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Thesis Abstract

Literature Review: Twenty-two practice-based evidence studies using the
CORE-OM were reviewed and patient outcomes summarised according to mental
health provider. Studies using the CORE-OM could be categorised according to four
main areas of evaluation, including global service effects, intervention effects, and
contextual factor effects. Indications of factors influencing outcomes were considered.
Treatment outcomes across mental health services averaged an uncontrolled effect size
of 1.23 and RCSI rate of 41.5%. Evidence suggested a range of mental health providers
were effective in reducing psychological distress and highlighted understanding both
therapeutic change and service effectiveness requires a multifaceted approach. Further
research is indicated to develop evidence concerning services beyond primary care and

the synergistic effects of multiple factors on outcomes.

Empirical report: Secondary analyses of a large practice-based dataset was
undertaken from which to determine and compare service profiles, predictors of
therapeutic outcome, therapist effects among voluntary sector organisations (VSOs) and
national health service (NHS) mental health providers. The sample comprised a total of
10,142 patients and 133 therapists. VSOs and NHS providers were primarily
differentiated by their therapeutic orientations, treatment durations, and therapist
caseload sizes. Outcomes between sectors were broadly comparable, with recovery
rates of 58% and 61% for VSO and NHS providers respectively. VSOs had therapist
effects of 4.5%, considerably smaller than therapist effects among the NHS sector
(12.7%). Common and specific predictors of outcomes between sectors were identified

and explored, with implications for clinical practice and future research discussed.
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Literature Review

A Systematic Review of Practice-Based Evidence and Service Outcomes derived

from the Clinical Outcomes in Routine Evaluation — Outcome Measure



Abstract

Objectives: Uniquely focused on the CORE-OM, the review aimed to critically
evaluate Practice Based Evidence (PBE) studies and summarise patient outcomes

according to mental health provider.

Methods: Databases, Scopus, Web of Science, and Psychinfo, were
systematically searched using the terms “Clinical Outcomes in Routine Evaluation-
Outcome Measure”, “Clinical Outcomes in Routine Evaluation Outcome Measure”,
“CORE-OM”, and “CORE OM”. Studies meeting specified inclusion criteria were
subject to quality appraisal. Primary outcomes extracted concerned effect sizes and

rates of reliable and clinically significant improvement (RCSI).

Results: Twenty-two studies drawn from National Health Service and
alternative mental healthcare providers comprised the review. Studies using the CORE-
OM could be categorised according to four main areas of evaluation, including global
service effects, intervention effects, and impact of contextual factors. Treatment
outcomes across mental health services averaged an uncontrolled effect size of 1.23 and

RCSI rate of 41.5%.

Conclusion: A range of mental health services are effective in reducing
psychological distress. However, multiple factors contribute toward successful
outcomes and there is a need for greater synergy of such factors in order that

effectiveness be fully and accurately determined.



Practitioner Points

Clinical Implications:

e Arange of counselling and psychological services are effective in improving
patient distress.

e Multiple factors are potentially associated with treatment outcomes and require
further investigation in order that understandings of psychotherapeutic change
are improved.

Limitations:

e Study heterogeneity prevented formal quantitative pooling.
e Methodological weaknesses of studies, such as inadequate consideration of

confounds and under-reporting, potentially inflated treatment outcomes.



Introduction

Traditionally, evidencing psychological treatments has relied upon efficacy
studies using Randomised Controlled Trial (RCT) methodology. Such studies report
outcomes of treatments delivered to highly select groups of participants under
controlled and manualised conditions. Due to these characteristics, RCTs are associated
with high internal validity and have often been considered ‘gold standard’ means of
addressing questions of therapeutic effects. Treatments subject to RCT methodology
with demonstrable effects are commonly described as empirically validated evidence-
based therapies and are organised within clinical practice guidelines. Meta-analytic data
reports moderate to large effect sizes across therapeutic models and mental health
conditions, with broad equivalence of interventions emerging (e.g., Smith & Glass,
1977). Such findings have offered support to global conclusions regarding the

beneficial effects of psychological therapies.

However, questions remain regarding the extent to which observed treatment
effects derived from efficacy studies are obtainable in routine practice (Seligman, 1995).
In order to address these concerns, Practice Based Evidence (PBE) research has been
advocated as a complimentary approach (Barkham, Hardy, & Mellor-Clark, 2010).
PBE evaluates treatments in ‘real-world’ clinical settings from which to determine their
effectiveness whilst accounting for contextual factors, such as patient symptom severity,
that might impact treatment effects. Thus, PBE research offers greater external validity
than efficacy studies and is necessary if the impact of psychotherapy is to be fully
understood. Furthermore, the methods employed within PBE, such as monitoring
patient outcomes and establishing performance indicators, provide the means for

services to examine the quality of their care and be responsive to areas requiring



improvement in keeping with NHS quality frameworks (e.g., Department of Health,

[DoH], 2004).

Despite mandates for increased evidencing of clinical practice (DoH, 2004) few
studies pertaining to the systematic review and synthesis of PBE research exist. Initial
attempts to address questions of ‘real-world’ outcomes of psychological therapies have
concerned the secondary analyses of meta-analytic data (Shadish et al., 1997; Shadish,
Matt, Navarro, & Phillips, 2000). These analyses rated 56 and 90 studies, respectively,
according to continuums of clinical representativeness. Findings suggested that while
greater degrees of clinical representativeness were, descriptively, associated with
smaller magnitudes of therapeutic effect, the differences were not statistically
significant. The authors concluded psychological therapies having established
effectiveness in both research and clinical settings. However, the degree to which

studies determined “clinically representative’ constituted PBE is unclear.

A more recent meta-analytic study, focusing exclusively on 31 PBE studies
published between 1990 and 2008, compared effect sizes and Reliable and Clinically
Significant Improvement (RCSI) rates with efficacy benchmarks (Cahill, Barkham, &
Stiles, 2010). Fixed effects analysis of 14 included studies yielded effect sizes of 1.29,
.79 10 1.08, and 1.60 for presentations of common mental health problems (CMHPs),
panic disorder, and bulimia nervosa, respectively. A RCSI rate of 56% was available
for CMHPs only. The authors concluded that, while effect sizes were lower than
derived efficacy benchmarks, patients experiencing a range of mental health disorders
benefitted from psychological interventions delivered in routine practice with equivalent
rates of RCSI (54%) achieved. However, a number of limitations associated with the
Cahill et al. (2010) review were identified: i.) included studies were limited in their

scope, generally being restricted to depression and primary care; ii.) included studies



employed a range of outcome tools, introducing issues of measurement reactivity
(Smith et al., 1980) and differing RCSI thresholds, rendering RCSI estimates
questionable; and iii.) contextual effects were not accounted for, receiving limited

attention, which should be a focus of PBE research.

Rationale and Objectives

The limited number of systematic reviews of PBE research suggests the state of
evidence of psychotherapeutic outcomes continues to be dominated by efficacy based
studies. Moreover, reviewing evidence of psychological therapies delivered in routine
practice is emphasised due to quality assurance frameworks placing greater impetus on
mental health providers to evaluate their practices and systematically assess patient
outcomes (e.g., DoH, 2012; 2014). Together, these factors suggest there remains scope
to improve current understanding of psychotherapy in routine practice and a timely

review of PBE outcomes is warranted.

In recognition of the issues associated with the Cahill et al. (2010) review
outlined above, the current review focused on a single outcome measure: the Clinical
Outcomes in Routine Evaluation-Outcome Measure (CORE-OM: Barkham et al., 1998,
2005). Briefly, the CORE-OM comprises 34 self-report items of psychological distress
and encompasses domains of subjective well-being, symptoms (anxiety, depression,
physical problems, and trauma), functioning (general functioning, close relationships,
and social relationships) and risk (risk to self and risk to others). Each item is scored on
a 5-point scale, anchored 0 ‘not at all’ to 4 ‘most or all of the time’. Clinical scores
range between 0 and 40, with higher scores indicative of greater levels of distress.
Recommended cut-off scores have been established: <10 low level (non-clinical), 10-14
mild, 15-19 moderate, 20-24 moderate-severe, and >25 severe. The CORE-OM has

established psychometric properties, with an internal consistency of .94 (Barkham et al.,
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2001) and test-retest correlations of >.80 (Barkham, Mullin, Leach, Stiles, & Lucock,

2007).

The CORE-OM was developed to be applicable across psychological disorders
and settings, is free to use, and designed to facilitate sustainable and meaningful use of
outcomes in routine practice. Since the development of the CORE-OM, approximately
20 years ago, it has become one of the most widely used tools among mental health
providers (Jacobs, 2009). However, a comprehensive review of the evidence yielded
from the implementation of the CORE-OM has not been completed. It is for these

purposes that the CORE-OM represented a suitable candidate for review.

The specific aims of the review were to: i.) systematically identify and critically
evaluate PBE studies using the CORE-OM as the primary outcome tool; and ii.)
summarise patient outcomes, measured by the CORE-OM, according to mental health

service provider.

Method

Search Strategy

A systematic search was undertaken, between June and August 2015, of three
databases: Scopus, Web of Science, and PsychInfo. Search terms included “Clinical
Outcomes in Routine Evaluation-Outcome Measure”, “Clinical Outcomes in Routine
Evaluation Outcome Measure”, “CORE-OM”, and “CORE OM?”, targeting titles, topics,
and keywords. Reference lists of eligible studies were searched for additional records

potentially missed by electronic searches.



Selection Procedure

Returned results yielded 385 publications. Following removal of duplicates and

screened titles and abstracts that were not appropriate, 137 records were assessed

according to inclusion/exclusion criteria. Hand searches of reference lists provided a

further two records. A total of 22 studies were yielded for review. Study selection

processes are depicted diagrammatically in Figure 1 (Preferred Reporting Items for

Systematic Reviews and Meta-Analyses [PRISMA] diagram; Moher, Liberati, Tetzlaff,

& Altman, 2009).
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Figure 1. PRISMA diagram of study inclusion strategy




Study Selection Criteria

Inclusion criteria for studies were as follows: i.) publication in a peer-reviewed
journal and in English language; ii.) report empirical data; iii.) use an adult sample; iv.)
evaluation of the effectiveness of a component of service delivery using the CORE-OM
as the primary measure®; and v.) be considered practice-based evidence research. For
the purposes of the current review, a broad definition of service delivery was adopted in
order to reflect the multifaceted nature of implementing mental health care. Levels of
service delivery included, but were not limited to, tiers or types of providers,
psychological interventions and intervention delivery, and therapist factors. Studies of
measure development were permitted where outcome data were reported and able to be

extracted.

Primary exclusion criteria were: i.) studies evaluating computer based
interventions; ii.) Randomised Controlled Trials (RCTs); and iii.) case study designs.
The purpose of these exclusion criteria was to reflect the scope of CORE-OM use in
routine practice for which it was designed and to restrict inclusion of lower order
quality studies based on a single subject. Study quality was not used further to

determine inclusion or exclusion into review.
Treatment of Duplicate Data

Duplicate data were not permitted unless the data were used for different
purposes in keeping with the review aims and inclusion criteria. Where studies used the
same dataset for the same purposes, the study included for review represented the most

recent use of the data. As such, one study (Stiles, Barkham, Twigg, Mellor-Clark, &

! Studies using a battery of measures of general psychological well-being, and therefore a primary
measure was not defined, were included and data derived from the CORE-OM extracted.



Cooper, 2006) was removed from the review due to a more recent use of the same

dataset.

Quality Assessment

Assessment of study methodological quality was determined using the Downs
and Black (1998) checklist. The checklist is suitable for both randomised and non-
randomised studies. For the purpose of the current review, and to be in keeping with
previous practice-based evidence reviews, an adapted version of the checklist was used
(Appendix A: Cahill et al., 2010) and item 28 was rated 0 or 1 (rather than 0 to 5).
Studies were rated on 28 items, yielding a total score and scores on four dimensions:
study reporting, external validity, internal reliability, and bias. Study quality was
described in accordance with conventions described by Samoocha et al. (2010); <14

‘poor’, 15-19 “fair’, 20-25 ‘good’, and >26 ‘excellent’.

A random sample of five studies was second rated by an independent other
(Trainee Clinical Psychologist). Agreement level among ratings was k = .78, placing
agreement within the ‘good’ category according to Landis and Koch (1977)
classification. Inconsistencies in ratings were resolved through discussion and re-

examination of individual ratings.

Data Extraction and Synthesis

Characteristics of study designs, populations, treatment and intervention processes,
and service delivery components were examined. Formal meta-analyses were not
undertaken due to the heterogeneity of studies and their samples. Rather, studies were
reported individually according to the factor(s) under investigation, with reference to
their specific design features, methodological quality, and results. For the synthesis of

patient outcomes per service, effect sizes and rates of Reliable and Clinically Significant
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Change (RCSC) were extracted directly from studies or calculated from available study

data where possible. Four RCSC criteria were considered:

i.) Reliable and Clinically Significant Improvement (Recovered): comprising
patients whose pre-post scores met study criteria for both reliable

improvement and clinically significant improvement.

ii.) Reliable Improvement: consisting patients whose pre-post score difference

met study criteria for reliable improvement only.

iii.)  No Reliable Change: referring to those patients whose pre-post CORE-OM
scores showed no movement or movement that did not reach study reliable

change threshold.

iv.) Deteriorated: comprising patients who had post therapy scores reliably

worse than their intake scores.

Results

Descriptive Overview of Studies

Study characteristics, alongside quality ratings, are summarised in Table 1. The
majority of studies were conducted in the United Kingdom, with one study taking place
in Sweden. All studies had been published since 2000. The majority of studies (k = 12)
reported data from primary care services. Two studies were from secondary care
services, 3 studies were drawn from specialist services, 4 studies were from alternative

mental health providers, and 1 study reported data from multiple settings.

In consideration of the service delivery components under investigation, there

was a range in study focus: 8 studies focused on the effectiveness of a specific
11



intervention and 2 studies compared the effectiveness of different types of treatments, 6
studies were characterised by providing data concerning the effectiveness of a particular
care setting or provider, 3 studies concerned the effects of process factors such
treatment dose or waiting times, and 3 studies investigated therapist effectiveness and
therapeutic conditions. These factors were examined using three primary
methodological designs comprising pre-post single group design (k =11), aggregated

design (k = 9), and non-equivalent groups design (k = 2).

Sample Characteristics per Provider

Given that mental health services are designed to meet the needs of, or are
accessed by, potentially diverse groups of patients, study sample characteristics were
described in relation to the type of service provider. The purpose was to compile
profiles of patients presenting to different types of mental health services, based on

study information, in order to inform understandings of treatment and service outcomes.

