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Abstract
Objective: To evaluate methods of measuring psychotherapy outcomes and uses of feedback to
improve clinical services to clients in a college counseling center setting.
Design: Systematic review of research evaluating use of outcome measures and feedback to
counselors and clients. This review focused primarily on RCTs comparing feedback conditions
to treatment as usual in university or college counseling center settings.
Results: Two well-researched measures were identified: OQ-45 and PCOMS. Feedback to
counselors or both counselors and clients using these measures significantly improved outcomes
over treatment as usual. Clients achieved clinically significant change more often and in fewer
sessions than those clients who did not receive feedback or whose therapist did not receive
feedback. This was especially true for those clients at risk for dropout or poor outcomes.
Conclusions: Of the two measures, PCOMS was selected as the most practical and effective for
use in a college counseling center setting. Routine outcome monitoring and feedback is
recommended for current counselors as well as counselors in training. Limitations of the current
study and directions for future research are presented.
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Measuring Psychotherapy Outcomes: Feedback to Counselors and Clients
It is increasingly evident that there is a need for measuring and tracking psychotherapy
outcomes. Community mental health centers and private practices are required to provide
documentation to managed health care companies supporting the efficacy of their services in
order to receive reimbursement. College and university counseling and student mental health
centers must justify their existence among other campus programs vying for funding (Talley &
Clack, 2006). Grant funding for various programs and initiatives requires program evaluation.
Providing data which support the claim that counseling produces measurable improvement in
clients’ well-being is essential for fiscal and institutional effectiveness accountability (Talley &
Clack, 2006).
There are a multitude of other, non-financial reasons for tracking therapy outcomes.
Counselors in training need feedback on their developing skills. Research on the outcomes of
counseling furthers scientific knowledge about the connections between mind, body, and
emotions. And, most importantly, therapists have an ethical mandate to provide the most
efficient, practical, and effective treatments available.
Many researchers and practitioners agree that evidence-based practice is the standard for
which to aim. Counselors are encouraged to use theories and techniques that have empirical
support for being effective for particular types of mental health issues or with particular
populations. Other researchers point out that by incorporating continuous outcome measurement
into practice and providing this as feedback to counselors and even clients, that the direction of
therapy can be adjusted on an individual basis (Duncan, 2012; Sparks & Duncan, 2018). This
strategy is referred to as using practice-based evidence.
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Conducting client-focused research examining what is working or not working for a
particular client right now is to be distinguished from research on average client response in
experimental settings (efficacy research) or in naturalistic settings (effectiveness research).
Client-focused research is especially relevant and practically helpful for practicing therapists
(Lambert et al., 2002). Client-focused research can be used to make decisions about the course
of therapy one client at a time.
In order to measure and track counseling outcomes, reliable and valid outcome
assessments are necessary. These assessments must be of practical usefulness (i.e., counselors
must see a benefit of using them and they must not be too cumbersome for routine use).
Additionally, a system is needed for differentiating clients who are making good progress, those
who have achieved all the benefit they can from counseling, those whose therapy is not
progressing as expected, and those who are at risk for dropout or poor outcomes (Whipple et al.,
2003).
In sum, measuring outcomes is increasingly expected of therapists, whether due to
requirements of managed care, in order to contribute to knowledge in the field, to improve
counselor skills, or to provide the highest level of care to clients. Making outcome data available
to counselors and clients allows counselors to make adjustments in the course of therapy and
empowers clients to take an active role in their own therapy. Because college and university
counseling centers are important settings for providing services, training new counselors,
conducting valuable research, and measuring institutional effectiveness, they are a good place to
begin an examination of outcomes and feedback. Consequently, this research focused on
identifying effective ways to measure outcomes and use feedback to improve services in a
college counseling setting.
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Literature Search
I searched for articles that addressed measuring outcomes of counseling or psychotherapy
and found more than thirty. Some of them were theoretical articles that discussed effectiveness
of therapy generally, the common factors that contribute to client change, or the importance of
evaluating outcomes. Some analyzed outcomes at the therapist level (Goldberg et al., 2016;
Okiishi et al, 2006). Some articles described and evaluated specific outcome assessments. The
assessments identified included the Working Alliance Inventory (WAI), the Partners for Change
Outcome Management System (PCOMS; Duncan, 2012), the Outcome Questionnaire-45 (OQ45; Lambert et al, 2002), the College Adjustment Scales (CAS; Nafziger, Couillard, & Smith,
1999), the Problem Resolution Outcome Survey (PROS; Heppner, Cooper, Mulholland, & Wei,
2001), and the Behavior And Symptom Identification Scale (BASIS-32; Brattland et al, 2018).
Two measures stood out above the others as being well-researched and having good
reliability and validity: the OQ-45 (Appendix A) and PCOMS (Appendix B) instruments. These
instruments had also both been incorporated into systems of continuous outcome monitoring and
feedback to counselors or counselors and clients. Because I was also interested in how feedback
could be used to benefit counselors and clients, I narrowed my search to focus mainly on random
controlled trials (RCTs) using these instruments. I was primarily interested in use of these
systems in college counseling centers, so I chose studies done in this type of setting. I selected
10 well-designed studies to include in the annotated bibliography (Appendix C) and, from those,
