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. *"Accountability,” “ Stewardship;”
'\ & “Return on Investment” the
'} buzzwords of the day.

J ~Part of aworld wide trend not

" specific te:mental health and
Independent 6f any particular type
of relmbursament system.

Lambert, M.J., Whipple, J.L., Hawkins, E.J., Vermeersch, D.A., Nielsen,
S.L., Smart, D.A. (2004). Isit time for clinicians routinely to track patient
outcome: A meta-analysis. Clinical Psychology, 10, 288-301.

Question #1.

Research
consistently shows
that treatment
works

True

Study after study,
and studies of studies
shiew the average
treated client is better
ofiit than 80% of the
Untreated sample.




1
99.79%
95 4%
68.20%

' ,
Effect size of tﬁerapm
i =
:/34

i 13.59% /
214% | \“ |

-20 =g

F s

Percenlage of Cases

Wwhe-———— - — - —— — —-—

q

Rosenthal, R. (June 1990). How are we doing in soft psychology? American Psychologist, 45(6), 775-777.
Duncan, B., Miller, S., & Sparks, J. (2004). The Heroic Client (2" ed.). Jossey-Bass: San Francisco, CA.

0

O Wikete Works Tl Frierzloy
| Trie Dtz
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Lipsey,M W ., & Wilson, D.B. (1993). The efficacy of psychological, behavioral, and educational
treatment. Afferican Psychologist, 48, 1181-1209.

Shadish, W .R., & Baldwin, SA. (2002). M eta-analysis of M FT interventions. In D.H. Sprenkle (Ed.).
Effectiveness research in marriage and family therapy (pp.339-370). A lexandria, VA:AAMFT.
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I Mere good news:

I Research shows that only 1 out
of 10,clients on the average
clinician's caseload is net making
any progress.

I Recent study:

I 6,000+ treatment: prayiders
I 48,000 plus real clients

I Outcomes clinicallyZequivalentie
randomized, contrelledrclinical
trials.

Kendall, P.C., Kipnis, D, & Otto-Salaj, L. (1992). W hen clients don't progress. Cognitive Therapy and-Research, 16, 269-

281.

M inami, =, W ampold, B., Serlin, R. Hamilton, E., Brown, J., Kircher, J. (2008). Benchmarking the effectiveness of i
treatment for adult depression in @ managed care environment: A preliminary study. Journal of Consulting and Clinical .=~ ____‘_“
Psychology, 76(1), 116-124.

T he bottom line?

*The majority of helpersare
effective and efficient most
of the time,

*Average treated client
accounts for enly: 7% 6f
expendltures




*Drop out rates average 47%;

*Therapists frequently fail to .
Identify failing cases; -

1 out of 10 clients accounts
for 60-70% of expenditures.

Lambert, M.J., Whipple, J., Hawkins, E., Vermeersch, D., Nielsen,

. S., & Smart, D. (2004). Is it time for clinicians routinely to track

5= client outcome? A meta-analysis. Clinical Psychology, 10, 288-301.
Chasson, G. (2005). Attrition in child treatment. Psychotherapy
Bulletin, 40(2), 4-7.

Question #2: False

Stigma, ignerance, Second to cost (81%),
denial, and lack of lack of confidence inthe
motivation arethe moest _ outcome of the service
COMmMmon reasons ISthe primary reason
potential consumeisder  (78%). Fewer than 1in
not seek the help they: S clite siigma as a

need. _#.» CONCErn.

)
== http://www.apa.org/releases/practicepol|_04.html




o Wt Weidles Tnl lEiElo
B2 7 2o C)L|j7

Question #3: FAL.SE

Of all the factors Technigue makesthe
affecting treatment  smallest percentage-
outcome, treatment = wise contribution to
model (technigueor  outcome of any
programming) s kmewn i ngredient.
the mostipotent.