A degree of patient profile data was available across studies. However,
comprehensiveness and quality of patient data provided was variable, with data
concerning ethnicity, employment status, and relationship status being the least
routinely reported information. Additionally, there were inconsistencies in the use of
samples from which to derive profile data, with some studies providing data for both
referred and completer samples and others reporting data of only one sample type. In
order that summary data were not skewed by reporting differences of individual studies,
summary statistics of sample sizes were described using the median. One study (Stiles,
Barkham, & Wheeler, 2015) was excluded from the profile data synthesis due to the

sample profile comprising aggregated patient data from multiple care settings.

Primary Care. Samples ranged between 112 and 11,953 patients (Mdn =

1,868, k = 12). Females were found to account for the largest proportion of all samples,
12



ranging between 56.5% and 76.0%, and the majority of patients were White
British/European (range = 84.5 - 95.0%, k = 7). Patient average age was 40.3 years (SD

= 1.8; range = 37.3 — 42.8 years; k = 8).

Iliness characteristics were available from eight studies, with one study
(Houghton & Saxon, 2007) excluded due to a diagnosis of anxiety being the primary
inclusion criteria. The eight studies identified patients attending primary care
commonly presenting with depression (range = 34 - 78.0%, k = 8) and anxiety (range =
28 - 84.6%, k = 8). Average pre-therapy CORE-OM scores fell within the moderate

severity level, ranging between 16.78 and 19.30 (Mean = 18.1, SD =.8, k = 10).

Secondary Care. A less comprehensive profile of secondary care patients was
able to be drawn due to the limited number of available studies and under-reporting
within included studies. Patient numbers were 224 (Beck, Burdett, & Lewis, 2015) and
2,710 (Barkham et al., 2001) for referred samples. Similar to primary care studies the
largest proportions of patients were female, 60.2% and 63.0% respectively. Beck et al.
(2015) reported a mean age of 41.0 years for the referred patient sample, which
resembled the completer subsample of the Barkham et al. (2001) study (M = 40.9 years,

SD = 15.2, n = 224).

Beck et al. (2015) reported their sample as predominantly White (68.2%) and
common presentations of mood/affective disorders (35.2%) and neurotic disorders
(39.3%). These data were not available from the Barkham et al. (2001) study.
Differences were observed in pre-treatment score, which averaged 21.5, between
completer subsamples. Barkham et al. (2001) reported average scores of 18.5 and Beck
et al. (2015) reported median scores of 24.4, reflecting differing levels of severity at
intake. However, the higher levels of distress observed by Beck et al. (2015) are

representative of patients from a single secondary care service purposefully sampled for

13



study. In contrast, Barkham et al. (2001) aggregated data from six secondary care sites
and reported levels of distress are therefore more likely to represent the variability in the

severity of patient conditions who present to secondary care services.

Specialist Services. Three studies were considered from specialist care
providers. These studies evaluated outcomes of interventions for specific subsets of
patients, including those diagnosed with Borderline Personality Disorder (BPD;
McFetridge & Coakes, 2010), functional neurological disorders (Reuber, Burness,
Howlett, Brazier, & Grunewald, 2007), and those described as experiencing enduring
and chronic mental health difficulties (Paley et al., 2008). Sample sizes were relatively
small, particularly in comparison with primary and secondary care studies, ranging
between 40 and 67 patients. However, these sample sizes are likely to reflect the nature
of specialist services in terms of demand and use by smaller subsets of patients. Two
studies (Paley et al., 2008; Reuber et al., 2007) included males and females in their
samples, with females accounting for the highest proportion of patients (74.6% and

81.0%, respectively). McFetridge and Coakes (2010) recruited only female patients.

Patient age ranged between 31.5 and 44.2 years (Mean = 37.2 years, Mdn=36.0
years, k=3). Only one study (Reuber et al., 2007) provided further demographic
information of their sample, which was limited to employment status, comprising
67.7% unemployed or patients receiving benefit payments. Reporting of pre-treatment
scores was variable and inconsistent across studies, with Reuber et al. (2007) reporting
mean total scores of 51.1, Paley et al. (2008) observed values of 20.3, and McFetridge
and Coakes (2010) reported a median value of >25. Such values place specialist care
patient scores within moderate, moderate to severe, and severe ranges. Differences in
average intake severity scores may be attributable to the types of patients recruited,

particularly in terms of their presenting problems and associated levels of risk.

14



Alternative Providers. Of the four studies from alternative mental health
providers, two reported data from voluntary sector services (Armstrong, 2010; Hodge,
Barr, Bowen, Leeven, & Knox, 2012) and two reported data from university counselling
services (Connell, Barkham, & Mellor-Clark, 2008; Murphy & Cramer, 2014). Sample
sizes varied between 35 and 323 patients across studies (Mdn = 95) and consisted

primarily of female patients; ranging between 65.7% and 77.0%.

Armstrong (2010) reported a mean age of 36.0 years and found 55.0% of
patients were employed, 40.0% were unemployed, and 58.0% had received no prior
therapeutic input. Hodge et al (2012) described patients as retired, with a mean age of
58.9 years. University samples averaged 22.8 to 24.3 years. Samples were described as
predominantly White/European (range = 79 — 97.0%). Depression, anxiety, and
interpersonal relationship difficulties were found as the most common presenting
problems. Similar to primary care studies, patients presenting to alternative providers
were found to have pre-therapy scores within the moderate severity range (Mdn=18.1,

k=4).

15



Table 1. Study Characteristics

Lead Author Year Design Evaluative N Sample Characteristics Interventions Quality
Focus Rating
Primary
Care
Andrews 2011 Pre-Post Treatment 124 71.0% female, mean age = 42.8 years Human Givens 24
Effect (SD = 12.7); patients presented with
anxiety and depression; moderate intake
severity
Barkham 2006 Aggregated Dose Effect 1868 73.1% female, mean age = 40 years Common 20
(SD = 12.8); primary presenting approaches were
problems were anxiety and depression;  PCT, Integrative,
moderate intake severity CBT
Barkham 2012 Aggregated Care Setting 9761 72.3% female, mean age = 40.8 years Common 21
(SD = 12.8); primary presenting approaches
problems were anxiety, depression, and  comprised
interpersonal difficulties; moderate Integrative, PCT,
intake severity Structured/Brief
Evans 2002 Aggregated Care Setting 125 Moderate intake severity - 15
Evans 2003 Aggregated Care Setting 6610 71.5% female, mean age = 38 years - 19

(SD = 13.1); presenting problems of
anxiety, depression, and interpersonal
difficulties; moderate intake severity

16



Lead Author Year Design Evaluative N Sample Characteristics Interventions Quality
Focus Rating
Gibbard 2008 Pre-Post Treatment 1098 72% female, mean age = 40.5 years; PCT 19
Effect common presenting problems were
anxiety and depression; moderate intake
severity
Holmquvist 2014 Non- Treatment 733 Overall sample were 76.0% female, Three groups: 20
equivalent  Types mean age = 37.3 years (SD = 14.3); reflective,
groups moderate intake severity directive, and
supportive
Houghton 2007 Pre-Post Treatment 191 56.5% female; patients experiencing Psycho- 14
Effect anxiety recruited educational CBT
Group
McHugh 2013 Pre-Post Treatment 43 Patients with mild to moderate Individual brief 12
Effect disorders recruited, commonly CBT
depression and anxiety
Mullin 2006 Aggregated Care Setting 11593 72.1% female; presenting problems - 20

were anxiety, depression, and
interpersonal difficulties; moderate
intake severity

17



Lead Author Year Design Evaluative N Sample Characteristics Interventions Quality
Focus Rating
Saxon 2012 Aggregated Therapist 10786 71.5% female; presented with problems - 22
Effects of anxiety and depression; moderate
intake severity
Stiles 2008 Non- Treatment 5613 70.7% female, mean age = 40.7 years Six groups: CBT, 23
equivalent  Types (SD = 12.7); presenting problems were  PCT, PDT,
groups anxiety, depression, and interpersonal CBT+1, PCT+1,
difficulties; moderate intake severity PDT+1
Secondary
Care
Barkham 2001 Aggregated Care Setting 224 61.6% female, mean age = 40.9 years - 20
(SD = 15.2); moderate intake severity
Beck 2015 Pre-Post Waiting 224 60.2% female, mean age = 41 years; - 20
Times presenting problems were mood and
neurotic disorders, moderate to severe
Specialist
Care
McFetridge 2010 Pre-Post Treatment 40 Female only sample diagnosed with DBT informed 16
Effect borderline personality disorder, mean
age = 31.5 years, severe intake severity
Paley 2008 Pre-Post Treatment 67 74.6% female, mean age = 36 years PIT 19
Effect (SD = 10); presenting problems

described as severe and enduring;
moderate to severe intake severity

18



Lead Author Year Design Evaluative N Sample Characteristics Interventions Quality
Focus Rating
Reuber 2007 Pre-Post Treatment 94 81.0% female, mean age = 44.2 years PIT 17
Effect (SD = 12.6); patients experiencing
functional neurological symptoms
recruited; moderate intake severity
Alternative
Provider
Armstrong 2010 Pre-Post Therapist 118 71.0% female, mean age = 36 years; Solution focused 18
Effects common presenting problems were
depression, interpersonal difficulties,
and anxiety; moderate intake severity
Connell 2008 Aggregated Care Setting 323 70.5% female, mean age = 23.1 years Primarily 22
(SD=6.3); common presentations of psychodynamic,
anxiety, interpersonal difficulties, and brief/structured,
depression; moderate intake severity integrative;
Hodge 2012 Pre-Post Treatment 35 65.7% female, mean age = 58.9 years; Emotional 14
Effect recruitment of patients diagnosed with ~ Support and
visual impairments; moderate intake Counselling
severity
Murphy 2014 Pre-Post Therapeutic 72 77.0% female, mean age = 24.3 years Humanisticand 19

Conditions

(SD = 8.6); moderate intake severity

CBT

19



Lead Author Year Design Evaluative N Sample Characteristics Interventions Quality
Focus Rating

Stiles 2015 Aggregated Dose Effect 26430 69.3% female, mean age = 38.6 years; Common
presenting problems were commonly approaches were
anxiety, interpersonal difficulties, and integrative, PCT,
depression; moderate intake severity and

Psychodynamic

Note. CBT = Cognitive Behavioural Therapy; PCT = Person-Centred Therapy; PDT = Psychodynamic Therapy; DBT = Dialetic Behaviour Therapy;
PIT = Psychodynamic Interpersonal Therapy

20



Study Quality

Of the 22 studies, 10 studies were of good quality, 9 were of fair quality, and 3
were poor quality. No included studies were rated as ‘excellent’ quality. The average
quality rating of studies fell within the fair range (M = 18.73, SD = 2.98) and ranged

between 12 and 24.

In terms of quality according to study design, the proportions of quality items
met by studies are presented in Table 2 (individual item ratings are available in Table 3;
Appendix B). Data showed that studies had high levels of reporting but were often

characterised by lower levels of quality concerning internal validity bias.

Table 2.

Percentage of quality items achieved by included studies according to design

Study Design Dimension Overall (%)
(n) Reporting External Internal Bias (%)

(%) Validity Reliability

(%) (%)

Aggregated (9) 74.7 65.7 64.4 311 63.2
Non- 89.5 68.2 70.0 40.0 67.2
Equivalent (2)
Single Groups  73.6 62.0 63.6 27.3 53.1
(11)

Pre-post single group designs (k = 11) constituted the majority of evidence and
were found to achieve lower proportions of items across the four quality dimensions and
overall than other designs. Varying degrees of methodological quality among pre-post
design studies was observed (M = 17.45, SD = 3.36, range = 12 — 24), with 7 studies of
fair quality and a single study being of good quality. All poor quality studies (k = 3)

used pre-post designs.
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Methodological quality among aggregated designs (k = 9) was less variable than
pre-post designs (M = 20.22, SD = 2.33, range = 15 — 23) and generally fell within the
good range (k = 7). The remaining two studies were considered fair quality and were
the earliest publications of such designs extracted. Non-equivalent groups design was
adopted by two studies, both of which were of good quality (M = 22, SD = 1.41, range =
21 — 23) and demonstrated higher proportions of items achieved overall and across

dimensions.

Narrative Synthesis

Service Provider Effects. Six studies investigated global therapeutic change at
the service level using aggregated designs. Studies were characterised by the use of
large practice-based datasets. Four studies were drawn from primary care (Barkham,
Stiles, Connell, & Mellor-Clark, 2012; Evans et al., 2002; Evans, Connell, Barkham,
Marshall, & Mellor-Clark, 2003; Mullin, Barkham, Mothersole, Bewick, & Kinder,
2006), one from secondary care (Barkham et al., 2001), and one from university
counselling services (Connell et al., 2008). The quality of these studies was generally
good, with only two studies (Evans et al., 2002; Evans et al., 2003) rated as fair quality.
These latter studies were weaker in their general reporting, particularly concerning the

characteristics of their samples and patient selection processes.

Within primary care settings, a degree of variation in the outcomes observed.
Evans et al. (2002) investigated the outcomes of a relatively small sample of 124
patients; reporting significant improvements in psychological distress, with 49% of
patients achieving RCSI. While the outcomes were suggestive of positive effects,
Evans et al. (2002) failed to provide information concerning the types of statistical tests
used or the values produced from their analyses. In a larger study of improved quality

comprising 6,610 patients from 33 sites, Evans et al. (2003) found 77.8% of patients
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achieving reliable improvement or clinically significant change. Given that change
categories were not differentiated in the latter study, the outcomes are somewhat

misleading and lead to the potential for overestimation of service effects.

Mullin et al. (2006) established primary care service benchmarks for the
proportions of patients meeting reliable and clinically significant change criteria. The
sample was 11,953 patients of 32 sites who presented with multiple mental health
difficulties, primarily depression and anxiety. Benchmarking analyses indicated an
average RCSI rate of 55% across services. Additional analyses of therapist level (n =
513) benchmarks, adjusting for patient case-mix severity, revealed average RCSI rates
of 63% and 38% for ‘non-severely’ distressed and severely distressed patients
respectively. These findings suggested that RCSI rates are impacted by patient intake
severity, with those patients experiencing greater levels of distress being less likely to
achieve RCSI status post-therapy. Similar RCSI rates were observed by Barkham et al.
(2012) who reported 58.3% of patients, from a sample of 9,761 patients and 34 sites,

meeting criteria for RCSI and a large pre-post effect size of 1.79.

For primary care studies assessing service outcomes using practiced based
datasets, the proportions of patients achieving RCSI were generally in the region
between 50 and 60%, with higher quality studies (Barkham et al., 2012; Mullin et al.,
2006) showing greater consistency in findings. Potentially, the differences in outcomes
are reflections of natural variation across these types of services. However, factors
associated with study methodological quality, particularly in terms of the

representativeness of data, might also account for differing findings.