five representative studies are presented in more depth in the next section.
In several of the studies comparing a feedback condition to treatment as usual,
investigators reported results in terms of reliable change and clinically significant or meaningful
change, terms posited by Jacobson and Truax (1991). Reliable change is change in an outcome
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measure score that exceeds measurement error based on the reliability of the measure and the
sample standard deviation. Clinically significant change requires both reliable change and
movement from a score representative of a dysfunctional population to a score representative of
a functional population (Jacobson & Truax, 1991).
The OQ-45 is a 45-item, self-report checklist of symptoms which takes approximately 7
minutes to complete (Talley & Clack, 2006). Internal consistency for the OQ-45 was r = 0.93
and 3-week test-retest reliability was r = 0.84. Concurrent validity estimates comparing the OQ45 with a variety of other self-report outcome scales ranged from 0.50 to 0.85 (Lambert et al.,
2002). The Reliable Change Index (RCI) for the OQ-45 was estimated to be 14 points and the
cut-off score which demarcates a change from a dysfunctional to a functional population to be 64
(Lambert et al., 2002). Scores on the OQ-45 can range from 0 to 180, with higher scores
indicating more clinical symptoms. Thus, clients scoring 64 or above are considered to be in the
clinical range of dysfunction. A copy of the OQ-45 checklist and instructions for scoring can be
found in Appendix A.
PCOMS is a measure of client outcomes and therapeutic alliance that is designed to be
integrated into the therapy process. PCOMS is very brief, consisting of two 4-item scales. The
Outcome Rating Scale (ORS) focuses on clinical outcomes and the Session Rating Scale (SRS)
focuses on assessing the therapeutic alliance. This system is quick and easy to use and
incorporates discussion of the results by therapist and client into each session (Lambert &
Vermeersch, 2008). Internal consistency for PCOMS as reported by Reese, Norsworthy, and
Rowlands (2009) was r = 0.88 and r = 0.84 for two separate samples. And the test-retest
reliability was r = 0.51 and r = 0.72 (Reese et al., 2009). Evidence for construct validity was
demonstrated by a correlation between PCOMS and the OQ-45, r = 0.59 (Reese et al., 2009). A
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number of other studies cite evidence for PCOM’s concurrent and predictive validity (Duncan,
2012; Duncan & Reese, 2015; Reese, Norsworthy, & Rowlands, 2009; Sparks & Duncan, 2018).
The RCI for PCOMS is 6 points and the cut-off score is 25 (Duncan & Reese, 2015). Scores on
the ORS can range from 0 to 40 with lower scores indicating greater dysfunction. A copy of the
ORS and SRS can be found in Appendix B.
Findings
Brattland et al. (2018) randomly assigned 161 clients in a mental health clinic to either
routine outcome monitoring or treatment as usual groups. In the routine outcome monitoring
condition therapists used PCOMS to measure and give feedback on outcomes to clients. Clients
who received routine outcome monitoring were 2.5 times more likely than treatment as usual
clients to show improvement as measured by another outcome measure, BASIS-32. The prepost effect size was d = 0.42. This is considered a small to medium effect size.
In a meta-analysis of 13 RCTs, Lambert and Shimokawa (2011) compared four different
conditions using two outcome measurement systems: 1) PCOMS used to provide feedback to all
clients and therapists, 2) the OQ-45 used to provide feedback for therapists with clients who
were not on track to show improvement, 3) the OQ-45 used to provide feedback and Clinical
Support Tools for therapists of not-on-track clients, and 4) the OQ-45 used to provide feedback
to both not-on-track clients and their therapists. Feedback significantly improved clinical
outcomes over treatment as usual. Effect sizes for these conditions varied from r = 0.23 to r =
0.33, 95% CI, p < .001. The authors recommended that clinicians consider including formal
methods of client feedback into their routine practice.
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In an RCT of 1020 university counseling center clients, using the OQ-45, Lambert et al.
(2002) found that the average outcome for clients who were not progressing as expected (not-ontrack) and whose therapists were given feedback on their status was significantly better than
those clients who were not-on-track and there was no feedback given. The effect size of this
difference was d = 0.40. This study also found that almost twice as many clients in the feedback
condition achieved reliable or clinically significant change as in the no-feedback condition and
fewer deteriorated during therapy (Lambert et al, 2002).
Reese, Norsworthy, and Rowlands (2009) studied 74 university counseling center clients
and 74 graduate training center clients who were randomly assigned to a routine outcome
monitoring group or a treatment as usual group. Therapists of those clients assigned to routine
outcome monitoring used PCOMS at each session to measure outcomes and therapeutic alliance,
charted the data, and shared it with clients. Results in this study indicated that clients who
received feedback on their rated outcomes and quality of therapeutic alliance reported more
change than clients who did not receive feedback (and whose therapists did not receive feedback
on their clients’ outcomes). Additionally, clients in the feedback condition achieved reliable
change in fewer sessions than clients in the no-feedback condition. Effect sizes for the two
samples were d = .54 and d = .49.
Wolgast, Lambert, and Puschner (2004) studied 788 university counseling center clients
and performed survival analysis to determine number of sessions required to achieve reliable and
clinically significant change (Appendix C). Using the OQ-45, they found that 24% of clients
achieved reliable change by 4 sessions, 51% achieved reliable change by 10 sessions, and 75%
achieved reliable change after 24 sessions. The study showed that 26% of clients achieved
clinically significant change after 7 sessions, 51% percent achieved clinically significant change
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after 14 sessions, and 68% achieved clinically significant change after 24 sessions. This study
demonstrated the importance of measuring outcomes and the effective use of the OQ-45. It also
brought into question the practice of setting arbitrary session limits on college counseling
centers, thus preventing the recovery of a large number of clients that could otherwise be helped.
Results from these five studies are summarized in Table 1.
Table 1
Use of Psychotherapy Outcome Measures and Feedback to Improve Services
References

