‘ Learning from CORE Measurement:
Sy Reflections on Two Decades of Data

John Mellor-Clark
Managing Director, CORE IMS
Visiting Professor, Centre for Community Mental Health, Birmingham City University

Lo

Ims

Putting quality at the heart of therapy



CORE System Trustees ﬂ- L

Core Values

CORE IMS Ltd

Putting quality at the heart of therapy




Influential Texts in Measurement & Practice-based Evidence

i L TN ~EF T

On , ~ S Maximising the
BC;%?&%% L Tove S oei‘ivm?’“ Beneﬂtsgof
Therapist el i
eaT P Failur Evidence FSycnotnerapy

w TR Sy -
A Practice-bas

The Use of Measuring,
Monitoring, and Feedback in
Clinical Practice

' Incorporating Progress
RS . s . Monitoring an m
DWG’MMGGW. | K onitoring and Outcome

E 03

Emesty

| Gillan L. Hardy

MICHAEL J. LAMBERT EOWILEY-BLACK'WELL SR E BACCWELL

Putting quality at the heart of therapy



Model: Evidence
Based Practice

Activity: Service systems generate questions relevant for
rigorous research to assess the potential for practice

Method: Rigorous efficacy studies
Meta-analytic studies and
randomised controlled trials

t

Product: Sets
standards of guidelines
for practitioners in
routine settings

¥

Yield: Services are led to
deliver evidence-based
interventions

Clinical Psychology and Psychotherapy
Clin. Psychol. Psychother. 10, 319-327 (2003)

Bridging Evidence-Based Practice
and Practice-Based Evidence:
Developing a Rigorous and
Relevant Knowledge for the
Psychological Therapies

Michael Barkham* and John Mellor-Clark
Psychological Therapies Research Centre, University of Leeds, Leeds, UK

Four key areas of research work are identified: efficacy, effectiveness,
practice, and service system. These research areas are placed within
the paradigms of evidence-based practice and practice-based evi-
dence. This article provides an introduction to these two paradigms
and these four research areas together with examples of current work.
From this basis, we argue for a knowledge base for the psychological
therapies in which each area has a place within an overall research
model and in which the interdependence of each area on the others
is acknowledged. A cyclical model exemplifying the complementary
relationship between evidence-based practice and practice-based evi-
dence is presented as a means for furthering the delivery of a rigor-
ous but relevant knowledge base for the psychological therapies.
Copyright © 2003 John Wiley & Sons, Ltd.

Yield: research is led to
investigate issues important
to whole service

=

Product: Sets common
and specific data goals
drawn from pool of
standardised and face-
valid tools

. 5

Method: Relevant effectiveness
studies and practice research within
services linked through practice
research networks

Activity: Rigorous research delivers hypotheses relevant for
naturalistic investigation through practice applications

Model: Practice
Based Evidence
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Practice-based Evidence

Barkham, Stiles, Lambert & Mellor-Clark (2010)

Developing and
Delivering
Practice-based
Evidence

Eovied by

Vichisd Sarbran.
Cillan L. Hwdy
Jahe Metize-Olark

RCTs

Top-down driven by researchers
Formal design defines process

Led by researcher allegiance
Stringent inclusion criteria

Single, specific manualised treatment

Rich data on small N

PBE Data

Bottom-up driven by practitioners
Informal design

Focused on service delivery
Naturalistic

All treatment as delivered in practice

Rich data on large N
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The CORE Outcome Measure

=e LLLIL] (D) =0 CORE-OM is a 34-item questionnaire designed
I N N - . ; )
/&@ i e— ) A to measure a client’s global distress across 4
wosme |CLILTITTT) (BT = domains

IMPORTANT - PLEASE READ THIS FIRST
This form has 34 statements about how you have been OVER THE LAST WEEK.
Please read each statement and think how often you felt that way last week.
Then tick the box which is closest to this.

P o ey v = Subjective well-being

N f & >
Y
Over the last week & &

Seo &

i i = Commonly experienced problems or
2 Ihave felt tenss, anxious or nervous e O 0e O O« [P Sym ptoms

3 Ihave felt | have someone to turn to for support when needed D4 |:|3 |:|2 I:]1 |:|n l:lF

4 Ihave felt OK about myself O« Os Q2 O Qe |:|w 'f d . | f‘ * .
5 Ihave felt totally lacking in energy and enthusiasm (e [0+ 2 s e Dp u I—I e a n SOCla u nCtIO n I ng
6 | have been physically violent to others Do D1 Dz |:|3 Da l:IR

R — o = Risk to self and others

8 | have been troubled by aches, pains or other physical problems Do D1 Dz Da Da DP

9 I have thought of hurting myself Ce Ot Oz Os e [P
10 Talking to people has felt too much for me Do D1 Dz D: DA \:|F . )
L L T o L Evans, C., Mellor-Clark, J., Margison, F., Barkham, M., Audin, K., Connell, J. & McGrath, G.
12 1 have been happy with the things | have done OO O: O Oo [ F (2000). CORE: Clinical Outcomes in Routine Evaluation. Journal of Mental Health, 9(3),
13 | have been disturbed by unwanted thoughts and feelings (e O+ M2 s e Dp 247‘255
14 | have felt like crying Do D| Dz Dg D4 w . .
= Evans, C., Connell, J., Barkham, M., Margison, F., McGrath, G., Mellor-Clark, J. & Audin, K.
[ _Plaanetum ove | (2002). Towards a standardised brief outcome measure: Psychometric properties and utility
o G pporod by wicorama.co k. h of the CORE-OM. British Journal of Psychiatry, 180, 51-60.
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4 CORE-OM Abbreviations

e (111 v O
A\ [==iesesen = o
‘Stage Completed
Client ID 31 Soeearg
L) only (1) oy@) A
core f S, [
Sgbn M M Y Y Y Y B Last Therapy Session
CORE - 10 X Followup 1 Episode
[T TIITT] * e P
Date form given

IMPORTANT - PLEASE READ THIS FIRST

Please read each statement and think how often you felt that way last week.
Then tick the box which is closest to this.
Please use a dark pen (not pencil) and tick clearly within the boxes.

This form has 10 statements about how you have been OVER THE LAST WEEK.

