"What Works" in Therapy?
An Introduction . . .
Since the mid-1960's, the number of therapy models has grown from 60 to more than 250.  At the same time, virtually all of the research data finds that the various treatment approaches achieve roughly equivalent results.  This is true of both the biological and well as the much bally-hoed cognitive and cognitive behavioral revolutions.  When all is said and done, virtually all of the data find that the various approaches work about equally well.  As leading outcome researcher Michael J. Lambert, Ph.D. summarizes, "Research carried out with the intent of contrast two or more bona fide treatments shows surprisingly small differences between the outcomes for patients who undergo a treatment that is fully intended to be therapeutic" (p. 158, 1994).  
Such evidence makes clear that the differences between the various models--much promoted by the developers and marketers of the different approaches--can not account for the effectiveness of treatment.   Rather, the mountain of evidence for equivalent outcomes makes it clear that the similarities rather than differences between models account for the effectiveness of psychotherapy.  The question, of course, is what similarities approaches share that account for success?
The Facts . . .
Research points to the existence of four factors common to all forms of therapy despite theoretical orientation (dynamic, cognitive, etc.), mode (individual, group, couples, family, etc.), dosage (frequency and number of sessions), or specialty (problem type, professional discipline, etc.).  In order of their relative contribution to change, these elements include: (1) extratherapeutic [40%]; (2) relationship [30%]; (3) placebo, hope, and/or expectancy [15%]; and (4) structure, model, and/or technique ([15%] For more info/references: Escape from Babel (Norton, 1997); The Heart & Soul of Change (APA, 1999).  
Research on the four common factors makes clear that various therapeutic techniques (e.g., confrontation, the "miracle question," EMDR) are better viewed as different means of empowering one or more of the factors responsible for treatment outcome rather than unique to a specific treatment model.  Incidentally, this “meta-view” of therapy models also happens to fit the way experienced clinicians actually practice.  Surveys conducted over the last several decades have consistently found, for example, that clinicians tend to identify less with any one approach the longer they have been in the field.  Rather, experienced therapists tend to pick and choose from a variety of approaches in an effort to tailor treatment to the makeup and characteristics of the individual client.
Of course, the challenge to practicing clinicians--owing to the many choices available--is which technique(s) or approach(s) to adopt when working with a particular client?  In this regard, research conducted by Duncan, Hubble, & Miller (see Psychotherapy With Impossible Cases [Norton, 1977]; Changing the Rules) as well as others (for a thorough review see Chapter 14, The Heart & Soul of Change [APA, 1999]) shows that the client’s view of the presenting complaint, potential solutions, and ideas about the change process form a theory of change that can be used as the basis for determining, “which approach, by whom, would be the most effective for this person, with that specific problem, under this particular set of circumstances.”  This same research shows that the probability for success is greater when the treatment offered fits with or is complementary to the client's theory.
Translating "The Facts" into clinical practice. . .
Therapists can immediately begin translating the research into their clinical work by mindfully and purposefully working to:
	
	Enhance the factors across theories that account for successful outcome
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	Use the client’s theory of change to guide choice of technique and integration of various therapy models
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	Obtain valid and reliable feedback regarding the client’s experience of the process and outcome of treatment.


As an example of working mindfully and purposefully to enhance the factors across theories that account for successful outcomes, consider the extratherapeutic factors.  As noted earlier, these factors account for the major portion of improvement that occurs in any treatment, a whopping 40 percent.  They refer to any and all aspects of the client and his or her environment that facilitate recovery, regardless of formal participation in therapy.  More than likely, these factors account for the recent research finding that self-administered treatments work just about as well as those done by a therapist--at least in terms of the most common problems for which people seek treatment, such as depression and anxiety (For details see Escape from Babel [Norton, 1997]; The Heroic Client [Jossey-Bass, 2000). 

Since all successful therapies benefit from the operation of extratherapeutic factors, whether or not they are a part of the formal language or technique, therapists can enhance their contribution to treatment outcome by making them a part of the everyday lexicon of psychotherapy practice.  Some suggestions include:
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	Becoming More Change-Focused in Therapy


Unlike diagnoses--static characterizations connoting a measure of constancy, even permanence in clients’ presenting complaints--the magnitude, severity, and frequency of problems are in flux, constantly changing.  Whatever the cause, clinicians empower the contribution of extratherapeutic events when they listen for, invite, and then use the description of such fluctuations as a guide to therapeutic activity.  In particular, exploring what is different about better versus worse days, symptom free moments versus times when their problems seem to get the best of them.  Studies show, for example, that 15% to 66% of clients experience positive, treatment related gains prior to the formal initiation of treatment.  Therapists can also be changed-focused in their work when clients return for additional visits by heeding and then amplifying any references the client makes during the session to between-session improvement.   Here again, a sizeable body of research literature shows that improvement between treatment sessions is the rule rather than the exception, with the majority of clients in successful therapy experiencing significant symptomatic relief earlier versus later in the treatment process.

