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Empirically supported psychotherapies, treatment guide-
lines, best practices, and treatment manuals are methods
proposed to enhance treatment outcomes in routine prac-
tice. Patient-focused research systems provide a compat-
ible and contrasting methodology. Such systems monitor
and feed back information about a patient’s progress
during psychotherapy for the purpose of enhancing out-
comes. A meta-analytic review of three large-scale stud-
ies is summarized and suggests that formally monitoring
patient progress has a significant impact on clients who
show a poor initial response to treatment. Implementa-
tion of this feedback system reduced deterioration by 4%
to 8% and increased positive outcomes. Our interpreta-
tion of these results suggests that it may be time for clini-
cians routinely and formally to monitor patient treatment
response.
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The effects of psychotherapy have been found to be gen-
erally positive across a variety of studies and over substan-
tial periods of time dating back to the 1930s (Lambert &
Ogles, in press). Substantial efforts have been made to im-
prove patient outcome. The most recent attempts have
taken the form of comparative outcome studies employing
clinical trial methodology and treatment manuals. Results

from these studies have led to recommendations for best
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practices based on criteria proposed by a variety of scien-
tific committees (e.g., Chambless & Hollon, 1998). In turn,
these committees assume that clinical practice outcomes
would be enhanced if psychotherapists limited their prac-
tice to the use of treatments that have substantial evidence
of efficacy (Task Force, 1995). Although clinicians are un-
likely to question the merit of supporting therapeutic ap-
proaches based on strong empirical foundations, current
best practice recommendations that seem to favor partic-
ular treatments have engendered criticism and controversy
(e.g., Garfield, 1996; Nathan, 1998). Fortunately, improv-
ing the quality of patient care and maximizing patient be-
nefits can also be achieved by a variety of other means.
Attempts to provide quality assurance for clients re-
ceiving psychotherapy are a worldwide phenomenon and
extend beyond the debate over empirically supported
psychological interventions (Andrews, 2000). In a special
section of the Journal of Consulting and Clinical Psychology,
quality assurance research programs in the United States
(Beutler, 2001; Lueger et al., 2001; Lambert, Hansen, &
Finch, 2001), Great Britain (Barkham et al., 2001), and
Germany (Kordy, Hannover, & Richard, 2001) were de-
scribed. A common feature across each of these systems is
an emphasis on patient-focused research. This methodol-
ogy endeavors to improve psychotherapy outcome by mon-
itoring client progress and providing this information to
clinicians in order to guide ongoing treatment, especially
for the client who is not having a favorable response to
treatment (signal-alarm cases). Patient-focused research,
therefore, is an extension of quality assurance and repre-
sents one effort to bridge the gap between efficacy and
effectiveness research and clinical practice, while enhanc-
ing patient outcome before treatment termination (Lam-
bert, 2001). It is also well suited to models of care in which

clinicians attempt to step-up or step-down treatments af-
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ter assessing patient treatment response (Newman, 2000;
Otto, Pollack, & Maki, 2000).

We report here a meta-analysis of the results of a series
of studies aimed at evaluating one system of patient-
focused research. Like most meta-analytic reviews, the cur-
rent study was undertaken because summing data across
studies allows for conclusions that provide better estimates
of effects than individual studies. It also allows for analysis
of treatment effects that, given small subsample sizes within
the individual studies, may not have met criterion for sta-
tistical significance, but which are nonetheless reliable.

The research summarized here has been published else-
where (Lambert et al., 2001; Lambert, Whipple, Ver-
meersch, et al., 2002; Whipple et al., 2003). Each of the
three studies required about one year of data collection
and was based on about 1,000 clients. All three studies
evaluated the effects of providing therapists with feedback
about client improvement through the use of progress
graphs and warnings for clients who were failing to dem-
onstrate expected treatment responses (signal-alarm cases).
The research question of interest in these studies was as
follows: Does formal feedback to therapists on client pro-
gress improve psychotherapy outcomes and attendance?
Two simple hypotheses were tested: (a) signal-alarm clients
(those predicted to have a poor treatment response) whose
therapist received feedback will show better outcome than
similar clients whose therapist did not receive feedback;
(b) clients of therapist receiving feedback will show bet-
ter attendance (i.e., attendance representative of cost-
effective psychotherapy) than similar clients of therapists
not receiving feedback. Three research questions could
be addressed in this meta-analysis that could not be fully
addressed by the individual studies (or were addressed but
provided inconsistent findings across the studies): Do
trainees profit more from feedback than experienced li-
censed providers? Is a relatively late signal-alarm indicative
of poor final response? Is the cost of providing more ses-
sions to signal-alarm cases offset by providing fewer ses-
sions to patients who appear to be on-track for a positive
outcome?

The three studies that are combined here shared many

things in common:

1. Each was conducted in the same clinic, a college
counseling center.
2. Each included consecutive cases regardless of diag-

nosis rather than being disorder specific.
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3. Random assignment of clients to experimental and
control conditions was made in two of the studies (1 and
3) while study 2 assigned treatment by school semester.

4. The professional staff that provided the treatment
remained relatively constant across the three studies and
provided a variety of theoretically guided interventions
dominated by cognitive behavioral and eclectic orienta-
tions. Professional therapists represented about 50% of the
clinicians participating in each study. Graduate student
trainees (practicum students and interns) represented the
remainder of participating therapists and varied from study
to study.

5. In each study therapists saw both experimental and
control cases, thus limiting the likelihood that differences
between conditions could be due to therapist effects.

6. The measure of outcome as well as rules/standards
for identifying signal-alarm patients (failing cases) remained
constant.

7. The length of therapy (dosage) was determined by
patient and therapist rather than by research design or ar-
bitrary insurance limits.