Over the last week

K 5
1 | have falt tense, anxious or nervous e (mE
2 | have felt | have someone to turn to for support when neaded O« O -
3 1have falt able to cope when things go wrong O« O O
4 Talking to people has feit too much for me Oe O Oe
5 | have felt panic or tarror e [0 2
& | made plans to end my life |:|0 D‘ |:|2
7 | have had difficulty getting to sleep or staying asleep e [0 O
s 1 have felt despairing or hopeless e O -
o I have felt unhappy e [0 2
10 Unwanted images or memories have been distressing me Oe O Oe

Total (Clinical Score*) I:I

=3
x
§
5§ £
v $§ F
=
s
(HE

=
[BE
g
=
=
Os
=
Os=
=
=

2 CORE-OM Adaptations

then muitiply by 10 to get the Clinical Score.

* Procedure: Add together the item scores, then divide by the number of questions completed to get the mean score,

Quick method for the CORE-10 (if all items completed): Add together the item scores to get the Clinical Score.

J THANK YOU FOR YOUR TIME IN COMPLETING THIS QUESTIONNAIRE

swe: [ [ [ []] [ [ ] makeE] Fematel]
Age:
CILLILL T T T [T ] sagecomplete
Client 1D S Soreens
° Therapist 1D Emesgsm
N O O O O I e
CORE-LD Sub codes %E:..:?;'Z’m
Learning Disabilities DM MY ¥ V¥ *
I | ID:H I I I | Totall:l Risk
Date form given Score

20+ CORE-OM Translations

IMPORTANT - PLEASE READ THIS FIRST
HOW DO YOU FEEL?
This form has 14 questions about how you have been OVER THE LAST WEEK.

People with a learning disability helped make these questions.
Please tick the box that fits how you feel.

[T TTTT] —
\
\ Pasient ID w
Terapeut ID T (1) Tan 2 H Henisning Stadium
°||||||||||||¥“""“‘° L]
F For behandiing (uspesifisert)
MAL FOR PSYKISK TILSTAND | 22 4, A A A A 9 S e
1
NORSK VERSJON 8 S e e ﬁ

VIKTIG - LES DETTE FORST
Dette 34 utsagn om hvordan du har hatt det | LOPET AV DEN SISTE UKEN
Les hvert utsagn og tenk over hvor ofte du har folt deg slik den siste uken.
Kryss sa av i ruten for det svaret som ligger nzermest hvordan du har folt deg.
Bruk mork penn (ikke blyant) og sett tydelig kryss i rutene

© CORE System Trust: http:/Awww.coreims.co.uk/copyright.pdf
Supported by www.coreims.co.uk

g
Over the last week... S fé’ ‘\é
*0
1 ﬁ?jﬁ Have you felt very very lonely?
Have you felt really alone?
2 é Have you felt confused?
Has it been hard to think straight?
3 @ % Have you felt happy with the
“ things you have done?
Please turn over
Copyright CORE Systern Trust, CoRG (development group). and City of Edinburgh Councll Bonnington Symbol System Page: 1

| LOPET AV DEN SISTE UKEN P A
1 Har jog folt meg forferdelig alene og isolert e O Q2 e Qe l:IF
2 Har jog folt meg anspent, engstelig eller nerves Oe O: 2 Q= Q- ‘:IP
3 Har jog folt at jog haddo noen 4 stotte meg tilnar jeg trengtedet [}« [Ja [J2 [+ [Jo DF
4 Har jeg folt meg fornoyd med meg selv O« O= Q= O Qe DV
5 Har jeg folt meg helt uten energi og entusiasme e O 2 e Qe l:l"
6 Har jeg vaert fysisk voldelig mot andre Qe O Q2 O Q- EIR
7 Har jeg folt meg i stand til 4 takle det nr noe har gitt gait e Qe Q2 O Qe l:IF
8 Har jog vaort plaget av verk, smerter ollor andre fysiskeplager. (o [+ [J2 [Js [« \:lp
9 Har jeg tenkt pa 4 skade meg selv o O+ e e e I:]R
10 Har det 4 snakke med folk vaert for mye for meg o O Qe - Q- DF
11 Har anspenthot og angst hindret meg i 4 gjoro viktige ting Qe O e e e DP
12 Har jeg vaert fornoyd med det jeg har gjort O« Os O O Qe EIF
13 Har jeg vaort plaget av uonskede tanker og folelser D“ D. Dz D3 D4 l:lP
14 Har jog hatt lyst til 4 grite Qe O O Q- Q- ‘:’V
SNU ARKET |
Survey: 151 CopygPt M CORE Syt Group, Page: 1
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Child and Adolescent Mental Health

a journal for all professionals working with children and young people

ﬁf@

CORE-YP

Assistance given? []
(If yes, please tick)

[
[TI11] Mde O
—_— Fomde 01
[LJCLITTITT] a1
ist ID
LT Stagoconplt
Subcodes R Refernal
Nembars Numbers A fosessment
n  SER
(TTIOT) rmemay
I*P'nﬂ:..m y vy ¥ ;:’:-m:“— Episoce
LD L LT tewepe L]

These questions are about how you have been feeling OVER THE LAST WEEK.
Please read each question carefully. Think how often you have felt like that in
the last week and then put a cross in the box you think fits best.
Please use a dark pen (not pencil) and mark clearly within the boxes.

OVER THE LAST WEEK...

1. I've felt edgy or nervous
2. | haven't felt like talking to anyone

) P
ST e
0. O: Q= 10s O«
Oo O Q= Os Q¢

3. I've felt able to cope when things go wrong O: 30z 0 Qo

4. I've thought of hurting myself

Qe O Q- 0> Q-

5. There's been someone | feit able toaskforhelp e« Qs Q2 O+ Qo

6. My thoughts and feelings distressed me
7. My problems have feit too much for me
8. It's been hard to go to sleep or siay asleep

9. I've felt unhappy

10. I've done all the things | wanted to

Qo O Q- O- Q¢
Oe O 0= Os O
Oo O Q= Os O
Oe O: 0= 0s Oe
O« Qs 0= 0 Qo

[ Thank you for answering these questions |

Copyright CORE Systern Trust
Supported by waww.coreims.co.uk
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Acceptability, reliability, referential distributions and
sensitivity to change in the Young Person’s Clinical
Outcomes in Routine Evaluation (YP-CORE) outcome
measure: replication and refinement

Elspeth Twigg', Mick Cooper?, Chris Evans®, Elizabeth Freire, John Mellor-Clark’,
Barry Mdnnes' & Michael Barkham’

' CORE Information Management Systems, Rugby, UK

2Department of Psychology, University of Roehampton, Holybourne Avenue, London, SW15, UK.
E-mail: mick.cooper@roehampton.ac.uk

