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True

Study afteristudy,
Research and studies of studies
consistently shows show the average
that treatment treated client is better
works ofif-than 80% of the

=

T untreated sample.

Question #1:
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Rosenthal, R. (June 1990). How/ are weidoing inisoft psychology? American Psychologist,
45(6), 775-777.
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e More good news:

e Research shows that only 1 out
of 10 clients on the average
clinician’s caseload is not making
any progress.

e Recent study:
e 6,000+ treatment providers
e 48,000 plus real clients

e Outcomes clinicallyleguivalentio
randomized, controlled; clinical

Cogpitive Therapy and

Journal of

The bottom line?

*The majority of helpers are
effective and efficient most
of the time.

*Average treated.client
accounts fortenly 7%;of
expenditures.

So, what’sithe problem... <,




*Drop out rates average 47%;

s 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 client
§=3 outcome? A meta-analysis. Clinical Psychology, 10, 288-301.
& Chasson, G. (2005). Attrition in child treatment. Psychotherapy
Bulletin, 40(1), 4-7.
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Question #2: FALSE

Research shows All approaches

that some treatment... work equally well
approaches are With some of the

more effective than  People some of the
others tIme.

*The research says, “NO!”
*The lack of difference cannot be
attributed to:
*Research design;
*Time of measurement;
«Year of publication;
*The differences which have been

found:
*Donot exceed what would be expected by
CHNCE;
*Atmost account for 1% of the variance.
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=Meta-analysis of all studies
- published between 1960-2007
Psychology of comparing bona fide
Addictive treatments for alcohol abuse
Behaviors 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.

Wampold, B.E., Miller, $.& Fleming, R.. (2008). Distinctions without a diff
logy of Addictive Behaviors, 22(4), 533-543.
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VIDENCE-BASED PRACT!

s gt ety o Sevess gwapingEMegg HealtshEervices ngwardclgecsovery
«Cognitive Therapy’ _

<Behavioral Therapy: «Client-centered Therapy
«Cognitive Behavioral Therapy +Systemic Therapy

Motivational Interviewing *Biopsychosocial Therapy.

«Twelve Steps -Solut_lon-focused Therapy
«Dialectical Behavioral Tiherapy, =Multimodal Therapy
-Multidimensional Family Therany, *Psychodynamic Therapy

+Structural Family Therapy; =Narrative Therapy
Functional Family Therapy. eIntegrative Problem-Solving Therapy

«Skills Training #Eclectic Therapy. =
«Acceptance and/Gommitment Therapy; sInterpersonal Psychotherapy -
«Existential Therapy/ eTiranstheoretical Therapy

AWHatWorksin Drug & AlceholNEamEnts
ANTEXamPIE

Howard Liddi
Janet €. Thius, ¥
b K

== Dennis, M. Godley, S., Diamond, G., Tims, F. Babor, T. Donaldson, J., Liddle, H
Sg Titus, J., Kaminer, Y., Webb, €., Hamilton, N., Eunk, R. (2004). The cannibas
youth treatment (CYT)) study: Main findings from two randomized trials. Journal of
Iﬁ Substance Abuse Treatment, 27, 97— 213.
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*600 Adolescents marijuana‘users:
*Between the ages of 12-15;
*Rated as or more severe than adolescents seen in routine clinical
practice settings;
*Significant co-morbidity (3 to 12 problems [83%], alcohol [37%];
internalizing [i25%], externalizing [61%]).

Participants randomized inteeneiefitwo arms (dose, type)

and one of three types efitreatmentin each arm:
*Dose arm: MET-CBIF(5IWks), METEECBIT (12 wks), Family
Support Network (12 wks)=MET=CBIl;
»Type armeMET/CBTH(GIWKS), ACRIFN (12 weeks), MDET (12 wks).
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*No difference in outcome
between different'types of
treatment or different
amounts of competing
therapeutic approaches.

“The results...[showed] that neither the
best-practice nor the research-based
Interventions.were clearly superior...”

% Godley, S.H., Jones, Ni, Funk; R., Ives, M Passetti, L. (2004). Comparing

=3 Outcomes of Best-Practice and Research-Based Outpatient Treatment
ﬁ Protocols for Adolescents. Journallof Psychoactive Drugs. 36(1), 35-48.
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Question #3: FALSE

Of all the factors  Technigue makes the
affecting treatment ¢ ajjest percentage-
outcome, treatment “\yjise contribution to

model (technigueor gutcome of any

programming) is known ingredient.
the most; potent.
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Outcome of Treatment:

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

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

*8% due to modeliand
technique (1/13)

= Technique  Allegiance  Alliance

Wampoldj, B. (2001). The Great Psychotherapy Debate. New York: Lawrence

Eg Erlbaum.
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Cannabis Youth
Treatment Project

*Ratings of the alliance predicted:
*Premature drop-out;
*Substance'abuse and dependency symptoms post-treatment,
and cannabis use'at.3 and 6 month follow-up.