8. Generally, patient characteristics such as gender, age,

and ethnic identification were similar across studies.

Characteristics of the three samples are presented in
Table 1. As can be seen, the three samples were essentially
equivalent with the exception of the smaller sample size in
Study 1 and the larger treatment dosage in Studies 2 and 3
compared to Study 1. Unlike most meta-analytic reviews,
the studies summed here were highly homogeneous.

One notable difference in the studies was that while the
second study was a replication of the first, the third study
(Whipple et al., 2003) extended the design of the first two
studies by including a third experimental condition that
was intended to strengthen the feedback intervention by
encouraging therapists to use clinical support tools (e.g.,
a problem-solving decision tree and additional measures)
with their signal-alarm cases. However, for the purposes of
this review, the third experimental condition was collapsed
into the feedback condition for the sake of parsimony and
because the number of clients was relatively small.

In order to understand the meaning of this meta-
analysis it is essential to discuss particular details of the
methodology used in the studies. First, outcome is defined
and its operational definition is provided, along with rules
for categorizing each client’s treatment response. Next, the

method for identifying likely treatment failures (signal-
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Table 1. Characteristics of clients from studies used in meta-analysis

Clients/therapists Age Females Caucasians Dosage Mood Disorder Intake OQ
Study N M % % M/SD % M/SD
Lambert, Whipple, et al. (2001) 609/31 22.23 70% 88% 3.66/3.87 27% 69.21/22.46
Lambert, Whipple, et al. (2002) 1020/49 22.26 70% 85% 4.53/3.34 31% 71.72/22.52
Whipple et al. (2003) 981/48 22.31 66% 86% 5.46/4.87 29.2% 70.87/22.86

alarm cases) is highlighted in order to describe the feedback
that was given to therapists. Finally, the effects of feedback
are summarized, and the implications of these results for
research and practice are provided. We conclude with lim-
itations of the research methodology and include an argu-
ment for routine utilization of formal feedback in clinical

practice.

Defining Outcome

Patient-focused research, as applied in routine practice,
demands efficient outcome assessment rather than the
more ideal alternative of comprehensive assessment. Out-
come measurements that are typically employed in efficacy
studies often require hours of assessment from multiple
research perspectives of change with a small number of
homogeneous patients. In contrast, patient-focused re-
search uses weekly assessments with a single, brief measure
(Howard, Moras, Brill, Martinovitch, & Lutz, 1996).
Thus, assessment in this type of research is much more fre-
quent, with a greater diversity of patients and large final
sample sizes, but it is less comprehensive and lacks multiple
perspectives of change.

In each of the studies examined here, psychological dys-
function was assessed using the Outcome Questionnaire-
45 (OQ-45; Lambert, Hansen, et al., 1996), which
provided both a measure of weekly change on which the
feedback to therapists was based, as well as the criterion
measure for classification of clients into outcome groups
(improvers, no-changers, and deteriorators). This self-
report scale was designed to measure client progress in
therapy by repeated administration during the course of
treatment and at termination. It was designed to assess four
domains of functioning: symptoms of psychological dis-
turbance, mainly depression and anxiety; interpersonal
problems; social role functioning (e.g., problems at work);
and, quality of life (positive aspects of life satisfaction). The
OQ-45 provides a total score, based on all 45 items, as well
as three subscale scores. Only the OQ-45 total score, which
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provides a global assessment of patient functioning, was
used in the current analysis (factor analysis of the OQ-45
is consistent with a single global level of functioning solu-
tion; Mueller, Lambert, & Burlingame, 1998).

The OQ-45 has been reported to have adequate relia-
bility and validity across a number of settings and patient
populations (both clinical and normative). Research has in-
dicated that the OQ-45 is a psychometrically sound in-
strument, with adequate three-week test-retest reliability
(r = .84) (Lambert, Burlingame, et al., 1996) and excellent
internal consistency (Cronbach’s ALPHA = .93) (Lambert,
Hansen, et al., 1996). The OQ-45 has also been demon-
strated to have strong concurrent validity coeflicients.
These range from .55 to .88 (all significant at p < .01) on
the SCL-90R, BDI, Zung Depression Scale, Taylor Man-
ifest Anxiety Scale, STAI, Inventory of Interpersonal Prob-
lems, and the Social Adjustment Scale. Furthermore, the
OQ-45 has been shown to be sensitive to change in clients
over short time periods while remaining stable in untreated
individuals (Vermeersch, Lambert, & Burlingame, 2000).
Repeated testing of persons has been found to have little
systematic effect on OQ-45 test scores (Durham et al.,
2002), but like other self-report measures it is subject to
demand characteristics that cannot always be eliminated.
Instructions call for honest reporting and clients are under-
going treatment for their own personal benefit, factors
that possibly minimize conscious distortion of reported
symptoms.

In short, the OQ-45 is a brief measure of psycho-
logical disturbance that is reliable, valid, and sensitive to
changes patients make during psychotherapy. It is well
suited for tracking treatment response during and follow-

ing treatment.

Defining a Positive and Negative Outcome
An important and essential aspect of patient-focused re-
search methodologies is the establishment of cutoff scores

for indicating when the changes a patient has made are
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recognizable and substantial (i.e., reliable and clinically
significant). This involves evaluating when a score on an
outcome measure suggests a patient has made progress
sufficient to be classified as reliably improved or recovered.