Participants

Type of Study

Outcome
Measures
Used
PCOMSa,
BASIS-32b

Findings

Brattland, H.,
Koksvik, J. M.,
Burkeland, O.,
Grawe, R. W.,
Klockner, C.,
Linaker, O. M., . . .
Iversen, V. C.
(2018)

161 clients at a
hospital-based
mental health
clinic

RCT: routine
outcome
monitoring (ROM)
vs. treatment as
usual (TAU)

Lambert, M. J. &
Shimokawa, K.
(2011)

2,042 therapy
clients (combined
from 13 studies)

Meta-analysis of
13 RCTs

PCOMS
OQ-45c

Providing continuous feedback on client
outcomes to both therapists and clients or
therapists alone improved clinical
outcomes over TAU. Effect sizes varied
from r = .23 to r = .33, 95% CI, p < .001.

Lambert, M. J.,
Whipple, J. L.,
Vermeersch, D. A.,
Smart, D. W.,
Hawkins, E. J.,
Nielsen, S. L., &
Goates, M. (2002)

1020 university
counseling center
clients

Experimental
(ROM and
feedback) and
control (TAU)
groups comparison

OQ-45

Feedback to therapists significantly
improved outcomes for those clients who
were deemed at risk for poor therapy
outcomes. Almost twice as many clients
in the feedback group achieved clinically
significant or reliable changed compared to
controls. Effect size was d = .40.

Reese, R. J.,
Norsworthy, L. A.,
& Rowlands, S. R.
(2009)

74 college
counseling center
clients;
74 graduate
training clinic
clients

2 RCTs

PCOMS

Feedback to therapists and clients on
clients’ ratings of outcomes and
therapeutic alliance resulted in
significantly more improvement compared
to controls. Effect sizes for the two
samples were d = .54 and d = .49.

Wolgast, B. M,
Lambert, M. J., &
Puschner, B.
(2004)

788 university
counseling center
clients

Survival analysis
of outcomes and
number of therapy
sessions

OQ-45

This study found that 51% of clients
achieved reliable change by 10 sessions
and 51% of clients achieved clinically
significant changed by 14 sessions.

Clients who received ROM were 2.5 times
more likely than TAU to show
improvement as measured by BASIS-32.
The prepost effect size was d = .42.

MEASURING PSYCHOTHERAPY OUTCOMES

10

a

PCOMS – Partnership for Change Outcome Management System. bBASIS-32 – Behavior And Symptom Identification Scale. cOQ-45 –
Outcome Questionnaire. dClinically significant change is defined as 1) client improvement beyond a cutoff score which distinguishes functional
from non-functional samples, and 2) the change across time is statistically reliable (i.e., greater than measurement error).

Conclusions
Two outcome measures with good reliability and validity were found: the Outcome
Questionnaire (OQ-45) and Partnership for Change Outcome Management System (PCOMS).
Both OQ-45 and PCOMS provide systems of measuring outcomes and giving feedback. OQ-45
is a 45-item symptom checklist which takes approximately 7 minutes to complete. Because of its
length, some research participants and counselors were resistant to using it at every session.
Although it is a robust measure, it would be difficult to ensure good cooperation and routine
monitoring and feedback with this system.
PCOMS consists of two 4-item assessments designed to be integrated into the beginning
and end of each therapy session. It is designed to make the client an equal partner in the
therapeutic alliance, and prioritize the client’s theory of change. It could easily be used in
graduate counselor training programs to help ensure high quality service, to train graduate level
counselors, and measure clinical effectiveness. Because of its ease of use and therapeutic
benefits, PCOMS is the most practical and beneficial choice for use in a college counseling
center.
The studies in this systematic review demonstrated support for the idea that routine
outcome monitoring, combined with feedback to therapists and clients, significantly improved
clients’ outcomes over treatment as usual. Specifically, feedback to counselors and clients using
OQ-45 and PCOMS increased the effectiveness of counseling. With the OQ-45 system
presented by Lambert and colleagues (Choi, Buskey, & Johnson, 2010; Lambert et al, 2002;
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Lambert & Shimokawa, 2011; Shimokawa, Lambert, & Smart, 2010; Talley & Clack, 2006;
Whipple et al, 2003; Wolgast et al, 2004), those clients who were at risk of poor outcomes were
identified and counselors were notified and, in some cases, given suggestions regarding what
measures they could take to correct the trajectory. Overall, feedback to therapists significantly
improved outcomes for these clients. Clients in the feedback groups achieved clinically
significant or reliable change more often than those in control groups.
In the PCOMS system, counselors incorporated discussion of therapeutic gains and the
quality of the therapeutic alliance into the therapy session with significantly improved outcomes
for those clients compared to treatment as usual clients (Brattland et al, 2018; Duncan, 2012;
Duncan, 2014; Duncan & Moynihan, 1994; Duncan & Reese, 2015; Lambert & Shimokawa,
2011; Reese et al, 2009). Clients who received routine outcome monitoring and feedback from
their therapists using PCOMS experienced more improvement in their functioning than did
controls.
Strengths and Limitations
Many of the studies examined in this systematic review were RCTs, a methodological
design which can provide clear evidence for or again the effectiveness of a treatment. All of the
RCTs showed evidence that feedback improved therapeutic outcomes. A few of the studies were
conducted in a setting other than a university counseling center setting, giving support for the
claim that feedback is beneficial irrespective of setting.
There were several limitations of the studies examined here. One was the cost of
implementing these outcome monitoring and feedback systems. Subscriptions to software for
administering PCOMS and OQ-45, computer tablets, and training for supervisors and counselors
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are required for full implementation (Brattland et al, 2018). These are not within the budget for
many private practices, mental health clinics, or small college counseling centers (Vespia, 2007).
The financial profit to developers of these systems also constitutes a conflict of interest in
research that they conducted on the effectiveness of their own measures.
Another limitation is the variability in training for and implementation of the feedback
systems. In some studies, supervisors and counselors were trained by developers of the
instruments and in others, training was not described. Most counselors will not have the benefit
of being trained by experts, thus, generalizability of these studies is compromised.
Implementation factors were not well measured in any of the studies. Amount of training,
adherence to guidelines, therapists’ attitudes towards the system, and whether cases were
discussed in supervision were not considered in these studies (Brattland et al, 2018).
Further limitations included the fact that other treatments clients may have received
outside the studies were not assessed, there was sole reliance on self-report measures in all the
studies, and many potential participants were not included in studies because of missing data or
other noncompliance. All of these things limit the generalizability of this research.
There are many possibilities for new directions for future research on outcome
measurement and feedback. A closer examination of when routine outcome monitoring is and is
not effective as well as looking at therapist effects would shed light on the mechanisms through
which feedback benefits clients (Brattland et al, 2018). Studies looking at the ways that routine
outcome monitoring and feedback might interact with different theories or techniques used by
therapists would be helpful. Future research focusing on using feedback in counselor training
could improve counselor education.
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An examination of a wider range of treatment settings and patient populations would be
beneficial (Lambert & Shimokawa, 2011). Much research is done with college students and is
therefore not always generalizable to other populations. Although this was the focus of interest
here, more research on other populations and with various theoretical orientations would be
helpful to further support the evidence presented here that continuous outcome monitoring and
feedback to clients and counselors is an effective addition to whatever style of counseling a
therapist uses.
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Appendix A
Outcome Questionnaire Instrument and Instructions