In terms of secondary care, Barkham et al. (2001) established service effects
from a dataset of 224 patients from six sites. Patients represented a subsample of

completers, who had pre and post-treatment data available, drawn from a larger pool of
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2,710 patients within 39 secondary care services. The authors reported a large pre-post
treatment effect size of .87 and 39% of patients meeting RCSI criteria. Greater rates of
RCSI were also found among patients with moderate levels of psychological distress
than patients whose scores fell within the severe range. Thus, similar to the primary
care study by Mullin et al. (2006), intake severity was associated with poorer outcomes.
Despite checks for representativeness, which revealed no significant differences
between completer and full intake samples regarding severity, the completer sample
comprised just 8% of patients rendering interpretation and generalisation of the results

questionable.

Connell et al. (2008) aggregated data from 11 university counselling services
comprising 1,189 patients. A range of therapies were used, with the most commonly
received intervention comprising psychodynamic, brief/structured, and integrative
approaches delivered across an average of four sessions. Following application of
exclusion criteria concerning incomplete and unreliable data, the final sample subject to
analyses comprised 323 patients from 7 services. Outcomes reported were 54.3% of
patients scoring above clinical cut-off at intake achieving RCSI and a large pre-post
effect size of 1.57. While the overall study quality was good, caution is warranted due

to potential selection bias and the low rate of complete data (reported as 38.2%).

The findings drawn from the above studies suggest variation in outcomes
between types of mental health services. However, while the use of practice datasets
provide a means of analysing large samples, data are likely to be collected under
different conditions that are not measured and/or reported, thus representing unknown
variations in outcomes. For instance, given the focus on global service effects, it is not
possible to delineate distinguishing features of services, interventions, or processes that

contribute toward outcomes. Moreover, while the impact of case-mix factors on

24



outcomes was not a common feature among studies, with only two studies examining
intake severity profiles, the consistency of the finding that more severely distressed
patients are less likely to achieve RCSI suggests patient case-mix factors are potential
sources of variation in outcomes. Without further consideration of patient level factors,
established outcomes could be over-estimated and lead to inappropriate conclusions
regarding one service type being more effective than another. Additionally, there were
frequent issues across studies concerning low completion rates, which were not always

clearly reported or addressed, and associated implications for generalisation.

Intervention Effects. The effectiveness of interventions was the focus of ten
studies. Interventions investigated were diverse in respect of the types investigated,
either evidence-based or under-represented treatments, their delivery formats, and

recruited samples.

The majority of intervention studies (k = 8) used pre-post single group designs,
which were characterised by evaluating patient outcomes in one service, a specific
subset of patients, or of a discrete intervention. A number of studies involved a
combination of the above. For these eight studies, data were reported from primary care
(k = 4; Andrews, Twigg, Minami, & Johnson, 2011; Gibbard & Hanley, 2008;
Houghton & Saxon, 2007; McHugh, Brennan, Galligan, McGonagle, & Byrne, 2013),
specialist services (k = 3; McFetridge & Coakes, 2010; Paley et al., 2008; Reuber et al.,
2007), and a voluntary provider (k = 1; Hodge et al.,2012). The remaining two studies
were non-equivalent group designs determining the comparable effectiveness of
multiple interventions (Holmgqvist, Strom, & Foldemo, 2014; Stiles, Barkham, Mellor-

Clark, & Connell, 2008).

Primary care studies described CBT approaches (k = 2: Houghton & Saxon,

2007; McHugh et al., 2013), person-centred therapy (PCT; k = 1: Gibbard & Hanley,
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2008), and Human Givens therapy (HG; k = 1: Andrews et al., 2011). These studies
were of variable quality, ranging from poor to good. Houghton and Saxon (2007) and
McHugh et al. (2013) reported positive treatment outcomes following brief CBT of four
and six sessions respectively. Despite the positive conclusions, both studies were of
poor quality and suffered from significant methodological flaws. Moreover, there was

disparity between studies in rates of improvement found.

Houghton and Saxon (2007) reported a 25% improvement rate among 44
patients experiencing anxiety who had complete data at pre- and post-assessment
recorded at three months follow-up. Patients received, on average, 2.5 sessions of
group psychoeducational CBT delivered by trained mental health nurses. The relatively
low number of sessions attended by participants renders the acceptability of the
intervention questionable; whilst the exclusive focus on patients experiencing anxiety
and small sample size limits the generalisability of the findings. Due to post-data
immediately following intervention being unavailable, it is also not possible to draw

conclusions of the sustainability of treatment effects.

In contrast, McHugh et al. (2013) yielded an 84.6% RCSI rate for 13 patients
scoring above clinical cut-off at intake following individual CBT delivered by graduate
practitioners. Patients had common clinical presentations of depression and anxiety,
and were eligible for treatment provided their difficulties were of mild to moderate
severity. Of the initial 43 recruited patients, 19 completed therapy. Follow-up data
assessed at 3-months post intervention, available for 8 patients, were indicative of
maintenance in treatment effects. However, the initial sample size was small which,

alongside a high level of attrition, introduced potential bias and limits generalisation.

Differences in the outcomes observed in the above CBT studies potentially

reflect variations in treatment delivery formats, for instance the direct or indirect use of
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specific therapeutic techniques, and the time elapsed between the completion of pre and

post assessments.

Two primary care intervention studies considered the effectiveness of under-
represented treatments. These studies benefitted from higher quality ratings and greater
rates of intervention completion. In a study of the effectiveness of six-session PCT
aimed at patients experiencing moderate to severe mental health difficulties, Gibbard
and Hanley (2008) found 67.7% of patients having reliably improved and a large pre-
post effect size of 1.2. These data represented outcomes of 697 patients (63%) with
complete data, who commonly experienced depression or anxiety and were often treated
concurrently with medication. Treatment was delivered by 12 counsellors whose
theoretical orientation and training comprised PCT and who ranged in their clinical
experience from students to accredited counsellors. Specific components and principles

of PCT were poorly described and the effects of medication were not controlled.

Andrews et al. (2011) investigated the effectiveness of a HG approach delivered
by three therapists. The HG approach was described as focusing on the patients’ current
situation, with an additional emphasis on past trauma and unmet emotional needs.
Patients (n=124) presented with depression and/or anxiety, and over half were treated
concurrently with medication. An overall pre-post effect size of 1.41 was found and an
RCSI rate of 60.8% were reported for 79 patients (74.5%) whose pre-therapy scores fell
within the clinical range. Subsequent analysis of treatment endings found that patients
who had planned ends to treatment had better outcomes that those with unplanned

termination.

All included studies drawn from specialist care services used pre-post designs to

examine specific interventions encompassing Psychodynamic Interpersonal
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Psychotherapy (PIT: Paley et al., 2008; Reuber et al., 2007) and Dialetical Behaviour

Therapy (DBT: McFetridge & Coakes, 2010). These studies were of fair quality.

PIT interventions were described as emphasising the therapeutic relationship and
conversation from which to focus on past and present interpersonal problems with a
view to reduce symptoms. However, PIT studies differed in the problems of therapeutic
focus, therapeutic durations, and treatment purity. Reuber et al. (2007) investigated the
effectiveness of tailored PIT in reducing psychological distress and improving illness
perceptions among a sample of 94 patients experiencing functional neurological
symptoms. Treatment involved an average of 6 sessions in which an individualised and
adapted PIT approach was delivered by one therapist. Findings indicated a significant
improvement in post-treatment scores for 63 patients. Additionally, the authors
reported improvement to be maintained at 6-months follow-up (n = 34). Therapeutic
engagement was relatively low, with therapy non-completion observed for
approximately 57.4% of patients, raising questions of the acceptability of treatment.
Moreover, given that the therapy was tailored and a number of patients received
supplementary CBT techniques, it is unclear as to how dilute or enhanced the treatment

received was and, therefore, which approach is contributing to improvements.

Positive outcomes following PIT were also reported by Paley et al. (2008)
among 67 patients described as experiencing enduring and severe mental health
difficulties. Four therapists, trained in PIT, provided between 16 and 25 sessions to
patients recruited consecutively from routine referral procedures. Fifty-seven patients
(85.1%) completed therapy. Statistically significant reductions in distress were
observed, with effect sizes of .76 and rates of RCSI of 34%. The greater rate of
treatment completion observed by Paley et al. (2008), in comparison to Reuber et al.

(2007), might suggest PIT is a more acceptable treatment of choice for patients referred
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explicitly for mental health difficulties. The very nature of functional neurological
symptoms potentially introduces different patient expectations of psychological

therapies and their perceived benefits.

McFetridge and Coakes (2010) investigated the long-term effectiveness of a
DBT informed approach for BPD. Participants were 40 women who had attended a
therapeutic community setting and received between 8 to 12 months of individual and
group therapy. Intervention was delivered by staff trained in the DBT approach, with
weekly group supervision provided to support adherence. Approximately 5 years had
elapsed between leaving the therapeutic programme and study participation. Post-
therapy scores were significantly lower than pre-therapy scores, and those patients
completing therapy were shown to have greater gains than those who withdrew.
However, the sample represented only 34% of those attending the programme.
Moreover, the immediate effects of treatment were not established introducing further

limitations concerning the sustainability of improvement.

The final pre-post design study reviewed reported outcomes of an Emotional
Support and Counselling (ESaC) intervention (Hodge et al., 2012) designed for patients
(n = 35) with visual impairments and delivered in a voluntary sector setting. Treatment
involved exploring patient emotional needs, validation of feelings, and counselling from
a humanistic approach. Patients received 6 to 12 individual sessions delivered on a
weekly basis by a qualified counsellor. Hodge et al. (2012) found significant
improvements in psychological distress and stated patients demonstrating RCSI.
However, the authors report only reliable improvement (54%) and the study was of poor
quality due to a number of methodological weaknesses, such as under-reporting of
patient characteristics, lack of consideration of confounding factors, and use of a small

sample size.
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The above studies demonstrated a degree of patient improvement following a
range of interventions. However, observed outcomes across studies were highly
variable. While such variability might be attributable to methodological differences,
there remain unanswered questions concerning the impact of patient and contextual
factors owing to: i.) the diversity in patient symptomology; ii.) theoretical
underpinnings and change mechanisms of individual approaches and; iii.) delivery of
interventions across varying lengths of treatment and by therapists of differing levels of
experience. Furthermore, due to the nature of pre-post designs, it is not possible to
determine whether outcomes are due to treatment specificity effects given the lack of

intervention or control comparisons.

Only two studies, both of good quality, investigated comparative effects of
treatments delivered in primary care (Holmqvist et al., 2014; Stiles et al., 2008),
yielding conflicting findings. In a large sample (n = 5,613) UK study, Stiles et al.
(2008) reported equivalent treatment outcomes across CBT, PCT, PDT, or these
treatment approaches diluted/enhanced with one other treatment type. Holmqvist et al.
(2014), in contrast, observed significantly less improvement in psychological distress
among patients receiving supportive therapies than those in receipt of reflective (PDT)
or directive approaches (CBT) in Swedish settings. Overall sample effect sizes were
relatively similar; 1.39 (Stiles et al., 2008) and 1.37 (Holmgqvist et al., 2014). However,
RCSI rates were notably different. Holmquist et al. (2014) found 34% of clinical
patients achieving RCSI compared to 58.3% of patients in the Stiles et al. (2008) study.
These differences potentially reflect variances in population and healthcare systems

between countries and raise questions of transferability and comparability of outcomes.
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Therapeutic Process Effects

Three studies were characterised by examining therapeutic processes associated
with outcomes. Variability in outcomes as a function of treatment duration was the
focus of two studies (Barkham et al., 2006; Stiles et al., 2015) and one study explored

the impact of waiting times (Beck et al., 2014).

In primary care, Barkham et al. (2006) found treatment duration to be negatively
associated with RCSI rates, with fewer sessions correlated with higher rates of RCSI.
Full sample outcomes revealed a pre-post effect size of 1.51 and RCSI rate of 56.5%.
While the study was generally of good quality, outcome completion rates were
relatively low; with data representative of just 28.3% of the original dataset. More
recently, a multi-sector study replicated the negative association between RCSI rates
and treatment durations within primary care settings (Stiles et al., 2015). However, the
same finding was not observed for pre-post effect sizes. Furthermore, differentiating by
sector revealed similar rates of improvement regardless of treatment length in voluntary
and workplace counselling sessions; suggesting importance in considering specific
service effects and healthcare systems. Overall, a pre-post effect size of 1.89 and RCSI

rate of 60% were found.

Average waiting times of 41.1 weeks between referral and first appointment
were observed in patients attending a purposefully selected secondary care service
(Beck et al., 2014). Waiting time for therapy was significantly associated with
outcomes but not at a clinically meaningful level. An overall reliable improvement rate
of 54.4% was reported. The representativeness of the sample was limited; the initial
sample comprised only 23.5% of patients attending the service and was compounded by

the pre-post return rate of 42.4%.
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Therapist Effects

More recent focus of variability in treatment outcomes has concerned the role of
therapists. Three studies considered therapist effects or factors associated with
outcomes; two focused on therapist effectiveness (Armstrong, 2010; Saxon & Barkham,
2012) and one investigated therapist use of Rogerian therapeutic conditions (Murphy &

Cramer, 2014).

In a voluntary sector study, Armstrong (2010) aimed to determine the
effectiveness of minimally trained counsellors delivering brief interventions. The
findings showed a pre-post effect size of .70 and a RCSI rate for all patients of 30.5%.
Descriptive comparisons with primary care services suggested the participating
counsellors were less effective (Armstrong, 2010). However, no formal analyses of
therapist factors and their effect on patient outcomes were undertaken. Moreover, in
primary care, Saxon and Barkham (2012) used advanced multilevel modelling
techniques and found that factors at both patient and therapist levels, such as intake
severity and risk caseload, contributed to poorer treatment outcomes. Therapists were
found to account for 6.6% of variability in patient outcome, with below average
therapists having fewer patients reaching RCSI. Saxon and Barkham (2010) found

higher rates of RCSI (61.6%) and a larger effect size of 1.55.

In a student sample, Murphy and Cramer (2014) found that therapist and patient
ratings of Rogerian therapeutic conditions were predictors of therapeutic progress and
outcomes, whilst controlling for intake levels of patient distress. Change in scores was
only explored across the first three sessions. By session three, a pre-post effect size of
.85 was found and 24.2% of patients met RCSI criteria. Reliable improvement was

found for 22.5% of patients. The sample size was small and the findings do not
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evidence lasting change. Nonetheless, the results reflect the importance of the

therapeutic relationship in patient outcomes.
Summary of Outcomes

Table 4 presents effect sizes for the 15 studies reporting or providing data from
which effect sizes could be estimated. Effect sizes were large across all studies except
Reuber et al. (2007) who reported a medium pre-post change. The average effect size
was 1.23 (95% CI: 1.0-1.5, n = 15). Primary care studies showed larger effect sizes
than the other service provisions, with specialist and alternative providers demonstrating

somewhat smaller effects.