3Institute of Mental Health, University of Nottingham, Nottingham, UK

4School of Medicine, Federal University of Juiz de Fora, Juiz de Fora, Brazil

*Centre for Psychological Services Research, University of Sheffield, Sheffield, UK
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I Child and Adolescent Mental Health @
a journal for all professionals working with children and young people

Clinical sample

7 sites donated data
for 1,328 participants
aged 11-16

[ 1
-
=

953 participants with
valid Time 2 data

938 participants with
valid Time 1 & Time
2 data

Non-clinical sample

4 schook donated
data for 480

participants

Test-retest sample

402 participants 154
participants
W“h‘“ 11-16 age agree to cnmplac
Time 1 & Time 2

380 participants with
gender recorded

90 participants
complete Time 1 &
Time 2

Key Practitioner Message

+ The Young Person’s CORE (YP-CORE) is a brief 10-item measure of psychological distress in young people
(11-16 years)

* Ithas good psychometric properties, is acceptable to young people, reliable and sensitive to change

+ Differences in reliability and distribution of YP-CORE scores across gender and age bands (11-13 and 14-
16 years) are such that different indices need to be used for reliable change and the clinically significant
cut-off points by gender and age band

* For reliable change from pre- to postintervention, YP-CORE scores must change by more than 8.3 points
(male, 11-13 years), 8.0 points (male, 14-16 years and female, 11-13 years) and 7.4 points (female, 14-
16 years)

+ For dlinical change, scores must cross the following YP-CORE cut-off points: 10.3 (male, 11-13 years), 14.1
(male, 14-16 years), 14.4(female, 11-13 years) and 15.9 (female, 14-16 years)

Putting quality at the heart of therapy




CORE ‘Quality Evaluation’ Model

seo [ [ []]] - m
CO T o
Stage Completed.
Gieno et
C‘re TherapistiD  numbers only (1) numbersonly @) A Assessment ‘Stage.
LTI f e, [
OUTCOME ST w v v v v b e
MEASURE [TITICTTT] ¥ RsE In
Date form given

IMPORTANT - PLEASE READ THIS FIRST

THE LAST WEEK.

Please read each statement and think how often you felt that way last week.
“Then tick the box which Is Closest o this.

NN .S
Over the last week S e ‘,g,f &
1 have felt temibly alone and isolated o I+ O s Cle Dr
2 1 have fot tenss, anious or nervous OO O O O« [P
s O« Os O O 0o [F
4 1 have fet OK about myself O«Oe O O O [ w
5 I have folt totally lacking in energy and enthusiasm Oo O O 0= O« [P
6 Ihave been physically violent to others Oo O O 0= O« [
7 I have fet able to cope when things go wrong O« Os O O Oo [_F
81 , pains or Oe O O 0= O« [P
9 1 have thought of hurting myself o O+ O e O« [ I
10 Talking to people has felt too much for me O O O 0= O« [
g Oo O+ O: O O« [P
12 1have been happy with the things | have done O« O O Os 0o [
13 I have been disturbed by umwanted thoughts and feelings Oo Os 0= O O« [
14 I have felt ke crying Oe O+ e Os O [

Please turn over
e G GORE System Trust: hil://wwr.corems.o UK/ copyahtpa -
‘Supported by www.coreims.co.uk

- -
Cumvicar T -0
e | e [ ([ =p ~n0
EvAlaTon | gqoue PR e smamem e
S OO oo
AsSesueT | oo () [] (1] wweown (] [J
R R e—

Liing 300 et ity st [ Full e carer b dvasmsbiy et

L 7 shared scooermsdation g esgmgs

0ooo

P
DDB
g g
i e o
goag
BES
goag
goag
goag
BEH
oo
i o [
- W Wi o=

stow [ [[[[] o m
S T B 0
10 Complnd
Ciontid =
COIE | s et prmncne £ ey o
CEOCTTICTT § S [
OUTCOME O™ w vy vy §ERRR
MEASURE %n ! ] e i
IMPORTANT - PLEASE READ THIS FIRST
THE LASTWEEK.
“Then tck the box which s losest o his.
s F S e
Over the last week S £ e ,{.*“ &
FTeRRTE—— 0o 0 O O 0% [ F
2 1 have et ense, anious or nervous Co O O Os O [P
3 Ihavefo l have someone fo untoforsupportwhenneeded [ Ja [Js [Jo [(J+ [o [
4 1have fet OK about mysef O« Qe O O [ w
5 1 have felt totally lacking in energy and enthusiasm Oo O 02 Os O« [P
6 1have been physically violent o others Oe OO 0O O« [ R
7 1haveflt abl o cops when things go wrong O« 0: 0= Os O [F
8 1have boen troubled by aches, pains or other pysicalprotlems.  [Jo [+ [J2 [Js [Je [
9 Ihave thought of sting myself. 0o O+ O Os O [k
10 Taking to peope hasfetto0 much for me 0o O O: O O [F
11 Tension and aiety haveprvented me doingimporantthiogs. (o (14 (]2 [Js (e [
12 1 have beon happy withthe things | have done O« O: O Or O [
15 1 have been disurbed by urwantd thoughts and feongs Oo O 02 Os O [P
14 1have fot ke crying Oo O+ 02 Os Oe [ w
Plezse m
S G GORE System TSt hIpy/Wwe.coros.co Uk =
Suppored by W coreims. ok

CunicaL
OUTCOMES in
Rounne
EvaLuaTion
END OF
THERAPY

FORM v»

RS

Mellor-Clark, J. and Barkham M (2006). The CORE System: Developing and delivering practice-based evidence through quality evaluation. In C. Feltham & I.
Horton (eds.), Handbook of Counselling and Psychotherapy._2" Edition. London: Sage Publications.

Mellor-Clark, J., and Barkham, M. (2012). Using the CORE System to support service quality development. In C. Feltham & |. Horton (eds.), Handbook of
Counselling and Psychotherapy. 3™ Edition. London: Sage Publications.
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Using the CORE System for Service Quality Development

L Referral Do client profiles suggest equity in their representation of local
populations?

m Are first contact sessions easy to access?

Assessment Are clients” assessed problems appropriate to the therapies offered?

How efficiently does the service use its resources and how acceptable are
therapy experiences to clients?

Mellor-Clark, J. (2006). Developing CORE performance indicators for benchmarking in NHS primary care
psychological therapy and counselling services: An editorial introduction. Counselling & Psychotherapy Research.

