010), surveys (e.g., Pinto,
Yu, Spector, Gorroochurn, & McCarty, 2010),
and statistical and research methodology (e.g.,
Morgan-Lopez, Saavedra, Hien, & Fals-Stewart,
2010). Such breadth of research topics suggests
that there are many areas of research in which
clinicians are potentially interested.

It is important to note that in addition to this
research, work from the CTNhas also touched on
practitioners’ views of participating in research.
Knudsen, Ducharme, and Roman (2007) sur-
veyed practitioners in the CTN and found that
counselors’ perceptions of increased stress due to
research (e.g., larger workload, emotional stress)
were associated with intentions to discontinue
working at their clinic. In contrast, the percep-
tion that research was helpful to patients and the
clinic (e.g., increasing retention rates, increasing
sense of teamwork) was positively associated with
counselors’ intentions to stay. This has clear
implications for any research studies developed in
PRNs in the future.

Practice and Research: Advancing
Collaboration
A researcher-practitioner partnership (the Prac-
tice and Research: Advancing Collaboration
[PRAC]), focusing on the treatment of disruptive
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behavioral problems (DBP) in children, has been
developed by Garland and her colleagues at the
University of California at San Diego (Garland,
Hurlburt, & Hawley, 2006). The primary goal of
this partnership is to understand the therapeutic
processes and the associated clinical outcomes
in the treatment of DBP, in a naturalistic set-
ting. As described in Garland et al., clinicians
representing six clinical sites collaborated with
researchers in the planning (e.g., selection and
adaption of measures, refinement of the method-
ological design, increase of feasibility and clinical
relevance), implementation (e.g., recruitment of
participants, problem solving), and interpretation
of a large study. This study, involving more than
80 therapists of various professional backgrounds
and more than 200 children, examined how
principles of change underlying evidence-based
practice (EBP) for DBP were consistent with
common practices for this problem in usual care.
Based on observational coding of psychotherapy
sessions with children and their family con-
ducted in community outpatient clinics, the
specific aims were to describe the therapeutic
process in terms of treatment strategy and rela-
tionship variables, and examine the relationship
between practice elements (evidence-based and
practitioner-based) and outcome. The study also
aimed to investigate pre-treatment characteris-
tics of clients and therapists. Recently published
results (Brookman-Frazee, Haine, Baker-Ericzen,
Zoffness, & Garland, 2010) indicate that, even
though EBP elements were used in almost all
the 1,215 sessions that were coded, the overall
intensity (i.e., how extensively the treatment
element was delivered) of these elements was low
for both caregivers and children. The implication
was that the use of EBP elements was brief.
Brookman-Frazee et al. (2010) also reported that
the child’s age (older) and therapists identifying
themselves as cognitive behavioral or behavioral
in orientation were significantly associated with
higher EBP use.

Similar to the procedures carried out in the
PPA-PRN, a qualitative analysis was conducted
to learn how the clinicians and researchers viewed
their collaboration at the beginning and during
the PRAC project, as well as their recommenda-
tions for future collaborative projects (Garland,
Plemmons, & Koontz, 2006). Both challenges
(such as tensions related to group dynamics, con-
ceptual issues, and communication) and positive
experiences (perceived trust in others, increase in
knowledge, and changes in their views of research

and practice) were reported. In particular, an
emphasis on clinical concerns and observations
in the formulation and development of research
questions was highlighted as a characteristic of an
ideal collaboration.

The Healthy Families America
Research Practice Network
The Healthy Families America Research Practice
Network (HFA RPN) is aimed at the prevention
of child maltreatment. To this end, it has grouped
academic researchers with community-based
evaluators. As of 2007, HFA RPN comprised,
as part of its researchers and practitioners coun-
cil, 25 researchers and 15 clinicians (Galano &
Schellenbach, 2007). Although this infrastructure
is focused on prevention, it shares many of the
same goals as the PRNs focused on treatment
and psychotherapy based interventions (e.g.,
facilitate communication between researchers
and clinicians, integration of research based
practices in naturalistic settings, identification of
most clinically relevant questions, and strategies
to investigate them). It has emerged, in part,
because of similar perceived limitations of tradi-
tional research in social sciences. As in a few of
the PRN infrastructures described above, it has
led to a common standardized database, as well
as the conduct of a large study involving 100 sites
across nine states and aimed, in part, at imple-
menting evidence-based intervention strategies.
Interestingly, the building of infrastructure and
conduct of research within community inter-
ventions involves issues that are not typically
addressed in psychotherapy, but that might be
worth considering in our attempt to improve
mental health care, such as the involvement of
policy makers and human services agencies.