In addition to becoming more "change-focused," therapists can also enhance the contribution of extratherapeutic factors by:
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	Potentiating any and all change for the future


Whether change begins before or during treatment, whether it results from the client’s own actions or by happenstance, a crucial step in enhancing the effect of extratherapeutic factors is helping clients see any changes--as well as the maintenance of those changes--as a consequence of their own efforts.  Therapists can facilitate this process in several ways.  For example, time can be spent exploring the client's role in changes that occur during treatment.  Additionally, the therapist can ask questions or make direct statements that presuppose client involvement in the resulting change.  As part of ending a visit, therapists may also summarize the changes that occurred during therapy and invite clients to review their own role in the change.  Even if clients resolutely attribute change to luck, fate, the acumen of the therapist, or a medication, they can still be asked to consider in detail: (1) how they adopted the change in their lives; (2) what they did to use the changes to their benefit; and (3) what they will do in the future to ensure their gains remain in place. 
	[image: image5.png]



	Tapping into the client's world outside of therapy


The contribution of extratherapeutic factors can also be empowered by incorporating resources from the client's world outside therapy.  Whether seeking out a trusted friend or family member, purchasing a book or tape, attending church or a mutual-help group, research indicates that most clients seek out and find support outside the formal therapy relationship.  Indeed, several studies have found that clients not only prefer such options but also little difference obtains when compared to professional intervention--at least for the two "common colds" of mental health, depression and anxiety.  This natural tendency to seek out many sources of help can be facilitated by the therapist simply listening for and then being curious about what happens in the client's life that is helpful as well as actively encouraging clients to explore and utilize resources in their community. 

Empirically-based principles for clinical practice have been distilled from the research on the three remaining common factors (Relationship [30%]; Placebo [15%]; and Model [15%]).  Detailed information can be found in Escape from Babel or in published articles written by the team that may be downloaded for free from the Talkingcure.com archives and reference section.
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	Using the client’s theory of change to guide choice of technique and integration of various therapy models.


The research on "What Works" in treatment noted that the client’s view of the presenting complaint, potential solutions, and ideas about the change process formed a theory of change that could be used as the basis for determining, “which approach, by whom, would be the most effective for this person, with that specific problem, under this particular set of circumstances.”  The Client's Theory of Change is best understood as an “emergent reality” that is unfolded through conversation structured by therapist’s curiosity rather than a static entity like a psychiatric diagnosis.  In a therapeutic relationship that honors the client’s theory of change, therapist and client work together to implement the solutions or select ideas and techniques from available treatments approaches that are congruent with the client’s theory and provide possibilities for change (Psychotherapy With 'Impossible' Cases [Duncan, Hubble, & Miller, 1997).
The process of learning a client’s theory of change begins with simply listening for and then amplifying the stories, experiences, and interpretations that clients offer about their problems as well as their thoughts, feelings, and ideas about how those problems might be best addressed.  Curiosity about client hunches not only provides access to their theory of change but also, by emphasizing client input, encourages more active participation in treatment--the most important determinant of outcome.  Investigating clients’ usual methods of or experiences with change can also provide clues to their theories of change.   For example, therapist and client can consider how change usually happens in the client’s life, paying particular attention to sequence of events, the way the client talks about the role they and others play in the initiation and maintenance of any change, and the success or failure of any attempts to resolve this as well as previous problems.
Because the change process is unique for each client, there is no set recipe to follow when using the client’s theory of change to organize treatment.  Therapists might find a particular idea or technique from one or more of the over 400 available treatment approaches helpful in operationalizing the client’s theory in clinically meaningful ways.  The key is insuring that the content of therapeutic conversations, any suggestions made by the therapist, even the degree of therapist involvement, are acceptable to the client.  To be sure, honoring the client’s theory can be challenging.  The therapist may, for example, either not believe the client's theory will work or even find it objectionable.  In most such instances, however, it is not the actual theory that is the problem but typically the way it is operationalized that is cause for concern.  Research indicates, however, that privileging the client’s theory in spite of such reservations often serves to open the door to exploring other “means” for accomplishing the same “end.”  
More detailed information regarding the Clients Theory of Change--including how to apply the concept with couples and families--can be found in The Heroic Client (Jossey-Bass, 2000) or in published articles written by the team that may be downloaded for free from the Talkingcure.com archives and reference section.
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	Obtain valid and reliable feedback regarding the client’s experience of the process and outcome of treatment.