Outcome Questionnaire (OQ®-45.2)
lns lructlons: Looking back over the last week, including today,
help us understand how you have been feel ing. Read each item
carefully and marl< Lhe box under Lhe category which besl describes
your current situation. For Lhis questionnaire, work is defined as
e mploymenl, school, housework, volunteer work, and so fonh.
Please do not make any marks in the shaded areas.

[ Session#____

[~-:--

Date__/__/ __ )
~

I. I gel 3long we'll with others ......................................... ............... .
2. I lire quid I)' .............................. ................ .......................... .
3. I feel no interest in things ........................................................ .
4. I feel stressed 31 work/school.. . ... ....... .......... ... ....... ·· ······· ··· ······ 5. I blame myself for things ................. ............................. .......... .
6. I feel irrilaled .............................................................. ......... .
7. I feel unhappy in my mamage/signi6canl relationship ....................... .
8. I ha••e thoughts of ending my life .................................................
9. I feel weal: ..... ... .... .. .... ... .. .. ... ........ ... .. ... ... .... .... .. ..... .... .... ... . .
10. I frel fearfu l................... ......................................................
11. A Iler hea•y drinking. I r-i a drink the next morning 10 get
going. (If you do DOI drink. mark - never"')
12 I find my wort/school satisfying ................................................ .
13. I am a happy person ............................... ............................. ... .
14. I work/study 100 mudl .............................................................
15. I frel wonhJess ... ...... ......... ............ .. ........ ... .. .. ... .... ... .... ........ .
16. I am concerned about family lroubles ... .... ... ..... .. ................. ........ .
17. I have an unfulfilling sex lite .................................................... .
18. I frel lorely ... .. .... .... ... ........ ... .... ... .... .... ........ ... ... . .. .... .. ...... . .
19. I have frequent arguments ........................................................ .
20. I frel 10,-ed and wanted .... .... .. .... ...... .... ..... ... .... ... ... .. ...... ... ... ... .
21. I enjoy my spare lime ................................ ...................... ....... .
22 I have difficulty concenlrnling .... ............................................... .
23. I frel hopeless about the future ... ... ....... ... ... .. .... ........ ..... ... ... ... ... .
24. I like myself.. ...................................................................... .
25. Di 1urt>ing thoughts rome inlo my mind thal I cannot gel rid of.. . .. ... .....
26. I frel anno)-ed by people who criticize my drinking (or drug use) ..........
(lfnot applicable. mark -never")
27. I ha•·e an up I stomach .. .... .... .. ...... .... .. .. ........... .. ......... ...... .... .
28. I am not worung/studying as well as I used 10 .. .. .......... ... .. .. .... ..... .. .
29. My bean pounds 100 rruch ... ... ........ ... ..... ... .......... .......... ..... . ..... .
30. I have trouble gelling along with friends and close acquaintances .......... .
31. I am satisfied with my life ........................ .............................. .. .
32 I have trouble al work/school because of drinking or drug use .............. .
(If not applicable. mark -neve.r")
33. I frel lh3I something bad is going to happen .. ... .. . .. ... .. .... ..... ... .. .. ... ..
34. I have sore muscles . ..... . ..... .. ... .... .. .. . . ... ..... .. .. . .. .. . .. . .. ..... .. ... . . ...
35. I frel afraid of open spaces. of driving. or being on buses.
subways. and so forth.
36. I frel ner,•ous ..... ........ ..... ......... ..... ..... ......... ........ .... .. ... ........ .
37. I frel my 10,-e relationships are full and complete ... ............ .. ... ..... .... .
38. I frel lhal J am nOI doing well at work/school. .. ..... .... .. .... .... ........ ... .
39. I have too many disagreements 31 work/school.. ......... ..................... .
40. I frel something is wrong with my mind .............. ........ ... ... ....... .... .
41. I ha>·etrouble f3llingaslrepor laying asleep ................................ ..
42 I frel blue ................... ........... ...................................... ...... ..
43. I am sati f,ed with my relationships with others ............................. ..
44. I frel angry enough at work/school 10 do something I might regret ........ .
45. I ha••e headaches .................................................................. _