Additional Disorder-Specific PRNs
Some researchers have also employed a practice
research network approach as a way to recruit
practicing clinicians to conduct studies on specific
disorders. For example, Westen, Shedler, Dur-
rett, Glass, andMartens (2003) used this approach
in order to randomly select and contact clinicians
who were members of either the American Psy-
chological Association or American Psychiatric
Association, and asked them to provide data
on their patients for a national study looking
at psychopathology in adolescents. Thompson-
Brenner, Boisseau, and Satir (2010) used a similar
approach and sample of clinicians when con-
ducting a study looking at eating disorders in
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adolescents. Other researchers have established
collaborations with community providers to pro-
mote cooperative and symbiotic efforts in the
dissemination of evidence-based practices and
decrease the research-practice gap. Stahmer and
colleagues (Brookman-Frazee, Stahmer, Searcy,
Feder, & Reed, 2012; Stahmer, Brookman-
Frazee, Lee, Searcy, & Reed, 2011), for example,
developed the BRIDGE (Bond-Regulate-
Interact-Develop-Guide-Engage) Collaborative,
a group comprised of researchers, providers, par-
ents, and funding agencies, aimed at implement-
ing interventions in community early intervention
settings for infants and toddlers who are at risk
of autism spectrum disorders (ASD). Similarly,
researchers and community stakeholders collab-
orated to develop a mental health intervention
protocol and corresponding therapist training
model for school-age children with ASD treated
in community mental health settings. Results of
a pilot study indicated that community mental
health therapists can be trained in a short period
of time to implement (with fidelity and promising
effectiveness) interventions drawn from evidence-
based practice for this clinical population
(Brookman-Frazee, Drahota, & Stadnick, 2011).

PRNs Based on Common Settings
Another type of PRN is aimed at conducting
studies that may address various clinical problems
and may involve therapists of different training
backgrounds. In contrast with those described
earlier, these PRNs have been developed to bet-
ter understand and improve practice in specific
clinical settings. Two examples of such PRNs
are presented next. One examines services pro-
vided in college counseling centers, and the other
operates in a psychotherapy training clinic.

The Center for Collegiate
Mental Health
The Center for Collegiate Mental Health
(CCMH) is an infrastructure that has been cre-
ated to foster mutually beneficial bridges between
a large number of collaborators (mental health
treatment providers, psychological and informa-
tion science researchers, industry leaders, anduni-
versity administrators), all of whom are invested
in the collection of data to enhance the mental
health services provided to college students (Cas-
tonguay, Locke, & Hayes, 2011; Hayes, Locke, &
Castonguay, 2011; Locke, Bieschke, Castonguay,
& Hayes, 2012). This infrastructure now includes

more than 150 college counseling centers across
the United States. These centers are using the
same instruments in routine practice, allowing
for a collection and “real-time” processing of a
massive flow of standardized (and Institutional
Review Board-approved) data. The first instru-
ment, the Standardized Data Set (SDS) covers
a range of basic issues such as client/counselor
demographics, mental health history, and living
situation. The second measure (the Counseling
Center Assessment of Psychological Symptoms
[CCAPS]; Locke et al., 2011; McAleavey et al.,
2012) is a multidimensional assessment of clients’
difficulties and treatment outcome. A short ver-
sion of the CCAPS has now been validated to
allow for the purposes of repeated assessments
(Locke, McAleavey, et al., 2012). While routine
data collection is primarily administrated at the
center level (each counseling center has auton-
omy to set their own schedule of administrations),
research studies and access to data of the national
sample is centralized at CCMH.

A pilot study of more than 19,000 clients seen
at counseling centers in the fall semester of 2008
led to the examination of the clinical difficulties
and use of counseling services by college students
of ethnic and/or sexual minorities. One of the
questions investigated, for example, was whether
students who represent a double minority status,
racial/ethnic and sexual, experience more intense
and/or specific types of clinical problems as com-
pared to students who are members of only one
minority group (Hayes, Chun-Kennedy, Edens,
& Locke, 2011). Another question examined was
whether eating disorder and body image prob-
lems, both predominant foci of psychological
services provided in counseling centers, should be
viewed as a problem predominantly experienced
by white women or if college students from a
variety of backgrounds express similar concerns
(Nelson, Castonguay, & Locke, 2011). Two
other investigations found that different groups
of sexual orientation minorities (e.g., gay, lesbian,
and bisexual clients) and gender minorities (e.g.,
transgender clients) experience different types
of psychological difficulties, some of them being
extremely severe (Effrig, Bieschke, & Locke,
2011; McAleavey, Castonguay, & Locke, 2011).

