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The Undiscovered Country

***


"The undiscover'd country . . . puzzles the will


And makes us rather bear those ills we have


Than fly to others that we know not of?"


Hamlet (Act 3, Scene 1)


William Shakespeare


***

Katie had a strained smile on her face when she greeted us in the reception area--one of those expressions that said, "I know were friends but I've got bad news."  A former colleague, Katie was now the "provider relations representative" for a managed care organization (MCO) in our area.  We'd called and asked to meet with her a few weeks earlier after noticing a sharp decline in the number of referrals her company was sending our way.  

"There's no easy way to say this guys," Katie started after showing us to her office, "but a decision was made to start sending your referrals to another group of providers."  We'd all known Katie a long while before she’d gone to work for the MCO.  Everything about her said she was feeling pretty bad about being the bearer of this bad news.  Nonetheless, we were stunned and asked for an explanation.

"It's not your work," she said, moving her head slowly from left to right, "your paperwork is always great, and you don't overutil . . ., well, you guys are efficient and all."  Katie then stood, walked around her desk, and sat in a chair opposite us.  In a hushed tone that suggested she was about to tell us something she’d been told to keep secret she continued,  "It's just that, well, they're, um, cheaper than you guys.  I mean, their per session rate is lower, significantly lower.  I wish there was something I could do but, really, there isn't anything.  I'm sorry, I know this will hurt you."   

She was right about that--it would hurt us.  Like most therapists, we had grown increasingly dependent on managed care over the last several years.  It also hurt though because we'd bent over backwards trying to accommodate the demands of the MCO's to insure referrals.  In particular, their numerous calls for what they termed “accountable” mental heath practice.  For example, when the call had come for more efficient modes of mental health care delivery, for example, we eagerly sought out training and worked to develop our own time-sensitive approaches to treatment.  With an attitude of “Render under Caesar the things that are Caesar’s,” we had adopted the diagnostic language of psychiatry and learned how to write treatment plans .  Sensitive to the changing trends in clinical practice, we learned, too, about psychotropic medications and worked collaboratively with professionals from different backgrounds in multi-disciplinary treatment teams.  We even sponsored workshops in our own areas on what managed care entities and our professional organizations called “best practices”--the idea that effectiveness and efficiency could be improved by applying the “right” treatment approach for a particular problem.  

For all our hard work, however, we were now being treated like they'd just discovered we were closet psychoanalysts or something.   Some uncomfortable moments of silence and several minutes of overly polite conversation about our families followed.   We were almost out the door when one of us joked that having fewer clients would at least free up time to finish the research project we’d been working on aimed at improving day-to-day clinical work.   Standing and ready to show us the door, Katie drifted slowly back down into her seat.  "What’s this ‘project’?" she asked.  For the next hour or so, we explained.

 In between a phone call and several other interruptions, we described a radical new direction we’d been taking to make clinical practice more effective, efficient, and accountable.  Throughout our careers, we had talked about a treatment philosophy based on the idea that each therapy session should make a measurable contribution to treatment outcome and that the client was the expert on whether or not therapy was working.  Now, we told Katie, we had redesigned our clinics to practice what we preached, taking our long held beliefs about effective treatment out of the realm of philosophy and into everyday clinical reality.

Basically, our way of working enabled us to determine how our clients felt about their treatment on a session-by-session basis and, most importantly, what difference--if any--the treatment was making in their lives outside of the consulting room.   Such information, in turn, was used to make key clinical decisions about client progress, tailor treatment interventions to the individual needs and characteristics of the person with whom we were working, and know when to terminate treatment or refer the client to another therapist.  

What really caught Katie’s attention, however, was the data we had already collected about our clinical effectiveness and efficiency.  While we did indeed charge a higher per session rate, our cost for the degree of improvement that clients made in treatment was actually much lower than our competitors.  Specifically, our competitors kept patients for an average of eight sessions.  Our average number of sessions was 4.7 and at the end of that time, they were rating themselves as having resolved the problems that brought them to treatment.  This meant that, as a result of tracking the outcome of our work over time, we were able to show that our clients were unlikely require further treatment within a calender year.  Though more expensive on an hourly basis the treatment we offered was a better value.  Within a week, our clinic was back on the “preferred provider” list and receiving more referrals than ever.  