Mellor-Clark, J. and Barkham, M. (2006). Editorial: Using Clinical Outcomes in Routine Evaluation. European
Journal of Psychotherapy and Counselling,_8, 137-140.
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Using the CORE System for Service Quality Development

Pre-Therapy Measures

(n=31,882)

Accepted for Therapy
(n=28,881)

maPIM<P> IO=-T

sor

I&O—-T

moarPIm< p

Planned Endings (estimated)

(n=31,882)

Recovery &/Or Improvement

(n=11,953)

SO mOPIMSP> I O-T

Mellor-Clark, J., Curtis-Jenkins, A., Evans, R., Mothersole, G
& Mclnnes, B. (2006). Resourcing a CORE Network to
develop a National Research Database to help enhance
psychological therapy and counselling service provision.
Counselling and Psychotherapy Research, 6(1), 16-22.

Bewick, B.M., Trusler, K., Mullin, T., Grant, S. & Mothersole,
G. (2006). Routine outcome measurement completion
rates of the CORE-OM in primary care psychological
therapies and counselling. Counselling and Psychotherapy
Research, 6 (1), 33-40.

Cahill, J., Potter, S. & Mullin, T. (2006). First contact session
outcomes in primary care psychological therapy and
counselling services. Counselling and Psychotherapy
Research, 6(1), 41-49.

Connell, J., Grant, S. & Mullin, T. (2006). Client initiated
termination of therapy at NHS primary care counselling
services. Counselling and Psychotherapy Research, 6(1),
60-67.

Mullin, T., Barkham, M., Mothersole, G., Bewick, B. &
Kinder, A. (2006). Recovery and improvement benchmarks
for counselling and the psychological therapies in routine
primary care. Counselling and Psychotherapy Research,

6(1), 68-80.
Lo

Putting quality at the heart of therapy

ImS



| WHeRE |

el é W(fN) Learning from

(Wio] 1 '\7&,‘;\ CORE Outcomes
\A/HAQ | ;.A

/c\\\or@ o

Putting quality at the heart of therapy



Psychological Medicine, 2006, 36, 555-566. © 2006 Cambridge University Press
doi:10.1017/S0033291706007136  First published online 14 February 2006. Printed in the United Kingdom

Successive discrete CORE outcome Effectiveness of cognitive-behavioural, person-centred

and psychodynamic therapies as practised in UK

data pools provide little evidence of National Health Service settings

WILLIAM B STILES", MICHAELBARKHAM? ELSPETH TWIGG?,
JOHN MELLOR-CLARK®!AND MICK COOPER*

superiority of any of the common UK A ot o Uty o 5 o et e
therapy models (Stiles et al., 2006; o:

2008; in press). CBT, psychodynamic
therapy and humanistic counselling
all have similar outcome profiles in

"
.

+
i

Fre-pog diference in QOREOM dinkal scom
o

terms of recovery and improvement . ==
for clients presenting with mild to o
moderate severity profiles. o o |

Treatment group

Stiles, W. B., Barkham, M., Twigg, E., Mellor-Clark, J., & Cooper, M. (2006). Effectiveness of cognitive-behavioural, person-centred, and psychodynamic
therapies as practiced in UK National Health Service settings. Psychological Medicine, 36, 555-566. http://doi.org/10.1017/S0033291706007136
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‘... we have argued that the Stiles et al.
(2006, 2007) studies do not provide
good evidence that CBT, PCT and PDT
are of equivalent effectiveness when
given to patients with equivalent
problems . ... Getting, and making
publicly available, close to complete
data on recovery rates will be an

important step forward” .

Psychological Medicine, Page 1 of 6. © 2007 Cambridge University Press
d0i:10.1017/50033291707001869  Printed in the United Kingdom

COMMENTARY

Psychological treatment outcomes in routine NHS
services: a commentary on Stiles et al. (2007)

D. M. Clark™, C. G. Fairburn® and S. Wessely"

* Institute of Psychiatry at Kings College London, London, UK
* Department of Psychiatry, University of Oxford, Oxford, UK

Received 31 August 2007 ; Accepted 10 September 2007

Key words: Cognitive-behaviour therapy, CORE-OM, person-centred therapy, primary care, psychodynamic therapy,

treatment outcomes.

Following the Bristol enquiry into the care of children
with congenital heart disease, NHS cardiovascular
units now make their surgical survival rates available
to the public through a website (www.ccad.org.uk/
congenital) with suitable advice about how the data
can, and cannot, be interpreted. Sadly, nothing com-
parable exists for members of the public who are suf-
fering from mental illnesses and wish to know what
their chance of recovery is if they take up the offer of
treatment X in service Y. This is not simply because
NHS mental health services do not make their out-
comes available to the public. In many cases, it is
because the outcomes are not even monitored. For
example, a recent survey of British psychiatrists
(Gilbody et al. 2002) found that only 11% routinely
used standardized measures to assess clinical change
in their patients and a majority (58%) had never used
such instruments. Clearly, there is a long way to go.
In the present issue, Stiles et al. (2007) report a wel-
come exception. For a number of years, this group
have been advocating the use of the Clinical Outcomes
in Routine Evaluation — OQutcome Measure (CORE-
OM; Evans et al. 2000) to routinely measure outcomes
in patients with common mental problems (especially
anxiety, depression and interpersonal difficulties) who
are receiving treatment in the NHS. Their strenuous
efforts to overcome resistance to routine outcome
monitoring are exemplary and they deserve enormous
credit for the way in which they have moved the field
forward. As a direct result of their work, a substantial
number of NHS primary-care counselling services,
and other psychological treatment services, now aim
to give their patients self-report measures of their
clinical state at pre- and post-treatment. While this is

* Address for correspondence: Professor D. M. Clark, Department
of Psychology, Henry Wellaome Building (PO 77), Institute of
Psychiatry, De Crespigny Park, London SES 8AF, UK.

(Email: d.clark@iop kclac.uk)

a very encouraging development, it is important to
realize that the data that have so far been collected are
incomplete in key respects and this poses severe limits
on their interpretation. In our view, Stiles ef al’s study
reported in this issue, and the earlier study (Stiles et al.
2006) with a smaller sample that it replicates, go well
beyond these limits and, as a consequence, conclu-
sions are drawn that are not warranted and risk being
misinterpreted.