Using formulas developed by Jacobson and Truax
(1991), clinical and normative data for the OQ-45 were
analyzed by Lambert, Hansen, et al. (1996) to provide cut-
off scores for the Reliable Change Index (RCI) and for
clinically significant change. Clients who change in a pos-
itive or negative direction by at least 14 points are regarded
as having made “reliable change.” This degree of change
exceeds measurement error based on the reliability of the
OQ-45 and is one of two criteria posited by Jacobson and
Truax as indicative of clinically meaningful change. The
second criterion requires movement from a score typical of
a dysfunctional population to a score typical of a func-
tional population (Kendall, Marrs-Garcia, Nath, & Sheld-
rick, 1999). The cutoff on the OQ-45 for demarking the
point at which a person’s score is more likely to come from
the dysfunctional population than a functional population
has been estimated to be 64. When a client’s score falls at
63 or below, the conclusion is drawn that their function-
ing is more similar to nonclients than clients at that point
in time. Passing this cutoft (from dysfunctional to func-
tional) is the second criterion posited by Jacobson and
Truax as an indicator of clinically significant change.
Clients who show reliable change and pass the cutoff are
considered recovered, while those who only show reliable
changes are considered improved.

Support for the validity of the OQ-45’ reliable change
and clinical significance cutoff scores has been reported by
Lunnen and Ogles (1998) and Beckstead et al. (2003). The
validity of the Jacobson and Truax formulas for establish-
ing change cutoff has been reported by Bauer, Lambert,
and Nielsen (2002). This research suggests that patients
judged to be clinically significantly improved on the OQ-
45 are similarly classified based on the use of other mea-
sures such as the SCL-90R, and that other methods of
calculating clinically significant and reliable change pro-
duce similar estimates of change to those of the Jacobson/
Truax method.

Having a method to classify each patient’s treatment
response is an essential component of patient-focused re-
search, and the Jacobson/Truax method is a valid proce-
dure for this essential task. It has the advantage of classifying
each patient’s treatment response rather than basing judg-

ments about treatment response on group statistics, a
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methodology that makes its use well suited to bridging the
gap between research and practice (Kendall, 1999).

Prediction of Treatment Failure and Description of the

Warning System

The essence of improving outcomes for poorly responding
patients was the development of a signaling system that at-
tempted to identify the failing patient before termination
of services had occurred. Such a signaling system is at the
core of the feedback used with therapists. It requires that
the patient provide session-by-session OQ-45 data that is
evaluated between sessions and judged to indicate a posi-
tive or negative sign for likely functioning at treatment
termination. In patient-focused research, such a signaling
system 1s based on the assumption that termination status
can, in fact, be predicted prior to termination and that
providing treatment progress information to the therapist
will positively affect final outcome.

A variety of procedures have been tested to determine
if treatment failures could be accurately identified. Mul-
tiple regression using a variety of predictors (such as diag-
nosis) suggested that the best predictors were initial level of
disturbance (pretreatment OQ-45 score) and change score
following separate treatment sessions (Brown & Lambert,
1998). In essence, the research determined that the best
way to estimate end of treatment status was to know how
disturbed the patient is prior to treatment and whether the
patient’s early response to treatment is positive or negative.
An early positive response foretells a positive final out-
come and maintenance of gains at follow-up, while an
early negative response to treatment is a negative indicator.

Information about early response to treatment (dramatic
response during the first three sessions; Haas, Hill, Lambert,
& Morrell, 2002), the fact of a dose response relationship
and its size, (Anderson & Lambert, 2001; Howard, Kopta,
Krause, & Orlinsky, 1986; Kadera, Lambert, & Andrews,
1996), and the reliability of the OQ-45 were used to cre-
ate algorithms for identifying patients who were predicted
to leave treatment before receiving therapeutic benefit or
who were thought to be at risk for having a negative treat-
ment outcome (details provided in Lambert, Whipple,
Bishop, et al., 2002; cutoff scores can be obtained from
the first author). For simplicity of communication in the
clinical setting, patients identified as treatment non-
responders are referred to as “signal-alarm” cases. This is
a term that has precedence in other research aimed at im-

proving the quality of patient care (Kordy, et al., 2001).
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The accuracy of the algorithms has been tested and they
appear to be successful at identifying patients who have
negative treatment outcomes. Lambert, Whipple, Bishop,
et al. (2002) examined predictive accuracy with 492 clients
who were in treatment at a university counseling center.
Thirty-six (7.3%) of these clients deteriorated during treat-
ment. Twenty-nine of these deteriorators (80.6%) were
identified prior to termination using the algorithms while
7 (19.4%) were missed. This level of accuracy came at the
expense of misidentifying 95 (20.8%) of the clients as
signal-alarm cases who did not in fact deteriorate. These
rates compared favorably with identification procedures
based on a purely statistical approach using Multilevel Lin-
ear Modeling (Finch, Lambert, Schaalje, 2001).

Once a patient takes the OQ-45, commences treat-
ment, and completes a session of treatment, the decision
rules are used to generate feedback. Feedback to therapists
consisted of a progress graph that included all the patient’s
scores to that point in time and a 1/4-inch colored stick-
on dot (white, green, yellow, or red) that was used to vi-
sually catch the therapist’s attention and immediately
convey the status of patient progress. A written message
corresponding to the colored dot was also provided at each

session. A brief summary of the messages follows:

White Feedback: “The client is functioning in the nor-
mal range. Consider termination.”

Green Feedback: “The rate of change the client is mak-
ing is in the adequate range. No change in the treat-
ment plan is recommended.”

Yellow Feedback: “The rate of change the client is mak-
ing is less than adequate. Recommendations: consider
altering the treatment plan by intensifying treatment,
shifting intervention strategies, and monitoring pro-
gress especially carefully. This client may end up with
no significant benefit from therapy.”

