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6. What are the costs, risks and benefits of intervention or lack of intervention (including
economic costs but also risks of iatrogenic effects of treatment or risks of harm by lack of
treatment)?

7. What processes outside treatment are responsible for change?

Thanks to a range of impressive research over the last few decades we now have important
research findings particularly in relation to question 1 above (the detail of which in relation to
CBT for children is covered in individual chapters in this book), but without a comparable
increase in our knowledge regarding questions 2~7.

Inferring causal mechanisms

Chailenges to inferring causal mechanisms in child and adolescent psychotherapy include:

1. Correlation alone does not imply causation. If a child’s mental health improves after
receiving a particular intervention it may be the result of the impact of the intervention
or some other factor. In particular, correlations supporting a hypothesised causal
relationship between two variables may be caused by an unmeasured or uncontrolled
‘third’ variable. In child mental health, many difficulties spontaneously improve (for
reasons which are not always clear), or improve with psychosocial development.

2. Regression to the mean is likely to occur, whereby, given error of measurement, a child
or family reporting a high degree of problems initially is more likely to report fewer
problems subsequently as their scores veer towards the mean.

3. Improvement in scores due to people reporting more problems in the first than in
subsequent interviews is likely to be a particular problem in studies where outcomes are
based on service user report after a relatively short period of time.

4. Selection bias of those who receive treatment, complete treatment or complete question-
naires, as opposed to those who drop out of treatment or refuse to complete question-
naires may lead to misleadingly high estimates of treatment efficacy (Clark et al, 2008).

5. The difficulty of disentangling specific and non-specific effects of interventions. This is
particularly difficult for CBT as placebo effects, often considered unspecific effects, have
a psychological basis which overlaps with many treatment effects, such as conditioning,
and are important across a range of treatments. The placebo emerges as part of the
therapeutic relationship and McQueen and Smith (2012, p. 2) go as far as to argue that
‘Psychotherapy can be seen as a pure form of the doctor-patient relationship, stripped of
pharmacological effects’. '

A range of research designs has been used in order to try and address such issues. Two
designs are explored below as exemplars of key different approaches currently being used in
child and adolescent psychotherapy research in order to evaluate the reasons for outcomes
in refation to causation:

1. Randomised controtled trials of outcome,
2. Use of routinely collected outcomes in large-scale datasets.

Randomised controlied trials

‘Whilst there is some debate about the precise hierarchy of evidence, and increasing under-
standing of the limitations of randomised controlled trials (Rawlins 2008) — as will be discussed
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below — randomised controlled trials (RCTs) are regarded as the most powerful forms of
evidence availabte, and this is likely to remain true for the foreseeable future (Cooper, 2011).

This is because RCTs require researchers to control for factors other than interventions
that might influence outcomes so that if differences are found between those receiving
different interventions, these can be most likely attributed to the intervention and not other
differences between the groups being compared. The random assignment to groups is
particularly important in controlling for unknown biases so that hopefully any unknown:
confounding factors are randomly distributed across the groups.

Whilst their rigorous attempt to control for unknown biases is commended, the limita-
tions of RCTs, particularly in their ability to inform routine clinical pracfice, are increasingly
acknowledged. Those who take part in RCTSs may not be representative of those seen in
routine clinical practice. Those who agree to take part in a research project may be system-
atically different from those who do not and they generally (though not invariably) have less
severe and fewer comorbid problems than those seen in routine care (Westen & Morrison,
2001). Treatment provided as part of an RCT may be rather different in controlled trials than
in routine practice, involving as it often does standardised and manualised treatment which
is generally not present in routine work: this, it has been argued, may favour some approaches
over others (e.g. CBT over psychodynamic psychotherapy). Randomisation can also elimi-
nate observations at the extremes of a distribution which are worth studying in their own
right. (See Goldstein, 2011 for a discussion of these points.) In spite of these limitations the
RCT remains the gold standard of research of causal relationships as it allows the direct

inference of causality.