Of the 22 studies, 18 reported estimates of RCSI and/or associated change
categories. Table 5 shows the proportion of patients meeting change categories
provided by each study. Similar to the above, primary care studies tended to have
higher rates of RCSI compared to other settings. Additionally, greater proportions of
patients meeting reliable deterioration criteria were found within secondary, specialist,

and alternative care providers.
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Table 4.

Reported and calculated study effect sizes

Lead Author Effect Size (d)
Primary Care

Andrews (2011) 1.41
Barkham (2006) 1.51
Barkham (2012) 1.95
Evans (2002) 1.44*
Gibbard (2008) 1.20
Holmqvist (2014) 1.37
Mullin (2006) 1.43*
Saxon (2012) 1.55
Stiles (2008) 1.39
Secondary Care

Barkham (2001) 87
Specialist Services

Paley (2008) .76
Reuber (2007) 42*
Alternative Provider

Armstrong (2010) .70
Connell (2008) 1.57
Murphy (2014) .85

* Calculated from available data
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Table 5.

Proportions of study patients meeting change criteria

Lead Author RCSI (%) Reliable No reliable Reliable
Improvement change (%)  Deterioration
(%) (%)
Primary Care
Andrews (2011) 60.8 13.9 - -
Barkham (2006) 71.7 11.6 15.6 1.1
Barkham (2012) 58.3 71.7
Evans (2002) 49.0 25.0 26.0 1.0
Evans (2003) - 77.8 - -
Gibbard (2008) - 67.7 30.9 1.4
Holmqvist (2014) 34.0 43.0 - -
Houghton (2007) 25.0 20.5 45.0 .09
McHugh (2013) 84.6 50.0 - -
Mullin (2006) 55.0 19.0 26.0 1.0
Saxon (2012) 61.6 - - -
Stiles (2008) 58.3 194 21.1 1.2
Secondary Care
Barkham (2001) 39.0 15.0 40.0 6.0
Beck (2014) - 54.4 34.0 2.9
Specialist Care
Paley (2008) 40.0 18.0 37.0 5.0
Alternative
Providers
Armstrong (2010) 30.5 17.8 44.0 7.6
Connell (2008) 54.3 21.8 23.2 .70
Murphy (2014) 24.2 22.5 43.5 3.2
Discussion

Uniquely focused on the CORE-OM, the current review aimed to critically
evaluate PBE studies and summarise patient outcomes according to mental health
provider. Twenty-two studies satisfied inclusion criteria. Within these studies, the
CORE-OM was used for a range of evaluative purposes comprising four main areas:
global service effects, specific intervention and comparative intervention effects, and

contextual effects of therapeutic processes and therapist factors. The CORE-OM was
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most frequently used as a means of evaluating the outcomes of specific therapeutic
interventions. Contextual factors, as they impact on outcomes, were less commonly

investigated.

Outcomes derived across studies were generally positive and suggested a range
of mental health providers were effective in reducing patient psychological distress.
The average uncontrolled effect size was large (d = 1.23) and broadly consistent with
the Cahill et al. (2010) finding of 1.29 for CMHPs. In contrast, the average rate of
RCSI (41.5%) was lower than the 56% reported by Cahill et al. (2010). Differences in
obtained RCSI rates might be attributable to the current value reflecting outcomes of a
broader range of service providers and clinical presentations, with the Cahill et al. study
finding restricted to primary care settings and CMHPs. However, in keeping with such
reporting, the average RCSI rate for the present primary care studies was equivalent
(55.8%); with seven such studies meeting the 54% RCSI benchmark used by Cahill et

al. (2010).

In terms of outcomes among the remaining care settings, due to a lack of studies
available and/or providing data, it was not possible to determine average effect sizes or
RCSI rates. However, tentative descriptive trends were able to be discerned. Findings
showed smaller effect sizes and lower rates of RCSI among secondary, specialist, and
alternative care providers. The smallest magnitudes of change were observed among
specialist and voluntary services, with greater proportions of patients meeting criteria
for reliable deterioration across services beyond primary care. Only one university

counselling study yielded outcomes consistent with those of primary care.

While it should be noted that treatment effects generally remained moderate to
large within these studies, the occurrence of such descriptive patterns warrants further

consideration. The limited number of studies examining direct influences on outcomes,

36



however, reduces any such exploration to tentative suggestions. For instance, three
studies (Barkham et al., 2001; Mullin et al., 2006; Saxon & Barkham, 2012) found that
greater initial severity was associated with poorer outcomes. Thus, patients attending
secondary and specialist care services might be expected to have greater levels of
psychological distress and, therefore, poorer outcomes. Available profile data offer
some support for such assertions. Secondary care patients averaged somewhat higher
intake scores than primary care patients, as did those attending specialist provisions
with the exception of Reuber et al.’s study. Moreover, patients studied within specialist
service tended to have axis-II disorders or associated presentations; suggesting patient

complexity might be influential to outcomes.

However, initial intake severity is not sufficient in itself to explain between
service outcome variability, particularly in the context of patients within Reuber et al.’s
study and alternative providers having severity scores in keeping with patients
presenting to primary care. These findings suggest outcomes are influenced by alternate
factors. One possibility, remaining at the patient level, is that variability occurs as a
result of the idiosyncrasies of specific patient subsets. A further possibility, and
somewhat evidenced within the review findings, are the effects of service

delivery/design components and therapists.

In terms of service delivery, preliminary evidence suggests one factor to be
considered as impacting outcomes is that of treatment duration (Barkham et al., 2006;
Stiles et al., 2015). The latter study highlighted that the influence of duration is likely to
be dependent on the type of service, which emphasises the need for further
understanding of how service providers are differentiated in respect of both their

attending patients and treatment formats. Due to inadequate numbers of comparative
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studies or groups, it was not possible to determine distinct patterns of influence

regarding specific treatment modalities.

A final consideration concerns therapist factors and effects. The three available
studies (Armstrong, 2010; Murphy & Cramer, 2014; Saxon & Barkham, 2012)
indicated therapist factors concerning the therapeutic relationship, level of training, and
caseload variables were influential to outcome. However, there remains insufficient
evidence from which to determine whether services and their outcomes are

differentiated by therapist factors.

Quality of Evidence

The strength of evidence was informed by assessment of study methodological
quality using an adapted version of the Downs and Black (1998) checklist. The current
assessment found an absence of studies of the highest quality and identified similar
quality issues as reported by Cahill et al. (2010); namely that PBE studies suffered from
high levels of potential sources of internal bias. Within the present review, issues of
bias primarily arose due to: i.) a lack of representativeness due to small samples, rates of
attrition, exclusive focus on particular subsets of patients, or under-reporting of patient
characteristics; ii.) inadequate discussion or use of appropriate statistical analyses taking
account of potential confounding factors; and iii.) under-reporting of therapist
characteristics, intervention compliance, and adherence. These issues render
generalisability of the findings questionable and suggest caution in their interpretation,

with the potential of outcomes being over-estimated.

Review Limitations

The review was dominated by primary care studies and identified a scarcity of

PBE studies using the CORE-OM beyond these settings. While such finding is
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plausible in the context of the CORE-OM having been initially established for use in
primary care and only more recently validated across other settings (e.g., Barkham et
al., 2005; Connell, Barkham, & Mellor-Clark, 2007), it suggests caution in the

interpretation of the overall service effects currently yielded.

In addition, the number of studies obtained reflects the review search strategy
and inclusion criteria. For instance, the extent to which the CORE-OM has been used
within PBE research was potentially underestimated by the following: i.) the limited
number of databases searched (n = 3); ii.) the lack of forward citation searching,
particularly concerning the original publication of the CORE-OM (Barkham et al.,
1998); and iii.) the requirement of studies to have used the CORE-OM as the primary
outcome tool. Moreover, restricted inclusion to peer reviewed and English language
papers renders the outcomes of the current review subject to publication bias’ and,

therefore, suggests further caution is warranted in the interpretation of findings.

The degree of heterogeneity between studies prevented formal meta-analyses
from being undertaken. As such, studies could not be synthesised beyond their focus of
service delivery components and descriptive analyses. Without systematic pooling,
confounding factors could not be adequately controlled introducing bias into the overall

treatment effect observed.

Clinical Implications

A range of mental health providers appear to be effective in their treatment of
psychological distress. Such findings provide evidence of effectiveness from routine
practice from which to complement and begin to redress the balance of efficacy based
studies. The present review also highlighted that the comparative effectiveness of
mental health services has not been directly addressed. Direct service comparisons have

potentially important implications for policy initiatives concerning improving access to
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psychological treatments and quality of care through highlighting the role of specific

providers and their potential utility in the provision of mental healthcare to be assessed.

Future Research

In consideration of the review findings, there are key gaps in knowledge and
research concerning outcomes and service effectiveness that require address. Of the
CORE-OM research completed, a clear pattern emerged indicating that intervention
effects have been the most widely examined. However, these studies generally lacked
robustness and tended to be of weaker methodological design. As such, reliance on
these outcomes to suggest effectiveness of services is questionable. Moreover, the
majority of intervention studies failed to provide, or adequately report, follow-up data;
thereby inhibiting development of PBE knowledge base concerning the maintenance of
therapeutic gains. There is a need, therefore, for intervention studies to improve their
quality; with particular attention to their low levels of reporting and lack of control of

confounds alongside the development of longitudinal PBE designs.

Current findings remain confronted by issues of generalisability and
transferability owing to the dominance of primary care studies. Further research is
required to demonstrate the effectiveness of under-represented services, such as
secondary or alternative providers of mental health care. However, it cannot be
assumed that services are accessed by the same types of patients or provide the same
types of treatments delivered under the same conditions. As such, there is an additional
need to refine the exploration and reporting of organisations’ individual structures,
service design factors, and therapist and patient characteristics. In doing so, greater
understanding can be gained of the types of services, and their processes, able to meet

specific patient needs. Alternately stated, further knowledge of key patient, therapist,
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and service characteristics can help inform practitioners of who is most likely to

respond and engage with a given provider.

Moreover, PBE studies have largely focused on a single aspect of service
delivery rather than attempting to provide more comprehensive understandings of the
complex interactions between multiple levels of therapeutic processes and outcomes.
Greater identification and synergy of pivotal and service specific factors affecting

outcomes is needed in order to accurately determine the effectiveness of services.

Conclusion

PBE studies using the CORE-OM suggested a range of mental health providers

are effective in reducing psychological distress. Treatment outcomes across mental

health services averaged an uncontrolled effect size of 1.23 and RCSI rate of 41.5%.

However, multiple factors appear to contribute toward outcomes and there is a need for

greater synergy of such factors in order that effectiveness be fully and accurately

determined, alongside increased development of the evidence base for services beyond

primary care.
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Appendix B. Individual Iltem Assessment of Methodological Quality
Table 3.

Individual Item Assessment of Methodological Quality per Study

Reporting External Validity Internal Reliability Internal Validity Total

Item 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28
a b a b a b c

Lead Author
Primary Care
Andrews 2011 111 1 1 1 1 0 1 1 1 1 1 0 1 1 01 1 1 0 1 1 1 0 1 O O O 1T 1 1 24
Barkham 2006 111 1 0 1 1 0 0 1 1 01 01 1 01112 011 1 1 01 0 0 1 0 0 1 20
Barkham 2012 11 1 1 1 1 1 0 O 11 1 11 011 1 0 1 1 0 O"171 1 01 0 1 1 0 0 o0 212
Evans 2002 i1 1 0 0 1 1 1 0 0 1 1 o0 O O 1 0 0O 1 1 o0 0 1 1 1 0 1 0 1 0 O 0O 0 15
Evans 2003 11 1 0 1 1 1 0 O 11 1 0 01 1 1 o0 1 1 0 O1T 1 1 0 1 0 O 0 1 0 1 1212
Gibbard 2008 $1 11 o0 11 1 0 011 1 1 1 01 0 011 o001 1212 1 011 0 1 1 0 0 0 19
Holmgvist2024 1 1 1 0 1 1 1 o0 o0 1 1 0 1 0 1 1 0 1 1 0 1 1 1.1 0 1 O 1 1 0 O o0 20
Houhton2007 1 1 o0 1 0 1 1 o0 o o 1 0 1 0 O O O 1T 1 0 0 1 1 1 0 1 0 1 0o O O o0 14
McHugh 2013 111 1 0 1 0 O0 O O 1 O 1 0o O OO 1T1 0011 127 0 01 0 0 0 0 0 0 12
Mullin 2006 11 1 0 0 1 1 0 0 1 1 11 1 1 1 017 1 00111 01 0 0 0 1 0 1 2
Saxon 2012 11 1 0 1 1 1 0 0 1 1 1 1 01 0 O"111 1 111 1 0 1 0 O 1 1 0 1 22
Stiles 2008 111 1 0 1 1 0 0 1 1 1 1 111 01112 1 11 0 1 0 1 0 O 1 1 0 1 23
Secondary
Care

Barkhem2002 1 1 1 o0 1 1 1 0 O 1 1 1 1 0 1 1 0 1 1 1 1 1 O 1 O 1 O O O O O 1 20
Beck 2015 111 01 1 1 0 01 1 01 01 001111 01 1 1 01 0 1 1 1 0 0 2




Item
Lead Author

Specialist
Care
McFetridge
2010

Paley 2008
Reuber 2007

Alternative
Provider
Armstrong
2010

Connell 2008
Hodge 2012
Murphy 2014

Stiles 2015

o

o O O

Reporting External Validity Internal Reliability Internal Validity
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28
a b a b a b ¢
111 1 0 0 1 0 0 1 0 0 1 0 0 00111112 01117 1 01 01 1 00
111 1 1 1 1 0 011 1 01 01 001171112 1 1 1 1 01 0 0 o0 00O
F1 11 1 0 1 1 0 0 1 1 01 0 1 0o O0O11 1 o0 011 1 1 01 0 1 0o 0o
111 o0 0 1 1 0 0112 1 o0 1 0 1 1 0112 1217 0 0 1 1 1 0 1 0 1 1 0 0O
111 1 1 1 1 0 011112 1 01 1 00117121901 1 1 0 1 0 01 1 0
$1 11 1 0 0 O O O O 11 011 01 00111111201 17 1 01 0 0 o0 00O
111 1 0 1 1 0 011 1 01 01 00011711111 1 01 0 00 1 1
$1 11 1 1 1 1 0 011 1 0 1 1 1 1 0 1 1 0 1 1 1 1 0 1 0 0 1 1 O

Total

16
19
17

18
22
14
19

23

Note: 1 = yes, 0 = no or unable to determine
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Empirical Report

The effectiveness of Voluntary Sector Organisations in comparison with the

National Health Service: Patient profiles, therapist effects & treatment outcomes
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Abstract

Objectives: Primary study aims comprised: i.) compiling profiles of patients,
service delivery components, and therapists among voluntary sector organisations
(VSOs); ii.) comparing VSO profiles to that of a National Health Service (NHS)
comparator sample; iii.) determine the effectiveness of VSOs; and iv.) apply multilevel
modelling techniques to determine predictors of outcomes and size of therapist effects

among VSOs.