Red Feedback: “The client is not making the expected
level of progress. Chances are he/she may drop out of
treatment prematurely or have a negative treatment
outcome. Steps should be taken to carefully review
this case and decide upon a new course of action such
as referral for medication or intensification of treat-
ment. The treatment plan should be reconsidered.
Consideration should also be given to presenting this
client at case conference. The client’s readiness for

change may need to be reassessed.”
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Patients completed their first pretreatment OQ-45 dur-
ing the intake procedure and subsequent OQ-45s prior to
each treatment session. Each time an OQ-45 was admin-
istered, an updated graph and a colored dot were given
to the therapist and placed in the patient’s chart. The col-
lection of OQ-45 data was done by the secretarial staff’
as a routine part of receiving the patient arriving for an

appointment.

META-ANALYSIS OF OUTCOME ACROSS STUDIES
Results of the three studies analyzed here were combined
in order to provide the best estimate of the psychotherapy
outcome effects of providing signal-alarm feedback to
therapists. In this report four acronyms are used to identify
the treatment conditions that were examined. Clients not
progressing as expected (signal-alarm cases, with either a
red or yellow code) were further categorized into two
groups depending on whether their therapists were recip-
ients of feedback. Clients whose therapists received feed-
back are referred to as the Not-On-Track Feedback group
(NOT-Fb), whereas those clients of therapist’s not receiv-
ing feedback are referred to as the Not-On-Track No
Feedback group (NOT-NFb). Clients of therapists receiv-
ing only green or white coded messages (i.e., who pro-
gressed as expected) are referred to as the On-Track
Feedback group (OT-Fb). Clients who were “on-track”
but whose therapists were not informed are referred to as
the On-Track No Feedback group (OT-NFD). The allo-
cation of patients to groups and their final treatment status
is illustrated in Figure 1. This figure includes the patients
who began treatment and attended at least two sessions, but
excludes about 700 clients who attended a single intake
session and terminated, precluding the possibility of mon-
itoring their progress or measuring their status following
treatment. This “attrition” rate is common in routine prac-
tice given that the modal number of sessions for patients
who are not participating in a research protocol is one
(Garfield, 1994).

The results of combining the three studies are also pre-
sented graphically in Figure 2. As can be seen, the patients
identified as NOT (signal-alarms) had a different outcome
course depending on assignment to the feedback or no
teedback treatment conditions. Up to the point that signal-
alarm cases are first signaled (or, in the case of the no feed-
back condition, could have been signaled) their progress is

similar. It shows an average decline in functioning from a
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Random Assignment
N= 2,605

oT NOT
N= 980 N= 286
D D D D

= 40 N=61 N= 29 = 40
(4%) (21%) (3%) (13%)

NG NC NC N=N ?54
N=524 N= 165 = 588 (62%)
(53%) (58%) (57%)
RC+CS RC+CS RC+CS
N=426 N= 60 N= 104
(43%) (21%) (35%)

Figure 1. Diagram of design and final outcome for all patients in the meta-analysis. D = deteriorated at termination; NC= not reliably better or worse at

termination; RC + CS = reliable change or clinically significant change at termination; NF Control = clients whose therapist was not informed about treatment

progress; Fb Experimentals = clients whose therapist was informed about their progress.

score of 79 to a score of 89 (i.e., 10 points, about one half
a standard deviation) on the OQ-45. From the point of the
signal-alarm, the experimental (feedback) cases improved
to a score around 72 while the control (no feedback) cases
improved to an average score near 80 (i.e., they were, as a
group, slightly worse off than when they entered treat-
ment but showed improvement after being identified as a
signal-alarm). The effect size for this difference was 0.39 (F
(1,581) =26.150, p < .05). In the individual studies them-
selves the effect sizes for this difference between NOT-
NFb and NOT-Fb was 0.44, 0.34, and 0.44 in studies 1, 2
and 3, respectively (all significant at the .05 level).

Classification of Clinically Significant Change. ~ Table 2 pres-
ents a classification of signal-alarm patients based on their
final treatment status at termination. As can be seen, 21%
of the signal-alarm cases seen by therapists who received
no feedback showed a negative treatment outcome at ter-

mination. In contrast, when therapists received feedback
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that identified their patient as not-on-track, only 13% of
the patients deteriorated. The rates for signal-alarm cases
showing clinically significant or reliable change were also
markedly different, with nearly a 75% increase as a result of
tfeedback (35% versus 21% in the experimental versus con-
trol groups respectively). Classification percentages for all
the patients are presented in Figure 1.

Therapy Dosage and Feedback. Feedback was also hypoth-
esized to affect dose of psychotherapy as well as outcome.
In this context it was anticipated that those patients who
were on track (i.e., who had received green or white mes-
sages without ever receiving a yellow or red warning)
would receive less therapy than the control patients who
were on track and whose therapists received no feedback.
In contrast, patients who were not on track were expected
to stay in therapy longer if feedback was given than were
patients whose therapist did not receive feedback. Figure

3 summarizes evidence from the three studies on this phe-
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Figure 2. Change from pre- to post-testing of Not-On-Track (signal-alarm) and On-Track clients. NOT-NFb = signal-alarm cases whose therapist got no

signal or message; NOT-Fb = signal-alarm cases whose therapist got a red or yellow signal, indicating they were at risk for treatment failure; OT-NFb = clients

who were making satisfactory progress and whose therapist never received any information about their progress; OT-Fb = clients whose therapist got a

green or white signal and message and who were predicted to have a positive outcome; Pre OQ = average client scores on the OQ-45 at intake; Warning

OQ = average client score on the OQ-45 at the point at which a client qualified for a yellow or red message (the time of warning varied across clients);
Post OQ = average client OQ-45 score at the session they terminated treatment (number of sessions until termination occurred varied).