Use of routinely collected large-scale datasets to explore outcomes

A complementary approach to RCTs that is increasingly being explored by researchers is
the use of large-scale routinely collected outcome data. Commonly these rely on data being
collected routinely in clinical services based on practitioner, child and parent reports of
symptoms of mental health problems either pre- or post-trealment of across the duration
of treatment (different models of routine data capture are considered in the second section
of this chapter below). Symptom scores at the outset are compared with scores coltected
later or at the end of treatment to ascertain whether improvements in mental health can be
observed.
~ This approach also has its difficulties and challenges. As Clark ef al. (2008, p. 631) note, In
the absence of randomisation, one has to work very hard to demonstrate that unbalanced
patient characteristics or referral practices could not have substantially influenced the treat-
ment outcome comparison.” One approach is to compare outcomes from the routine practice
under consideration with that from earlier research findings (possibly from RCTs). Another
is to use a naturalistic control group. Ford et al. (2009) took the latter approach and derived
an ‘added-value’ score based on parental report on 4 mental health questionnaire in wide-
spread use (the Strengths and Difficulties Questionnaire; SDQ). This metric estimates the
likely effect of treatment compared with a non-treatment control group after a 6-month
period. The control group children whose data were used in the development of the score
formuta were identified in a national study of mental health problems in the UK as likely to
have mental health problems (n = 609), the vast majority of whom (85%) had not received
any treatment by the follow-up. The predicted outcome without treatment was then com-
pared with the actual outcomes achieved by a group of children who did receive treatment.
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Whichever approach is used to uncover associations between psychotherapy process and
sutcomes, a fundamental and largely unresolved issue for all evaluation of child and
adolescent mental health outcomes is how t0 determine what constifutes meaningful (or
clinically significant) impact ot everyday life, e.g. at home, work or school, in peer relation-
ships. As is now well recognised, statistical significance does not imply clinical significance.
This is true for a number of reasons. A statistically significant mean difference between
large groups may be tiny and not clinically significant. Even large changes found using a
given questionnaire may not be meaningful in terms of lived experience, depending on the
properties of the questionnaire. '

To try to rise to the challenges raised by the limitatio
statistical significance alone, researchers have developed indices of clinically significant
change. A variety of approaches have been suggested which has made it more difficult to
make comparisons between studies (Lambert & Ogles, 2009). The two most COMINon ways

\ at recovery and reliable change. Recovery involves moving from high symptom
scores pre-treatment to SCOTes that fall within the non-clinical sample range after treatment.
Reliable change aims to assess the amount of change required in an outcome measure to be
able to say with a degree of confidence that the magnitude of change observed is not solely
attributable to measurement error. There is a variety of Reliable Change Indices; see
Jacobson and Truax {(1991) for the most common approach. ’

Even when metrics such as ‘recovery and ‘reliable change’ are used challenges remain.
Fow should impact be evaluated for someone who starts below the clinical cut-off point or
just above? One way currently being trialled in adult mental health as part of the UK
Improving Access to Psychological Therapies (IAPT) programme for adults is to require
both recovery and reliable change to occur for clinically significant change to be deemed to
have taken place (http:/!ww.iapt.nhs.uk). However, it is not yet clear if this is an
appropriate standard to set. Reliabte change in part depends on the psychometric proper-
ties of the instrument used to measure change; therefore a change may be reliable because

the measurement instrument is highly reliable but it may not be clinically meaningful
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Issues in evaluation of routine practice

Whilst clinicians need to draw on findings from systematic controlled studies concerning
de their initial decisions about treatment choices

what works for whom and why to help gui
aluation of psychotherapy by service providers

and approaches, the key aims of routine ev,
can be characterised as helping them answer questions about the particularity of their own

work with specific individual clients in their given context: “‘How effective is my practice

and how can I make it more effective?
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ice, there is a range
od outcome’ (both

ture and in relation to what domains), about what it means

to collect this information and then, crucially, how to draw on the (inevitably flawed)

information obtained to draw inferences to guide practice. It is 0 an exploration of these
choices that we will now turty, drawing on examples from CORC and CYP IAPT as relevant.

4ild routine evaluation into their own pract

For clinicians wishing to b
of choices to be made about how to conceptualise what constitutes a ‘g0

in terms of whose views to cap

f mental health outcomes often relied on questionnaires
oblems using one or More

o ensure a complete dataset
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Traditionally routine evaluation o
completed by the clinician rating children’s and families’ pr

standardised scales. Whilst practitioner report can be helpful t

and to view overall progress across a caseload, it has been critic
influence by perverse incentives (Marshall ef al., 2000) and it does not provide much new

information to an individual clinician since it telies totally on their own perception. In
groups on the importance of

addition recent focus by both policy makers and service user
patient-reported outcome measures (PROMS) and patient-reported expetience measures

(PREMS) across healthcare generally has emphasised the need to ensure that the views of
service users are centre stage for any evaluation of outcomes (e.g. Badham & YoungMinds,
2011; Department of Health, 2010).
Teacher reports can be used when behaviour in school is in questioh. Research suggests
that teachers are accurate reporters. of children’s externalising symptoms (e.g. aggression,
conduct disorder); however, they are less well able to provide accurate information on
children’s internalising symptoms (e.g- depression, anxiety), pethaps due to the differential
satience of these two indices of adjustment within the classroom (Atzaba-Poria et al., 2004).
Moreover getting busy teachers to complete questionnaires as & regular source of outcome
data can be difficult.
Parent reports have also been employed in mental health routine outcomes evaluation.
These are often relied upon when children are considered too young to provide self-reports
(e.g. Levitt ef al, 2007). Whilst there may be some possibility of bias due to parents’ lack of
awareness of internalising difficulties or theimpact of their own mental health status on their

judgements {Conrah et al., 2003; Verhulst & Van der Ende, 2008}, parent-reported outcomes
have been used to develop the added-vatue score described above and so can be used in some
instances to compare outcomes for children seen in services with those not seen by services.