Design: A quantitative cohort design was used.

Method: Secondary analyses of a large practice-based dataset were undertaken.
The sample comprised 2,157 patients and 50 therapists from voluntary sector
organisations (VSOs), and a further 7,985 patients and 83 therapists from the NHS.
Included patients represented treatment completers who had valid pre-post CORE-OM
data available. Descriptive analyses were used to compile profile information and
multilevel modelling procedures employed to determine predictors of therapeutic

outcomes and therapist effects.

Results: Patient severity profiles were broadly similar between VSO and NHS
samples. VSOs and NHS providers were primarily differentiated by their therapeutic
orientations, treatment durations, and therapist caseload sizes. Outcomes between
sectors were broadly comparable, with recovery rates of 58% and 61% for VSO and
NHS providers respectively. VSOs had therapist effects of 4.5%, considerably smaller

than therapist effects among the NHS sector (12.7%).

Conclusion: VSOs are equivalent in their effectiveness at reducing

psychological distress in their patients.
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Practitioner Points

e VSOs might offer a useful alternative to NHS mental health provisions from
which to meet demand for psychological therapy

e Key predictors of VSO outcomes concerned patient sociodemographic variables

and number of therapies provided

e Further research is recommended to understand why people attended and use

VSOs

e Further research is required into the characteristics and skill sets of VSO

therapists

Limitations

e Data represented a completer only sample

e Therapist factors were limited to those able to be aggregated from existing

variables
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Introduction

Recent policy initiatives’ focus on mental health provision has concerned
improving access to psychological therapies and the quality of treatment delivered
(Department of Health [DoH], 2011; 2012). The impetus to address such issues
stemmed from a growing demand for psychological treatments, resulting in a large
unmet need for mental health care and inequity in access to a full range of interventions,
alongside the identification of poor care and outcomes (Care Quality Commission
[CQC], 2015; National Health Service [NHS] England, 2015). Key objectives, aimed to
improve quality, outlined by the DoH (2012) encompassed providers: i.) demonstrating
their effectiveness; ii.) integrating community and person-centred care; and iii.)
adopting a recovery-orientated approach from which to support patients in the

management of their own care.

Additionally, the Any Qualified Provider (AQP) framework, proposed plans to
extend patient choice and commissioning processes to mental health providers who
could meet rigorous quality standards (DoH, 2011). The intention was to promote
treatment engagement by offering patients greater choice and control of their care in
conjunction with widening access to treatments and affording an arena for new
providers to address gaps in current provisions. Identified within the initiative was the
potential of VVoluntary Sector Organisations (VSOs) to make a significant contribution

to, and be partners in, the delivery of mental health care.

Approximately 35,000 VSOs provide health and social care support; ranging
from counselling, advocacy, and advice to employment and community-based inclusion
schemes, each aimed at promoting the mental and physical well-being of service-users
(Curry, Mundle, Shiel, & Weaks, 2011). In addition, VSOs often undertake key roles of

engaging communities and facilitating access to services through campaigning, service
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user involvement, and the development of new and innovative approaches to care (e.g.,
Appleby, 2009; Curry et al., 2011; Kendal & Knapp, 1999; Miller, 2013;). It is such
practices that have led VSOs to be attributed with characteristics of responsiveness and
trustworthiness, and as offering inclusive and personalised support believed to
demarcate them as unique providers of mental health care with potential to add value to

current practice (Buckingham, 2009; DoH, 2007).

However, evidence of VSO characteristics, such as those described above, is
primarily anecdotal. The DoH (2006) identified a number of areas requiring address in
order that involvement of VVSOs in the provision of mental health care is improved.
These areas included gaining a greater understanding of the remit of VSOs and
evidencing of VSO accountability and fitness for purpose. Despite requirements having
been identified, the impact of VSO practice on patient outcomes remains lacking, with
many reviews concluding that the evidence-base for VSOs does not yet exist (e.g.

McMillan, 2011; Miller, 2013).

Therapist Effects

Within the wider literature, evidence for the use of psychotherapy in the
treatment of mental health disorders has been well established (e.g., Roth & Fonagy,
2006). More recent focus has concerned examining determinants of therapeutic change
and understanding observed outcome variability. Particular emphasis has been placed
on the differential effects of individual therapists (i.e., therapist effects) on patient
outcomes (e.g., Crits-Christoph & Mintz, 1991; Lutz, Leon, Martinovich, Lyons, &
Stiles, 2007; Martindale, 1978). In the context of quality assurance frameworks,
understanding such influences are crucial to accurately determining the effectiveness of
services and improving patient care (e.g., Kim, Wampold, & Bolt, 2006; Saxon &

Barkham, 2012).
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Therapist effects have been determined in both clinical trials research and
routine clinical practice (Baldwin & Imel, 2013; Brown, Lambert, Jones, & Minami,
2005; Green, Barkham, Kellett, & Saxon, 2014). Resultant therapist effects have varied
substantially; from no effect to 50% (e.g., Elkin, Falconnier, Martinovich, & Mahoney,
2006; Crits-Christoph & Mintz, 1991). However, the most frequently reported effects

lie between 5 and 10% (Crits-Christoph & Mintz, 1991).

A number of factors have been found to influence therapist effects that might
account for the degree of observed variation between studies. Greater therapist effects
have been associated with increased patient intake severity (e,g,. Kim et al., 2006;
Saxon & Barkham, 2012), larger therapist caseloads (e.g., Vocisano et al., 2004), and
higher than average therapist risk-caseloads (Saxon & Barkham, 2012). In contrast,
smaller therapist effects have been attributed to manualised therapies (Crits-Christoph
& Mintz, 1991) and higher levels of therapist training and experience (Huppert et al.,

2001).

Further Determinants of Outcomes

In addition to therapist effects, Lambert (1992) maintained that therapeutic
outcomes also vary in accordance with patient and treatment related factors. Patient
variables tend to fall within three main categories of exploration: sociodemographic
factors, clinical presentation, and latent factors. Patient sociodemographic factors,
whilst extensively examined, have yielded few consistent findings in their relation to
outcome. Where significant effects of sociodemographic variables have been observed,
these have shown a tendency toward patients who are unemployed, of an ethnic
minority, or living alone benefitting least from therapy than their counterparts (e.g.,
Hamilton & Dobson, 2002; Lam & Sue, 2001; Ostler et al., 2001). A more frequently

observed finding concerns patient intake severity, greater levels of patient severity have
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been associated with poorer outcomes (Garfield, 1994; Saxon & Barkham, 2012).
Latent patient characteristics, such as motivation, ego-strength, and expectations, have

demonstrated relatively small contributions to outcomes (e.g., McBride et al., 2010).

Investigations of process factors, such as those relating to the therapeutic
alliance, specific treatments, and treatment delivery, have consistently shown that the
therapeutic alliance is a strong predictor of outcome (e.g., Arnow et al., 2013). Data
from routine practice, alongside a series of meta-analytic studies, have suggested that
different therapeutic approaches produce equivalent outcomes whether delivered in pure
form or combined with one other approach (e.g., Stiles, Barkham, Mellor-Clark, &
Connell, 2007). These findings suggest that intervention characteristics are not
sufficient in themselves to account for variability in outcomes. However, more
consistent evidence has emerged concerning treatment duration, in which shorter

treatment lengths are associated with better outcomes (Barkham et al., 2006).

Multilevel Modelling

Given that factors identified as being associated with psychotherapeutic
outcomes encompass different levels of data structure, data analytic techniques that can
account for variability at these different levels and determine their relative effects on
outcomes are required. Multilevel modelling (MLM) offers such an approach. MLM
assumes data exist within such hierarchical structures, in which data at one level (e.qg.,
patients) are nested within observations at another level (e.g., therapists). Each level is
a potential source of variability in the dependent variable of interest (e.g., outcome
score). Traditional means of statistical analyses allow effects to be determined at one
level, either level one or level two, which can inflate the risk of Type I error (Kim et al.,
2006). In contrast, MLM affords the explicit modelling of variance at each level of the

data structure from which estimates can be derived (Raudenbush & Bryk, 2002). MLM
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has been advocated as a means of determining therapist effects (Wampold & Brown,

2005).

Current Study

The above research indicates key gaps in knowledge from which to determine
the value of VSOs as partners in mental healthcare delivery. If VSOs are to play a
pivotal role, key areas concerning a comprehensive understanding of VSO typology,
models of care, and patients are required alongside determining both their individual
effectiveness and comparative effects with other providers. In order that these issues
are accurately addressed, VSO outcome data needs to be subject to the same rigorous

methodological procedures (e.g., MLM) as data drawn from NHS providers.

As such, the present study aimed to:

i.) establish the effectiveness of voluntary sector services compared to NHS
services, with consideration of the contributions of, and differences in, factors

concerning client presenting profiles, therapist effects, and service delivery

ii.) determine which of the factors broadly outlined above contribute to effective

outcomes in voluntary services.

The specific study objectives were as follows:

i.) Compile profiles of VSO patients and their presentations together with
service delivery components (e.g., type and duration of interventions)

i) Compare derived VSO and NHS profiles

ii.)  Apply multilevel modelling approach to investigate how the variables
concerning client characteristics, types of treatment, dose effect, and
therapist effects contribute to patient outcomes within the sample of

voluntary sector services.
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iv.)  Determine the size and variability of therapist effects in the voluntary sector

sample as compared with NHS comparator.

Method

Design

A quantitative cohort design was used, involving the secondary analyses of a
large practice-based dataset comprising routinely collected data from multiple NHS and
non-NHS mental health providers. The focus of the secondary analyses was to contrast
voluntary and NHS sectors on a range of variables, and to employ MLM techniques to

determine predictors of patient outcomes and extent of therapist effects.

Original Dataset

The original dataset, the CORE National Research Database-2011, comprised
data from 104,474 patients (66.2% female; mean age = 35.88, SD = 13.28) and 2,442
therapists who saw between 1 and 1,658 patients each (M = 360.92, SD = 362.67).
Patients were referred to, or seeking treatment from, UK mental health or counselling
provisions between April 1999 and November 2011. In total, data were drawn from 52
sites nationally. Services contributing to the dataset included seven primary care
services (27,012 patients), eight secondary care services (7,348 patients), two tertiary
care services (4,460 patients), fifteen voluntary sector services (21,804 patients), two
private practices (442 patients), eight workplace counselling services (17,204 patients),
and ten university counselling centres (26,198 patients). Patients were allocated to

treatment according to service usual procedures.
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Study Specific Dataset

Development of the study dataset comprised the use of a series of syntax
commands (SPSS version 21.0; IBM Corp., 2012). These commands were used to
perform tasks concerning data cleansing and formatting, calculations and aggregations,
and to develop numerical codes for categorical variables. A series of flag variables
were created to simplify identification of cases where they had missing data on one or
more variables under consideration. Next, successive filters were applied according to
the study inclusion criteria described below. Inclusion criteria were applied at both

patient and therapist levels of data.

Patient Selection. For the purposes of the present study, patients were selected
from primary, secondary, and tertiary NHS sites, and voluntary sector services, and
required to meet the following criteria: i.) received individual, one-to-one therapy, ii.)
adult patients aged between 16 and 95 years, iii.) received two or more sessions,
comprising an assessment session and treatment, iv.) had a planned end to treatment as
described by their therapist, v.) returned data on all variables under consideration, and

vi.) returned valid pre and post CORE-OM forms.

Within the original dataset, a number of patients had more than one episode of
treatment recorded. To ensure patients were only included once the first recorded
episode was selected. Patients were excluded who were in receipt of group or couples
therapy, including those receiving both individual and group therapy, or where therapy
type was missing (21,137 excluded). The purpose of focusing on individual therapy
was due to the potential confounds of group therapy in determining therapist effects
owing to the contribution from multiple individuals and to be in keeping with prior
research on therapist effects for comparison. Of the remaining 33,172 patients, 488

were excluded due to missing data on age or falling outside of the specified age range
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(16 - 95 years), 3,704 were excluded because they did not attend or received an
assessment only session, 7,951 were excluded having had an unplanned ending to
treatment or type of ending not indicated, and 3,446 had missing data on demographic
and process variables under study. In total, 14,056 patients returned valid pre and post-
treatment forms: 998 patients did not return valid pre or post-treatment forms; 2,379

returned pre-treatment forms only; and 150 returned post-treatment forms only.

Therapist Selection. Further variables, at the therapist level, were derived from
the existing data. Such variables were used to improve the quality of the data by giving
consideration to potential selective reporting and the minimum unit recommendations

required for MLM procedures.

Prior research using primary care datasets has addressed case selection bias
through employing a therapist return rate criterion (e.g., Saxon & Barkham, 2012). The
criterion was based on return rate targets, currently 90 per cent or more, set by the
Improving Access to Psychological Therapies (IAPT) programme (Department of
Health [DoH], Mental Health Programme, 2008). However, there is a lack of published
guidance on the data collection performances of services beyond primary care and it is
unclear as to how representative the 90 per cent return rate would be for such services.
Not wishing to ignore the issue of selective reporting, and finding a pre-post measure
completion rate ranging between 4 and 100 per cent among therapists, a ‘good enough’
return of 50 per cent or above was adopted. Furthermore, in order to satisfy the
minimum recommendations for MLM procedures outlined by Hox (1998), therapists

were required to have worked with a minimum of 20 eligible participants.

Adopting a minimum return rate of 50 per cent yielded 13,666 patients. Of
these, 10,142 patients were treated by a therapist with a caseload of 20 or more patients

resulting in a sample of 133 therapists. The therapist sample was in keeping with the
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level 2 unit requirements (minimum 50 units) for multilevel modelling procedures

outlined by Maas and Hox (2004).

Participants

The final dataset included 10,142 patients derived from five primary care NHS
sites (n = 7,369), five secondary care NHS sites (n = 587), one tertiary NHS site (n =
29) and eight voluntary sector services (n = 2,157). Sample characteristics for included

and excluded patients of the study sample are summarised in Table 1.

Table 1.