The aim of this second study was to evaluate the
effectiveness, as measured by CORE-OM scores, of
three different therapies as they are practised in NHS
primary-care counselling services. The design, which
was essentially the same as that employed in the
earlier study (Stiles et al. 2006), is a non-randomized
(naturalistic) comparison of patients whose therapy
was described by their therapist as falling within
the broad categories of: cognitive-behaviour therapy
(CBT); person-centred therapy (PCT) or psycho-
dynamic and/or psychoanalytic therapy (PDT) or
alternatively one of those categories plus no more
than one other therapy approach. The data were col-
lected by encouraging therapists to use CORE-OM
with their patients and to anonymously submit the
questi to a central datab:

Noinformation is given about the proportion of each
therapist's caseload that received CORE-OMs and
was submitted to the database. However, from the
small numbers of cases that were submitted by many
therapists (over a 3.5-year data collection period the
median number of cases submitted by each therapist
was only six), it is clear that not everyone submitted all
of their cases. The analyses focused on 5613 submit-
ted patients who had completed CORE-OMs at pre-
treatment and post-treatment and whose therapist had
completed an End-of-Therapy Form (which identified
the type of therapy). We are told this number con-
stitutes 38% of the patients who were submitted to the
database. This is because many patients who were
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A Systematic Approach to
Practice-Based Evidence in a
Psychological Therapies Service
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This paper a5y PP 3 5 practice-
nmnmmamﬁmwmmuwkm
service. Routine clinical using
referral, assessm ent, the beginning of therapy, duon;unaumnh
follow-up are reponed. The system ulneptalmmmmnl
service Inmany ways nting o risk
feeding back clinical outcome data to the theraplsts. .\lullbtrol
issues related %0 such an approach are discussed in the Light of the
cinical governance and dinkal effeciveness agendas In the UK
NHS. These Indude practical constraines, the cosss, gesting staff on
board, attritlon from such services and service user Involvement
Such an approach provides 3 éramework for Tousine, syssematic and
Insegrated mnnmmmnmbemnnnmmpm I
10 the for the
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0 link evidence with practice In moce creatlve ways o0 enhance
theraplses” reflecrion on thetr practice. Copyright © 2003 john Wiley
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INTRODUCTION
The clintcal and clinical offocetvencss

agendas tn the Untted Kingdom NHS enphastze - . .
the nead for evidenc besed and routing mm&nlm&ummplm)

service andit and evaluation. Also, despiie the con-
Jerable ovid o based on h uﬂlsmpurmlanmnl&sodh;]zg:d

P- NNé)—where 2 range of therapies & provided by
2 range of therapists o a range of dienes with a
range of e . Effocy h tn

EVIDENCE <
[

>

Referral.
CORE-OM. BDI

Risk items and comments
used to prioritise referrals

PRACTICE

Assessment.
CORE-OM, BDL, 1P-32

¥

Beginning of therapy .
CORE-OM, BDI. IIP-32 Evidence
and clinical
practice
v

Evaluation of specific
therapies (e.g. anxiety
management groups).
Session by session or more
regular measures - single
case methodology.

Evidence-based
reflective practice —
bringing together the
clinician’s perspective
and data. e.g’s. sudden
gains within therapy
(from sessional data).
high scorers, clients
who get worse, clients
who have more than
30 sessions

Routine feedback
of outcomes and
.| client’s comments

Disc

CORE-OM. BDIL, 1IP-32
Client’s comments on the
service received. Clients™ and
therapists” subjective ratings of
benefit

to clinicians

6 Month follow up

Client’s commnents on the
service received. Clients’
subjective ratings of benefit

CORE-OM., BDI, 1IP-32

Outcome data linked
to information on the
therapy. therapist,
number of sessions,
therapists rating of
outcome, referrer. type
of problem etc.

offiocy
erials in psychological therapies (Roth & Fonagy,
19%) chz:’lsann‘]‘or evaluating the cffectve-

ychologcal theraptes services n “usual
i . o (Deparencnt of Health, 1995,

Contract/gret : NHSE, Nerthern & Yorkehtn
Roghrsd O, ©

c?npxcm;mm:y&suu,l.u
InteScance

RCTs have good tnternal validsy but sond o lack
external validiey when 2pplied to the complexisses
of normal service del\‘«y .md 0 vidual
dients’ dd! 0 s
onerbrton mldnrmlxg us of vdm warks for
whaom” (Roth & Fonagy, 1996), practice-based evi-
dence can be used withan services so fead data back.
to clirscians to tnform thetr pracesce, and to ked
hd.lndiauaslnm asemeathodologies
rasochwill, 1975). hafvykfmmdapphdm;ﬁ,
m]\nmnormdn.lusmpumtm ‘axnplose the

(wwwettencioce wileyoom ). DOL: 101000/ cpp 385

Lucock, MP,, Leach., C., Iveson, S., Lynch, K., Horsefield., C., and Hall, P
in a psychological therapies service. Clinical Psychology and Psychotherapy, 10, 389-399.

Benchmarking

Collating service-wide
outcome data, related to

wim_ other problems, no. of
services <: i .

within the service
> and for referrers
sessions, type of therapy (e.g. GP practices)

Audit reports

J L

Contribution to the body of
knowledge of effectiveness
psychological therapies

of

(2003) A systematic approach to practice-based evidence
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The proportion of clients that have post-therapy outcomes using traditional T1+T2
measurement methods is typically around 25% of those attending assessments
and 50% of those entering therapy. Similar proportions appear common in IAPT
datasets despite the increased frequency of measurement. ﬁ\
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The proportions of clients measured to achieve
ol ] Ny o , , :
@\ v « clinical and/or reliable change is typically around
oo [ S—
N — SN S 1-in-3 of those assessed. Similar proportions are
T T found in IAPT datasets and in PBE data collected

N I— T SE— by Lambert and colleagues using the OQ Suite.

Planned Endings (estimated) Recovery &/Or Improvement
(n=31,882) (n=11,953)

Connell, J., Grant, S. & Mullin, T. (2006). Client initiated termination of therapy at NHS primary care counselling services. Counselling and Psychotherapy
Research, 6 (1), 60-67.