_'_‘ ‘3‘.§-_‘,°>What W EIKSHANIERZR)E

-~ Faciors aiccolniine) for Stccass

Outcome of Treatment:

*60% due to “Alliance” ([aka
‘common factors™] 8%/13%)

*30% due to “Allegiance”
Factors (4%/13%)

*8% due to modeland
technique (1/13) |
- Technique  Allegiance Alliance

’ Wampold, B. (2001). The Great Psychotherapy Debate. New York: Lawrence
Erlbaum.
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Currant Sraie of Clirliezl Praciice

Nonetheless, in'spite of the data:
* T herapists firmly believethat the
expertness of their techniques leads to
sucecessful outcomes;

*The field as awhole is continuing to

embrace thexmedical model.
sEmphasision se-called, “ empirically
supportediteatments” or “evidence based
preclicer”
s Embliacing theneuen of diagnostic groups.

Eugster, S.L. & Wampold, B. (1996). Systematic effects of participants role on the evaluation of the
psychotherapy session. Journal of Consulting and Clinical Psychology, 64, 1020-1028.

plett Weris Ir) Friereioy
RESERICHIOITENNIEITCE

Client

*Research on ret e

the alliance

reflected in over

1100 research  venmor Means or
findings Purpose Mo

Norcross, J. (2009). The Therapeutic Relationship. In B. . ;
Duncan, S. Miller, B. Wampold, & M. Hubble (eds). The Client’s View of the = o

-

Heartand Soul of Change. Washington, D.C.: APA Press. Therapeutic Rel ationshi p | ;‘ .
- If
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Dennis, M. Godley, S., Diamond, G., Tims, F. Babor, T. Donaldson, J., Liddle, H

< Titus, J., Kaminer, Y., Webb, C., Hamilton, N., Funk, R. (2004). The cannibas
youth treatment (CYT) study: Main findings from two randomized trials. Journal of
Substance Abuse Treatment, 27, 97— 213.

plett Weris Ir) Friereioy
ATREXEITIPIE

*600 A dolescents marijuana’users:
*Between the ages of 12-15;
sRated as or more severe than adolescents seen in routine clinical
practice settings;
sSignificant co-morbidity (3 to 12 problems [83%)], alcohol [37%] ;
internalizing[25%], externalizing [61%y]).

*Participants randemizedinterene offtwo arms (dose, type)

and one of threeltypes ol treaimentin each arm:
*Dose arm: METFCBIN(5 Wks), METECBI (12 wks), Family
Support Network (12 Wks)F=METHCBIS
sType armaMET/CBT (& WkS), ACRIF (L2 weeks), MDFET (12 wks).
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. Cannabis YQuth —
ﬂ"reatmentfPW

*Treatment approach accounted for little more than 0% of
the variance in‘outcome.

*By contrast, ratings;of the alliance predicted:
sPremature droep-eu;
»Substance abuseand dependencey symptoms post-treatment,
and cannabisiuse at sfandiGimoenthioellow-up.

Tetzlaff, B., Hahn, J., Godley, S., Godley, M., Diamond, G., & Funk, R..(2005). Working alliance,
—. treatment satisfaction, and post-treatment patterns of use among adolescent substance users.
'—, Psychology of Addictive Behaviors, 19(2), 199-207.
Shelef, K., Diamond, G., Diamond, G., Liddle. H. (2005). Adolescent and parent alliance and treatment
outcome in MDFT. Journal of Consulting and Clinical Psychology, 73(4), 689-698.

-_ f’ﬂWhat Vorksiin dieranys

Question #4. | FALSE

Research shows All approaches
that some treatment  WOork equally well
approaches ane With some of the
more effective than,  PEople some of the
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*No difference in outcome
between different types of
treatment or different
ameunts.of competing
therapeutic approaches.

1 Godley, S.H., Jones, N., Funk, R., Ives, M Passetti, L. (2004). Comparing
Outcomes of Best-Practice and Research-Based Outpatient Treatment
Protocols for Adolescents. Journal of Psychoactive Drugs. 36(1), 35-48.

*The research says, “NO!™
T he lack of difference cannot be
attributed to:

*Research design;
*Time of measurement;
*Y ear of publication;
| he differences which have been

‘ founad:

'\ h *Do not exceed what would be expected by
[ chance;

*At most account. for 1% of the variance.