Summary characteristics of included and excluded patients

Characteristic Included (M, SD)  Excluded (M, SD) t(d.f.)
n=10,142 n =50,488
Age 415 (13.1) 38.3 (13.0) -22.4 (14750.5)*
Intake score 18.3 (6.3) 18.8 (7.0) 6.3 (16506.6)*
Sessions Attended 8.8 (10.2) 10.6 (16.5) 12.7 (29634.5)*
Included (%) Excluded (%) Chi-Squared (d.f.)
Female 69.9 63.6 144.4 (1)*
White-European 94.8 86.6 527.8 (1)*
Employed 73.8 68.8 97.6 (1)*
Living with Other  75.9 71.8 68.3 (1)*
*p<.001

Comparisons between patients included and excluded from the final sample
revealed included patients were significantly older (p < .001) and attended fewer

sessions (p <.001). Excluded patients had significantly higher pre CORE-OM scores (p
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<.001). The included sample were more likely to be female, of White/European

ethnicity, in employment, and living with an other (all p <.001).

Measures

Outcome Measure. Patients completed the Clinical Outcomes for Routine
Evaluation-Outcome Measure (CORE-OM; Barkham et al., 1998, 2005; Evans et al.
2002; Appendix A) prior to therapy and at their final session. The CORE-OM is a 34-
item self-report inventory of psychological distress. The measure encompasses domains
of subjective well-being, symptoms (anxiety, depression, physical problems, and
trauma), functioning (general functioning, close relationships, and social relationships)
and risk (risk to self and risk to others). The latter domain comprises items addressing
both risk to self and risk to others. Each item is scored on a 5-point scale, anchored 0
‘not at all’ to 4 ‘most or all of the time’. Clinical scores are derived by calculating the
mean of completed items multiplied by 10; yielding scores between 0 and 40. Higher
scores are indicative of greater levels of distress. Recommended cut-off scores have
been established: <10 low level (non-clinical), 10-14 mild, 15-19 moderate, 20-24
moderate-severe, and >25 severe. The CORE-OM has established psychometric
properties, with an internal consistency of .94 (Barkham et al., 2001) and test-retest

correlations of >.80 (Barkham, Mullin, Leach, Stiles, & Lucock, 2007).

Assessment and End of Therapy Forms. Contextual information was gained
from therapists using the Clinical Outcomes in Routine Evaluation Therapy Assessment
Form (CORE-TA; Mellor-Clark & Barkham, 2006; Appendix B) and the Clinical
Outcomes in Routine Evaluation End of Therapy Form (CORE-ET; Mellor-Clark &
Barkham, 2006; Appendix C). At intake, therapists completed the CORE-TA, which
provided information concerning referral, patient demographic characteristics,

concurrent treatment with medication, patient risk, and patient presenting problem(s) -
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including details of their severity and duration. Fourteen categories of presenting
problems are considered: depression, anxiety, psychosis, personality problems,
cognitive/learning difficulties, eating disorder, physical problems, addictions,
trauma/abuse, bereavement, self-esteem, interpersonal problems, living/welfare and
work/academic. Recorded on the CORE-ET were details of the type(s) of therapy used,
therapeutic frequency, type of treatment ending (e.g., planned or unplanned), perceived

benefits gained from therapy and areas of improvement, and patient motivation.

Recovery and Improvement. Outcomes were measured using Jacobson and
Truax (1991) procedures for establishing reliable and clinically significant change. The
Reliable Change Index (RCI) assesses whether pre-post differences are greater than the
instruments’ measurement error (Jacobson & Truax, 1991). The CORE-OM has an
established RCI value of 5 (Barkham, Mellor-Clark, Connell, & Cahill, 2006). Thus, a
reduction of 5 points or more indicated reliable improvement, a gain of 5 points or more
indicated reliable deterioration, and no change or change less than 5 points was
considered no reliable change. Clinically significant change refers to the extent to
which post-treatment change is clinically meaningful (Evans, Margison & Barkham,
1998), with clinical improvement defined as movement from the clinical range at intake
to the non-clinical (general population) range post-therapy. The recommended clinical
cut-off score of 10 was adopted, which has associated sensitivity and specificity values
of 87% and 88% respectively (Connell et al., 2007). These criteria allowed patients to

be categorised according to four types of change:

v.) Recovered (RCSI): comprising patients whose pre-post scores met criteria for
both reliable improvement and clinically significant improvement.
vi.) Improved: consisting patients whose pre-post score difference met the criteria

for reliable improvement only. Included within the category were those patients

67



who began therapy below the clinical cut-off, who were unable to achieve
clinically significant improvement, but could demonstrate reliable change.

vii.) No Reliable Change: referring to those patients whose pre-post CORE-
OM scores showed no movement or movement that did not reach the reliable
change threshold.

viii.) Deteriorated: comprising patients who had post therapy scores reliably

worse than their intake scores.

Data Analysis

Profiling. Profiling analyses were conducted using SPSS version 21 (IBM
Corp., 2012). Due to the large sample size, and therefore high statistical power,
statistical significance was determined using an alpha level of .001. Additionally, effect
sizes were reported by calculating the difference between means divided by the pooled
standard deviation. Effect sizes were described in accordance with conventions outlined

by Cohen (1988); .2 (small), .5 (medium), and .8 (large).

Descriptive analyses were used to obtain profile characteristics of Voluntary
and NHS samples according to: i.) patient demographics (age, gender, ethnicity,
employment and relationship status, intake severity, and complexity), ii.) service
delivery factors (types of therapy delivered, dosage, and number of therapies received),
and iii.) therapist caseloads (caseload size, and aggregated patient intake severity and
patient intake risk scores). Descriptive profiles between samples were then compared
using non-parametric and parametric testing. Proportional differences were examined
using chi-squared analyses. Differences in data at the interval/ratio level were tested

using t-tests.
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Descriptive analyses of patient average outcomes were determined for voluntary
and NHS samples. In order to establish an overall treatment effect for each sector,
difference in pre- and post-therapy scores were tested using repeated measures t-tests.
Patient outcomes were then compared between samples using Analysis of Covariance

(ANCOVA), with patient intake score as the covariate.

Multilevel Modelling Analyses. MLM analyses were conducted using MLwiN
software v2.29 (Rasbash, Charlton, Browne, Healy, & Cameron, 2009). In total, three
models were developed using Iterative Generalised Least Squares (IGLS) estimation
procedures: i.) an overall sample model, ii.) a voluntary sector model, and iii.) a NHS
sector model. Each model had two levels; patients at level one and therapists at level
two, with therapists treated as random effects. Treatment of therapists as random
effects assumes therapists are sampled from a larger population and allows for
generalisations to be made (Kim et al., 2006). The dependent variable for all models
was patient post-therapy CORE-OM scores. Patient and therapist level residuals were

examined against quantile-quantile plots in order to assess normality assumptions.

Models were developed in a stepwise fashion according to three stages: i.) single
level regression model of patient level variables, ii.) two level random intercepts model,
in which therapists were added at level two and their average patient outcome scores
allowed to vary about the group average, and iii.) random intercepts and slopes model;
as above with the introduction of patient level explanatory variables being allowed to
vary between therapists. Thus, a significant random intercept indicates that patient
outcomes differ between therapists (i.e., a therapist effect) and a significant random
slope suggests the relationship between the patient explanatory variable and outcome
variable varies between therapists (i.e., variability between therapist outcomes is due to

variation in a given patient factor).
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Treatment of Explanatory Variables. For the purposes of MLM analyses,
predictive utility of variables was informed by prior research and development of the
single level regression model. Variables were entered in the following order: i.) patient
variables (initial CORE-OM non-risk score, initial risk score, complexity, age, gender,
employment status, relationship status, and ethnicity), ii.) patient level process variables
(treatment duration and number of interventions), and iii.) therapist level variables
(caseload size, therapist non-risk caseload, and therapist risk caseload). Therapist
variables were formed through aggregation of patient level variables. The first model
for the full sample contained an additional variable concerning sector (i.e., voluntary
versus NHS), entered as a patient level process variable, in order to determine the

relative effect of the type of mental health provider on outcome.

Continuous variables were entered grand mean centred (Hoffman & Gavin,
1998). A number of categorical variables of interest contained multiple categories,
some of which contained relatively few patients. These data can be problematic for
MLM procedures, producing less accurate estimates and making model interpretation
challenging (e.g., Babyak, 2004). In order to improve the robustness of models, the
categories of variables concerning patient ethnicity, employment status, and relationship
status were reduced. Data reduction was informed by similarity of category coefficients
produced at the single level model stage. Variables were reduced as follows: ethnicity
comprised White British/European (‘White British’, ‘European’, and ‘Irish’) and Ethnic
Minority (‘Asian’, ‘Black’, ‘Chinese’, and ‘Other’); employment status included
Employed (‘full-time employed’, ‘part-time employed’, ‘full-time student’, ‘retired’,
and ‘other’) and Unemployed/No Formal Work (‘unemployed’, ‘sick/benefits’, ‘part-
time student’, and ‘house person’); relationship status consisted Living with Other

(‘single parent’, ‘partner’, ‘partner and children’, ‘carer’, and ‘other’) and Alone/Non-
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independent Living (‘alone’, ‘temporary accommodation’, ‘shared accommodation’,

‘relatives/friends’, ‘parents/guardians’).

Two categorical variables, presenting problems and type of therapy, could not be
included in the models. These variables had a high number of categories which, as
previously noted, can be problematic for model robustness. Additionally, these
variables could not be meaningfully reduced due to multiple responses being permitted.
Therefore, inclusion of factors concerning presenting problems and therapeutic
approach were restricted to the number of presenting problems (i.e., complexity) and

number of therapies received.

Determining Variable and Model Significance. Significance of explanatory
variables was determined by calculating their z-ratio through dividing the resultant
variable coefficient by their standard error. Values greater than 1.96 indicated variable
significance. Significant variables were assessed for interactions, random intercepts,
and random slopes. Variables were additionally tested for polynomial, or curvelinear,
relationships with the outcome variable. At each stage of development, differences in
the -2*loglikelihood ratio were compared against chi-squared critical values in order to

determine model improvement.

Therapist effects for each model were calculated using the Variable Partition
Coefficient (VPC), in which the Level 2 unexplained variance is divided by the sum of
Level 1 and Level 2 unexplained variance (see formula below, where 0%, = Level 2

[therapist] unexplained variance and O% = Level 1 [patient] unexplained variance).

02
VPC = w0

OzuO + 02e

The derived VPC value was multiplied by 100 to gain the therapist effect.
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Ethical Consideration

Ethical approval for the current study was granted by the National Research
Ethics Service Yorkshire and Humber (East Leeds) Committee (ref 05/Q1206/128,

Amendment 3; Appendix D).

Results

Descriptive profiles per sector are presented first. In order that data are not
repeated, descriptive data are provided fully in Tables 2 to 7 alongside comparative

statistics within the subsequent comparison section.

Voluntary Sector: Patient Profile

Demographic Information. Voluntary sector patient demographic information
is presented in Table 2. Of the total 2,157 voluntary sector patients, 56.1% were
female, 89.9% were White British/European, 67.1% were in full- or part-time
employment, and 28.2% lived alone. Patients had a mean (SD) age of 38.5 years (10.6;

95% CI = 38.0 - 38.9).

Presenting Problems. Table 3 displays proportions of patients experiencing
each presenting problem. Frequently endorsed presenting problems were anxiety
(78.8%), interpersonal (70.4%), depression (63.1%), and self-esteem (60.9%). Least
common presenting problems were psychosis (.5%), cognitive difficulties (1.3%),
eating disorders (1.7%), and personality problems (2.0%). Patient complexity ranged
between 1 and 10 presenting problems, with an average (mdn) presentation of 4

problems.

Patient Intake Severity. To determine patient intake severity mean clinical

CORE-OM, non-risk, and risk scores were calculated (Table 4). Patients had a mean
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(SD) CORE-OM score of 17.26 (6.57) average non-risk scores of 20.10 (7.28), and an

average risk score of 4.06 (5.54).

Voluntary Sector: Therapeutic Processes

Factors associated with treatment delivery, including therapy frequency and
duration, are described in Table 5. Patients attended a mean (SD) number of 13.31
(14.7) sessions delivered most often on a weekly basis (84.1%). Additionally, the
proportion of patients receiving each therapeutic approach and the average number of
sessions received per therapy were calculated (Table 6). Frequently endorsed
approaches were psychodynamic therapy (43%), integrative therapies (37.1%), and
person-centred therapy (21.8%). A higher number of sessions were observed across
psychoanalytic, systemic, psychodynamic, and integrative approaches. The former two

therapies were the least frequently applied interventions.

Voluntary Sector: Therapist Case-Mix

Therapist caseload characteristics were established according to caseload size
and patient intake severity. The 50 voluntary sector therapists had caseload sizes
ranging from the study minimum of 20 to 167 patients; treating on average 69.64
patients (SD = 52.52; 95% CI: 67.4 - 71.9). In terms of patient severity, summarised in
Table 7, therapists saw patients with average clinical scores of 17.26 (SD = 1.89), non-

risk scores of 20.10 (SD = 2.06) and risk scores of 4.06 (SD = 1.60).

NHS Sector: Patient Profile

Demographic Information. Table 2 summarises demographic information for
NHS sector patients. Patients had a mean age of 42.3 years (SD = 13.6; 95% CI: 42.0 -

42.6). Female patients accounted for 73.6% of the sample, ethnic background was
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predominantly White British/European (96.1%), 59.4% were employed either full- or

part-time, and 50.7% were living with a partner and/or children.

Presenting Problems. The proportion of NHS patients experiencing each
presenting problem is shown in Table 3. Anxiety was the most prevalent presenting
problem for 81.1% patients followed by depression (72.2%), interpersonal difficulties
(54.2%), and self-esteem (50.6%). Least common problems were psychosis (.5%) and
cognitive difficulties (1.1%). Patients presented with an average (mdn) of 4 problems,

ranging between 1 and 11 difficulties.

Patient Intake Severity. NHS patient intake severity was established by
calculating mean CORE-OM clinical, non-risk, and risk scores (Table 4). The mean
(SD) CORE-OM score was 18.59 (6.26), with average non-risk and risk scores of 21.65

(6.83) and 4.31 (6.07) respectively.

NHS Sector: Therapeutic Processes

NHS patients attended a mean (SD) of 7.52 (8.10) sessions, with less than half
(45.5%) receiving therapy on a weekly basis (Table 5). Displayed within Table 6 are
the frequencies of therapeutic approaches used and average treatment duration per
therapy. Person-centred, integrative, and structured/brief therapies were the most
frequently delivered approaches, accounting for 53.8%, 32.3%, and 25.6% of all
therapies delivered respectively. Treatments with the longest duration were

psychoanalytic and art therapies, which were also the least often provided.

