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Clement has proposed several categories of data to be 

Included in data-based management of clinical practice 

for the purpose of improving quality of patient care. 

His model for routine evaluation Includes a proposed 

system for evaluating treatment outcome. An atterna- 

tivo system for evaluating outcome is suggested by the 

authors. Its presumod value is greater efRclency in cllni- 

cian (and pationt) time involvoment, more likelihood of 

contributing to tho omplrical understanding of thera- 

peutic effects, and greater ease of comparison with the 

data produced from controlled research and from other 

ptivato practitioners. Samplo data are presonted ilius- 

tratlng the value of using cutoff scores and social vall- 

dation methodology to improve the quality of psycho- 

thorapeutic sewices and increase our undorstandlng of 

the impacts of treatment. 
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Clement  (1996) is to be congratulated for addressing 
the important issue of quality assessment and assurance by 
the clinician in routine clinical practice. The system of 
evaluation he proposes includes outcome assessment as its 
central focus with the goal of providing data that can be 
summed across patient diagnostic categories, treatment 
methods, and clinicians. He presents instructions for cal- 
culating a treatment effect size for each patient. He sug- 
gests the development of a database management system 
by individual providers and provider groups. This com- 
mentary supports the recommendations of Clement, 
offers some criticisms of his proposal, and makes sugges- 
tions for improved procedures. 
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CRITICAL EVALUATION OF CLEMENT'S  O U T C O M E  

M E  AS U R E M E N T  R E C O M M E N D  AT10 N S 

The outcome measurement method proposed by Clem- 
ent is based on formulating individualized goals based on 
Goal Attainment scaling (Kiresuk and Sherman, 1968) 
and Global Assessment of Functioning (American Psychi- 
atric Association, 1987). Evaluating patient outcome on 
the basis of individualized goal attainment has the advan- 
tage of being particularly sensitive to the concerns of the 
individual patient while reflecting the results of therapist 
and patient collaborative efforts in therapy. In fact, indi- 
vidualized goal evaluation was recommended frequently 
in the late 1960s, with a resurgence of interest in the 
1990s related to the advocacy of qualitative research 
methods by psychotherapy researchers (Lambert and Hill, 
1994). Numerous procedures for individualizing treat- 
ment goals have been promoted over the years, with the 
Target Complaints method (Battle et al., 1966) and God 
Attainment scahng being the most widely used in treat- 
ment research. The Target Complaints method was a rec- 
ommended outcome measure in the Core Outcome 
Battery as suggested by the National Institute of Mental 
Health core battery conference (Waskow and Parloff, 
1975). Despite the advocacy of such methods by some, 
individuahzed goals have many limitations, some of 
which were alluded to by Clement. However, these 
methods have numerous shortcomings beyond those 
mentioned by Clement: 

1. Therapist treatment effects are difficult to separate 
fi-om therapist goal-setting bias. 

2. Goals judged either too easy to obtain or too 
difficult to obtain are ofien included for analysis. 

3. Change is inevitably confounded with expectations 
for improvement so that effective treatment may be more 
a hnction of goal-setting standards than treatment itself. 

4. Concurrent validity of goal attainment yields rela- 
tively low correlations with other outcome measures. 

5. There have been a large number of modifications 
to goal attainment (the Clement proposal being just one 
recent variation), so it is hard to compare goal attainment 
methods &om study to study (let alone practitioner to 
practitioner). 

6. Goal setting is a time-intensive procedure, espe- 
cially in the initial stages of clinical applications. 

7. Individualization of goals may preclude the use of 
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case-mix adjustment statistics, a point we shall return to 
later. 

Given these and related problems (see also the critique 
of Goal Attainment scaling by Mintz and Kiesler, 1982), 
the status ofindividualized goal-rating procedures remains 
tenuous. As Lambert and Hdl (1994) have observed, 
“Effective individualization of goals for the purpose of 
assessing patient change remains an ideal rather than a real- 
ity. The intention to individualize goals is very appeahng 
but the gap between intention and effective application 
appears to be rather large” (p. 79).’ 

Despite their limitations, we do  not favor elimination 
of the procedures for individualizing goals recommended 
by Clement. Rather, it seems desirable to supplement 
individualized goals with standardized clinical rating 
scales. Both individualized goals and standard rating scales 
should be used to evaluate treatment outcomes in clinical 
practice. Similar recommendations have been advanced 
by others who advocate integration of independent prac- 
tice and clinical research (e.g., Marten and Heimberg, 
1995). 