Assessment and diagnosis of pathology have long been considered essential first steps toward successful treatment.  In modern practice, this has largely come to mean finding a classification in the Diagnostic and Statistical Manual of Mental Disorders-4th Edition ([DSM] APA, 1994) that fits the pattern of symptoms presented by a particular client.  The assumption is that having an accurate DSM diagnosis enables clinicians to deduce what treatment or combinations of treatments is appropriate.  The research literature indicates, however, that while perhaps essential in medicine, diagnostic classification in psychotherapy has proven to be of little value either to the development of individual psychotherapy plans or to the differential prediction of psychotherapy outcome.  
Several key findings from the research literature can be combined to create an alternative to psychiatric diagnosis that is not only more empirically sound, but also better suited to the nature and practice of psychotherapy.  First, research points to the importance and superiority of the client's rating of therapeutic relationship in successful treatment.  This same data also indicates that the client’s experience of meaningful change in the early stages of treatment as one of the best predictors of positive results.  Finally, consider that research studies conducted over the last 40 years in which two or more treatment approaches have been compared typically find that the variability between clinicians using the same approach is two to three times greater than any difference between the approaches being compared--including no treatment control groups (For detailed references see The Heart & Soul of Change [APA, 1999]).  
In all, such findings indicate that repeating the failures of the past and attempting to determine a priori, “what approach will work for whom,” are unproductive pursuits.  Instead, decisions about the process and outcome of psychotherapy are best informed by clinicians partnering with consumers in a systematic and ongoing assessment of the fit and effect of any given therapeutic relationship.  Assessment, in other words, should no longer precede and dictate intervention, but rather weave in and out of therapeutic process as a pivotal component of treatment itself.  Clearly, clients who are informed, and who inform, feel connected to their therapist and therapy; their participation--one of the most potent contributors to positive outcome--is thereby courted and secured.  At the same time, day-to-day clinical work becomes guided by reliable and valid feedback about the factors that account for how people change in treatment.   

Developing an outcome-informed therapeutic practice need not be complicated, time-consuming, or expensive.  Therapists can simply choose from among the many paper and pencil rating scales already available and then incorporate them into ongoing clinical practice.  Several good sources exist which front-line practitioners can consult for information about existing instruments (see Measures for Clinical Practice: Couples, Families, and Children; Measures for Clinical Practice: Adults; Assessing Outcomes in Clinical Practice).  All such measures have the advantage of being standardized, psychometrically sound, and accompanied by an abundance of normative data that can provide reliable and valid feedback about both the fit and progress of treatment.

Measuring fit.  Process measures assess the degree to which the session contains the elements known to engender the outcome desired by the client and therapist.  As noted earlier, researchers estimate that the quality of the therapeutic relationship accounts for as much as 30% of treatment outcome (see Escape from Babel [Norton, 1997]).  In particular, clients give the highest ratings to treatment relationships they experience as caring, affirming, accommodating, as well as focused on their goals.  The Session Rating Scale--Revised (SRS-R) is just one example of a process measure specifically designed to be sensitive to clients' perceptions of the therapeutic relationship.  Briefly, this 10-item, paper-and-pencil instrument has clients rate their experience of the therapy hour on several dimensions known to be associated with effective clinical work  
Measuring progress.  Outcome measures, as the name implies, assess the impact or result of the service a therapist offers their client.  While results vary depending on the specific treatment objectives and population, research conducted over the last 40 years indicates that changes in an individual's level of distress, functioning in close interpersonal relationships, and performance at work, school, or settings outside the home are reasonable indicators as well as strong predictors of successful therapeutic work (see The Heroic Client [Jossey-Bass, 2000]).   The Outcome Rating Scale (ORS) is one example of an instrument designed to be sensitive to change in these areas while simultaneously being simple and easy to use.   

Putting results to work in therapy.  In a typical outpatient setting, clients are given the outcome measure prior to each session and the therapeutic process scale toward the end.  Administering and scoring the measures together with clients at each and every session is important because research shows that: (1) anticipating when clients will stop coming for therapy is difficult if not impossible; (2) clients rarely spontaneously report their dissatisfaction with therapy until after they have decided to terminate; and (3) therapies in which little or no change (or even a worsening of symptoms) occurs early in the treatment process are at significant risk for a null or even negative outcome (see The Heroic Client [Jossey-Bass, 2000]).  Obviously, a systematic and ongoing assessment of process and outcome can provide clinicians with a critical "window of opportunity" to address client concerns and make any necessary modifications to the treatment they are offering.   Methods even exist for establishing the rate of change typical for a given practice or therapist that can be used to make empirically based decisions about when to continue, modify, or end a therapeutic relationship.