A second wave of studies has begun to
address issues related to therapeutic change.
For example, Boswell, McAleavey, Castonguay,
Hayes, and Locke (2012) have investigated how
the particular client pre-treatment characteristic
of prior treatment history affects outcomes in
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routine treatment. Despite their expectations, the
authors found that clients who had previously
been in counseling, but not previously taken
psychiatric medications or been hospitalized
for mental illness, were slower to respond to a
course of counseling and evidenced less overall
improvement than other clients. Lockard, Hayes,
McAleavey, and Locke (2012) have also reported
on a counseling outcome study stemming from
the CCMH PRN infrastructure. In this study
the authors used data from clients at two clinics
on one university campus and compared them
to a group of nonclinical peers from the same
university. These authors report that the mean
level of academic distress among those students
in counseling decreased significantly over 6 weeks
of counseling, while it remained stable in the
nonclinical group. This finding provides support
for the effect of counseling and also demonstrates
the value of collaboration between counselors at
different clinics.

Also within the context of the CCMH
infrastructure, a qualitative study was recently
conducted on the experience of both doctoral
students and their clients in using the CCAPS
on a repeated basis (Martin, Hess, Ain, Nelson,
& Locke, 2012). As in the PPA-PRN and the
PRAC studies mentioned above, obstacles, such
as limited time available to devote to collecting
data, were reported, but so were benefits. For
example, 62% of clients reported that completing
the CCAPS helped them think differently about
their problems. Similarly, 64% of the therapists
reported using the outcome scores to modify
the case formulation of their clients’ difficul-
ties. In addition, the therapists, all of whom
were trainees, reported discussing their clients’
CCAPS scores during supervision. This study
provides an example of how the collection and use
of data in naturalistic settings can simultaneously
serve research, clinical, and training purposes
(Castonguay, 2011).

The Pennsylvania State University
Training Clinic PRN
With the goal of fostering a seamless integration
of research, practice, and psychotherapy training,
the Department of Psychology at Penn State
University has transformed its training clinic into
a PRN. This has been achieved by incorporating
four major components into its training program
(see Castonguay et al., 2004; Parry et al., 2010):
a core outcome battery, the Treatment Outcome
Package (TOP; Kraus et al., 2005); standardized

diagnostic assessment procedures; a selection
committee for the evaluation of research propos-
als (including representatives from the faculty,
clinical staff, students, and practitioners from the
community); and an innovative agreement with
the office of research protection to efficiently
streamline the Institutional Review Board (IRB)
review process. This infrastructure has enabled
several students to find themselves in a situation
in which they are seeing clients, meeting their
clinical hour requirements, and collecting their
masters and/or dissertation data. Studies by stu-
dents, postdoctoral fellows, and faculty members
are conducted in this infrastructure only if they
are judged to be clinically relevant, to reflect the
clinic’s mission of promulgating and integrating
rigorous (and pluralistic) research within clinical
services and training, and judged to be minimally
invasive to the functioning of the clinic. At this
point in time, more than 10 studies have been
launched; a few of them are briefly described next.

Boswell, Castonguay, and Wasserman (2010)
reported on a study of training, psychotherapeutic
intervention use, and perceived session quality in
this PRN. The authors had PRN therapists com-
plete measures of training variables and then had
clients and therapists complete measures of psy-
chotherapy techniques use and session outcome
after each session of psychotherapy. This process
study tracked 19 therapists with 42 clients across
an average of 10 sessions per client using quanti-
tative self-report methods.

Interestingly, the authors found that several
training-relevant variables (e.g., self-identified
psychotherapeutic orientation, years in training,
degree status, practicum orientation) were not
related to the kinds of psychotherapy techniques
reported in sessions. This was surprising, and
suggests that the types of techniques used in ther-
apy may not be a simple function of training. In
addition, these authors found a complex relation-
ship between technique use and session quality as
rated by clients, suggesting that, overall, clients
reported the most benefit from sessions involving
greater frequency of techniques associated with
interpersonal therapy and behaviors considered
to be “common factors” across therapy orien-
tations. In addition, an interesting result was
found for clients who received especially frequent
common factors (compared to other clients of the
same therapist) from therapists who reported a
particularly high frequency of common factors
behaviors (compared to other therapists). These
clients indeed reported diminished session quality
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when their therapists used more CBT techniques
than usual. This suggests an important lesson for
trainees and experienced therapists: The imple-
mentation of CBT interventions should proceed
with careful consideration of the current context
of treatment, especially when therapy with a
client has relied heavily on common factors (the
basic helping skills and therapeutic environment),
because the client is likely to experience these as
less helpful when compared with other clients.