U S I N G  STANDARDIZED SCALES A N D  CUTOFF 

SCORES FOR EVALUATING PATIENT PROGRESS 

An advantage of standardized scales such as the Beck 
Depression Inventory (Beck, Ward, Mendelson, 
Mock, & Erbaugh, 1961), Symptom Check List-90R 
(Derogatis, 1983). and the like is that a patient’s score on 
one of these scales can be compared to a sample of “nor- 
mals,” the pretest scores of other patients, and the posttest 
scores of other patients, and compared against some abso- 
lute (widely accepted) standard of improvement. The 
ability to place all patients on a single continuum of 
distress eliminates most of the disadvantages of individ- 
ualized scales while allowing for comparisons across ther- 
apists, treatment settings, and interventions. 

Froyd, Lambert, and Froyd (1 996) have identified the 
most fiequently used scales reported in the literature on 
psychotherapy outcome. Many of these scales have excel- 
lent psychometric properties and an abundance of norm- 
ative data, making them suitable outcome measures. 
Ogles, Lambert, and Masters (1996) have reviewed many 
of these instruments and provided evaluations of each, 
along with recommendations for their use by inchidual 
clinicians wishing to evaluate and track patient change. 

In short, there is no shortage of suitable standardized 
scales for assessing patient outcome. They are readily 
available and easy to use. 

An issue of considerable contemporary interest is the 
possibility of using such standardized scales in routine 
clinical practice by evaluating clinical change in relation 
to a cutoff score (national standard) for improvement. 
Since each patient that is treated evaluates his or her status 
on the same symptoms, comparisons between the effec- 
tiveness of clinicians, treatments, modalities, and the like 
can be made. 

Based on the concept of social validation (Kazdin, 
1977; Wolf, 1978) and statistically derived clinical sig- 
nificance (Jacobson, Follette, & Revenstod, 1986; Ja- 
cobson and Truax, 1991; Jacobson, Wilson, & Tupper, 
1988), methods have been developed to set standards for 
clinically meaningful patient change. The clinical sig- 
nificance methodology provides for the calculation of 
two specific statistical indexes (a cutoff point between 
normal and dysfunctional samples and an evaluation of 
the reliability of the change score) that provide a specific 
guideline for interpreting patient change. 

The use of standardized scales and cutoff scores can be 
illustrated by reference to our own work. First, clinicians 
are asked to rate patient change on a session-by-session 
basis in much the same way Clement recommends, that 
is, ideographic assessment on the basis of specific patient 
problems. But, in addition, the patient is asked to com- 
plete a standard rating scale before each therapy session. 
Their progress on both individualized goals and the stan- 
dardized scale is displayed graphically to the clinician 
immediately after the data are entered and these data are 
also avadable for broad-based studies of psychotherapeu- 
tic success. 

The selection of a standardized outcome measure was 
a difficult decision. In the end, we chose the Outcome 
Questionnaire (OQ; Lambert, Lunnen, Umphress, Han- 
sen, & Burlingame, 1994). This inventory was designed 
to measure three areas of patient hnctioning: symp- 
tomatic distress, interpersonal problems, and social role 
adjustment. It includes not only items assessing the inten- 
sity of symptoms but items measuring positive mental 
health or quality of life. This broad focus on patient func- 
tioning seemed more appealing than choosing a mono- 
symptomatic scale such as the Beck Depression Inventory 
(even though there is evidence to suggest that mono- 
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symptomatic scales do not merely measure the symptoms 
denoted by the scale name). The content of the OQ was 
consistent with the nature of symptoms found in a broad 
spectrum of Employee Assistance Program, outpatient, 
and inpatient samples. It had the following advantages: 
(a) brief (45 items) and therefore suitable for repeated 
measurement on a weekly basis, (b) solid psychometric 
properties, (c) sensitive to change over short time periods, 
and (d) inexpensive. 

Once a suitable measure appropriate for a wide range 
of patients was selected, a cutoff point for demarking the 
dysfunctional range of functioning from the functional 
range was calculated. Normative functioning was ident- 
ified by taking the scores of a sample of community 
volunteers (normals) and a patient sample (community 
mental health center outpatients) and applying the Jacob- 
son et al. (1984) formula for clinically significant change 
cutoffs: (SD,M, + SD,M,)/(SD, + SDJ. 