*By contrast, tlieatimentappreach accounted for
little more thamn 0% ofi the;varnance in outcome.

liance,

19(2), 199-207.
K., Diamond; G., Di G, Liddle. H. (2005), Adolescent and parent: d treatment
outcome!in MDFT:. Jouriallof Gonsulting and Clinical Psychology, 7
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Client’s
sResearch on Theory of Ghange

the alliance
reflected in over

Gl Means or
1000 research Mezaning,or Vot
findings Plrpose -

) can, &8, Miller (eds), a ; i
The Heart and Soul of Ghange. Washington; DiC.; APA Therapeutic Relationship
Pre:

e o Client’s View of the =
' S
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*Inithe Hester, Miller, Delaney, and Meyer study:
+A difference in outcome was found between the two groups
depending on whether the treatment fit with the client’s pre-
treatment beliefs about their problem and/or the change process.

*When treatment of people diagnosed as schizophrenic

was changed 'to accord their wishes and ideas:
+More engagement;
*Higher self-ratings; and
«Improved objectiveIscores:
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Question #4:

True

Consumer ratings
of the alliance, are

better predictors of Remember
outcome than

clinician ratings,  rojJect MATCH

Milzte Works in Drufe) & Aleojpio| Freziigen):
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*The largest study ever'conducted on the treatment of
problem drinking:
*Three different treatment approaches studied (CBT,. 12-step,
and Motivational Interviewing).
O difference in outcome between approaches.
*The client’s rating of the therapeutic alliance the best
predictor of:
*Treatment participation;
Drinking behavior during trieatment;
*Drinking'at 12-month fellow-up;
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=38 cocaine-dependent methadone maintenance participants receiving
an escalating schedule of voucher-based reinforcement for cocaine
abstinence administered by research assistants.

=Urinalysis 3x/week during active stage of intervention and 2x/week
during aftercare stage of intervention.
=Also receivinglAODA counseling from substance abuse professionals.
~Participant ratings ofiworking alliancemwith RAs administering CM were

greater than the alliance ratingsi for counselors administering drug
counseling.

~Participant ratings of Working alliance with'RAs were positively related
e o drug abstinence, but ratings with counselors were not.

;
;

he
Assistants and lethadone Maintenance Pati
ment. NIDA grar - 4,

pleitWorl<s nl Digtie) & Aleo o) IR rezting e
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True

Question #5: If a particular approach,

delivered in a given
setting, by a specific
previder is going to work,
therershould measurable
Improvement in the first
six:weeks of care.

The bulk of change in
successful treatment
occurs earlier rather
than later.

Mitete Werks i) D)pufe) & Aleosio| SFreziin )
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13
Percent Days Abstinent by Treatment Condition

Parcant Diays Abstinest’

{

i

Babor, T.F., & DelBoca, EK. (eds.)|(2008). Treatment Matching injAlcoholism. United Kingdom: Cambridge, 113
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fttpi//www,chestnut.org/LL1/Posters/CYT._%20MF_APA pdf
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Question #6: False

Stigma, ignorance, Second to cost (81%),
denial, and lack of lack of confidence in the
motivation are:the most _ outcome of the service
COMMON reasons iSithe primary reason
potential consumers der (78%). Fewer than 1 in
not seek the helpthey. 5iciterstigma as a

need. CONCEN. =

(S
fiip://wi.apa.org/releases/practicepoll_04html p &S
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In a recent survey on‘how much consumers
trusted various professmnals

ﬁﬁ; o}
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g;— Psychotherapy: in Australia (2001). Trust in therapists? 7(1), 4.




Vhat\WoerksinrDrigrsaAlcoficiNreatments
Pogy O)u[jz

Last Question!
The best way to insure effective,
efficient, ethical and accountable
treatment practice is for the field to

adopt and enforce; F a I Se
*Evidence-hased practice;

*Quality assurance;

External management;

«Continuing| educationeguirements;
+L_egall protection of tradeand
terminology:

-
5%
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ATzl of Fwe Solttions..;

The Medical Model:

*Prescriptive Treatments
*Emphasis on. ad
Comget

b (] d Inass"

*Client-directed (Fit)

Practice-based sQutcomesinformed (Effect)
= Evidence *Emphasis on benefit over need

Z *Restore real-life functioning

o
550

First Siiglos

*Formalizing what
experienced therapists do
on an ongoing basis:

*Assessiing and adjusting
fit for maximum effect.

==
., Duncan, B.LL., Miller, Sib), & Sparks, Ji,(2004),, The Heroic Client (2" Ed.). San
L= A b
Francisco, CA: Jossey-Bass.

~ °*Diagnosis-driven, “illness model”

Wiz Werks in Dtie) & Alcono) TFreziingeip)

10



2

"- at\Woerksim b s AlcoheINreatments
¢ Thres Sigos

1. Develop a highly individualized
service delivery plan;

2. Formal, ongoing feedback from clients
regarding the plan; process and outcome of:
treatment;

3. Integrationioiboethiplan and feedback into

aniinnoevative and fiexible continuum; of care

that isimaximally/riespensive to the individual
client.