In another study, Nordberg, Castonguay,
Fisher, Boswell, & Kraus (2008) examined out-
comes of treatment in this PRN. Using the
TOP, these authors sought to replicate and
extend earlier work carried out in naturalistic
settings of psychotherapy (see Stulz et al., 2007).
Specifically, using growth mixture modeling of
outcome data in treatment, this study found sup-
port for the identification of three latent classes
of clients with depressive symptoms: low-distress
slow responders, high-distress slow responders,
and high-distress fast responders. This study
used archival information derived through the
PRN’s unique data generation process to identify
depression chronicity as a potential discriminator
between the two high-distress groups.

Summary
Reflecting clinicians’ wide arrays of interests,
a very broad range of topics has been investi-
gated in psychotherapy PRN studies, such as the
clinical problems and utilization of services by
ethnic and/or sexual minorities, and the impact
of clients’ characteristics on prescribed care,
treatment compliance and outcome. Different
procedures related to clinical care have also been
examined, including the feasibility and impact of
assessment measures on routine practice, types of
treatments and interventions used by therapists,
the link between therapists’ interventions and the
impact of the session on clients, as well as helpful
and hindering events in sessions. Several studies
have also investigated the outcome of therapy
from a variety of angles, such as the examina-
tion of patterns of change in a training clinic,
effectiveness of treatment-as-usual in clinical
practice, as well as the effectiveness (via random-
ized trials conducted in naturalistic settings) of
specific interventions and empirically supported
treatments for underserved populations. These
issues represent a large array of questions that
are pertinent to the practice and effectiveness
of psychotherapy. While some of these issues

are consistent with the interests of academic
researchers and/or the priorities of funding agen-
cies, others more directly reflect the concerns
and questions of those practitioners working
within the demands and pressures of everyday
routine practice. Such convergence and diversity
are no doubt indicative of the complexity of psy-
chotherapy, as well as showing the likely benefit
of recognizing the merits of different research
strategies, and the relevance of their findings,
to further understand and improve therapeutic
practice.

OTHER INITIATIVES TO CLOSE
THE SCIENCE-PRACTICE GAP
There have been numerous and diverse attempts
to bridge the science-practice gap in addition to
the three approaches discussed earlier (practice-
based evidence, patient-focused research, and
practice research networks). Here we briefly
present a few major trends in this work.

A number of authors have identified ways to
facilitate practicing psychotherapists conducting
research in the context of their own practice,
(e.g., Goldfried, 1984; Kazdin, Kratochwill, &
VandenBos, 1986). The clinical case study is
perhaps the original model for clinicians inter-
ested in contributing to empirical knowledge.
In recent years, there has been an increasing
call for such in-depth analyses of single cases
as an essential form of knowledge (e.g., Barlow
& Nock, 2009; Borckardt et al., 2008; Dattilio,
Edwards, & Fishman, 2010; Iwakabe & Gazzola,
2009; Kazdin, 2008, 2010). This call has also
come as the available methods of case study anal-
ysis have expanded to include numerous diverse
approaches to maximize empirical and theoret-
ical knowledge derived from single cases. Stiles
(2007, 2010) has proposed that a unique benefit
of case study research is that it can identify ways
in which existing theories are inadequate and
need to be developed. Stiles proposed methods
by which psychotherapists can implement a case
study with the explicit goal of building new and
modified theories that could later be tested with
other methods (2007), as well as ways in which
these case studies can constitute practice-based
evidence (2010). Elliott and colleagues (Elliott,
2002; Elliott et al., 2009) described a hermeneutic
single-case efficacy design, which was developed
explicitly to test whether psychotherapy has been
an active and meaningful contributor to client
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improvement. This method relies on quantitative
as well as qualitative assessment strategies to
make this interpretive decision. Numerous mod-
els like these have been developed specifically to
enable case-based research in applied settings of
psychotherapy (e.g., Beeson & Robey, 2006; Bor-
ckardt et al., 2008; Galassi & Gersh, 1993; Hayes,
1981; Mayott-Blum et al., 2011). However, it is
likely the case that countless clinical theories have
not been adequately documented using such case
study research methods, and many of the clinical
lessons that could be learned from such case stud-
ies are not rapidly or systematically integrated
into researchers’ studies. This is perhaps a par-
ticular instance of the colander effect mentioned
earlier: numerous pieces of knowledge slipping
through the grates.