Rellablc Change Index 
The reliable change index (RC) was developed to assess 
the statistical reliability of the change a subject exhibits 
when he or she has crossed a cutoff point. If the RC is 
larger than 1.96, then it is with a 95% confidence level 
that reliable change can be said to have occurred (Jacob- 
son & Truax, 1991). To determine whether a test score 
change is due to chance variation or to an actual change 
in the underlying characteristic, the formula RC = (XI 
- XJ/S,, is used, where XI = a subject’s pretest scores, 
4 = the same subject’s posttest score, and S, = the 
standard error difference between the two test scores. S,, 
describes the spread of the distribution of change scores 
(posttreatment minus pretreatment) that would be ex- 
pected if no actual change had occurred and is defined as 
2(Sq2, where SE = the standard error of measurement. 
SE is defined as sl(l - rJ, where s1 = the standard devi- 
ation of the pretreatment sample and r,. = the test-retest 
reliability of the measure. 

For the normative samples under consideration, the 
cutoff on the OQ was determined to be a score of 67. 
Reliable change was determined to be 15 points. There- 
fore, when a patient moves &om the dysfunctional distri- 
bution into the functional distribution by passing the 
cutoff of 67 and changes by 15 points or more, that 
person is judged to have had a clinically significant 
improvement. 

To illustrate the use of this methodology, Figures 1-3 
present the graphs of three patients whose improvement 
followed different courses. Each patient was assessed prior 
to therapy and before each session of therapy. In this 
particular study (Kadera, Lambert, & Andrews, 1995) 
neither the patient nor the therapist was aware of the 
patient’s OQ score. Patient A (Figure l), who was diag- 
nosed with a major depression, was seen for 29 sessions. 
At the pretest, his OQ score was 84. At treatment termi- 
nation, his OQ score was 29. The score passed the cutoff 
of 67 and changed by 55 points; thus, Patient A is an 
example of clinically significant improvement. Although 
the patient passed the cutoff for clinically significant 
change by the 11 th session, the patient and therapist con- 
tinued to work on specific goals and on relapse preven- 
tion until both agreed that therapy was no longer 
necessary. 

The graph of Patient B (Figure 2) represents a differ- 
ent picture of change. She began therapy with an OQ 
score of 78 and terminated fiom therapy after session nine 
without discussing termination with the therapist. At this 
time Patient B was not improved; in fact, she had become 
more symptomatic, having an OQ score of 100. The 
therapist was disappointed with the outcome for this 
patient, who had a bipolar diagnosis. The patient would 
not comply with instructions to take medication. Patient 
B remained dysfunctional at a’ follow-up 6 months later 
(not represented in the graph). 

Patient C (Figure 3) did not show a consistent pattern 
of change. He began therapy just withn the dysfunc- 
tional range with a pretreatment OQ score of 70 and 
remained in the dysfunctional range untd just before 
treatment termination. At termination Patient B had an 
OQ score of 66, had crossed the cutoff into the func- 
tional sample, but had not made reliable change. Both 
the therapist and patient were satisfied with the outcome 
of treatment, including goal attainment. The jump in dis- 
tress occurring between the fourth and eighth sessions of 
therapy was apparently due to a f b d y  crisis that the 
patient discussed extensively in therapy. 

The use of a rating scale with a standard definition 
of improvement has obvious advantages over the use of 
ideographic measures alone. However, several issues must 
be addressed in evaluating treatment outcome. What if a 
patient achieves his or her goals but fails to reach the stan- 
dard for clinical significance on a rating scale (Patient C)? 
Or vice versa? How long must a patient remain in the 
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Flgure 1. Weekly Outcome Questionnaire 
ratings of a patient undergoing treatment: 
Patient A, clinically significant change. - OQScore - Clin. Sig. Chg. Cut& 
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Figure 2. Weekly Outcome Questionnaire 
ratings of a patient undergoing treatment: 
Patient E, deterioration. --c OQscOre - Clin. Sig. Chg. Cut& 

functional range to be confident that they have attained 
a reasonably stable or lasting improvement (Patient A)? 
What if a patient begins therapy in the functional range? 
Space does not permit a full discussion of these and other 

issues, but routine solutions to these problems can be 
adopted. The point to be made here is that standardized 
scales can provide interesting data that can be used both 
clinically and for research purposes. 
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Figure 3. Weekly Outcome Questionnaire 
ratings of a patient undergoing treatment: 
Patient C, no change. 
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O U T C O M E  ASSESSMENT IN CLINICAL PRACTICE 

A N D  THE M A N A G E D  CARE E N V I R O N M E N T  

The behavioral health industry is increasingly evolving 
from a solo-practitioner delivery model into one dom- 
inated by managed care organizations (MCOs), which, 
at their best, seek to serve patients through organized 
systems of care designed to achieve optimal clinical out- 
comes in a cost-effective manner. Like individual prac- 
titioners, such systems must have the ability to monitor 
quality as well as the cost of care delivered and the clini- 
cal effect. 