Mullin, T., Barkham, M., Mothersole, G., Bewick, B. & Kinder, A. (2006). Recovery and improvement benchmarks for counselling and the psychological therapies
in routine primary care. Counselling and Psychotherapy Research, 6 (1), 68-80.
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PBE Outcomes in United States

SITE(N= 6,072) SESSIONS DET. NO CH. IMPRO RECOV
Emplo

Employee 3.6 66% | 585% | 197% | 15.2%
Universty clinics 5.8 97% | 57.6% | 20.1% | 12.6%
Local outpatent 3.3 14.1% | 539% | 205% | 11.4%
National

Notonal 5.1 75% | 48.1% | 285% | 159%
Clincal tranees 9.5 32% | 456% | 31.2% | 20%
C i

Communky 4.1 102% | 607% | 205% | 8.6%
center

ToTAL 4.3 8.2% | 56.8% | 20.9% | 14.1%

Original Source: Hansen, N.B., Lambert, M.J. & Forman, E.V. (2002). The psychotherapy dose-
response effect and its implications for treatment delivery services. Clinical Psychology: Science

& Practice, 9, 337.
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CORE Challenges

"Elephant in the room” is an English metaphorical idiom for an obvious truth that is either
being ignored or going unaddressed. The idiomatic expression also applies to an obvious
problem or risk no one wants to discuss. https://en.wikipedia.org/wiki/Elephant in the room ﬁ
COIec ___

ImS
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Intercept Residual (95% CI)

Therapists Ranked Most to Least Effective

20

120



oACP

British Association for
Counselling & Psychotherapy

How often should measures be used?

In ‘real world' settings as opposed to being part of a randomised controlled trial, clients often do not complete all therapy
outcome measures (Barkham et al., 2012), which poses a real challenge in being able to fully understand the
effectiveness of an intervention, as typically those who do complete outcome measures may have better outcomes or
have attended more sessions of counselling. Therefore, for data to be meaningful and valid, it is essential for as many
clients as possible to complete both pre and post outcome measures.

Using measures at every session

It is important to use at least one outcome measure every session to ensure that even in the case of unplanned endings
there is a post-counselling measure for clients. A client may choose to no longer attend for a variety of reasons, and
therefore not have a planned ending to their counselling. In this event it would be less likely that post-counselling
outcome measures would be able to be completed. Without a post-counselling measure clients cannot be included in
any analysis of the data collected - reducing the validity of the results. In contrast, if outcomes are collected at every
session then both start- and end- point measures for all clients can be guaranteed. Measures can be selected which are
relatively brief and non-intrusive.

http://www.bacp.co.uk/research/resources/using-routine-outcome-measures.php
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This form has 10 statements about how you have been OVER THE LAST WEEK.

Piease read each statement and think how offen you feit that way last weeic.
Then tick the box which Is closast to this.
Plagse use a dark pen ot pencil) and tick claarly within the boxss.

Over the last week

S

10 U d images or

| have felt tense, amdous or nervous.

| hawe felt | have somsone to tum to for support when needad

| have felt able to cope when things gowrong

Talking to people has felt too much for me

| hawe felt panic or terror
| made plans to end my life

| hawe had difficulty getting to sleep or staying asleep
| have felt despairing or hopaless

| hawe felt unhappy

ies have been di

0

Total (Clinical Score®) I:’

* Procadure: Add together the item scores, then divide by the number of questions completed to get the mean score,
then multiply by 10 to gat the Clinical Score.

mmwnmeaanﬁmwmuhnmmguuwm

{

THANK YOU FOR YOUR TIME IN COMPLETING THIS QUESTIONNAIRE

ooonss,stemmm hittp-//weaw.coreims. co.ui/copyright pdt

Supported by WWW.COraims.co.uk
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Implementing routine outcome monitoring in clinical practice:
Benefits, challenges, and solutions

JAMES F. BOSWELL', DAVID R. KRAUS?, SCOTT D. MILLER?, & MICHAEL J. LAMBERT*

! Department of Psychology, University at Albany, State University of New York, Albany, NY, USA; >Qutcome Referrals,
Framingham, MA, USA; *ISTC, Chicago, IL, USA & *Department of Psychology, Brigham Young University, Prove, UT,
USA

(Recaived 3 April 2013; revised 12 Fune 2013; accepred 18 Fune 2013)

Abstract

This article reviews the benefits, obstacles, and challenges that can hinder (and have hindered) implementation of routine
outcome monitoring in clinical practice. Recommendations for future routine outcome assessment efforts are also provided.
Spanning three generations, as well as multple developed tools and approaches, the four authors of this article have spent
much of their careers working to address these issues and attempt to consolidate this learning and experience briefly here.
Potential “clephants in the room™ are brought into the discussion wherever relevant, rather than leaving them to obstruct
silently the field’s efforts. Some of these topics have been largely ignored, yet must be addressed if we are to fulfill our
promise of integrating science and practice. This article is an attempt to identify these important issues and start an honest
and open dialogue.

Keywords: routine outcome monitoring; feedback; science-practice integration; dissemination and implcmcntationﬁ
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PBE data suggest 50% of clients show no reliable change when
treatment ends and 10% experience deterioration

In addition, treatment dropout rates are estimated to be
in the range of 20% (adult) up to 40% - 60% (child)

ROM tools could be useful to supplement clinical judgement as
there’s no current evidence to suggest practitioners are able to
accurately detect when their clients are worsening

RCTs demonstrate where ROM tools are used to
supplement clinical judgement in trials, clients in the
feedback group were 3.5 times more likely to achieve
reliable change

The sum of evidence suggests that it is in the clients’ best interest
to formally monitor treatment responses in order to increase the
potential for reliable post-treatment change

=0
O
-
=
S
D
@)
-
—t
O
O
3
(D
<
(D
Q
n
-
R
D
3
D
-
r—'—

Source: Mellor-Clark et al. (2014)



Surveys report practitioners estimate 85% of their clients improve
or recover at the end of their treatment — negating the potential
value of ROM

PBE data suggest 50% of clients show no reliable change when
treatment ends and 10% experience deterioration

Practitioners are overscheduled with no time to assess
ROM systems, plan implementation, interpretation,
reporting and client feedback

In addition, treatment dropout rates are estimated to be
in the range of 20% (adult) up to 40% - 60% (child)

Practitioners may resist ROM because they believe that clients
may find it a burden or that the process may interfere with the
alliance

ROM tools could be useful to supplement clinical judgement as
there’s no current evidence to suggest practitioners are able to
accurately detect when their clients are worsening

RCTs demonstrate where ROM tools are used to
supplement clinical judgement in trials, clients in the
feedback group were 3.5 times more likely to achieve
reliable change

Implementing ROM needs software, training and
support that’s not currently funded leaving services to
finance from existing tight budgets

Practitioners lack confidence that data will be managed
confidentially, or interpreted reliably, leaving them feeling exposed
to performance assessment