So, what magic had we worked with our clients?  What technical breakthrough had enabled us to get such results?  What extraordinary therapeutic qualities did we possess?   Well, to start, detailed treatment plans, hair-splitting diagnostic assessments, constant utilization review, and adherence to “approved” treatment methods--all the hoops that MCO’s had instituted under the guise of improving effectiveness and efficiency--had nothing to do with it.   Neither did becoming more accomplished in the techniques of the many models competing for our attention as therapists.  After all, despite all the claims made by hundreds of approaches being promoted today, studies continue to show that the overall effectiveness of psychotherapy has not improved a single percentage point over the last three decades.  What is more, there remains no evidence of a strong connection between the length of one’s experience as a therapist and clinical effectiveness.

Together, we came to believe that the best hope for improving the effectiveness and efficiency of therapy was to go in a different direction.  In effect, to shift paradigms.  Giving up the ideas and practices that had long dominated professional discourse but which had failed to produce results.  After carefully studying the research, we learned that the client’s improvement early in treatment was emerging as one of the best predictors of successful outcome.  Indeed, the outcome research showed that the majority of people experience significant improvement early in the treatment process or do not improve at all.  Most studies, for example, find that 60-65% of people are measurably improved within one to seven visits, 70-75% after 6 months and 85% at one year.  At the same time, the small percentage of people that do not make progress account for the majority of mental health care expenditures.  

Instead of regarding the first few visits as a “warm-up” period or a chance to whip the latest brief therapy technique on the client, we decided that obtaining feedback about success or failure during the initial meetings could provide invaluable information about the match between client, therapist, and clinical approach.  As a result, we started formally involving our clients in a session-by session evaluation of their satisfaction with and progress in treatment.   With rare exception, our clients were willing and interested participants.  As one man we worked with put it, “Hey, we’re evaluating you anyway!”   The difference, however, was that assessment no longer preceded and dictated intervention but rather was an ongoing, collaborative process as pivotal to treatment as change itself.  

A good example of how we work can be found in the case of Steven, a man in his thirties who presented for treatment with complaints of chronic depression, lethargy, and low self-esteem.  The son of a well-known and respected minister, Steven was a gentle and deeply spiritual person who had been in treatment a number of times with both secular and religious counselors.  On at least two occasions, his relationship with the therapists he had seen had lasted for several years.  While Steven felt that each of these experiences had been helpful in their own right, his continuing struggle with what he called “the darkness” left him feeling that some “underlying issue” remained unresolved from his childhood.  He expressed a strong desire to finally “get to the root” of the matter in the present treatment.  

We agreed to explore the past with Steven and, over the course of the next few sessions, worked in a psychodynamic fashion attempting to make connections between what we uncovered and his current problems.  Some time was spent, for example, examining Steven’s relationship with his parents.  In particular, his experience of them as being more loving and devoted to the members of the church than to him or his sister.  

As is the case with all of our clients, Steven completed two brief, paper-and-pencil measures at each session.  Prior to each visit, he filled out our “clinical outcome” scale--an instrument designed to assess the results of treatment.  This measure, in turn, was scored and the results discussed with Steven once the session began.  Finally, at the conclusion of each hour, Steven completed our “process” scale--an assessment of his satisfaction with the hour of therapy that had just taken place.  To see exactly how we do this, check the sidebar to the (right/left/up/down?).


_____________________________


INSERT SIDEBAR ABOUT HERE


______________________________

Steven’s answers on the process scale indicated that he was satisfied and that the therapy he was receiving matched what most clients associate with successful treatment.  His scores on the clinical outcome measure told a different story, however.  From week to week, the measure showed that he was not only not improving, he was slowly getting worse.   In particular, as the therapy progressed, his scores showed that he was becoming more withdrawn in his interpersonal and social relationships.  