“

1 Rosenzweig, S. (1936). Some implicit common factors in diverse methods in psychotherapy. Joumal of
Orthopsychiatry, 6, 412-15.

Wampold, B.E. et al. (1997). A meta-analysis of outcome studies comparing bona fide psychotherapies:
Empirically, "All must have prizes" Psychological Bulletin, 122(3), 203-215.
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" Do Trestmiants vary in Effleaic

=Meta-analysis of all
studies published between
1980-2006 comparing
bona fide treatments for
children with ADHD,

S LB S AR Y conduct disorder, anxiety,

lm_wmh_,h‘.mw or depression:

PR I syl e sy =No difference in outcome
ik between approachesintended
faayy to be therapeutic;

sl b ey e ki 3 e e g
e Lo

Dhder
fahsagy Bops e 1 3113 14 k— 2,

Tt commacisons of eafuaca voidalies o youth dlardkes: 2

marg-analgsis

=Researcher allegiance
accounted for100% of
variance in effects.

Miller, S.D., Wampold, B.E., & Varhely, K. (2008). Direct comparisons of treatm ent modalities for youth disorders: A meta-analysis. Psychotherapy Research, 18(1), 5-14

0
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[DONINEELTIERISAERARNEICACYZ

Meta-analysis of all studies
published between 1960-2007
Psychotogy of comparing bona fide
Addictive treatments for alcohol abuse
Behuviuy and dependence:
<No difference in outcome between

approaches intended to be
therapeutic;

=Approaches varied from CBT, 12
steps, Relapse prevention, & PDT.

=Researcher allegiance accounted
for 100% of variance in effects.

Imel, Z., W ampold, B.E., Miller, S.& Fleming, R.. (2008). Distinctions without a difference.
Psychology of Addictive Behaviors, 22(4), 533-543.
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=Meta-analysis of all studies published
between 1989-Present comparing
bona fide treatments for PTSD:

CLINICAL <Approaches included desensitization,
l'ﬁ}&!i%{ltw hypnotherapy, PD, TTP, EMDR, Stress
[EW Inoculation, Exposure, Cognitive, CBT, Present
Centered, Prolonged exposure, TFT, Imaginal
exposure.

=Unlike earlier studies, controlled for inflated
Type 1 error by not categorizing treatments
thus eliminating numerous pairwise
comparisons;

Bemish, S., Imel, Z., & Wampold, B. (2008). The relative efficacy of bona fide psychotherapies for treating
psttraumatic stress disorder: A meta-analysis of direct comparisons. Clinical Psychology Review, 28, 746-758.

eThe results:

<No difference in outcome-between
approaches intended to be therapeutic
CLINICAL on both direct and indirect measures;

I"-»]k}%!\%;ﬂ D = .00 (Upper bound E.S = .13)
-NNT= 14;

(14 people would need to be treated with
the superior X in order to have 1 more
success as compared to the “less” effective
).

Bemish, S., Imel, Z., & Wampold, B. (2008). The relative efficacy of bona fide psychotherapies for treating
psttraumatic stress disorder: A meta-analysis of direct comparisons. Clinical Psychology Review, 28, 746-758.
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Question #5:

Consumer ratings of T r ue

the alliance are better—Reriembetae-Adarmel—

predictors of retention
and outcome than lRemember

dinician ratings. — Preject MATCH

plett Werks Ir) Friereioy

Project MATCEH airel tri2 Allizirice

*T he |argest study ever'conducted on the treatment of

problem drinking:
*Three different treatment approaches studied (CBT;, 12-step,
and M otivational Interviewing).