The sum of evidence suggests that it is in the clients’ best interest
to formally monitor treatment responses in order to increase the
potential for reliable post-treatment change
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The Cognitive Science of Mistakes

Correcting Psychotherapists” Blindsidedness:
Formal Feedback as a Means of Overcoming the
Natural Limitations of Therapists

James Macdonald™ and John Mellor-Clark®

'CORE IMS, 110 Old Rd, Headingtom OX3 85X, UK
2CORE IMS, Care DAS, 47 Windsor Street, Rugby CV21 3NZ, UK

Confirmation bias

Purpose: Manltor ing of client progress in psychological therapy wsing formal outcome measures ateach
sesslon has been shown © inaease the effectiveness of treatment It seems likely that this ‘feedback’
effect s achieved by enabling therapists to identify dients at risk of treatment failure so that therapists
@n pay greater attention to client difficulties, which may be hindering therapeutic wark. To date, little
attention has been given o understanding relevant mechankms of formal feedback in psychological
therapy. In order to understand and maximize the benefits of feedback, it b emsental © explare
potential mechanisms contributing to this effect Research in sodal psychology may help 1o explin
how feedback warks.

Methods: Findings an cognitive blases in the field of sockal psychology are explared and linked to
preliminary findings in the field of psychotherapy research.

Results Research on cognitive blases and expertise is congruent with indications that dinkal
prediction in psychotherapy ks unrellable and that it may be difficult for clinklans to detect errars in
their judgement as a result of a lack of dear comrective feedback. This problem is linked to the fact that
dinical occurina plex ‘nolsy’ environment where prediction is inherently difficult.
Conduslon: Formal feedback may derive its benefits from its ability to help correct naturally occurring
blases in theraphkts’ assessment of thelr work If these blases are seen as normal, but often avaldable if
feedback b wsed, this may pave the way to greater acceptance of formal feedback by dinidans and
enhanced oukcames for dients. Copyright © 2014 John Wiley & Sans, Ltd.

Base rate fallacy Attentional b
entional bias

Key Practitioner Message:

* The use of formal feedback 1ok an hdp fherapls s overcome inevitable limitations in thair ability ©
predict poor response to treatment, enhanang the likdihood of detecting and resolving dient difficul-
ties in therapy

X ds: Feedback S
- F kl

Psychotherapy, Tracking, Biases, Outcomes

INTRODUCTION

For over 10years, a small group of rescarchers has been
exploring the dinical value of manitoring psychotherapy
patients” progress using ormal oukome masures at

2010). Some reaent studics suggest that there is further
work needed on estblishing parameters and moderabors
of the dfectivenes of Inone!udyahma
effect size for feadback was reported al

Clinical

every sewion (Lambert, 2007). This has culminated in 2
roent meta-analytic review by Lambert and Shimolawa
@011) demonstrating a large effect size of 0.7 for patients
atnskdmtﬁihnemi\gurbm-\dhi
ol feedback system and a mod erate effect
sze o whrdlpmulb\-lgl)mn)cﬁﬂauﬂ their
@legues’ Partners in Outromes Mamagement
System (POOMS) (sec also Siimolawa, Lambert, & Smart,

*C < tor Janes Macd, 4, Clisical Paychologi in Pri-
maﬁnn-d&nrdmlmm MS 110 OMa
deh'moiud(‘)‘ﬂﬂ u

s e

i

Copyright © 2014 John Wiley & Sans, Ltd.

dffamxnkah]tymmmwﬂl
feedback However, even in this study rates of deterioration
for thase patients who were at risk of treatment failure and
whase st roccived feodback were half those of
patients in non-feadback condition (Simon, Lambert,
Harris, Busath, & Vazquez, 2012). In another recent study
De Van Shuis, N\mmmmmlm
found St edback oy v fror 7

atnd:ddmnmal)w'lﬂ\ﬂuﬂ\a:pmlnd agmm
feadback.

Ppropensity to use external
Feu:lnd:, amv‘nydhﬂe,ypnu!ly nvalves a dient
ire prior to, or at the
begn\mgoﬁcvay mmdﬁmpy Scares are then