These results were discussed with Steven, as is our regular practice, at the outset of each visit.  While he agreed with the findings, however, he was genuinely at a loss to explain the decline.  Our team could not explain it either but was greatly concerned about the lack of progress.   From our own research, and from a thorough review of the outcome literature, we knew that any decrease in client functioning in the early stages of treatment was a bad sign.  For example, in one study of several thousand therapists and clients conducted not in a laboratory but real world setting, researchers found that clients reporting no improvement by the third visit on average showed no improvement over the entire course of treatment!  In addition, clients who worsened by the third visit were twice as likely to drop out of treatment than those experiencing improvement.   Such data made it clear that there was simply no truth to the old therapy adage that, “some clients have to get worse before they got better.”  

[Rich, what about a sidebar essay on this idea, discussing how we distort our perceptions to justify our beliefs. We literally do not remember the actual outcomes of the clients who get worse and then drop out so that we can continue to believe that clients may have to get worse and then will get better. We have put a lot of time and effort into our degrees. We view ourselves as helpful people with good intentions. These things blind us to the possibility that we do anything but good; we are loathe to recognize that sometimes we are doing harm.] 

Where in the past we might have continued with the same treatment for several more sessions, the presence of valid and reliable outcome data pushed us to actively explore different treatment options by the end of the fourth visit.  In the same spirit of collaboration as the assessment process, team members joined Steven and his therapist in front of the one-way mirror for a short, brainstorming session.  In what amounted to a free-for-all of unedited speculations and suggestions, a range of alternatives were considered including: changing nothing about the therapy, to taking medication, to shifting treatment approaches.  

Out of everything that was shared, Steven expressed the most interest in an idea bandied about near the start of process.  In particular, that his recurring struggle with the “darkness” might not be due to some as-yet-to-be-discovered “underlying issue,” but rather from having learned to downplay his strengths and abilities in order to not outshine his parents.  In the four sessions that followed, the focus of treatment shifted.  Rather than “rooting” around in the past for something that might explain his present problems, Steven and the therapist started exploring the strengths and character traits he possessed that could be of use when he was tempted to give into the depression.   

The material that emerged in the visits had a distinctly religious quality.   In one particularly dramatic moment, for example, Steven quoted passages from the Bible, noting that while benevolently motivated, he had spent much of his childhood, “hiding his light under a bushel basket” (Matthew 5:14-17).  Now that he was aware of this tendency, he vowed instead to “let his light shine before others,” warding off future depressions by cloaking himself in, “the armor of God.”   The results were dramatic.  His scores on the outcome measure immediately reversed and began improving.  When re-contacted a year after the therapy ended, Steven reported that while tempted on several occasions, he had successfully avoided becoming depressed.   

Although we’ve found that opening a dialogue about a lack of progress turns most cases around, we are not, of course, always able to find a helpful alternative.  Where in the past we might have felt like failures, we now see such times as opportunities to stop being an impediment to the client and their change process.  Simply put, we don’t take it personally.  Rather we talk openly about the lack of results, reiterating our commitment to helping clients achieve the outcome they desire and belief that they can know sooner rather than later whether they are likely to be helped by us or not.  

We further stress our belief--based on available research--that the present failure says nothing about them personally or their potential for change in general.  Like most therapists, we were originally trained to attribute a lack of progress either to the client or the therapy offered.  Over time, however, we learned that this did not increase our chances of success.   Indeed, the only tangible result of such thinking for the field, is a bevy of unflattering and uncomplimentary descriptions of clients (e.g., resistant, in denial, help rejecting complainers, etc.) and a ever growing number of competing, complicated, and often contradictory theories and practices that, in spite of the hype, are routinely found to achieve equivalent effects!   We now consider our work successful both when the client achieves change and when, in the absence of change, we involve the client in helping us get out of their way. 

When we discuss the lack of progress with clients, some terminate, others ask for or accept a referral to another therapist or treatment setting.  If the client chooses, we will continue to meet with them in a supportive fashion until other arrangements can be made.  Rarely, now, do we continue to work therapeutically with clients whose scores on the clinical outcome measure show little or no improvement by the sixth or seventh visit.  Importantly, ending treatment with cases that are not making progress in the early sessions does not mean that all therapy should be “brief” in duration.  On the contrary, our own research, reflecting the findings of virtually every study of change in therapy published over the last 40 years, provides substantial evidence that more therapy is better than less therapy for those clients who make progress early in treatment and are interested in continuing in treatment.  When little or no results are forthcoming, however, this same data indicates that therapy should indeed be as brief as possible.   