NHS Sector: Therapist Case-Mix

A total of 83 NHS therapists were included. These therapists treated a mean
(SD) of 154.51 (82.67; 95% CI: 152.7 — 156.3) patients, with caseload sizes ranging

between 20 and 298. Therapist caseload characteristics in terms of average patient
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intake severity scores are presented in Table 7. Therapists saw patients with average
CORE-OM scores of 18.59 (SD = 1.80), non-risk item scores of 21.65 (SD = 1.84), and

risk item scores of 4.31 (SD = 1.97).

Profile Comparisons between Sectors

Demographic Profiles. Comparisons between patient demographic profiles are
presented in Table 2. Differences between voluntary and NHS subsample patient
demographic characteristics were determined using chi-squared analyses. Analyses
revealed significant differences between sectors in terms of gender, ethnicity,
employment status, and relationship status (p<.001). The voluntary sector was found to
have significantly higher proportions of male patients, patients from Black or ‘Other’
ethnic groups, patients who were unemployed or in full-time employment, and patients
who lived alone, with relatives or friends, or in shared/temporary accommodation than
the NHS sector. Patients from the NHS sector were more likely to be female,
White/European, receiving benefits, retired or a houseperson, and living with a partner
and children or with parents/guardians. An independent samples t-test showed the
average age of voluntary sector patients (M = 38.5, SD = 10.6) to be significantly
younger than NHS patients (M = 42.3, SD = 13.6), t(4248) = -14.11, p<.001), with a

small effect size difference of -.29.
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Table 2.

Voluntary and NHS Sector Patient Demographic Information and Group Comparisons

Demographic Variable Voluntaryn (%)  NHS n (%) ¥? (d.f)
N=2157 N=7985
Gender: 246.40 (1)*
Male 947 (43.9) 2110 (26.4)
Female 1210 (56.1) 5875 (73.6)
Ethnicity: 205.81 (3)*
White British/European 1939 (89.9) 7674 (96.1)
Asian 48 (2.2) 164 (2.1)
Black 61 (2.8) 54 (.7)
Other 109 (5.1) 90 (1.1)
Employment Status: 246.16 (8)*
Full-time employment 1112 (51.6) 3487 (43.7)
Part-time employment 334 (15.5) 1252 (15.7)
Unemployed 320 (14.8) 689 (8.6)
Full-time Student 57 (2.6) 177 (2.2)
Part-time Student 21 (1.0) 66 (.8)
Retired 50 (2.3) 582 (7.3)
Receiving Sick/Benefits 127 (5.9) 774 (9.7)
House person 62 (2.9) 599 (7.5)
Other 74 (3.4) 359 (4.2)
Relationship Status: 258.47 (10)*
Alone 609 (28.2) 1592 (19.9)
Single Parent 244 (11.3) 824 (10.3)
Partner 502 (23.3) 2020 (25.3)
Partner and Children 381 (17.7) 2029 (25.4)
Parents/Guardians 99 (4.6) 651 (8.2)
Relatives/Friends 147 (6.8) 396 (5.0)
Carer 17 (.8) 76 (1.0)
Shared Accommaodation 95 (4.4) 106 (1.3)
Temporary Accommodation 21 (1.0) 19 (.2)
Institution/Hospital - 6(.1)
Other 42 (1.9) 266 (3.3)
t (d.f)
Mean Age (SD) 38.5 (10.6) 42.3 (13.6) -14.11*

*p < .001

Note: Bold type denotes group with highest proportion following significant pairwise

comparison.
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Presenting Problems. Differences in sector proportions of patients presenting
with each type of problem were observed (Table 3). Chi-squared analyses showed
significantly higher proportions of voluntary sector patients experiencing problems of
addictions, cognitive difficulties, trauma/abuse, self-esteem, interpersonal, and
work/academic (p<.001) than NHS patients. However, the voluntary sector had

significantly smaller proportions of patients with depression or bereavement/loss

difficulties (p<.001).

Table 3.

Frequencies of presenting problems in Voluntary and NHS sector patients with group

comparisons

Presenting Problem Voluntary n NHS n ¥* (d.f.) p
(%) (%)°

Depression 1362 (63.1) 5765 (72.2) 66.65 (1) <.001
Anxiety 1700 (78.8) 6474 (81.1) 5.57 (1) .018
Psychosis 15 (.7) 39 (.5) 1.37 (1) 241
Personality Difficulties 95 (4.4) 271 (3.4) 4.98 (1) .026
Cognitive Difficulties 50 (2.3) 91 (1.1) 17.20 (1) <.001
Physical Difficulties 347 (16.1) 1320 (16.5) 24 (1) 622
Eating Disorder 97 (4.5) 318 (4.0) 1.15 (1) 284
Addictions 193 (8.9) 321 (4.0) 85.71 (1) <.001
Trauma/Abuse 573 (26.6) 1698 (21.3) 27.45 (1) <.001
Bereavement/Loss 538 (24.9) 3231 (40.5) 175.20 (1) <.001
Self-Esteem 1313 (60.9) 4038 (50.6) 72.31 (1) <.001
Interpersonal 1519 (70.4) 4327 (54.2) 183.28 (1) <.001
Living/Welfare 368 (17.1) 1581 (19.8) 8.21 (1) .004
Work/Academic 600 (27.8) 1841 (23.1) 21.06 (1) <.001

ab, Groups were not independent due to patients presenting with multiple problems

Note: Statistical comparisons were based on the presence of an individual disorder; bold type
denotes group with highest proportion following significant pairwise comparison.



Patient Intake Severity. The clinical cut-off (>10) was exceeded by 86.6% of
voluntary sector patients and 91.4% of NHS patients, which was a significant between
group difference (y? [1, n = 10,142] = 45.72, p<.001). Distributions of CORE-OM total
scores per sector are depicted diagrammatically in Figure 2. The box-plots show the
somewhat higher average intake CORE-OM score among NHS patients and lower
minimum intake scores of voluntary sector patients. However, the overall spread of

intake scores, about respective sector averages, is relatively similar.
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Figure 2. Box-plot distributions of voluntary and NHS sector CORE-OM

intake scores

Statistically significant differences were found in CORE-OM clinical and non-
risk scores, but not risk scores, between care settings (Table 4). Voluntary sector
patients were found to have significantly lower CORE-OM and non-risk scores than
NHS patients. However, effect size differences were small (d = .21 and d = .23 for

CORE-OM clinical and non-risk scores respectively).
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Table 4.

Intake patient severity according to sector alongside between sector comparisons

Sector
Dimension Score Voluntary NHS t df Effect Size 95% ClI
(M, SD) (M, SD)
Total CORE-OM 17.26 (6.57) 18.59 (6.26) -8.42* 3289.94 21 16 - .26
Non-Risk 20.10 (7.28) 21.65 (6.83) -8.93* 3254.67 .23 18 - .28
Risk 4.06 (5.54) 4.31 (6.06) -1.79 3677.14 .03 .01-.08

*p<.001

Note: Bold type denotes group with higher intake severity following significant comparison
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Therapeutic Processes. Comparisons of service delivery components revealed

significant differences in therapeutic frequency, treatment duration, and the types of

therapy provided (Tables 5 and 6). Voluntary sector patients were significantly more

likely to be in receipt of treatment on a weekly basis (%> [3, n =10, 142] =1057.57,

p<.001) and attended significantly more sessions than NHS patients (M=13.31,

SD=14.74 and M=7.52, SD=8.10 respectively; d=.59, 95% CI: .54 - .63). Significantly

higher numbers of voluntary patients received psychodynamic, psychoanalytical, or

integrative interventions than NHS patients. Structured/brief, person-centred,

supportive, or art therapies were more likely to be provided among NHS settings.

Table 5.

Proportion of patients by therapy frequency and mean number of sessions received

Therapy Frequency Voluntary Sector NHS Sector v (d.f))
n (%) n (%)

Weekly 1814 (84.1) 3633 (45.5) 1057.73 (3)*
< once weekly 158 (7.3) 3030 (37.9)
> once weekly 14 (.6) 37 (.5)
Not at fixed 171 (7.9) 1285 (16.1)
frequency

Mean (SD) Mean (SD) t (d.f.)
Therapy Duration 13.31 (14.74) 7.52 (8.10) 17.55 (2317.35)*
*p <.001
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Table 6.

Proportion of patients receiving each therapeutic approach with average treatment durations and between group comparisons

Voluntary Sector

NHS Sector

Therapeutic Approach  Frequency? Mean Duration Frequency® Mean Duration v (d.f) p
n (%) (SD) n (%) (SD)

Psychodynamic 928 (43.0) 14.92 (17.61) 1216 (15.2) 10.65 (13.15) 786.96 (1) <.001
Psychoanalytic 41(1.9) 33.37 (29.12) 21 (.3) 41.62 (46.03) 74.98 (1) <.001
Cognitive 105 (4.9) 13.75 (14.89) 536 (6.7) 6.72 (7.34) 9.76 (1) .002
Behavioural 66 (3.1) 11.80 (11.91) 256 (3.2) 6.20 (2.71) 12 (1) 731
Cognitive Behavioural 408 (18.9) 12.98 (12.95) 1313 (16.4) 7.93 (8.22) 7.36 (1) .007
Structured/Brief 470 (20.2) 7.29 (3.57) 2041 (25.6) 6.21 (2.87) 26.77 (1) <.001
Person-Centred 470 (21.8) 12.16 (11.06) 4295 (53.8) 7.09 (6.68) 698.09 (1) <.001
Integrative 800 (37.1) 14.53 (13.42) 2583 (32.3) 6.44 (3.21) 17.17 (1) <.001
Systemic 38 (1.8) 27.76 (24.90) 188 (2.4) 7.59 (3.48) 2.74 (1) .098
Supportive 212 (9.8) 14.43 (17.67) 1457 (18.2) 6.57 (4.62) 87.54 (1) <.001
Art 2 (.10) 9.50 (6.36) 80 (1.0) 13.33 (28.43) 17.50 (1) <.001

ab Groups were not independent due to patients receiving more than one therapeutic approach

Note: Bold type denotes group with highest proportion following significant pairwise comparison.
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Therapist Case-Mix. In terms of therapist caseload characteristics (Table 7),
independent samples t-tests indicated significantly smaller caseloads among voluntary
sector therapists. Voluntary sector therapist caseloads were characterised by lower
CORE-OM, non-risk, and risk scores than NHS therapists (all p<.001). However, the
effect size analysis revealed therapists to be differentiated by caseload size and caseload
non-risk scores, followed by CORE-OM clinical scores. Differences in therapist risk

caseloads did not reach the threshold for small effects.

Table 7.

Voluntary and NHS sector therapist case-mix according to patient intake severity

Voluntary NHS
Caseload Mean (SD) Mean (SD) t(d.f) Effect Size 95% ClI
Risk 4.06 431 -6.01 14 22 - .49
(1.60) (1.97) (4089.35)*
Non-Risk 20.10 21.65 -31.82 .81 44 -1.16
(2.06) (1.84) (3144.91)*
Clinical 17.26 18.59 -30.10 71 .35-1.07
(1.89) (1.80) (10140)*
Size 69.64 154,51 -58.09 1.16 .78 —1.54
(52.52) (82.67) (5359.90)*

* p<.001
Outcomes Analyses

Pre- to Post-Therapy Change. Pre-post therapy scores for each care setting
across CORE-OM, non-risk items, and risk items are presented in Table 8 with
respective within group effect sizes. For voluntary and NHS care settings, there were
significant reductions in overall distress (CORE-OM score), non-risk scores, and risk
scores (p<.001) post-treatment. Large pre-post treatment effect sizes were achieved by
both voluntary and NHS sectors; 1.33 and 1.56 respectively, with smaller but moderate
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effect size differences for risk scores. Descriptively, effect sizes across each dimension
were higher for NHS services than voluntary services. Analysis of covariance,
controlling for pre-therapy scores, revealed significant differences between services in
outcomes scores (ANCOVA: F(1, 10139) = 23.81, p <.001, r2 = .19); with NHS patients

having lower average outcome scores.

Reliable and Clinically Significant Change. Patient outcomes were grouped
according to four categories: recovered (RCSI), improved (reliable improvement only),
no change, and deteriorated. Rates of RCSI were summarised separately for the full and
clinical (pre-therapy scores above clinical cut-off) subsamples and are shown in Table
9. For voluntary services, approximately half of patients (50.2%) achieved RCSI, a
further 19.7% had reliably improved, 27.7% showed no reliable change, and over 2%
reliably deteriorated. The NHS sample demonstrated RCSI rates of 55.8%, with 20.4%
showing reliable improvement, 22.7% had no reliable change, and approximately 1%
reliably deteriorated. RCSI rates increased to 58.0% and 61.0% for voluntary and NHS
settings respectively when considering clinical patients only. Chi-squared analyses (y>
=47.97, df = 3, p <.001) of the full sample data proportions revealed a higher number of
patients achieving recovered status in the NHS sector than voluntary sector. Higher
proportions of deterioration and no change were observed in voluntary services, with no

differences between groups in patients achieving reliable improvement.
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Table 8.

Pre-post treatment outcomes

Care Setting Dimension Mean Pre-Therapy Mean Post-Therapy Mean Difference t Effect Size (d)
(SD) (SD) (SD)
Voluntary CORE-OM 17.26 (6.57) 8.75 (6.21) 8.51 (6.79) 58.21* 1.33
(n=2157)
Non-Risk 20.10 (7.28) 10.31 (7.04) 9.78 (7.72) 58.85* 1.37
Risk 4.06 (5.54) 1.48 (3.59) 2.58 (4.91) 24.47* .55
NHS CORE-OM 18.59 (6.26) 8.65 (6.46) 9.94 (6.79) 130.86* 1.56
(n=7985)
Non-Risk 21.65 (6.83) 10.23 (7.38) 11.42 (7.73) 132.05* 1.61
Risk 4.31 (6.07) 1.26 (3.46) 3.05 (5.36) 50.85* .62
*p <.001
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Table 9.

Proportions of Patients meeting four change criteria

Care Setting Recovered (%) Improved (%) No Change (%) Deterioration (%)
Voluntary

Full Sample 1083 (50.2) 426 (19.7) 598 (27.7) 50 (2.3)
Clinical Sample (n = 1083 (58.0) 373 (20.0) 377 (20.2) 35(1.9)

1868)

NHS

Full Sample 4457 (55.8) 1632 (20.4) 1810 (22.7) 86 (1.1)
Clinical Sample (n = 4457 (61.0) 1431 (19.6) 1349 (18.5) 64 (.9)

7301)
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Multilevel Models

Linearity was observed in patient and therapist level residuals following
examination of normal distribution curves (Q-Q plots). Therefore, normality was
assumed. Each model, in terms of development and associated significant predictors, is
discussed first followed by an exploration of key predictors within and between sectors.
Therapist effects derived from the models, and therapist variation within sectors, are

discussed in separate subsequent sections.