Table 2. Percent of Not-On-Track (Signal-Alarm) Cases Meeting Criteria
for Clinically Significant Outcome at Termination

NOT-NFb?
n (%)

NOT-Fb®
n (%) x2

Outcome
Classification

Deteriorated® 61(21.3%) 40 (13.4%) 16.31*

No Change 165 (57.7%) 154 (51.7%)
Reliable Change or Clinically
Significant Changed 60 (21%) 104 (34.9%)

2NOT-Fb = clients who were not on track and whose therapists were given
feedback.

®NOT-NFb = clients who were not on track and whose therapists did not
receive feedback.

“Worsened by at least 14 points on the OQ from pre-treatment to post-
treatment.

dImproved by at least 14 points on the OQ or improved and passed the
cutoff between dysfunctional and functional populations.

*2 (2, N =584) = 16.31, p < .001.

nomenon. As can be seen, signal-alarm cases whose ther-
apist received feedback stayed in therapy longer (i.e., at-
tended more sessions of therapy) than the signal-alarm
patients where no feedback was given (F (1, 582) = 15.899,
p < .05). On average they attend about one and one half
additional sessions. This increase in attendance occurred af-

ter the warning was given.
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In contrast, the OT patients of therapists who received
no feedback participated in more sessions. Although only
slightly greater, this session difference reached statistical
significance (F(1, 2024) = 8.136, p < .05). The pattern is
consistent with cost-effective psychotherapy since the de-
crease in attendance for the large number of OT-Fb cases
offsets the additional costs of increasing dosage for the
NOT-Fb feedback cases. When the average number of
treatment sessions (4.69) provided to patients in the feed-
back condition (n = 1334) is contrasted with the average
number of sessions (4.67) provided to patients in the No
Feedback condition (n = 1276), there was no increase in
per session costs, yet the feedback group had superior out-
comes. Given the effect size difference between the treat-
ments (i.e., decrease in deterioration and increase in
reliable and clinically significant change) and no increased
costs per case in the experimental group, the feedback in-
tervention would seemingly have considerable value in

providing more cost-effective treatment.

Did Outcome Vary as a Function of Therapist Experience?
Trainees were significantly more likely to have clients that

became signal-alarm cases during treatment (25.5% of
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Sessions

NOT-NFb

NOT-Fb OT-NFb OT-Fb

Figure 3. Mean number of sessions for experimental (feedback) and

control (no feedback) groups. NOT-NFb = signal-alarm cases whose
therapist got no signal or message; NOT-Fb = signal-alarm cases whose
therapist got a red or yellow signal, indicating they were at risk for
treatment failure; OT-NFb = clients who were making satisfactory progress
and whose therapist never received any information about their progress;
OT-Fb = clients whose therapist got a green or white signal and message
and who were predicted to have a positive outcome.

trainees’ clients versus 20.6% of staff clients; chi square (1,
n = 2610) = 8.299, p <. 05), a finding that supports re-
quirements for licensure and supervision. Given their rel-
ative inexperience at helping people, it was expected that
the clients (n = 954) of trainees (n = 47) would benefit
more from feedback than the clients (n = 1656) of experi-
enced clinicians (n = 29). Data from the three studies al-
lowed for an analysis of three interaction effects between
therapist experience level, feedback condition, and iden-
tification as OT/NOT. Results indicated there were no
significant interactions for staff/trainee X feedback/no
feedback (F(8, 2602) = 0.853, p > .05), staff/trainee X
OT/NOT (F(8, 2602) = 0.327, p > .05), or staft/trainee
X feedback/no feedback X OT/NOT (F(8, 2602) =
1.778, p >.05) and suggest that trainees do not profit more
than experienced therapists from feedback. There was a
significant main effect in this analysis that was unexpected.
Overall the clients (n = 954) of trainees had significantly
better outcome than the clients (n = 1656) of the profes-
sional staff. The mean change for trainee clients was —12.37
(SD = 18.83) while that for staff was —9.57 (SD = 18.92),
(F(8,2602) = 12.509, p < .05, d = .15). This appears to be
a small but reliable difference.

These same data were also analyzed with the chi-square
statistic after each patient’s change was categorized in a 3
(deteriorated/no reliable change/reliable or clinically sig-

nificant change) X 2 (feedback/no feedback) X 2 (staff/
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trainee) frequency table to test for outcome differences be-
tween professional staff and trainees on the basis of out-
come classification. Chi-squared analyses indicated patients
of trainees had significantly better outcome than patients of
professional staff across the entire sample (}* (2, n = 2610) =
14.909, p < .05), in the feedback (y* (2, n = 2610) =
10.422, p < .05) and no feedback conditions (¥ (2, n =
2610) = 9.164, p < .05), and both On-Track conditions
(OT-Fb, ¥* (2, n = 2610) = 16.122, p < .05) (OT-NFb, >
(2, n=2610) = 11.05, p < .05).

These data were further analyzed within the professional
staff and trainee samples. Patients of staff in the NOT-Fb
condition had significantly better outcome than patients of
staff in the NOT-NFb condition (}* (2, n= 2610) =
13.125, p <.05). For trainees, patients had significantly
better outcome in the feedback condition than the no
feedback condition ()* (2, n = 2610) = 11.847, p < .05),
the OT-Fb versus the OT-NFb conditions (x> (2, n =
2610) = 8.422, p <.05), and the NOT-Fb versus the NOT-
NFb conditions (x* (2, n = 2610) = 5.86, p = .05). It ap-
pears from the foregoing analysis that the benefits of
feedback to professional staff were limited to signal-alarm
cases (NOT-Fb) but more broadly helpful to trainees
whose clients benefited by feedback whether or not they
were signal-alarm cases. In this regard they benefited more
from feedback on client progress than did clients of pro-
fessionals. Proportions of clients classified by individual

change are presented in Table 3.