Consider the case of Robyn, a 35-year-old, self-described “agoraphobic” who was brought to treatment by her partner because she was too frightened to come to the session alone.  Once an energetic person making steady progress up the career ladder, Robyn had grown progressively more anxious and fearful over the last several years.  “I’ve always been a ‘nervous’ kind of person,” she told us, “now, I can hardly get out of my house.”  She added that she had been to see a couple of therapists and tried several medications.  “It’s not like these things haven’t helped,” she said with resignation, “it’s just that it never goes away completely.  Last year, I spent a couple of days in the hospital.  I worry about getting worse.”  

Over time, we have learned that explaining our beliefs and way of working to clients either when they schedule or show up for this first appointment goes a long way toward avoiding problems when treatment is unsuccessful and needs to be terminated.   Robyn’s initial response to our description was, however, one of disbelief.  “I’ve been told that I should ‘learn to live with this’,” she said with a sigh, “cause it’s not going to change.”   We countered with our belief that the lack of results up to this point said more about the treatment she had received than about her chances for achieving the change she so obviously desired.  

In the three sessions that followed, the therapist worked with Robyn alone and, on two of those occasions, with her partner present, to develop and implement a plan for dealing with her anxiety.  Her fear was palpable during the visits whenever concrete steps were discussed.   Nonetheless, she gave the therapy only the highest ratings on the treatment process scale.   Unfortunately, her scores on the clinical outcome scale evinced little evidence of improvement.

At the end of the fourth session, the therapist and Robyn jointly reviewed her responses on the treatment process scale.  Did Robyn truly feel understood?  Was the therapy focused on her goals?  Did the approach make sense to her?  Were the homework tasks acceptable?  Did she feel hopeful after each session?  We’ve found such reviews helpful in fine tuning the therapy or addressing problems in the therapeutic relationship that have been missed or gone unreported.   In this case, however, nothing new emerged.  Rather, Robyn insisted that her high marks on the measure matched her experience of the visits.   Some ideas did emerge in the team discussion that followed.  By the seventh visit, however, they had not resulted in any measurable change in outcome either.  The time had come for us to get out of Robyn’s way.    

At some point in the discussion that followed, Robyn mentioned having read an article about a residential treatment center that specialized in anxiety.   As we explored this further, it became clear that the intensive nature and safe environment of the treatment were the elements that appealed to Robyn.   “It’s some famous place out of state though,” she then said in a discouraged tone, “my insurance will never pay for it.”  Eventually, we agreed that there was no harm in trying.  Just to cover the bases, we would look into local options.  

Our collective efforts failed.  There simply were no similar kind of treatment centers in the local area.  Moreover, as Robyn had predicted, her insurance company refused to cover the cost of the other center.  Citing a previous psychiatric evaluation which had described Robyn as “chronic,” they offered instead to assign a case manager.  Robyn’s partner called us late on a Friday afternoon in a panic. They had just received the letter from the insurance company in the mail.  Robyn was distraught and asking to be taken to the hospital.  

“If this is what they want,” Robyn said angrily through her tears, “then I’ll give it to them. Maybe if I’m depressed enough, go in the hospital, . . . they’ll see that I need this.”  We listened, as any therapist would at that point, simultaneously attempting to connect emotionally with Robyn while keeping an eye open for possible avenues out of the present crisis.   Going to the hospital was clearly no solution.   Neither was continuing to see us.  In both cases, we would simply be repeating something that had not worked in the past--our definition, by the way, for “chronic.”  