\'Cr

04

DO
00

DO
DO
DO
DO
DO
DO
DO
DO

R c=i

,8

DI
DI
0 1

DI
DI
0 3
0 3
0 1

DI
0 3

02
02
02
02
02
02
02
02
02
02
02
02
02
02
02

0 1

DO

DI

0
0
0
0
0
0
0
0

DI

DO

0 3
0 3

0 4
0 4

0
0
0
0

0
0
0
0

DI

DO

0 3

0 4

c=i

0
0
0
0
0
0

3
3
3
3
3
3

DI
DI
0 3
0 3

0
4
4
4
4
4
4
0

c=i

DO
0 4
0 4

c=i

c=i

c=i
c=i
c=i
c=i
c=i
c=i

B

DO
DO
DO
DO
DO

DI
DI
DI
DI

04

0 3

DO

DI

02
02
02
02
02
02

00

DI
DI
DI

02
02
02

0 3
0 3
0 3

0 4
0 4
0 4

§

02
02
02
02
02
02
02
02
02
02

0 3

0 4

CJ (=:)

DO

DI

04

0 3

DO
DO
DO
DO
DO

DI

04
00

0 1
01
0 1
0 1
0 3
0 1
0 1

--DO

OQ--W:

3
3
3
3

4
4
4
4

DI

DO

0
0
0
0
0
0
0
0

0
0
0
0
0

3
3
3
3
3
1
3
3

4
4
4
4
4

c=i

c=i

(=i

c=i

El
• ,- ·-··-··

r7
+

flS. ......~

"ff>IJ.,11111%_1...,,.,fxx::.&~~.

ru~

c·····.)
_____

§

DO
0 4
0 4

c=i

c=i
c=i (-···-;

DI
DI

DO
DO

c=i

c-----i

DO
DO
DO
DO
DO

04
00

FD

B [_J

03
03
01

DO
DO

MD

IR SR
Almost SD
Rarely Sometimes Frequently Always D0 1\'0T AIARK BEL.OIi'
0 1
0 3
02
DO
02
DI
0 4
0 3
0 4
0 1
02
0 3
DI
02
0 4
0 3
0 4
DI
02
0 3
01
0 4
02
0 3
0 4
02
DI
0 3
01
0 4
02
0 3
02
0 3
DI
0 4
DI
02
0 3
0 4
0 1
0 4 ......... ,_..J
02
0 3

04
04
00

04
04

A~~~]

Total=

! ....- ... )

+

MEASURING PSYCHOTHERAPY OUTCOMES

18

Scoring and Interpreting
the Outcome Questionnaire-45
Seo·
The OQ-45 prO\'idcs a total score 2nd three sub cores.
I.

To score the OQ-45, simply write the numeric ,'llue
(found ncxc 10 och client response box) sdeacd by ch<:
diem in me corresponding scoring box found 10 ch<:
right of C2Ch in:m on the t:ighc side of me quc:scionruure.
There is one scoring box for etch iccm urh ·ch \"liU
automatically place the score for any item into ics
specific subsCllc caa:gory. PIM1t 11D11 1/Jol 1/Jt 1111mm, iYJ/ms
{crir11111 I, 12, 1J, 20, 21, 24, JI, Jl, 4J 1M i11 mvru••

2.

When the score for each item has been u'ficrcn in the
oorrcsponding box, 2dd up etch venial column of
numbers, and write lhc cot21 for etch column in me
sp2cc pro\'idcd in the bottom right-hand comer of chc
sheet. Thi~ 1;1,iU love 3 column cot:ils, each representing
one of lhc lhrcc subscales for the OQ.

3.

Willen these lhrcc column rot21s arc added rogcthcr, a
cot:il score for the qucstionmirc will be obtained 1i.--hich
should be wrincn in the rot21 box found 21 the bottom.

4.

Missilll, t!oJa: If a client lc:avcs an item blank, use lhc
average score for the remaining subsalc itx:Jns rounded
co !he nearest whole number in place of the missing

Ill . Subscalcs
Symptom Distress ( D) Score
Range: 0-100
Clinical cue-off score: J6 or more - indicates S)mptoms of
clinical significance
Rcli:ab!c change: indicatal \"1°hen a client's score changes hr 10
poincs or more (useful if you give: the OQ-45 2t cwo different
poincs in time).
Research suggc:scs dut the: most common disorders arc:
anxiety disorders, 2ffcctive disorders, adjustment disorders
and scrcss rcbtcd illness. The D subsCllc is composed of
items that ha\'c: been found 10 reflect me symptoms of thcsc:
disorders. A high score indicates the client is bothered by
these symptoms, while low scores indicate either absence or a
dcni21 of the S)mptoms. )mptom scores corrcbte highly
u~th wt:ioos measures of depression (e.g., the BDI) and
anxiety (e.g~ me tare-Trait Anxiety lnvenrocy).
lntctpcrsonal Relations (IR) core
Rangc:0-44
Oinial cue-off score: 15 ot more - indic:ues symptoms of
clinical significance
Rcli2b!c change: indicatal when a dient"s score ch:lngcs br
points or more (u.~ if you gr:e the OQ-45 :it cwo different
poincs in time).

\'l.lUC.

Interpreting
There arc
0 -45:
•
•
•

chrcc: dcmcnts co consider when interpreting the

The client's ansu'Cf"S to ccn:un uitiml ili111J
The {l)/a/ KOi?
The 1NbJr11/t JtrJm

I. Critical items
Any mtiral irm, wilh an answer ocher dr.tn zero should be
flagged for foUou~up in the clinical interview:
•

Item :

•

lrcins 11, 32:

•

Item 44:

uicidc

ubsttnce abuse
Violence

11. Total Score
Range: 0-1
Cut-off score: 63 or more - indicates S)mproms of clinical
5ignificance
Rcli2blc change: indicated when a client"s score changes br 14
poincs or more (useful if you give the OQ-45 2c cwo different
poincs in time).