There are strong moral- and rights-based arguments for the use of child self-reportsasa
key perspective wherever possible. However, there are limitations to the use of child self-
reports. In particular, younger children may be unreliable reporters in that they may be
more likely to give socially desirable responses; they may be also less able to understand the
ncepts used in self-report Measures;

language ot the ¢o they typically respond based on ‘the
be less self-aware of themselves tha

here and now’ and they may

Roy et al., 2008).
For the reasons described above it may well be sensible to follow the approach of CORC

ds clinicians collect outcome data from multiple perspectives and as a
to include the views of the child, parent/carer and practitioner. CYP
TAPT suggests a focus on the child wherever practical but with the parent or carer involved
as clinically relevant. Clearly there is much room for clinical judgement in this regard as will

be discussed when CYP IAPT is presented as a case study below.
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Finally we turn to the key issue of making use of the information gained by routine evaluation
in practice, however undertaken. Three principal ways will be discussed:

1. Qualitative exploration and review of data.
2. Trajectory tracking for indjvidual cases.
3. Use of aggregated outcome data for benchmarking.

A major barrier to the use of outcome data to inform practice is the reluctance of clinicians to

look at data that have been collected for their benefit. Anecdotal evidence suggests that busy
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mthouF the use of measurement. Lambert has developed clinical support grids to t d
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A variation of this approach has been adopted by Miller et al. (2006), using a different
Eleas.urf-: b.ut employing similar principles. This approach has been pioneered in the UK
y Timimi and colleagues who have developed an articulated model in CAMES whi
they refet to as Outcomes Orientated CAMHS (OO CAMHS; www.oocamhs com;v IéCh
ie:legx;nts of this mod:el include the use of progress tracking each therapy s'essionl arz
eedback on t'he meeting experience, both of which are attended to and reflected u
part of the clinical interaction. Change is monitored over time and if there is no fn .
alter five meetings the model suggests the case is brought back for team review and i  mang
cases the child and family are referred to another practitioner. .

Use of aggregated outcome data for benchmarking

A .
ac;fl;rther way tha-t o_ltlt.come data can be used in frontline practice is to compare cutcomes
e si services or individuals. This clearly needs to be done with great care to avoid perverse
\centives to. report outcomes misleadingly, to ensure ‘like for like’ compariséns and to aid
meaningful interpretation. N
Thy i
o Se a;pp;’o.eu?h taken b.Y COlRC is to produce annual reports of aggregated outcornes for
s of clinicians working within the collaboration. These are then compared with aggre-
gz;}fe outcomes f;)r consortium members as a whole and any areas of statistically significant
o ;rlil;ce Illoted. Menlnbers are advised that these should be interpreted in terms of their
ocal ke owledge alnd triangulated with other data. Thus, a series of hypotheses can be tested
Popzlp t(;re zti)n?f dlffer;nces to check if they are the result of differences in methodology.
ation being worked with, data entry errors or i i ’
tat ) genuinely reflect differences i
for similar groups of children and families, modeomes
. tWhen viewing this sort of data it is important to be mindful .of the dangers of over-
:1; :rpretatéon when da'xtasets are small so that what appear to be large variations in
o coin;s hetween services may in fact reflect normal variation between data points to be
enpec ed when small numbers are involved. Use of funnel plots to map comparative data to
sur i i
" int_: Tianmgf;:l interpretation may be very helpful in this regard. These plot the statistic
o 1r s > 6.8, t e mean outcome at a service, against a measure of its precision such as
= p fe ﬂilze (Splege]h.alter, 2005). Together with control limits, e.g. 95% confidence inter-
' E sp o) -te.mean (gxlrhlch become narrower as the sample size increases, producing a funnel
ape), it is possible to ascertain which i ’
shapeh 1 services have unusually good and unusually poor
cmThe e%pp{oach being taken by CYP IAPT, in line with that of Adult TAPT, will be to report
service level recovery, deterioration and change rates, It will also explore the impact of
;(i;text}lal factors 0;11 any of these, such as whether the young person is a looked-after child
ers from any physical health problems, or if th ’
ers from X ere are ai i
oy stmation y contextual factors in the

- _
CORC i i i i
C is looking to modify this model further by making comparisons more specific between services in

similar contexts and with similar populations of service users.