Miree Works g Driie) & Alcofio) Trezlinga)
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An “individualized ’
3 5 o Client’s
service delivery plan Theory oFGhange
is basically written
summary—a snapshot
S0 to speak—of the Goals, —
alliance betweefi MEor Methods
particular clieftandl >
therapist at givEn poInt

in time... . -
Client’s View of the ;%'

Miller:S.D., Mee-Leg, ), & Plum, W. (2005); Making Tiherapeutic Relationship >0
treatment count, Psychotherapy,in Australia, 10(4), 42-56) 7]

"-Tﬂlhat WorksHinibDrugrea Alcehicl Neatments
L SLEPIONE

Structuring the Alliance Minimizing Chaos
with the ASAM MDA:

. Acute intoxication/withdrawal
potential;

. Biomedical
conditions/complications;

. Emotional, behavioral; cognitiVve
conditions/complications;

. Readiness to chiange;

. Relapse, continued'use/problem
potential; ==

. 'Recovery/environment: )

Maximizing Flexibility

11
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Eormal Client Eeedback:

e “As any experienced clinician knows,
therapyis a complex affair, full of
nuance and uncertainty. In contrast to
examples found/in manuals and
textbooks—where the treatment, if
done in the mannefrdescribed;seems to ‘\
flow: logicallyzandinexerably toyward
pre-determinedieuicome=—finding
“what works™ for algiVen clientmost
often progeeds in trigliandlenor
fashionias

SIEPNIGE

® Traditionally, the disordef inherent in real world
clinical practice has been managed by,
programming—standardized packages or: treatment

“tracks” torwhich clients assigned and their; progress

assessed by degree of compliance and movement
from one leyel to next.

In contrast, client=directed; outcome-informed
approach begimsiWithiexperiencerand outcome the
client desiresiandithienworkssackvwards to create
means by, which thesemwillflseiachieved. Even then,
client isjincharge; elpingitorfing=tune or alter,
continuelerend treatmentviaiengoing feedback.

Tndividually:
(Peronat wed brag)

Tmterpersonally:

(Fassaly, chose srisomm

Soctally:
(Wark. Schol, Friendibipn)

The O.R.S The S.R.S

Download free working| copies at:
hitpi//www.talkingcure.com/index.asp?id=106

-
Eg

12
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+Cases in which
therapists “opted out”
& of assessing the
alliance at the end of
a session:
*Two times more likely
for the client to drop out;

=Three to four times more
likely to have a negative

or null outcome.

Duncan, B.L., I, R., & Brown, G.S. (F 2005). The Partners for
come Managemer em. Journal of Clinical ), 199-208.

Figure 3. |mprovement in effect size following feedback
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Miller, S.D., Duncan, B.LL., Sorrell, R., Brown, G.S:, & Chalk, M.B. (2005). Using
outcome to inform therapy practice. Journal of Brief Therapy, 5(1).
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Integrating the plan andfeedback
into a flexible continuum of care:

®Treatment contains no fixed program
content, length ofi stay, or levels of
care.

' Instead, a continuum offpessibilities
is made availableto clientthatincludes '
everything fiemicemmunity resources,

natural alliances withiamily‘and

significant others, toifermalltreatment

and carewithin healthcarelnstitutions.

S SIntegrating Plan and Eeedbackinto
~ Flaxdole ottt o Czire (o)

® | iterally, everythingjis, so
to speak, “on the table.”

® The ASAM MDA provides the
initial/ structure for partnering
with client inrthe development of
treatment.

® The OutcomerandFAlliance
feedback determinewhether
how, and when te GoRntinue;
modify, erterminate contacts

SIEPNIHIEE:

T

sOutcome of _ - .
treatment varies ~ - Directions

depending on: ‘ for change:

The unique gualities

of the client; -What' 1%
The unique qualities g

of the therapist; \\Where: 2-3%
*The unique qualities «\\/ho: 8-9%
of the context in which 3

the service is offered.

14
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recovered”

© 1234567 8 9101112 15 16 17 18 19

Outcome-Informed CI —— Standard Pra

Lambert, M.J.; Oki J.C., Finch; A.E., Johnson, L.D. Outcoms
nﬁ implementation. Professional Psychology: arch and Pract
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/The respons

; . ractice-based practice;
7 Ca” for- /Training.and supervision

7 Accountability; 4 Farge_ted tojorenes o
7 individual therapists and
7 Measurable programs;
outcomes: /Continuous monitoring and
i d real-time utilization of outcome
7 Efficient use of; data;
resources; ! /Treatment planning and
: programs structured and
/ Documented informed by local norms and
“return on algorithms.
. 5 /Regulatory bodies use outcome
investment data for value-based oversight
and purchasing of treatment
services.
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