We knew what Robyn wanted.  The only question that mattered, therefore, was how to make this happen.  In the end, the therapist and team basically challenged Robyn and her partner to think of other ways for making the residential treatment center a reality.  Our observation that Robyn was allowing the psychiatrist and insurance company to get her to act in ways that were incongruent with the way she wanted to be, seemed particularly important in galvanizing her and her partner into action.  The next day Robyn phoned to say that the two had decided to put their only car up for sell in order to cover some of the cost.  She further reported that she had contacted the treatment center and negotiated a lower daily rate.  A few days later, Robyn called again to inform us that her mother--from whom she had been estranged--had agreed to cover the entire cost of the treatment.   Within the week, she was enrolled in the out-of-state program.  

Robyn contacted us several weeks later after being discharged from the program.  “I’m doing a lot better,” she said on the phone, “I’d like to come take that test again!”  In a single follow-up visit, Robyn described the changes she had been able to make while at the center and filled us in on her aftercare plan.  As luck would have it, she would be working with a therapist in our area that had been trained at the residential treatment center.   As the end of the hour drew near, Robyn chided us for forgetting to administer our outcome measure.  She smiled with a air of confidence and self-assurance that we had not witnessed at any time during our work together when the scores confirmed her report.   In effect, we had managed to fail successfully.

In neither of these cases, should the results be viewed as an endorsement of any one model or method of treatment over another--in the case of Steven, for example, a competency or strength based rather than dynamic approach; or, with Robyn, residential versus outpatient treatment.  Rather, the guiding principle behind this way of working is that day-to-day clinical work should be guided by reliable and valid feedback about the factors that account for how people change in therapy.  Specifically, the engagement of the client and their resources in the treatment process, the client’s view of the therapeutic relationship as well as their hope and expectation for change, and--the gold standard--the client’s report of whether or not change occurs. 

If our experience is any indication, we believe that becoming more outcome-informed as a field will enable therapists to regain control over their professional lives and the clinical decision making process.  No more treatment plans, psychiatric diagnoses, lengthy intake forms, “approved” therapeutic modalities, or any other practice that takes up a tremendous amount of time but fails to improve treatment outcome.   On the other hand, we also know that adopting this treatment philosophy will make us responsible in ways that can only be imagined or guessed at the present time.  

Consider the implications, for example, of our finding wide variations in effectiveness between therapists that could not be accounted for by licensure status, technical expertise, knowledge base, national reputation, or years of experience.  Simply put, some of us engendered change in our clients while others either did not or took significantly longer to do so.  Being able to separate the effective from the ineffective or less effective is an ominous prospect.  In fact, it scares the hell out of us.  We will be forced to deal with therapists who, however well-intention or trained, are found not to be effective.  Some of them will be our friends and colleagues.  

When we have presented our way of working at conferences and workshops, some therapists have expressed concerns about how such data might be used by third-party payers.  Specifically, whether or not it might be used to deny care people need.   Our response to this important issue has been twofold.  First, decisions about treatment should not be based on need as much as ability to benefit from the services offered.  Consumers of psychotherapy do not need treatment, in other words, that is ineffective.  Second, and more important, we have come to believe that having valid and reliable feedback about day-to-day clinical work actually provides the field with an opportunity to lead rather than surrender to managed care.  Specifically, to provide them with means for insuring accountable practice that are based on what 40 years of research says works in psychotherapy.  After all, they did not invent treatment plans, psychiatric diagnoses, “approved” treatment modalities, or even the utilization review process.   They learned them from us.  This means that, while grotesque, managed care is a monster made in our own image--like Frankenstein, a hodge-podge of empirically dead practices and standards brought back to life by the smell of money and now running amuck and terrorizing clients and therapists alike.  We have to offer an alternative or risk the continued transfer of control over our professional lives to accountants and actuaries.

In spite of such challenges and difficult choices, we have found that being outcome-informed fits with how we--and most therapists we know of--prefer to think of ourselves.  That is, sensitive to client feedback and interested in results.  If the surprises we’ve encountered thus far are any indication of the therapeutic terrain ahead, there are likely to be more bumps as well as opportunities.  As Hamlet says, however, we cannot let this undiscovered country “make us rather bear those ills we have than fly to others that we know not of.”  