Aside from case studies, there has also been
considerable encouragement offered to prac-
ticing clinicians in conducting research within
their everyday clinical work (e.g., Goldfried,
1984). Clinicians/researchers such as Jacque-
line Persons (e.g., Persons et al., 1988; Persons,
Roberts, Zalecki, & Brechwald, 2006) and David
Burns (e.g., Burns & Nolen-Hoeksema, 1991,
1992) have provided the field with exemplary
models of how process and outcome data can
be collected in private practice in order to shed
light on therapeutic change. Research in applied
settings has also included large-scale quantitative
evaluations of treatment programs (e.g., Hardy,
Weatherford, Locke, DePalma, & D’luso, 2011;
Steinfeld, Coffman, & Keyes, 2009). In addition,
there have been calls for the application of con-
trolled qualitative research methods, primarily
through detailed analysis of cases and aggregating
this information within a practice, to improve
conceptualization of clients’ presenting problems
and strengthen effectiveness of future services
(e.g., Silverstein, Auerbach, & Levant, 2006).
Moreover, researchers have described tools to
aid clinicians conducting research, including
quantitative methods for analyzing and bet-
ter understanding naturalistic psychotherapy
data (e.g., Crosbie, 1993; Jones, 2003; Speer &
Greenbaum, 1995).

There has been a developing trend toward
increasing the clinical relevance of research,
based on the belief that much research, espe-
cially internally valid RCTs, may not suffice to
inform the clinical situation (e.g., Persons &
Silberschatz, 1998). For instance, journals have
been launched that are dedicated to promoting
clinicians’ participation in and/or consumption

of research. These have included the Journal of
Clinical Psychology : In Session and Pragmatic Case
Studies in Psychotherapy , to name just two. Other
journals, such as Psychotherapy , have recently put
out specific calls for papers meeting the criteria
for a “practice review,” a literature review with
clinical implications and discussion (e.g., Davis
& Hayes, 2011) and “empirically based case
studies,” which incorporate clinical material with
predefined quantitative process and outcome
data.

Additional methods for increasing the clin-
ical relevance of research have included other
initiatives to seek out clinicians’ feedback on
existing research and to direct future research.
For instance, Goldfried (2011) described a feed-
back mechanism for clinicians to provide input
on the problems and difficulties encountered
when attempting to implement ESTs in their
practice. Experienced clinicians have also been
invited to provide their perspective about the
current state of research in psychotherapy. That
is, how findings confirm what they already knew,
are inconsistent with what they believed or have
observed, and provide them with new information
or perspectives about therapy. In addition, their
views have been sought about dimensions, issues,
or questions that have not been covered in the
empirical literature but would be important to
investigate (e.g., Castonguay, Adam-Term, et al.,
2010). Similarly, as described earlier, Martin et al.
(in press) and Garland et al. (2006), as well as
Castonguay et al. (2011), have provided quali-
tative analyses of psychotherapists’ experiences
participating in research projects.

There has been an additional trend in the
literature towards exploring ways to optimally
train graduate students for careers that balance
research and practice. For instance, Stricker and
Trierweiler (1995) suggested that if clinicians
adopted the role of a “local clinical scientist,”
they could incorporate empirical findings from
research while developing local expertise relating
to their own clients through repeated and system-
atic clinicalwork. Goldfried (1984) suggested that
training programs should in fact explicitly aim to
encourage their students to engage in research
once out of training, in order to close the divide
between research and practice.