Availability heuristic

Are

Anchoring bias
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T.R.I.M (Tracking Responses to Items in Measures)
Practitioner Report Choose Measure: w
Tracking Responses to Items in Measures as a O | #|Change| History Item 27/02/2014 | 03/03/2014
Means of Increasing Therapeutic Engagement in HicleatlRi: 2 ()
: . 1411 Close relationships (4 items)
Clients: A Complementary Clinical Approach to .
Tracking OutCOﬂ’lBS 1 . /™~ Ihave felt terribly dlone and isolated Occasionally Mot at all
Simone Cross,* John Mellor-Clark and James Macdonald [1 3 s — " [have felt I have someone to tum to for support when needed Sometimes Occasionally
CORE byorwation Management Syetems, Rughy, UK -
() 19w —~__— [have felt warmth or affection for someone Sometimes Not at all
This article presents 2 nove clinical E&.ﬂmdqu‘m&l!ﬂhﬂs“hmnc atthe —
m:f;::ﬁ“’"‘::m phor- ”‘l‘;ﬁ?ﬁ:{:ﬂm‘;m parr Pz [ 26 st < /""" 1have thought I have no friends Sometimes Sometimes
Soner with feedback on aress of cdunge that may be masked by numerica feedbxk @) General (4 items)
mawuumnqmwd etrathenpeutic Gotors that may co ntrib-
ule tothe Lick of o d individual questions and ) establis hing a col Lbarative d alogue .
=liting client’ problems o thelr goalsand the consequent aims of treatment. This paper prfiles the clinical ¥ 7 s ——— 7 Ihave felt able to cope when things go wrong _ Mot at all
arigins and technical development of TRIM as a dear, user fiendly display of Blem change across sessions —
::l colour codes “‘ma‘m‘m” m‘: M“mm ‘:f:;: [ 12—y Do~ Ihave been happy with the things I have done Often &l the time
:Mmﬁ‘mfmw‘ mmmm mu:::m M,: ¥ 21 =t /_—— Ihave been able to do mast things I needed ta Sometimes Sometimes
o Pyychalog ikal Thempiesservices, ordisarder ific measuws for ular rdiuu«-nai usedin -
Wmsm:q«uum- w.:::unmn oy Ldm [ 32 = N~~~ [have achieved the things I wanted to Sometimes Often
systems, especially in work with ¢lients whoma h&clyhqumnymwmaqtm
mean item or clinical scare levels. Copyright® ’“1“" Wiley & Sans, Lad. Social relationships (4 items)
"‘{J::““""“"* s tools hlps P e drdad [] 10 st — >~_— Taking to people has felt too much for me Occasionally Sometimes
. ::“;':' ,:;;:",:'::uhm helps provide dionts and practitioners with faedback on areas (] 25 e« /7" Ihave felt citicised by other people Sometimes Sometimes
of positive dange that may be masked by summary score analysis — — L X . .
* Exploring the hick of change or deterioraion on pasticular questions helps practitioners 10 assess extra- 29 TT—— I have been initable when with other peaple Sometimes Occasionally
thenapeutic fctors that may be compromising change. -
* Using indnvidwal #tam d-.u:e profiks as faedback forclients halps validate thair progress and reinforce [ 33 w=® " [have felt humiiated or shamed by other people Occasionally
thar strengths and s fefficacy.
Keywarde Foedback Systems, Masures, Quicomes, Ques Sonnaires, Therapy, Tradkdng Commonly Experienced Problems or Symptoms (12 items)
*Corsagondics to Semoew Crom, CORE bbemtion Misapemee  INTRODUCTION Anxiety (4 items)
=w, Raghy, UK There has b iderable recent interest in the value of -
it e o CORE s - e eochack = & ,::‘.3 " foechack ¥ 2 —— —— Ihave felt tense, anxious or nervous Occasionally
mma—.’puﬂo-oq-ma-.dm.q-;h_ mchmmubprmm(kimmmm,&&mh — i i o ) )
| B “dl:?-v”‘“'_! B b adacend cncder Sw Canw Com- 2009; Duncan, 2010; Lambert, 2010; Shimokawa, Lambert, & [ 11 see® ~/>S——" Tension and anisty have prevented me from doing important things Sometimes Often
[ “/)w :v:-u':/uf' Smaxt, 2010). The gmatest body of his resmrch has focused - —_—~
h ; -h.' Pt ofa k. 0N TSN practitioners’ awamness of dienty’ risk of trext- 015 = I have felt panic or terror Often Sometimes
uuh-dlppuuheiq-u&-'!n-gw:; ment filure, and studies in this tedition h —_— e
Saagh Sw bes e by pasesid i swrseged ol whn Sw e 2 50% inaese in ve outcomes and a 50% decrense in m) — i i i i i
é\ Q_?_ HM-‘ o THIM g, e compbsions S0 s hoge Who , P‘:"h Cnes ot grester rik of \ 20 My problems have been impossible to put to one side Sometimes Occasionally
H filure (Lambert & Shimokawa, 2011). Many of these studies
Tt el e o Yo e
§ M-h".hhmdﬁhghm‘hw tures from ‘expected” scores at any point in fheapy using 2
ol
L S Copyright ©2014 John Wiley & Sons, Ltd
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QIF Phases

QIF Critical Steps

CORE IMS ROM Implementation Resources and Processes

Assess the Host
Setting

Create a Structure
for Implementation

Deploy Post-
implementation
Support Strategies

Improve Future
Applications

1.
2.
3.
4.
5.
6.
7.
8.

10.

11.
12.
13.

14.

Assess needs and resources.

Assess fit.

Assess capacity/readiness for change.

Make decisions about innovation adaptations.
Secure practitioner buy-in.

Build service capacity.

Staff recruitment.

Deliver pre-implementation training.

Create an implementation team.
Develop an implementation plan.

Technical assistance/coaching/supervision.
Process evaluation.
Supportive feedback mechanisms.

Learning from experience.

Vi.

Vi,

Vii.

Meet with nominated service’s ROM Lead to conduct a Pre-implementation Planning Meeting and
undertake a Service Profile Survey to assess the fit between the service’s aspirations and their readiness
for organisational change.

Administer Routine Outcome Measurement Survey to all service practitioners and managers to assess

individual philosophical and practical attitudes towards sessional ROM relative to traditional T1+T2 and
discretional measurement.

Select and/or review nominated ROM Mentors in light of survey results.

Create a local Implementation Management Group to review data from the ROM Survey, set
appropriate quarterly data targets, and agree off-track actions as advance remedial steps for missed
targets.

Write and deploy Implementation Plan to communicate the concrete quarterly performance indicators
defining successful implementation and remedial actions for missed targets.

Deliver Training and E-learning Resources that address the common ROM restraints to help build a
consensus opportunity.

Deliver Data Quality Reports at Months 1, 2, 3 and 6 to profile individual practitioner engagement
relative to data quality targets.

Provide Mentor Support Calls to discuss implications of data quality reports and Chair Quarterly IMG
Meetings to agree reparative actions to keep service on-track to meet agreed targets.

Support Mentors to teach their Mentees to Clear Flags with brief reflective case notes for all clients
lacking any reliable improvement on sessional measurement scores after 3-6 sessions (duration
depending on case mix).

Provide and manage a ‘Basecamp’ Resource to encourage Managers, Mentors and Mentees to chart
their ROM implementation ‘journey’ — reflecting on how challenges were overcome and iteratively
sharing positive experiential and empirical yields as they occur in (near) real-time.



Lessons from CORE Implementations?

Practitioners carry a wide range of beliefs, attitudes, feelings, and
experiences into the introduction of routine outcome measurement that
are rarely if ever systematically assessed by managers or researchers.

Measurement is commonly implemented as an administrative and/or
technical process rather than a clinical one that strip client’s ROM
responses of therapeutic significance.

Where ROM data are reviewed they are rarely explored in any depth for
fear of exposing individual practitioners. This perpetuates clinical apathy,
poor data quality and minimum reflectivity on service development

implications. ﬁ
Core
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Learning from Active ROM Implementation?
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Appropriately resourced, led and managed, ROM implementation
can be a success that brings unity, curiosity and pride to services.

Leadership appears a critical factor of success and effective
process ineffectively led will fail to meet data quality and

engagement targets.

Practitioner safety is paramount and the challenges that the ROM
process places on self-efficacy assessments shouldn’t be under-

estimated and case mix optimisation should be key.
/\\\OT’@
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eframmg routine outcome measurement AFQ

“The psychotherapist learns little or
nothing from successes. They
mainly confirm in him his mistakes,
while his failures on the other hand,
are priceless experiences in that
they not only open a deeper truth,
but force him to change his views &

m et h O d S .” Carl Jung (1875-1961)
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