Early Versus Late Warning as an Indicator of Poor Final Out-
come.  Pearson’s r was used to test the relationship between
the session at which therapists received a signal-warning
and final treatment outcome. The correlation between the
session of first warning and outcome was r = .073, p =
.076. Therefore, when the three studies were combined,
the data did not support the hypothesis that later warnings
would be more predictive of poor outcome. It was con-
cluded that receiving a signal alarm at any point in the

course of treatment is a poor prognostic indication.

DISCUSSION

The current meta-analysis summed three studies that tested
the effects of providing therapists with feedback on pa-
tient progress with an emphasis on improving outcomes for
clients predicted to have a poor treatment outcome. The
control groups from these studies received treatment as

usual and therefore provided a baseline for testing the
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Table 3. Patient Outcome based on level of training, experimental condition, and categorization of patient change

Deteriorated No-change CS/Reliable Change
Experimental Condition Signal-alarm Status n (%) n (%) n (%)
Feedback
Professional
On Track 24 (3.7%) 390 (60.1%) 235 (36.2%)
Not On Track 27 (16%) 80 (47.3%) 62 (36.7%)
Total 51(6.2%) 470 (57.5%) 297 (36.3%)
Trainee
On Track 5(1.3%) 198 (51.2%) 184 (47.5%)
Not On Track 13 (10.1%) 74 (57.4%) 42 (32.6%)
Total 18 (3.5%) 272 (52.7%) 226 (43.8%)
No-Feedback
Professional
On Track 25 (3.8%) 377 (56.6%) 264 (39.6%)
Not On Track 38 (22.1%) 101 (58.7%) 33(19.2%)
Total 63 (7.5%) 478 (57%) 297 (35.4%)
Trainee
On Track 15 (4.6%) 147 (45.4%) 162 (50%)
Not On Track 23 (20.2%) 64 (56.1%) 27 (23.7%)
Total 38(8.7%) 211 (48.2%) 189 (43.2%)

effects of a feedback intervention designed to alert thera-
pists about clients at risk for treatment failure. Nine percent
of the control patients deteriorated during treatment, a
figure consistent with the 5-10% estimate based on past re-
views of psychotherapy outcome research (Lambert &
Ogles, in press; Mohr, 1995). In addition, 38% of patients
achieved either reliable change or clinically significant
change by the time they left treatment, a figure that
approximates the estimates (but is at the lower end) of out-
come in clinical trial research (Hansen, Lambert, & For-
man, 2002). These figures provided a baseline with which
to compare the effects of quality improvement efforts on
the entire sample of patients. In contrast, the experimen-
tal groups had a deterioration rate of 5% while 39% met
criteria for reliable or clinically significant change. This
difference was statistically significant (F(5, 2605) = 11.644,
p <.05). The effect size was 0.09, a small effect according
to Lipsey’s (1990) criterion.

These overall differences in outcome between the
experimental and control groups, while important, mask
greater differences between control and experimental group
signal-alarm cases for whom the feedback intervention was
hypothesized to make its contribution, (i.e., feedback was
hypothesized to specifically impact the outcome of pa-
tients at risk for treatment failure, and not all patients in
general). Within the control groups, the decision rules
identified about 22.4% of patients as making inadequate
progress (signal-alarm cases) while in the feedback groups

a similar number (22.3%) was obtained. Among these

signal-alarm cases the effects of feedback were more sub-
stantial. The treatment-as-usual signal-alarm condition had
a deterioration rate of 21% compared to the 13% rate
found in the feedback condition. Reliable and clinically
significant change rates improved from the baseline of 21%
in the no-feedback control groups, to a rate of 35% in the
signal-alarm feedback condition (an effect size of 0.39).
Whether treatment effects of this size warrant recom-
mendations for widespread application of feedback sys-
tems is an open question. It should be recalled that those
advocating the use of empirically supported psychothera-
pies do so on the basis of much smaller treatment effects.
For example, estimates of average effect sizes for differ-
ences between cognitive behavior therapy and competing
treatments range from zero to a maximum of 0.20 across a
variety of specific treatments for specific disorders (Lam-
bert & Ogles, 2004; Wampold, et al., 1997). Yet advocates
of specific treatments find such evidence compelling and
some even suggest that the failure to use specific treat-
ments for specific disorders, based on such empirical sup-
port, makes dissemination and application an ethical
responsibility (Chambless & Hollon, 1998). Given the
large sample sizes of the individual studies in this meta-
analysis, and a combined overall sample size of over 2,500
cases, the current findings seem substantial if not com-
pelling. Of course one need not choose between giving
feedback and using empirically supported treatments. The
recognition of potential treatment failure (signal-alarm)

could provide an indication for using alternative treatments
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or initiation of a stepped-care model (e.g., Newman, 2000;
Otto, et al. 2000).

The design and scope of the studies in this review lim-
ited testing of hypotheses that could account for the effects
of feedback on signal-alarm patient outcome. However, all
three studies under review, and the overall finding from
combining the studies, indicate that feedback to therapists
about patient status indicative of possible treatment failure
results in retention of clients in treatment for an average of
about 8-9 (M = 8.61, SD = 5.36) sessions. It appears that
feedback results in changes in therapist behaviors that, at a
minimum, keep clients in treatment longer. It seems likely
that therapists become more attentive to clients when they
receive a signal from the research team that the client is not
progressing.