Recently, the Association for Psychologi-
cal Science has sponsored an effort to further
encourage graduate programs to emphasize
research in training. As described by Baker,
McFall, and Shoham (2009), the Psychological
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Clinical Science Accreditation System is designed
to accredit only those programs that train grad-
uates who “can generate and apply psychological
clinical science effectively” (p. 88). This system
may have significant effects on the way that
many clinical psychologists approach research
and practice. There have been other endeav-
ors at closing the science-practice gap through
training, including a current initiative of the
American Psychological Association’s Division
12 (Society for Clinical Psychology) to make
recommendations to training programs about
how to implement evidence-based practice (Beck
et al., 2012). Among the sources of knowledge
that have been considered for such recommen-
dations are the efforts in health fields, such as
medicine, in order to foster the translation and
implementation of research evidence into clinical
practice (see Gray, 2004; Guyatt & Rennie, 2002;
Straus, Glasziou, Richardson, & Haynes, 2011).
Regardless of how the gap between research
and practice is addressed, it is highly likely that
training will be a key component.

CONCLUSION: CONVERGENCE
AND FUTURE DIRECTIONS
There are a number of convergences between
the three main research approaches, as well as
with the other avenues noted above, that have
attempted to integrate science and practice. Cru-
cially, these studies are conducted in naturalistic
settings rather than highly controlled research
environments. As such, a priority is placed on
external validity. In addition, with the exception of
some descriptive and survey studies, the research
conducted within each approach of the paradigm
of practice-oriented research is based on the
adoption and implementation of a standardized
measurement system as part of routine practice
(e.g., CCAPS, CORE, OQ, TOP). Furthermore,
while the degree to which clinicians are involved
in the design of the studies varies within and
across the various approaches, four unifying goals
of the paradigm of practice-oriented research can
be identified. First, to provide practitioners with
the opportunity to be active participants in scien-
tific endeavors and have ownership of the data
collected. This goal represents a fundamental
shift away from traditional efficacy research. Sec-
ond, to use data as it is being collected to inform
their interventions during therapy, thereby
seamlessly integrating or confounding science and
practice . Third, to rely on this data, collected

individually or aggregated from groups of clin-
icians, to examine questions that they perceive as
relevant to their practice . Hence, a key driver is the
desire for local knowledge such that the results
have a direct bearing and relevance on everyday
practice. And fourth, to allow practitioners to
contribute to the accumulation of rigorous knowledge
aimed at better describing, understanding, and
ultimately improving psychotherapy. This goal
is consistent with the aims of more traditional
psychotherapy research guided and conducted
by full-time researchers and demonstrates the
complementarity of evidence-based practice and
practice-oriented research.

Interestingly, although a wide range of
research topics has been investigated, a number
of themes have emerged as the foci of studies in
two, or all three, approaches of practice-oriented
research described in this chapter. Among these
themes are the following: therapist effects, dose-
effect relationship, differential trajectories of
change, description of routine practice and its
effectiveness, as well as the investigation and com-
parison of therapeutic approaches. Moreover, a
variety of research methodologies have been
used, more or less extensively, in different types
of practice-oriented research, including descrip-
tive, correlational, and experimental designs. In
addition, the application of multilevel model-
ing to large data sets has become an increasing
hallmark of practice-oriented research.

It should be mentioned that with the conduct
of practice-oriented research there frequently
comes a number of methodological and pragmatic
challenges. For example, there are considerable
hurdles to implementing the routine monitoring
of individual treatment progress that is at the
core of many patient-focused and practice-based
studies. These include administrative costs, the
need to bring clinicians and administrative staff
on board, the need for sufficient expertise to
produce timely decision algorithms and reports,
and training in how to interpret and evaluate
the information provided. Ongoing consultation
with researchers and among clinicians, help from
research assistants in collecting and managing
data, as well as a considerable amount of time
devoted to the design and learning of research
protocols are among the strategies that have
been emphasized to prevent or resolve obstacles
encountered in PRN studies. Like most mean-
ingful professional tasks, the conduct of research
for and by clinicians requires additional work
and is facilitated by resources and funding that
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are not always available in routine treatment
settings.

As with any type of research, including
RCTs, a number of limitations have been identi-
fied with studies conducted within the paradigm
of practice-oriented research (see McMillen et al.,
2009; Parry et al., 2010; Stiles et al., 2008a; Zarin
et al., 1997). Some of these, especially with regard
to internal validity, are not likely to be addressed
in future investigations. For example, it is neither
possible nor advisable for clinicians to have every
prospective new client assigned to repeated and
blind assessments before and after treatment,
so that reliable judgment of the diagnoses of
research participants can be ascertained. How-
ever, improvements could be made to address
current limitations. For example, practice-based
research can be criticized for the lack of assess-
ment of therapists’ treatment adherence and
competence, thereby precluding confident state-
ments about what interventions therapists used
and how well they implemented them in studies
investigating or comparing different forms of
therapy. Although no doubt costly in terms of
time and expertise, checklists or observer assess-
ment of therapists’ delivery of therapy should
be considered in future studies, perhaps building
on the therapist and client reports of techniques
conducted session-by-session that have been col-
lected in some PRN studies (e.g., Boswell et al.,
2010). Crucially, however, such procedures need
to be integrated into routine practice, thereby
delivering on the confounding of research and
practice activities.