Sidebar:

“Developing a Client-Directed, Outcome-Informed Clinical Practice”

Developing an outcome-informed therapeutic practice need not be complicated, time-consuming, or expensive.  Neither is a background in statistics nor sophisticated research methodology required.  Therapists can simply choose from among the many paper and pencil rating scales already available.  Most of these instruments are in the public domain or can be had for a small fee.  More important, however, all of these measures have the advantage of being standardized, psychometrically sound, and accompanied by an abundance of normative data which can be used for comparative purposes.  
Several good sources exist which front-line practitioners can consult for information about existing instruments.  For example, in their two volume series Measures for Clinical Practice published by the Free Press, Fischer and Corcoran have collected a broad array practice-friendly instruments for adults, couples, families, and children.   Another excellent resource for the practicing clinician is Assessing Outcome in Clinical Practice written by outcome researchers Ogles, Lambert, and Masters. 

The choice of instruments depends on the type of outcome one wants to measure.  In this regard, there are two basic types of outcome: (1) clinical, and (2) client satisfaction.  Clinical outcome measures, as the name implies, assess the impact or result of the service a therapist offers their client.  The best measure of clinical outcome is one that is fits with the nature of the clinical practice being assessed.   We experimented with several before finding one that fit our needs.  The measure we eventually chose is a brief, paper and pencil instrument on which clients rate their responses to 45 statements.  Among other things, for example, clients are asked, “Looking back over the last week, how would your rate the following statements, ‘I am a happy person,’ or ‘I am satisfied with my life,’ or ‘I am having trouble getting along with friends and close acquaintances.’  Never?  Rarely? Sometimes?  Frequently?  Almost always?”  

We liked the instrument for several reasons.  First, it is reliable, well-validated, and inexpensive--costing less than three cents per administration.  Second, scoring provides feedback on three areas that most researchers and therapists consider important indicators of client functioning: personal or symptomatic distress, interpersonal involvement, and satisfaction with employment, family, and leisure life.  Third, the instrument can be completed and scored in less than five minutes.  Early on in the project, we had to abandon a popular and well-respected outcome measure when our clients expressed dissatisfaction with the 15 or so minutes it took to complete.  Finally, it has the advantage of being applicable to most clients and presenting complaints seen in outpatient settings.  For example, a Spanish language version of the instrument is available and current research shows that the measure is applicable to people hailing from a variety of cultural backgrounds (i.e., European, African-American, Latino, Asian or Pacific Islander). 

Customer satisfaction measures assess the client’s personal experience of how well they were served, including such factors as courtesy, timeliness, accessibility, professionalism, the strength of the therapeutic relationship, and qualities of the treatment facility.  The best measure of client satisfaction will ultimately be one that is sensitive to how well the unique aspects of therapy match clients’ expectations for care.  Research shows, for example, that the quality of the therapeutic relationship accounts for as much as 30% of treatment outcome (Lambert, 1992; Miller, Duncan, and Hubble, 1997; Duncan, Hubble, and Miller, 1997).  In particular, clients give the highest ratings to therapeutic relationships they experience as caring, affirming, flexible, accommodating, and collaborative.  Obviously, an instrument which measures these aspects of the therapeutic relationship will provide helpful feedback about client satisfaction.   

The specific measure we have used is a brief, paper-and-pencil instrument on which clients rate their experience of the therapy hour on 10 different dimensions.  This measure is described in detail in Psychotherapy in the Age of Accountability.  For example, clients are asked to, “Rate today’s session to the following descriptions, ‘My therapist understood me and my feelings,’ or ‘We worked on my goals during the session,’ or ‘I felt hopeful after the session,’ Agree?  Somewhat agree?  Neutral?  Somewhat disagree?  Disagree?”  As with our outcome measure,  this process scale can be completed and scored in a manner of minutes.  More importantly, however, we like the instrument because it is sensitive to clients’ perceptions of what matters most in successful treatment (e.g., the creation of hope and expectancy, a strong therapeutic alliance, and congruence between client expectations and the treatment process).  Copies of this instrument may be downloaded free of charge from our website at: www.talkingcure.com/doesit.htm.