*NO differencein outcome between approaches.
*T he client’s rating of the therapeutic alliance the best

predictor of: -l
o Treatment participation;
Drinkingehavier durngftreatment;
*Drinking at 12-menthiellew-up:

51 Project MATCH Group (1997). M atching alcoholism treatment to client heterogeneity. Journal of Studies on Alcohol, 58, 7-29.
Babor, T.F., & Del Boca, F.K. (eds.) (2003). Treatment matching in Alcoholism. Cambridge University Press: Cambridge, UK.
Connors, G.J., & Carroll, K.M . (1997). The therapeutic alliance and its relationship to alcoholism treatment participation and
outcome. Journal of Consulting and Clinical Psychology, 65 (4), 588-98.
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True

Question #6. |f & particular approach,

The bulk of changein delivered inagiven

successful treatment  SEtting, by a-specific

occurs earlier rather provider is going to work,
thiereishould measurable
Improvement in the first
Six weeks of care.

plett Werks Ir) Friereioy

Project MATCE airel Outcorr)e

13

FPercent Days Abstinent by Treastment Condition

Parcenl Days Abstnen’

Babor, T.F., & DelBoca, FK. (eds) (2003). TreatmentMatching in Alcoholism. United Kingdom: Cambridge, 113.
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Last Question!

T he best way to insure effective,
efficient, ethical and accountable
treatment practice is for the field to

adopt and enforee:
sEvidence-based|practice;
*Quality assurance;
«External managements;
»Continuing education reguirements;
*|_egal protection of trade:and
terminolegy:
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o A TTela gf Twe Solitons...

. ~. *Diagnosis-driven, “illness model”
| . A - | «Prescriptive Treatments
= sEmphasis on quality and
competence
4 «Cure of “illness”

T he Contextual Miedel _
eClient-directed (Fit)

Practice-based *@uicome-informed (Effect)
Evidence sEmphasis on benefit over need

slResiore real-life functioning

'-.:,:-”,.‘j_What \WorkS I ERERYE
e Flfst Sitgg

*Formalizing what
experienced therapists do
on an ongoing basis:

sAssessing and adjusting
it fier maximum effect.

“2* Duncan, B.L., Miller, SD., & Sparks, J. (2004). The Heroic Client (2@ Ed.). San
Francisco, CA: Jossey-Bass.
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The O.R.S

The S.R.S

o Download free working copies at:

http://www.scottdmiller.com/
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Byspresar et

s *Cases in which

therapists “ opted out”

= of assessing the
@ alliance at the end of
i asession:

*Two times more likely
for the client to drop out;
*Three to four times more
likely to have a negative

or null' outcome.

Z= Miller, S.D., Duncan, B.L., Sorrell, R., & Brown, G.S. (February, 2005). The Partnersfor
Change Outcome Management System. Journal of Clinical Psychology, 61(2), 199-208.




andgugter gt ahauete  stomiden  andgurtsr T auamen ath guarter  staniiter
Ionz I anmy

Jnad S 0] 048 . 3 TN
(r=y20) frerae] i 251 eSis) (=3 (2ol {r=gish (=88]

Miller, S.D., Duncan, B.L., Sorrell, R., Brown, G.S., & Chak, M .B. (2006). Using
outcome to inform therapy practice. Journal of Brief Therapy, 5(1), 5-22.

+461 Norwegian couples seenin marita
therapy

*Two treatment conditions:

*Treatment as Usua (routine marital
therapy without feedback);
*Marital therapy with feedback;

*Groups indistinguishabl e at the outset of

= care.

Jottrmal af . .

tﬁ:ﬁﬂ;ﬁ“g'"‘d *The percentage of couplesin which both meet or
Bryeholdily exceed the target or better:

sTreatment as usual: 17%
*Treatment with feedback: 51%
sFeedback: 50% less separation/divorce

Anker, M ., Duncan, B., & Sparks, J. (2009). The effect of feedback on outcome in M arital
therapy. Journal of Consulting and Clinical Psychology, 77 (4), 693-704.
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Technique Allegiance Qutcome

plett Werks Ir) Friereioy

Meora Rasazirer) o Faaelgzie)

Percent “ recovered”

~ Lambert, M.J,, Okiishi, J.C., Finch, A.E., Johnson, L.D. Outcome assessment: From conceptualization to
implementation. professional Psychology: Research and Practice. 29(1), Feb 1998, 63-70




Needs met in the most | Ability to tailor Efficient use of
effective and efficient | treatment to the resources

manner possible

individual client(s) and

(value-based purchasing) |local norms

Ability to make an
informed choice

Elimination of invasive |Better relationships
authorization and with providers and

regarding treatment oversight procedures decreased

providers

A continuum of

management costs

Paperwork and Documented return on

possibilities for. meeting | standards that facilitate | investment

care needs

rather than impede
clinical work

Thraa Siags

1. Create a “Culture of
feedback’;

2. Integrate alliance and
outcome feedback into
clinical care;

3. Learn to “fail successfully.”
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*\When scheduling a first appointment, provide a rationale for
seeking client feedback reganding . outcome.