Practice-oriented research has offered contri-
butions to the field that are beneficial to therapists
and their clients and should be recognized both
by psychotherapy scholars, irrespective of their
methodological preferences, and by policy mak-
ers. At a clinical level, for instance, repeated
assessment and immediate feedback of a patient’s
mental health functioning during the course
of therapy can alert therapists to patient non-
response or negative response, support decisions
on treatment planning and strategies (e.g., when
and how to repair alliance ruptures), and help
determine when treatment has been sufficient.
These tools can be used by practitioners of all
theoretical orientations and levels of experi-
ence when making complex and individualized
decisions in their day-to-day practice.

At a scientific and policy-making level, the
studies reported in this chapter set out both the
yield and potential of an overarching paradigm

that goes part way to redressing the balance with
trials methodology as well as promoting a strategy
for ensuring better capture and use of data from
routine practice; that is, addressing the colan-
der effect (Kazdin, 2008). As demonstrated in
studies described in the patient-focused section,
for example, the quality of patient care has been
improved for those patients who have been
deemed to be off-track as a result of a program of
trials carried out in routine settings and extended
to routine settings as one component of good
practice (see Lambert, 2010). As also illustrated
in the practice-based section, the combination
of multilevel modeling to reflect the hierarchical
structure of the data (i.e., patients nested within
practitioners, who are nested within services, see
Adelson & Owen, 2012), together with very large
data sets and intelligent data capture methods has
reprivileged practitioners and services in gener-
ating robust evidence of their effectiveness. In
addition, these data can be used to address service
delivery issues not amenable to trials methodol-
ogy. For example, therapist effects may be related
to practitioners’ abilities to retain a patient in
treatment rather than dropping out, which may
in turn be more crucial than differences between
treatment orientations for those patients remain-
ing in treatment. Similarly, dosage in trials is
fixed whereas the weight of evidence from studies
based in routine practice settings suggests that
some patients require fewer sessions while others
require more and that patients themselves may be
the best arbiter of the question “how much ther-
apy is enough.” Also based onmultilevel modeling
methods, studies reported in the practice-research
network section suggest that while some types
of events can be perceived as particularly help-
ful (even when accounting for variability across
sessions, patients, and therapists), some specific
types of interventions (e.g., CBT techniques) can
be associated with negative impact when used by
particular therapists with particular clients.

Taken as a whole, these examples indicate
that studies conducted using the three research
approaches described in this chapter are increas-
ingly able to capture and analyze data that reflect
the complex structure and processes involved
in delivering psychological therapies in the real
world. This evidence base from routine practice
needs to be considered in conjunction with RCT
evidence by bodies informing national policies
to realize the full potential from the chiasmus
of evidence-based practice and practice-oriented
evidence.
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More issues remain to be investigated and

further scientific, as well as clinical, advances are
likely to be achieved with increased utilization
of a diversity of research methods. Among the
numerous recommendations that can be made for
future research, a few appear particularly worthy
of attention. First, practice-oriented collaborators
might be encouraged to pursue studies exploring
the interaction of participant (i.e., client and ther-
apist) characteristics, relationship variables (e.g.,
alliance), and technical factors (common to several
forms of psychotherapy or unique to particular
approaches). Examining the moderating and
mediating roles that some of these elements may
have on treatment outcome could well capture
intricate details of the change process in applied
settings. Second, and complementing these com-
plex quantitative analyses, we would also suggest
that particular emphasis be given to extensive
qualitative analyses of significant episodes during
therapy. Third, large practice-oriented infras-
tructures have been described as optimal contexts
to implement sophisticated experimental meth-
ods (e.g., additive, dismantling, and parametric
designs) to simultaneously test the effectiveness
of new approaches of psychotherapy and examine
cause-effect relationships between interventions
and outcome (see Borkovec & Castonguay,
1998), thereby offering another avenue for the
seamless integration of clinical and scientific
pursuits.