IR items assess complaints such 35 loneliness, conflicts with
ochers, family and marriage problems. High scores suggest
difficulties in these: areas, while lou• scores suggest both lhe
2bsc:nce of interpersonal problems tJJ ffU os satisf:mion with
the quality of incirn:u:c: relationships.
Social Role: (SR) Score
Range: 0-36
Oinical cut-off score: 12 or more - indicates S)mptoms of
clinical significance
Rcli2blc change: indicated when a client"s score: ch:lngcs hr 7
poincs or m re (useful if you give: the OQ-45 2t cwo different
poincs in time).

R items measure: the extent ro which difficuhies in the social
roles of u'Orker, homemaker or srudcnr arc: presenL Conllias
2c work, overwork, dist.ress and inefficiency in these roles arc
2.~scsscd. High scores indicate difficulty in social roles, u>hilc
low scores indicate adc:qwte soci21 role adjusancnL
1otc:: Additional acrcntion should be gr,-cn 10 low scores to
determine \"lihcthct they result from role s:uisf:action or from
me client's unemployment (e.g., the client :ubitr.lrily ITl2fking
the items O for never or not :ipplicable).

This score is C31cubccd b , summing :11145 items. The higher
me score, 1hc more disrurbcd 1hc clicnL
A high score suggc:sa th2t me client is admitting co 2 brgc
number of symptoms of distress (mainly anxiesy, depression,
somatic problems and scrcss) 35 u'Cll 35 difficulties in
m1trptru1111J rr/Olimu/Jips, SOliJJI roJt (such :is work or school). and
in their gcnc:nl q11llliD•eflift.

The -.ha,., document is sumnurucd ftom lhc Of2AS A NtmistNliM
..,,d • totiog .\la,r""l
lo ..ddmon m sconng one! iotctprct2oon
the dc\'Clopmau 2nd
uullUCtlOns, the m:mwl prm1dcs dauils 2
nonning of lhc OQ--4S; rdlob!Lty o.nd ,.,Jicllry; :ag,:, gender, and
4 ; r.-.fcrcnca;
cmnidiy dt!Tcrc.na:s; a fuctor myt!c scudy of the
:arul omcr mucdbnc_ow m:ucruil. S« f),,,;,I Gi/lu.r,,.,,,.,, if) 'ON '"'
i,,.tms1a/ ;,, ~ i , t 1hr """1/t/N.

8/ 17/9
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Appendix B
Partners for Change Outcome Management System (PCOMS) Instrument

Outcome Rating Scale (ORS)
ame _ _ _ _ _ _ _ _ _ _ _ Age (Yr .): _ Gender: _ _ _ __
Ses ion #
Date: _ _ _ _ _ _ _ _ __
elf_ _ _ Other_ __
Who is filling out thi form? Please cheek one:
If other, what i your relationship to thi person? _ _ _ _ _ _ _ _ _ _ __

Looking back over the la t week, including today, help u understand how you have been
feeli.ng by rating how well you have been doing in the following areas of your life, where
marks to the left represent low le el and marks to the right indicate high levels. Ifyou are
filling out this form for another person , please fill out according to how yo u think he or she
isdoin .

•ndividually
(Personal well-being)

1------------------------------------------------------!.
Interpersonally
(Fami ly, clo e relationships)

1-------------------------------------------------------!.
Socially
(Work, school, friendships)

1------------------------------------------------------0veraU
(General sense of well-being)

1-------------------------------------------------------!.
Better Outcome

ow

https://www.betteroutcomesnow.com

0 2000, con D. Miller and Barry L. Duncan
40
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Session Rating Scale (SRS V .3.0)

ame _ _ _ _ _ _ _ _ _ _ Age (Yrs.): _
ID#
Gender:
Date: _ _ _ _ _ _ _ _ __
Ses ion #

Please rate today's session by placing a mark on the line neare
fits your experience.

110

the de cription that best

Relationship
I did not feel heard,
understood , and
respected.

1------------------------------------------------------!.

I felt heard ,
understood, and
respected.

Goals and Topics
We did not work on or
talk about what I
wanted to work on and
talk about.

1-------------------------------------------------------

We worked on and
talked about what I
wanted to work on and
talk about.

Approach or Method
The therapist's
approach Is not a good
fit for me.

1------------------------------------------------------

The therapist's
approach is a good fit
rorme.

Overall
There was something
missing in the session
today.

1--------------------------------------------------------!.