*Work a little differently;

*If we are going to be helpful should see signs sooner rather than
later;

«If our work helps, can continue as long as you like;
oIf our work:is not helpful, we’ll seek consultation (session 3 or 4), and
consider a referral (within no later than 8 to 10 visits).

'-:_:-".'_:-‘hat Werles ln) Thigrzloy:

Mezisurine Outco

Individualiy:
(Persouatwell-beiug)

*Give at the
beginning of the
Visit;

Intevpersonally: *Scored to the
.S i) nearest

Client places a+ il millimeter.

[]haésnnrgark > {Work S?:jlm Flitadshrgvj faca the fe

' B scales together
*Eachiline 10 I dl for the total score.
cm (100 mm) in overall:
length. (General sznse o5 well-being)




Chilld Curconic Rating Scale (CORS)
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*\When scheduling a first appointment, provide a rationale for
seeking clientfeedback regarding the alliance.

*Work a little differently;

*Want to make sure that you are getting what you need;

*Take the “temperature” at the end of each visit;
*Feedback is critical to success.

*Restate the rationale attheheginming of the first session

and prior to administering the scale;
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i total score falls
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The dividing line between a
clinical and “non-clinical”
population (25; AdoI 28; kids
30).
*Basic Facts:
*Between 25-33% of clients
score in the “non-clinical”
range.
«Clients scoring in the non-

clinical range tend to get worse
with treatment.

3rc
SessionNurber *The slope of change

— decreases as clients approach
| onelsore ~ Lire2 -z~ Bhod SRR e

e 4 Second session
andiseyond...




*\\hat should the
clinician do when the
client’ s scores are better
(or worse) than the
Previous sesson?
o[t depends...
*On the magnitude of
thechange.
*@n'when the change
takes place.

*Do noet change the
dose or intensity
whenrthe slope of
C change is steep.
e i oo M oBegin to space the
visits as the rate of
change lessens.
— Tor *See clients as long

wuazmmummm@ﬂurmmnﬂoumshwnhyﬂumudﬁ.ﬁe‘auﬂjecm I
ratrngs during therapy are shown by e broben fias aS there IS

Digured..  Relotion of Number of Sessions of Thychotherapyand mean'nngI Change
Percemtage of Clients Improved 2
& they desire to

continue.

L Srilents HnnTowve within [-3 visits




A couree ol dlmindching retliens cate
1 an s i ireatment lengthens

T AS_RsU imprromc within -7 visits

- 4 )
[ 20 -40%e of cllens nprove winsin -2 visits

EN ) 52 104

Murrber of sossions

Sole IZhective ratlngs ot Ernindiion are shown bi- the solld lves subjeciv
zatings during therany are shown by the broken hne.

Figure 4.1.  Relation of Mumber of Scssions of Paychotherapy and
Porcentage of Clients lmprowvied

Source: Howard, et al (1986). The dose ef fect response in psychotherapy. American Psychologist,
41(2), 159-164.
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*The Reliable Change Index (RCI):

*The average amount of change in scores needed in
order to be attributable to treatment regardless of the
persons score on the ORS at intake.

*On the ORS, the RCI = 5 points.

*The benefit Is simplicity; the problem is:
*The RCI underestimates the amount of change required
to be considered reliable for people scoring lower at
intake;
. *The RCI overestimates the amount of change required to
B be considered reliable for people scoring higher at intake.
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Fuvze) ethods

B . A\ | gorithm-driven
| “trajectories of

change”:
*Uses linear regression
to plot client-specific
trajectories;
*Depicts the amount of
change in scores needed
to beattributable to
treatment.