Three research questions could be addressed in this
meta-analysis that could not be fully addressed by the in-
dividual studies (or was addressed but provided inconsistent
findings across the studies): Do trainees profit more from
feedback than experienced licensed providers? Is a rela-
tively late signal-alarm indicative of poor final response? Is
the cost of providing more sessions to signal-alarm cases
offset by providing fewer sessions to patients who appear to
be on-track for a positive outcome?

The results suggest that therapists in training (whose
work was supervised by the professional staff who also
served as therapists in the current study) had overall out-
comes that surpassed those of their professional counter-
parts. Despite these statistically significant differences
between trainees and professionals, the size of the treatment
effect (d = 0.15) was not substantial. The clients seen by
trainees had somewhat better outcomes (relative to pro-
fessionals) regardless of their status as signal-alarm cases.
The majority of past studies on the effects of training on
outcome report little difference in outcome between pro-
tessionals and trainee/paraprofessionals therapists with only
occasional superiority for the less trained (e.g., Stein &
Lambert, 1995). The finding of statistically significant su-
periority for trainees remains just as much a puzzle in the
present studies as those of the past. In the setting in which
this research was conducted, trainees had a far smaller case
load than the professional staff, perhaps allowing them to
make a greater investment in each client. In addition,
clients were not assigned randomly to professional and
trainee therapists and the small superiority in outcomes
could have resulted from unstudied selection biases. It is

interesting to note that the trainees had more cases that
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became signal-alarms during treatment, suggesting that
supervision may have played a role in promoting positive
outcomes. This interpretation of the small difference in
outcome needs further study.

The findings of this meta-analysis did not show an in-
teraction between training status, signal-alarm status, and
feedback condition. When change within training-status
groups was analyzed, it appeared that feedback made a sig-
nificant difference in outcome across all clients seen by
trainees while it had more specific effects on professionals
by improving only the outcome of signal-alarm cases. This
finding suggests that both groups were able to use the feed-
back to improve outcomes and that feedback was helpful
across levels of training (albeit more broadly helpful with
trainees). Apparently, therapists in both groups have meth-
ods of using the information that was offered in a way that
benefits patients who are at risk for treatment failure. Else-
where we have provided a model for outcome-informed
supervision and recommended that supervisors, colleagues,
case conferences, and case managers may best serve clients
by focusing supervision on potential treatment failures
rather than on cases that are progressing as expected (Lam-
bert & Hawkins, 2001).

The correlation analysis of the session during which a
signal-alarm was first given and final outcome was under-
taken based on the assumption that a later alarm (not un-
til the 5th session) would be a stronger signal for ultimate
treatment failure. In the independent and separate analyses,
Study 1 provided evidence that early warnings rather than
later warnings were more malignant, whereas Study 2
found no relationship between time of warning and out-
come. Study 3 did not report findings on this topic. The
meta-analytic results suggest that relatively late versus early
time to a signal-alarm was not a negative indicator of treat-
ment success. Within the constraints of the methods used
in the individual studies, it appears that clinicians need to
be concerned if a patient reaches the threshold for an alarm
anytime during treatment. Although initially we thought
that an alarm occurring later in treatment would be more
malignant because it came closer to the point of termina-
tion, the meta-analytic results lead us to speculate that later
alarms may be indicative of temporary, stressful life events
(external to therapy), while earlier alarms may be related to
aspects of the therapy itself, possibly a failure in the al-
liance that leads to a loss of hope for a good outcome. The
manner in which these data were collected do not allow for

analysis of the reasons for this phenomenon. Consequently,
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these interpretations are tentative but worthy of further
empirical investigation as they have implications for the
meaning of failing to recover as expected.

Study 1 suggested that using feedback resulted in more
efficient psychotherapy, that is, in more sessions for not-on-
track feedback cases and fewer for on-track feedback cases.
Studies 2 and 3 had mixed results. The meta-analysis of all
three studies suggested the presence of a statistically signi-
ficant interaction. These results suggest that keeping signal-
alarm cases in treatment longer not only improves their
outcomes, but that the cost of doing so is offset by reduc-
ing the number of sessions engaged in by on track patients.

The finding that the use of feedback reduces the aver-
age per patient cost of treatment suggests that increasing
the dose of sessions for potential treatment failures can be
done in a cost-effective manner. This finding has impor-
tant implications for third-party payers, employers, and
government agencies that have concerns about providing
quality treatment while also making treatment efficient. It
could be argued that a mere one-and-one-half session in-
crease (about a 20% change), while statistically significant,
is unimportant. We believe that the magnitude of the ef-
fects of feedback on participation in therapy is substantial
enough to be clinically meaningful in therapies that are al-
ready very short. Clearly more research is needed on the
topic of efficient but effective care.

The major limitation of this meta-analysis is the ho-
mogeneous nature of the studies under consideration.
While homogeneity can be a strength in meta-analytic re-
views, the data for this review came from a single treatment
setting, the research was conducted by the same research
team, and used the same dependent measure. Ideally, there
would be enough studies under consideration that a more
heterogeneous sample of patients, therapists, and settings
could be summarized. Although several other signal-alarm
systems exist (e.g., Barkham et al., 2001; Brown et al.,
2001; Kordy et al., 2001; Lueger et al., 2001), none has re-
ported studies of their impact on treatment outcome.

The patient samples used in the present investigation
were in some ways unrepresentative of outpatient psycho-
therapy settings in which the methodology might be ap-
plied in the future. Counseling center clientele are at the
less severely disturbed end of the mental health contin-
uum of clinical samples (Lambert, Hansen, et al. 1996) and
have a disproportionately large number of clients with ad-
justment disorder diagnoses. Other settings, such as com-

munity mental health centers, are likely to identify a higher

rate of cases that are predicted to fail based on the decision
rules employed in this study.