Better Outcomes

ow

hnps://www.betteroutcomesnow.com

0 2002, Scott D. Miller, Barry L. Duncan, & Lynn Johnson

Overall , today's
session was right for
me.
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Appendix C
Annotated Bibliography
What is the most effective way to measure outcomes in a college counseling center? How can
feedback be used to improve services?
Brattland, H., Koksvik, J. M., Burkeland, O., Grawe, R. W., Klockner, C., Linaker, O. M., . . .
Iversen, V. C. (2018). The effects of routine outcome monitoring (ROM) on therapy
outcomes in the course of an implementation process: A randomized clinical trial.
Journal of Counseling Psychology, 65(5), 641-652.
http://dx.doi.org/10.1037/cou0000286
Participants in this study were 161 clients in a Norwegian general psychiatric
outpatient mental health clinic. Participants were randomly assigned to one of two
conditions: routine outcome monitoring (ROM) or treatment as usual (TAU). In the
ROM condition, The Partners for Change Outcome Management System (PCOMS) was
used to measure outcomes and the therapeutic alliance at each session. The PCOMS
Outcome Rating Scale (ORS) has four items which measure clients’ well-being with
regard to their symptoms, relational functioning, social role functioning, and global
functioning. The PCOMS Session Rating Scale (SRS) has four items on which clients
rate the therapeutic alliance: relationship, goals and topics, approach or method, and
overall experience of the alliance during the session. After clients completed the ORS
and SRS at each session, therapists shared and discussed the ratings with the clients. If
problems with therapy were detected, therapists and clients discussed how to redirect
their efforts in a way that was more beneficial to the client. The dependent variable was
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level of symptoms and functioning after treatment ended as measured by the Behavior
And Symptom Identification Scale (BASIS-32) and the ORS. BASIS-32 is a 32-item,
Likert scale, self-report measure of a wide range of problems. Clients who received
ROM were 2.5 times more likely to show improvement as measured by the BASIS-32.
The effects of the ROM condition increased over time, possibly indicating that therapists
used PCOMS more effectively as their experience with it increased. This study gives
support for the effectiveness of therapist/client feedback in improving outcomes and
therapeutic alliance in an outpatient mental health clinic setting. Although conditions
here differ somewhat from a college counseling center, the results are applicable to the
general therapeutic setting.
Choi, K. H., Buskey, W., & Johnson, B. (2010). Evaluation of counseling outcomes at a
university counseling center: The impact of clinically significant change on problem
resolution and academic functioning. Journal of Counseling Psychology, 57(3), 297-303.
http://dx.doi.org/10.1037/a0020029
Participants in this study were 78 clients from a university counseling center.
Clients who made clinically reliable and significant change, as measured by the Outcome
Questionnaire-45 (OQ-45), had the highest academic improvement, as measured by the
Student Adaptation to College Questionnaire (SACQ), Academic Adjustment (AA), and
Institutional Attachment/Goal Commitment (IA/GC), and highest perceptions of how
well they were dealing with the problems that they sought counseling for, as measured by
the Problem Resolution Outcome Survey (PROS), compared to those clients who did not
make clinically significant change. The study provides support for the idea that students
need effective counseling to deal with mental health issues in order to be able to focus
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academically. The study also provides support for the benefits of routine monitoring and
tracking of clients’ clinical outcomes in each session. The OQ-45 is 45-item, Likert-type
scale measuring three domains of client functioning. It is presented as a reliable and
valid instrument for measuring outcomes. Use of the OQ-45 requires the purchase of a
license which costs between $250 and $850 per year. The cost could be prohibitive for
some counseling centers.
Duncan, B. L. (2014). So you want to be a better therapist. In B. L. Duncan, On becoming a
better therapist: Evidence-based practice one client at a time (pp. 3-33). Washington,
DC: American Psychological Association. http://dx.doi.org/10.1037/h0090215
This chapter on factors that impact therapeutic efficacy and outcomes emphasizes
the importance of client feedback. The author points out that although therapy has been
shown to be effective overall, there are several problems that are significant when
considering therapeutic effectiveness: client dropout rates, clients who do not benefit,
variability in therapists’ effectiveness, and the fact that therapists are not good judges of
how well their clients are doing. The author proposes a “client directed” perspective
which focuses on clients’ resources, strengths, perception of the alliance, and theories of
change and which incorporates client feedback into therapy. The positive effects of
feedback are independent of what measures are used. Feedback improves outcomes
whether it is given to both clients and therapists or therapists only, it works across
professional discipline, setting, population, and therapist experience, and it can be used
with most, if not all, theoretical models. This chapter presents a rationale for using
routine client feedback regarding outcomes and the therapeutic alliance to inform both
therapists and clients about progress in therapy. This author has developed and sells a
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system for measuring, recording, and presenting outcome data. He also makes a version
of the system available at no cost for individual therapists. This could constitute a
conflict of interest in his research on the efficacy of the instrument.
Lambert, M. J. & Shimokawa, K. (2011). Collecting client feedback. Psychotherapy, 48(1), 7279. http://dx.doi.org/10.1037/a0022238
This meta-analytic study compared four different conditions using two outcome
measurement systems: 1) the Partners for Change Outcome Management System
(PCOMS) used to provide feedback to all clients and therapists, 2) the Outcome
Questionnaire (OQ) used to provide feedback for therapists with clients who are not on
track to show improvement, 3) the OQ used to provide feedback and Clinical Support
Tools (CST) for therapists of not-on-track clients, and 4) the OQ used to provide
feedback to both not-on-track clients and their therapists. Feedback significantly
improved clinical outcomes over treatment as usual (TAU). Effect sizes for these
conditions varied from r = .23 to r = .33, 95% CI, p<.001. The authors recommended that
clinicians consider including formal methods of client feedback into their routine
practice. This article addresses the positive impact of measuring outcomes and giving
ongoing feedback to therapists.
Lambert, M. J., Whipple, J. L., Vermeersch, D. A., Smart, D. W., Hawkins, E. J., Nielsen, S. L.,
& Goates, M. (2002). Enhancing psychotherapy outcomes via providing feedback on
client progress: A replication. Clinical Psychology and Psychotherapy, 9, 91-103.
https://dx.doi.org/10.1002/cpp.324
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This study looked at the dependent variables of counseling outcomes and number
of sessions attended as a function of feedback to therapists using non-randomly assigned
experimental and control groups. Participants were 1020 clients in a university
counseling center who presented for counseling over a school year. The OQ-45 was the
outcome measure used for both weekly feedback and for dividing clients into outcome
groups (those making adequate progress and those not making adequate progress). As
hypothesized, they found that feedback significantly improved outcomes for those clients
who were deemed at risk for poor therapy outcomes. They found that feedback did not
produce significantly different outcomes for those clients who were already on track to
benefit from therapy. This study provides strong evidence for the benefit of continuous
measurement of therapeutic outcomes and for giving therapists feedback about their
clients’ status.
Nafziger, M. A., Couillard, G. C., & Smith, T. B. (1999). Evaluating therapy outcome at a
university counseling center with the College Adjustment Scales. Journal of College
Counseling, 2, 3-13. http://dx.doi.org/10.1002/j.2161-1882.1999.tb00137.x
Participants in this study were 1043 undergraduate and graduate students who
presented for services at a college counseling center. Outcomes were measured using the
College Adjustment Scales, a 108-item instrument designed to assess psychological and
developmental problems of college students. Results showed a significant decrease in
scores from pre- to posttest on all nine subscales of the CAS. No randomized control
group was used, therefore other possible explanations of the results such as statistical
regression to the mean or time-related reduction of symptoms cannot be ruled out. The
authors call for data collection at college counseling centers to provide a picture of client
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problems, inform decisions about session limits or fees, and provide pedagogical
feedback to therapists. This study addressed my research question by giving another
example of an outcome measure and highlighting the importance of measuring outcomes
for the benefit of the counseling center, therapists, and clients.
Reese, R. J., Norsworthy, L. A., & Rowlands, S. R. (2009). Does a continuous feedback system
improve psychotherapy outcome? Psychotherapy Theory, Research, Practice, Training,
46(4), 418-431. http://dx.doi.org/10.1037/a0017901
This study investigated the use of PCOMS with 74 clients at a university
counseling center and 74 clients at a graduate training clinic. PCOMS is an outcome and
alliance measure that is designed to be integrated into the therapy process with therapists
and clients discussing feedback data together. Results in this study indicated that clients
who received feedback on their rated outcomes and quality of therapeutic alliance
reported more change than clients who did not receive feedback (and whose therapists
did not receive feedback on their clients’ outcomes). Additionally, clients in the
feedback condition achieved reliable change in fewer sessions than clients in the nofeedback condition. This study is applicable to my research question because it uses a
sample similar to the client population I am interested in and it describes an effective
outcome measure which can be incorporated into therapy to facilitate discussion with
clients about their progress and which improves outcomes of therapy. The strengths of
this instrument include its simplicity and brevity which make it more likely that therapists
will actually use it on a regular basis.
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Talley, J. E. & Clack, R. J. (2006). Use of the Outcome Questionnaire 45.2 with a university
population. Journal of College Student Psychotherapy, 20(4), 5-15.
http://dx.doi.org/10.1300/J035v20N04_02
Participants in this study were 435 undergraduate and graduate students who
presented for services at a college counseling center. The purpose of the study was
simply to test for significant differences between pretreatment and post-treatment scores
on the Outcome Questionnaire (OQ-45). The OQ-45 (a 45-item assessment which takes
approximately 7 to 10 minutes to complete) was designed to be used at every session,
however this study reports that clients were resistant to completing it as little as every
third session. Results showed a statistically significant improvement in scores from preto post-treatment. There was no control group in this study, therefore the changes
observed cannot be unequivocally attributed therapy. The authors conclude that the OQ45 was well-suited to demonstrate the effectiveness of college counseling centers,
however they point out that students were resistant to completing such a long instrument
and that therapists were also resistant to using it partially because of concerns of being
evaluated. This study is helpful in addressing my research question by providing a
description of the practical difficulties as well as the clear results that were obtained using
this outcome measure in a college counseling center.
Whipple, J. L, Lambert, M. J., Vermeersch, D. A., Smart, D. W., Nielsen, S. L., & Hawkins, E. J.
(2003). Improving the effects of psychotherapy: The use of early identification of
treatment failure and problem-solving strategies in routine practice. Journal of
Counseling Psychology, 50(1), 59-68. http://dx.doi.org/10.1037/0022-0167.50.1.59