U S

MyOutcomas

www.talkingcure.com/training.asp?id=108
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=In 1906, 85 year old British

Scientist Sir Francis Galton

attends a nearby ecounty

fair;

=Happens on a weight

judging competition:
=People paid a small fee to
enter a guess.

=[Discevers that the
average ol all guesses was
signiicantly closer than the
WiRRRGE guess!
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“Therapists typically are not

cognizant of the trajectory of .
change of patients seen/ by Wrspam o Crowns
therapists in general...that is

to say, they have no way of

comparing theirtieatment

outcomes with thiese

obtained by ethertherapists:*

Wampold, B., & Brown, J. (2006). Estimating variability in outcomes attributable to
therapists: A naturalistic study of outcomes in managed care. Journal of Consulting
and Clinical Psychology, 73 (5), 914-923.




sQutcome of

treatm e.nt varies Cch an%y@
depending on: .y
need to change

*The unigue gualities

of the client: directions:

*The unigue gualities

of the therapist; \What: 1%

*The unigque gualities s\\Nhere: 2-3%

of the context in

which theisenvice is. 2 *\\Who: 8-9%
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. What does the person
want?
. Why now?
. How will the person
get there? Godls
. Where will thefperson Meaning or
do this? Purpose
. When will thys
happen?

Client’s
Theory of €hange

Means or
Methods

Client’s View of the

Miller;S.D., Mee-Lee, D., & Plum, W. (2005). Making Therapeutic Relationship
treatment count. Psychotherapy in Australia, 10(4), 42-56, -2
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Collaborative Teaming & Feedback
When?

At intake;
«**Stuck cases” day;

How?
Client and/or TiErapist peers olselve “live” session;
sEach reflectspindividual understanding of the alliance
sought by therclient:
«Client feedback abouireflections Usedito shape or reshape
service,delivery plam

Step Three:
Learning to Fall

Successfully




Lazifnline) to “Feljl Successfully

*Drop out rates range from 20-
/80% with an average of 47%:
sApproximately half of people
who drop out report areliable
change.
sImportantly, the data indicate
that had they stayed afew more
Sessions:
*More change;
*Change more durable.

Lazifnline) to *Feljl Successfully

*Of those who stay in care:
Studies indicate between 15-

«Sar@%arastrRyeasghiable change
In functioning.
S Therspists e likely to fail
with 30-85% of people treated.




(X = 47%) S

4 Drop out N ~50% Unchanged
or deteriorated

21%
Improve
(if they stay)

30-85%

(X = 50%) ||

Do not | Improve
Improve * | (with feedback to therapist)

bN ~20-80%, | N .y
\ (0}
(X =47%) === 15-70% | Improve
Continue (X = 50%) (with feedback to
Improve Therapist and Client)

*In 2000, Burton Malkiel shows how a
broad portfolio of stocks selected at
random will match the performance of
one carefully chosen by experts.
*Dividend yields: Pros 1.2%; Darts 2.3%,
DJA 3.1%.
+Similarly, research shows there is little
or no correlation between atherapy —
with poor outcome and the likelihood
of successin the next therapy. <l

Liang, B. (Liang, B. (1999). Price pressure: Evidence

from the ‘dartboard column.” Journal of Business, 71(1).
Liang, B.(1996). The ‘dartboard column:” The pros, the
darts, and the market. http://ssm.com/abstract=1068.




U The response:

> C ” f . : Practice-based practice;
tr Call 10[: \ Training.and supervision
it ) targeted to outcemes of
Accountab|l|ty, v individual therapists and
Measurable / programs; e
OULCOMmes; - . Contmuoq_s monitoring and
real-time utilization of outcome

Efficient use of; T data;
[EesOUrCes; Treatment planning and

programs structured and
Documented 2 informed by local norms and
“return on / 4 algorithms.
. ” Regulatory bodies use outcome
Investment data for value-based oversight
and purchasing of treatment
services.
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