The same recommendations for future
investigations can, and have been, made toward
research conducted outside of the approaches
described in this chapter (see Castonguay& Beut-
ler, 2005b). Such convergence should be viewed
as a warning sign of a possible false dichotomy
between traditional (i.e., evidence-based) and
practice-oriented research paradigms. Not only
do these lines of research share important goals
including, as mentioned above, the quest to better
understand and improve psychotherapy, but they
can also focus on similar issues and use identical
research methods, including randomized clinical
trials. This is exemplified in the trials designs
used in the research on feedback (e.g., Harmon
et al., 2007). There are, obviously, important
distinctions between these two strategies in
how studies are designed and conducted. For
example, the starting point of traditional effec-
tiveness studies—a relatively practice-oriented
type of traditional trials-based research—is a
manualized and well-controlled treatment that is
then imported into the naturalistic environment.

By contrast, in most studies conducted within
practice-oriented research, the starting point is
ongoing psychotherapy that is then studied and
sometimes manipulated, via randomized trials, to
gradually improve its potency. However, perhaps
the most important distinction is the guiding force
of the investigations conducted. Whereas most
traditional investigations are guided, and often
funded, by the research programs of academi-
cians, studies in practice-oriented infrastructure
are based on the active participation of clinicians
in collaborative research endeavors. This means
that the recommendations for future research
mentioned above should be viewed as tentative
suggestions. Presenting them as priorities or
imperatives would amount to empirical imperi-
alism: researchers telling clinicians what to study
and how to study it.

In terms of future directions, the most impor-
tant issue in relation to practice-oriented research
is not what studies need to be conducted, but
what can be done to facilitate the collaboration of
researchers and clinicians in designing and con-
ducting studies in which they wish to invest their
time and energy. On this, we can only provide
a glimpse of ideals that could be pursued. On a
pragmatic level, it would be beneficial to foster
the following initiatives. First, embed practice-
oriented research during training. This could be
facilitated by implementing repeated measure-
ments and the use of feedback within clinical
training and supervision, as well as by providing
opportunities for students to do research that is
not only clinically relevant but that interfaces with
their clinical experiences. As noted elsewhere,
it could be argued “that simultaneous, seamless,
and repeated integration of science and practice
activities as early as possible in a psychotherapist’s
career might create an intellectual and emotional
(hopefully secure) attachment to principles and
merits of the Boulder model” (Castonguay, 2011,
p. 135). Second, “ask and tell” by surveying clin-
icians about what they want to know and what
kind of study they would like to build and imple-
ment with others, and then publish the results
of these studies to inform and stimulate the field
into action. Third, work locally but collaborate
globally. This could be done, for example, by
creating large networks that connect smaller
groups of clinicians and researchers collecting
data on the same variables at different sites (see
Borkovec, 2002; Castonguay, 2011). Fourth, use
data that is already available—that is, archived or
secondary data sets. Many studies can be carried
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out by taking advantage of archival data open to
researchers (e.g., NIDA, CCMH).

Finally, we would argue that the engagement
of practice-oriented collaborators could be most
fruitfully carried forward by the adoption of three
guiding principles. First, cover the colander that
leaks clinically based knowledge. Tomaximize the
ability of practice-oriented research to generate
new and actionable findings, let alone to foster its
collaborative spirit, it would be most beneficial to
conduct studies that address clinicians’ questions
and that are designed, in part, on their knowledge
and observations. Second, as far as possible, avoid
constructing studies requiring tasks that are not
immediately relevant to the conduct of therapy.
In other words, we need to think beyond the
“bridge” between science and practice. Indeed,
rather than trying to connect science and practice,
as if they stand on different river banks, we should
strive to confound the two activities to create a
new, unified landscape of knowledge and action.
And third, make the research for and by clinicians
count. There is a robust argument to be made
to funders and policy makers to ensure that the
evidence derived from practice-oriented research
contributes in equal measure to the development
of national, local, and professional guidelines.
Methodologists within the wider discipline of
public health have argued that “if the health pro-
fessions and their sponsors want more widespread
and consistent evidence-based practice, they will
need to find ways to generate more practice-
based evidence that explicitly addresses external
validity and local realities” (Green & Glasgow,
2006, p. 128). We would also argue that this is
a two-way street. Although it is clear that our
understanding and conduct of psychotherapy can
be improved by the scientific contributions of
practice-oriented research, clinicians are more
likely to engage in designing, implementing, and
disseminating studies if there is clear evidence
that the merit and impact of these studies will be
fairly considered and duly recognized by scholars,
researchers, and policy makers.
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