MEASURING PSYCHOTHERAPY OUTCOMES

29

A premise of this study was that measuring outcomes is not only for the purpose
of effectiveness research, but also to improve services to clients. The researchers
hypothesized that providing therapists with ongoing information about clients’ progress
would allow them to make changes in the direction of counseling in order to provide
better service. Participants were 981 clients from a university counseling center. They
were randomly assigned to no-feedback and feedback conditions. Within the group
receiving feedback, therapists independently chose whether or not to use provided
clinical support tools (CST), thus creating a third group. Groups were compared on client
outcomes as measured by the OQ-45 and number of sessions attended. Clients in the
feedback plus CST group stayed in therapy longer and more of them achieved clinically
significant or reliable change. Feedback alone did not improve outcomes. Feedback was
only provided to the therapist, not the client.
Wolgast, B. M., Lambert, M. J., & Puschner, B. (2004). The dose-response relationship at a
college counseling center. Journal of College Student Psychotherapy, 18(2), 15-29.
http://dx.doi.org/10.1300/J035v18n02_03
The sample in this study was composed of 788 students at a university counseling
center. The study found that 24% of clients achieved reliable change by 4 sessions, 51%
achieved reliable change by 10 sessions, and 75% achieved reliable change after 24
sessions. The study showed that 26% of clients achieved clinically significant change
after 7 sessions, 51% percent achieved clinically significant change after 14 sessions, and
68% achieved clinically significant change after 24 sessions. Clinically significant
change was defined as improvement on the outcome measure (in this case, the OQ-45)
into the functional range from below a cutoff score which distinguishes functional from
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dysfunctional clients. Reliable change was defined as change that was greater than the
measurement error of the outcome instrument. The implications of the findings are that
setting arbitrary session limits on college counseling centers may be preventing recovery
of a large number of clients that would otherwise be helped. The study addresses my
research question by demonstrating the effective use of the OQ-45 as an outcome
measure and the benefits of tracking outcomes and length of service.