Just as important, the number of signal-alarms that were
delivered to therapists was only half of what it would have
been had this not been an experimental study. Recall that
50% of clinicians’ cases were in the control (no feedback)
condition and therapists received no progress information
on these clients. Thus, notification of an alarm was less fre-
quent for the individual therapist than it would be when
applied in routine practice. Therefore, red and yellow mes-
sages were possibly more likely to catch a therapist’s atten-
tion than they would be in a setting with more disturbed
clients that were not involved in an experiment. The ac-
tual number of clients that would be identified for man-
agement will likely vary from setting to setting. The more
common such cases are, presumably the less importance
giving a signal would have for therapeutic practice, so that
in some settings (and in the absence of a no-feedback con-
trol group) the use of the current algorithms could dimin-
ish the impact of a signal-alarm.

It is difficult to know, based on this meta-analysis, if the
results will generalize to routine practice with more dis-
turbed samples. However, in a yet-to-be-published study
(Hawkins, Lambert, Vermeersch, & Slade, in press) under-
taken in a hospital-based outpatient clinic, the impact of
feedback appeared to be replicated despite the fact that al-
most 50% of clients were identified as signal-alarm cases.
Further studies of feedback across a wider sample of pa-
tients are needed before we can be confident that the re-
sults of the three reviewed studies will generalize across a
wide range of patient populations.

Another limitation of the studies analyzed in this meta-
analysis is that the researchers made no attempts to govern
how feedback was used by therapists. While this method-
ology heightened the likelihood that the results reflect
what would happen in actual clinical applications, clini-
cians may have chosen a variety of ways to respond to the
feedback. These include discussing the feedback with the
client during sessions as a means of stimulating dialogue
and exploration, using the feedback to inform case con-
ceptualization and subsequent interventions, or essentially
ignoring the feedback provided. Greater understanding of
what makes feedback effective is needed.

Patient-focused research has a number of inherent lim-
itations for applications in practice. Some other limitations
grow out of methodological considerations that are a prod-

uct of conducting this type of research. The current re-
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search (and patient-focused research in general) is limited
to a single self-report measure of improvement and there-
fore only provides one view of the presumed impact of
therapy on clients. Furthermore, decisions regarding the
continued provision of treatment should never be made on
the basis of questionnaire-based expected treatment re-
sponse curves alone. The decision rules used in this study,
and the recovery curves on which they are based, can best
be seen as one source of information, as fallible indicators
of the more comprehensive assessments necessary to make
individualized treatment decisions (Meyer, 1998; Strupp,
1996). Clinical trials and effectiveness studies can be, and
usually are, much more comprehensive, thereby providing
a more complex, complete, and perhaps accurate portrayal
of change. However, if patient-focused outcome research
is to have any applicability, it must remain simple and easy
to implement in day-to-day clinical practice. The measure
of outcome used in these studies correlates well with other
measures commonly used in outcome studies but these
measures also rely on self-report methodology.

Since the use of feedback depends on frequent albeit
brief assessments, measuring client status requires clini-
cians, practicing outside of a research protocol, to make
substantial changes in the way they practice. Generally
speaking, clinicians do not see the value of frequent as-
sessments based on standardized scales (Hatfield & Ogles,
2002) because they are confident in their ability to accu-
rately observe client worsening and provide an appropri-
ate response. Despite evidence that suggests therapists are
not alert to treatment failure (Yalom & Lieberman, 1971;
Meyer & Schulte, 2002), therapists’ confidence in their own
clinical judgment stands as a barrier to implementation of
monitoring and feedback systems. The idea that expected
recovery curves and decision tools based on standardized
measures can have a positive patient benefit is novel and in
some ways may be seen as undermining clinical judgment,
despite overwhelming evidence that clinical judgments are
usually found to be inferior to actuarial methods across a
wide variety of predictive tasks (Meehl, 1954; Sines, 1970).

It remains to be seen if the evidence on the effects of
feedback will, in fact, have widespread impact in routine
practice because implementation of such systems remains
a serious obstacle. This problem parallels the problem
found in clinical trials research and meta-analytic reviews
that support one theoretically based treatment over an-
other. If the results of meta-analytic reviews consistently

favored one treatment over another, it might require ther-
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apists to modify their practices and possibly modify long
held beliefs about the nature of psychopathology and
psychotherapy. Tracking patient treatment response in a
systematic way may require more openness to advances in
the field than clinicians are able to accept or implement.
The results of the research summarized in this meta-
analysis suggest the value of continuing to study these
promising methods and their potential clinical utility
through widespread application in routine practice. While
future research is recommended to understand the limits of
applicability of these methods, several studies are already
underway that extend the research in new directions. As al-
ready noted, the third study in this series attempted to use
clinical support tools for helping therapists with signal-
alarm cases. These tools include a decision tree for guiding
inquiry about why a treatment may be failing, additional
assessment scales (therapeutic alliance, social support, and
readiness for change) for assistance in identifying new
courses of action, and recommendations for alternative
courses of action depending on what is determined to be
the problem. Initial results (Whipple et al., 2003) suggest
that these tools increase the impact of feedback alone. At-
tempts to replicate and extend these findings are underway.
In a separate line of research, the effects of providing pa-
tients with feedback on their progress using similar mes-
sages to those given to therapists is being conducted
(Hawkins, et al., 2002) with preliminary results indicating
that patient feedback adds to the benefits of therapist feed-
back. Finally, clinical trials and process research are neces-
sary if we hope to better understand how therapists use
information from feedback and clinical support tools to
improve outcome for their signal-alarm clients. We en-

courage further research on these promising methods.
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