The wholesale purchasers of health care services 
(employers, insurance companies, government) are in- 
creasingly demanding that measurement of clinical out- 
comes be incorporated into all aspects of health care 
delivery, and that treatment decisions are made based on 
sound empirical evidence for efficacy and value rather 
than financial considerations alone. In response to this 
market demand, the major MCOs are moving rapidly to 
develop the methodology to incorporate the measure- 
ment of clinical outcomes into their delivery systems 
(Bartlett and Cohen, 1993; Brown, Fraser, & Bendoraitis, 
1995). Advances in computing and communication tech- 
nologies have now made it feasible to economically con- 
nect the individual practitioner with the information 

--e o a s ~ r e  - Clin. Sig. Chg. Cut-off 

systems of the MCOs. This next generation of informa- 
tion systems has come to be referred to as Clinical Infor- 
mation Systems (Brown et al., 1995). 

Managed care companies are working collaboratively 
with software development firms to produce practice 
management software that will not only perform tradi- 
tional practice management functions such as scheduling, 
accounting, and billing, but will also facilitate the collec- 
tion of clinical data through the use of an electronic 
patient record. Alternatively, easy-to-use scannable forms 
are being developed that permit the provider to mail or 
fax the necessary data to the MCO. Individual clinicians 
would do well to employ the same systems in their clini- 
cal practice because these systems d be compatible with 
those used by large practitioner groups and because the 
data could contribute to the emerging information base 
that may be used to improve clinical practice. 

A well-designed electronic patient record must incor- 
porate the capacity to track ideographic data including 
individualized treatment goals, as well as nomothetic data 
such as standardized measures of patient impairment and 
improvement. 

The M C O  will be able to profile providers (and pro- 
viders will be able to profile themselves) based on the 
clinical outcomes obtained (with appropriate case-mix 
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adjustment) as well as the cost of obtaining the outcome. 
This can only be achieved through the use of standard- 
ized assessment instruments that allow comparisons with 
other providers. The  use of standardized scales will allow 
individual providers to  have access to  case-mix adjust- 
ment data and thereby allow comparisons of their case 
load with others who have a similar case load. 

A further advantage of the use of standardized mea- 
sures in such a system is the possibility of developing 
algorithms that can be incorporated into the MCOs’ 
clinical information systems (Gray and Glazer, 1994). The 
use of such algorithms will permit the MCO to rely 
less on  the expensive and intrusive inspect-and-control 
methods of having clinicians individually review each 
case, and increasingly rely o n  standardized, empirical data 
to  monitor the care provided. Based on empirically de- 
rived indicators, cases can be targeted for review on an 
exception-only basis. This offers the potential to  dramati- 
cally reduce the non-value-added work for both the 
practitioner and the MCO associated with reviewing 
cases that are in fact proceeding well. It will enable the 
individual provider to  use the information provided by 
algorithms in their solo or group practice to  enhance and 
standardize decision making. 

Since outcome research persistently shows that treat- 
ment is effective (Lambert and Bergin, 1994), clinicians 
can welcome the emphasis on evaluation of treatment 
effects apparent in  present-day mental health care. There 
is no doubt that standardized monitoring of patient prog- 
ress will h r t h e r  demonstrate the value of psychotherapy 
and lead to greater understanding of just how and when 
it is most and least effective. We look forward to the time 
when clinicians routinely and systematically gather and 
share information about the effects of their work, blend- 
ing the best of the art and science of psychotherapy. 

N O T E  

1. We might also note that Clement’s recommendations 
regarding effect-size calculation need to be interpreted cau- 
tiously. Clement proposes the calculation of an effect size to 
express, in standard score units, the degree of patient progress. 
The reader who is not familiar with the effect-size statistic 
should be warned that the effect sizes obtained by following 
Clement’s recommendations will be exceptionally large in com- 
parison to those produced in controlled outcome studies. There 
are two reasons for ths. First, effect sizes based on pre-to-post 
change (without taking into account changes that occur in no- 

treatment or placebo controls) are often at least double those 
that are based on the procedures recommended by Smith, Glass, 
and Miller (1980). Second, effect sizes based on individualized 
outcome measures are typically much larger than those pro- 
duced by standard rating scales. Thus, the application of Clem- 
ent’s proposal will result in exceptionally high effect sizes. These 
effect sizes cannot be meaningfully compared with effect sizes 
produced from standard rating scales, or added to them to 
obtain an average effect size. In short, the large effect sizes pre- 
sented by Clement may be more a function of methodology 
than unusually successful therapy and should not be compared 
with effect sizes typically reported in the treatment outcome 
literature. 
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