Concluding re

Exploring individuality in terms of trajectoties of change

Exploring more nuanced models

Section 1: Developmental cognitive theory and clinical practice

marks: linking academic and practitioner research

As can be seen from the foregoing discussion (here is no shortage of issues to consider in
evaluation of psychotherapies for children and young people. However it would also be true
to say that a lot has been learnt and this may be a moment of opportunity for further
development in the field. In particular we think there is a real possibility of greater links
between academic and practitioner research to bring both rigour and the realities of real

practice together.
Below we share some thought
development which we think could lead to promising

s on three possible avenues for farther exploration and

developments in the coming years.

attention has focused on the use of multiple time points both to
letion discussed above but also because where multiple data
chniques can be applied to these large
ange, for instance whether change is

In recent years increasing
address the issue of non-comp
points exist, sophisticated longitudinal modelling te
datasets to explore in more detail trajectories of ch
non-linear over time and whether there are sudden change points.

Evaluation of psychotherapy has tended to focus on mean changes for groups. Yet it is
known that the mean change for the group may imask real differences between subgroups
¢.g. no overall change in the group mean may represent mmassive change for some subgroups
and no change or deterioration for other subgroups. There is increasing interest in inves-
tigating whether analyses can allow detection of different subgroups and greater under-
standing of their trajectories of change. ' '

Starting to look more at individual trajectories is likely to be a key way forward in the
future. There is substantial within-group variation in both outset problem severity and
r deterioration. Datasets with multiple data points such as those arising
by the sort of session by session models being suggested above, can be statistically
modelied using sophisticated techniques such as mixed-effects models, also known as
hierarchical or multilevel models. Various clustering algorithms may also be used to
group those with similar trajectories of outcome, allowing distinct groups of improve-
ment or deterioration to be discovered bottom-up. The resulting clusters may then be
‘related to known differences in cases, e.g. presenting problems, or suggest groups for

further study.

improvement o

of process and outcomes

As previously discussed, an over
distracted attention from attempts
One suggestion emerging from Borsboom
an alternative approach might focus rather on networlks of s
as both multi-determined and multi-determining,
diagnostic categories rather than being tied to only
be tracked by mapping the links and interactions

groups.

n research on judgement and decision making
alige their cases show that they
f networks that help them focus on the most

This may tie in with emergent thinking i
where investigations of how front-lie clinicians conceptu
may map their understanding in terms o

-focus on causal models for particular diagnoses may have
to model change mechanisms in more nuanced ways.
(2008), Cramer et al. (2010) and others is that
ymptoms that should be viewed
and relate to a range of traditional
one. Using this model, change would
between symptoms for individuals or
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releva i
e te; an;e:eas :’or‘ change. F(c;r instance de Kwaadsteniet et al. (2010) presented clinicians
es of vignettes and asked them to draw causal di indicati
les ¢ iagrams indicating maintaini
e g ainin
'longlt}ldlnal causal factors. These maps predicted how effective clinicians thou h%
particular interventions would be. y
T .
ersl;fls; . ergergmg apprqaches may well mesh and be supported by the increasingly
pue > ise psycho‘metrlc approaches in development. Whilst currently paper-based
?an 56101;1.1311'83 are still th.e most widely used means of collecting information, an increasing
Oneg pz ;itﬁr;cn}e m;l;ﬂe-phone and computer-based questionnaires are now emerging
ssibility offered by online administration is the option of iterati '
e ( ption of iterative measures where
andnumbfr and content of future questicns are determined by answers to earlier questions
questions may be drawn from an item bank rather than used in fixed ways in ;
scales (Wolpert et al., 2009). R

Developing further academic—practice links

Practitioners need to continue to be informed by the emerging findings from academi
research,. and researchers need to continue to be informed by data arisigng fromafi?)nilrfnc
work, It is above all crucial that practitioners and researchers continue to work togeth o
ensure that any routine outcome data feedback provided to inform frontline ra.ct'ge i e:lto
mforn_led by the latest research and statistical understanding to ensure me:ning}(l:lel 1ii1t::
E;zt?:on a1}11c_1 appr'oprlate caution. The further development of learning collaborations
e searc practlf:e networks should be encouraged. This will allow both more services
a(lal ° :VC(;:::; érij:lved in -multi-sitﬁt RCTs but also ensure that research expertise fs available to
: practitioners to interpret their own data in meaningful ways in the light of
relevant national and international comparative data. ’
foxa:znilt;s?;,t vglrlllllst there a;‘e many issues‘ )Iret to be resolved, there are positive ways
fonvarc and ot o0 y can an sho.uld practltu_)ners draw on learning from large-scale
udies and reflection of their own practice, but they should also link with academic
c-olleagues to ensure routine evaluation of psychotherapy continues to yield useful inf
tion that can inform their immediate frontline work with children and families e
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