Model 1: Full Sample Model. The primary aim of the full sample model was to
determine the relative contribution of the type of mental health provider on patient
outcome and therapist effects after controlling for patient and therapist factors. Type of
provider was added as a patient process factor. Full model specification is depicted in
Figure 5 (Appendix E). The model contained ten main effects, four interaction terms,
and five cross-level interactions. Of the main effects, eight concerned patient factors

and two related to therapist caseload variables.

Patient demographics factors of age, gender, ethnicity, employment status, and
relationship status were significant predictors of outcome. Patients who were
unemployed or living alone/non-independently were found to have worse outcomes, as

were patients of ethnic minority groups, male patients, or older patients.

Positive main effects were found for initial patient non-risk and risk scores, and
complexity. Higher levels of intake psychological distress, risk, and increased
complexity in terms of number of presenting problems contributed to poorer outcomes.
Significant positive random slopes were found for both intake non-risk and risk. The
variance function concerning patient non-risk suggested there was greater variation
between therapists with increased patient non-risk severity. The observed positive

covariance between therapist intercepts and slopes indicated a fanning out pattern in
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which higher patient non-risk was of greater detriment to therapists with poorer average
outcomes. However, while higher risk scores had a similar impact on therapist

outcomes, the magnitude of effect was smaller.

Positive interaction terms were observed between intake non-risk and risk
scores, non-risk and age, and non-risk and employment status. Combined effects of
higher non-risk and risk scores resulted in poorer patient outcomes, as did higher non-
risk scores and being older or unemployed/sick. A significant interaction between
patient intake risk severity and employment status indicated that greater risk scores

alongside being unemployed/sick was of additional detriment to outcomes.

The addition of process variables suggested an initial significance of duration,
number of therapies received, and sector. These initial indicators suggested longer
therapeutic duration predicted worse outcomes but higher numbers of therapies were
associated with post-therapy improvements. Moreover, a negative main effect of sector
was indicative of patients attending NHS services having better outcomes than
voluntary sector patients. However, all process variables, including sector, became non-

significant following control of therapist non-risk and risk caseloads.

In terms of the latter variables, both therapist non-risk caseload and therapist
risk caseload were predictive of patient outcomes, with differential impacts. The
negative main effect of therapist non-risk caseload demonstrated therapists with above
average non-risk caseloads had comparatively better outcomes than therapists with
lower non-risk caseloads. In contrast, therapists with higher risk caseloads had poorer

average outcomes. Therapist caseload size was non-significant.

A number of cross-level interaction terms were observed between therapist
caseload factors and patient level variables. Therapist non-risk caseload showed

negative interaction effects with patient non-risk severity, patient complexity, and
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employment status. These effects indicated that the impact of higher patient non-risk
severity, greater complexity, and being unemployed/sick were reduced when such
patients work with therapists whose non-risk caseload was higher than average.
However, the reverse was true for patients living alone/non-independently. Combined
effects of higher average therapist risk caseload and higher patient non-risk severity

were also of additional detriment to outcomes.

Model 2: Voluntary Sector Model. Development of the model was to examine
the factors, both patient and therapist, contributing to outcomes and to determine the
degree of therapist effects within voluntary sector services. Model specification is
presented in Figure 6 (Appendix F). The final model contained eight main effects, with
two random slopes, and two linear interaction terms. Of the main effects, seven

concerned patient factors and the remaining effect related to a process variable.

Significant main effects were observed across patient level predictors with the
exception of complexity, which did not remain significant once patient employment and
relationship status’ were accounted for. Poorer outcomes were associated with living
alone/non-independently, unemployment/sick, patients who were male or older, or

being from an ethnic minority.

The impact of patient intake severity according to non-risk and risk scores
resulted in positive main effects. Thus, more severely distressed patients or patients
with elevated levels of risk had poorer outcomes. Additionally, significant random
slopes were found for both patient non-risk and risk intake scores. Examination of
respective covariance matrices and variance functions suggested increases in patient
intake non-risk or risk scores resulted in more variability in therapist outcomes.
Specifically, therapists with poorer outcomes were more adversely affected by higher

patient intake severities concerning non-risk and risk.
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Significant positive interaction terms were observed between intake non-risk
severity and intake risk severity, and intake non-risk and employment status. These
interaction terms indicated having higher scores on both non-risk and risk items had an
additional detrimental impact on outcome, as did greater intake non-risk severity

alongside being unemployed/sick.

The addition of therapeutic process variables produced a negative main effect
concerning number of therapies received; indicating improved outcomes were
associated with having multiple therapies. Therapeutic duration was non-significant.
Therapist caseload factors contributed little to the model and were found to be non-
significant. However, therapist non-risk caseload and therapist risk caseload variables
were approaching significance. Therapist risk caseload only became significant when
therapist non-risk caseload was included in the model. These findings might be
indicative of an existing correlation between therapist non-risk caseload and therapist

risk caseload, and suggested an indirect influence of the latter variable on outcomes.

Model 3a: NHS Sample. The model examined the relative contributions of
patient and therapist factors toward outcomes and determined the therapist effect
amongst NHS services. Figure 7 (Appendix G) presents full model specification. The
model included nine main effects, comprising eight patient factors and one process

factor, and four interaction terms.

Patient demographics of age, gender, ethnicity, employment status, and
relationship status were significant predictors of outcome. Patients who were
unemployed or living alone/non-independently were found to have worse outcomes, as

were patients of ethnic minority groups, male patients, or older patients.

Positive main effects were found regarding patient intake non-risk and risk

scores; indicating that increased levels of intake distress or risk resulted in poorer
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outcomes. Significant positive random slopes were found concerning patient intake
non-risk and risk scores. Inspection of covariance matrices and variance components
indicated increases in patient intake non-risk or risk scores resulted in greater variability
in therapist outcomes. Poorer therapist outcomes were associated with increased levels
of patient intake non-risk severity or risk severity, with greater detrimental effects on

those therapists with above average outcomes.

Two positive interaction terms were found concerning patient non-risk scores;
comprising patient non-risk and risk scores, and non-risk scores and employment status.
These interactions suggested having higher scores on both non-risk and risk items had
an additional detrimental impact on outcome, as did greater intake non-risk severity
alongside being unemployed/sick. Patients with a greater degree of complexity (i.e.,
multiple problems) also had poorer treatment outcomes. The positive linear interaction
between complexity and initial non-risk severity meant that a higher number of
presenting problems with a higher intake severity resulted in additional detriment to

outcome.

A positive main effect was observed concerning therapeutic duration. The
effected indicated that longer intervention lengths (i.e., greater number of sessions) were
associated with poorer patient outcomes. The negative linear interaction found between
patient intake risk severity and therapeutic duration indicated that where a patient has
above average intake risk scores and receives a higher number of sessions, there is a
small adjustment towards better outcome. Therapist caseload factors were not found to

contribute toward patient outcomes.

Model 3b: NHS Primary Care Sample. Due to the heterogeneity of the NHS
sample, and to overcome potential inflation of therapist effects due to unmodelled

service level effects, a post-hoc model was produced for the primary care subsample.
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The focus on primary care primarily concerned the availability of data, with relatively
fewer data contributions derived from secondary and tertiary care services. Full model
specification is presented in Figure 8 (Appendix H), which comprised ten main effects,

seven linear interaction terms, and one cross-level interaction effect.

Of patient demographic variables, employment status, ethnicity, relationship
status and age predictors of outcomes, with worse outcomes associated with
unemployment/sick, being of a minority group, living alone/non-independently, or

being older. Outcomes were not associated with patient gender.

Significant independent associations were found for intake severity in terms of
non-risk, risk, and complexity; with non-risk scores demonstrating the strongest
association with outcome. Increased levels of intake distress, risk, or complexity
resulted in poorer outcomes. Two positive random slopes were observed, one
concerning patient intake non-risk scores and one of patient risk scores, and were
indicative of greater variation in therapist average outcomes as a function of increased
patient intake distress and risk. Examination of coefficient matrices, variance functions,
and prediction plots revealed: i.) higher than average patient non-risk scores were of
greater detriment to therapists whose average outcomes were poorer, and ii.) a trend
toward therapists with poorer outcomes to be more adversely impacted by increased

patient risk, though the magnitude of effect appeared relatively small.

A number of interaction terms were also observed between intake severity
factors and patient demographic variables. Patient non-risk scores demonstrated a
higher number of interactions comprising non-risk x risk, non-risk x complexity, non-
risk x age, and non-risk x employment status. The positive interaction terms indicated

greater detriment to outcomes where patients have both higher than average non-risk
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scores and: i.) higher levels of risk, ii.) present with a greater degree of complexity, iii.)

are older, and iv.) are unemployed/sick.

Therapeutic duration was a significant predictor, with longer treatment durations
associated with poorer outcomes. Combined effects of greater treatment length and
higher intake risk severity suggested a small adjustment toward improved outcome.
However, both unemployment/sick and receipt of a higher number of sessions was
detrimental to outcome (unemployed/sick x duration interaction). The number of

therapies received was not statistically significant.

Of the therapist caseload factors, therapist non-risk caseload and therapist risk
caseload were independently associated with outcomes, with differential effects. The
negative main effect of therapist non-risk caseload demonstrated therapists with above
average non-risk caseloads had comparatively better outcomes than therapists with
lower non-risk caseloads. In contrast, therapists with higher risk caseloads had poorer
average outcomes. Additionally, a negative cross-level interaction between patient
intake non-risk severity and therapist non-risk caseload was observed. The cross-level
interaction suggested the impact of patient intake non-risk severity on outcome was
reduced when such patients work with therapists whose non-risk caseloads are higher

than average.

Exploration of Model Predictors

Model development was supplemented with further exploration from which to
determine patterns between primary predictor variables and outcomes both within and
between sectors. As such, the exploration of patterns was restricted to voluntary, NHS,
and primary care models. Table 10 summarises the main and random effects found per

model.
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Common predictors concerned patient demographic variables and patient intake
severity, with the exception of gender and complexity respectively. Table 11 displays
mean outcome scores for categorical patient demographic variables according to sector.
Employment status demonstrated the greatest difference in outcome scores, with
unemployment/sick resulting in outcomes between 2.6 and 3.0 points higher than
employed/student status. For voluntary and NHS samples outcome differences were
next greatest for ethnicity, in which patients of ethnic minorities had treatment scores
2.7 and 2.3 points higher respectively, with primary care showing larger differences in
outcomes between relationship status groups. While gender was not a significant
predictor of outcome in primary care, there was a consistent pattern of male patients
having poorer outcomes than female patients across sectors. The lack of a significant
gender effect potentially reflects the relatively lower proportion of males within the

primary care subsample.
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Table 10.

Model Summaries of Main and Random Effects

Voluntary Effects NHS Effects

Primary Care Effects

Variable Main Random Main Random Main Random
Constant 7.48 (.28) 1.29 (.41) 8.02 (.25) 3.97 (.69) 7.58 (.24) 2.91 (.57)
Patient Non-Risk .28 (.03) .005 (.01) .30 (.02) .007 (.002) 27 (.02) .005 (.002)
Patient Risk .09 (.04) .04 (.01) 11 (.02) .014 (.004) .10 (.02) .011 (.004)
Complexity NS - .185 (.042) - 165 (.043) -
Age .024 (.011) - .042 (.004) - .044 (.005) -
Gender 793 (.273) - 404 (.136) - NS -
Ethnicity 1.306 (.396) - .847 (.313) - 933 (.331) -
Employment 1.165 (.294) - 1.268 (.143) - 1.245 (.147) -
Relationship .609 (.243) - 678 (.127) - .708 (.130) -
Duration NS - .072 (.010) - .095 (.016) -
Therapies -.287 (.121) - NS - NS -
Therapist NS - NS - NS -
Caseload (N)

Therapist Non- NS - NS - -.492 (.156) -
Risk

Therapist Risk NS - NS - 303 (.152) -
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Table 11.

Post-Therapy Outcome Scores for categorical variables

Voluntary Sector NHS Sector Primary Care

N Mean (SD) N Mean (SD) N Mean (SD)
Employment Status
Employed 1627 8.04 (5.61) 5857 7.85 (5.85) 5480 7.66 (5.68)
Unemployed 530 10.93 (7.38) 2128 10.84 (7.48) 1889 10.30 (7.20)
Ethnicity
White/European 1939 8.48 (6.02) 7674 8.56 (6.40) 7102 8.27 (6.17)
BME 218 11.19 (7.26) 311 10.89 (7.56) 267 10.13 (7.02)
Gender
Female 1210 8.60 (6.45) 5875 8.46 (6.36) 5441 8.23 (6.18)
Male 947 8.96 (5.89) 2110 9.17 (6.70) 1928 8.65 (6.29)
Relationship Status
Living with Other 1186 8.19 (6.01) 5215 8.13 (6.22) 4920 7.29 (6.02)
Alone/Non- 971 9.44 (6.39) 2770 9.61 (6.79) 2449 9.20 (6.50)
Independent
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Visual analyses were conducted on graphical data concerning intake non-risk
and risk severities. In order to aid identification of data characteristics and patterns,
data were smoothed using average outcomes of 5-point categories of non-risk and risk
scores. The data for intake non-risk and risk scores per sector, alongside average
degrees of change, are illustrated in Figure 9. Overall, graphical data indicated
voluntary sector patients having post-therapy scores greater than NHS and primary care
patients, with lesser degrees of change. Consistent with model observations, patients
experiencing higher levels of distress or risk experienced poorer outcomes. These
patients also displayed a tendency toward greater degrees of change. However,
somewhat differing patterns emerged at more extreme levels of severity. For instance,
within the voluntary sector, the amount of pre-post therapy change began to diminish at
the highest levels of non-risk severity (> 30) and at risk scores of approximately 25 and
above. In contrast, NHS and primary care data revealed sharp improvements in post-
therapy scores and rates of change in patients experiencing levels of risk of 35 and
above. Given the low numbers of patients contributing toward the highest severity
categories, caution is warranted in the interpretation of these findings and may explain

the lack of polynomial relationships observed.
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Post-therapy CORE-OM Score
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Key differences between models concerned the impact of patient complexity,
and process and therapist variables on outcomes. In terms of complexity, a general
pattern emerged across sectors in which there was a gradual worsening of outcomes
with increasing patient complexity (Figure 10). Despite similarity in trends, voluntary
sector outcomes were not significantly impacted by complexity possibly due to

worsening outcomes peaking at eight presenting problems prior to improving.
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Figure 10. Post outcomes scores according to complexity

Voluntary sector patients were found to benefit from receipt of multiple
therapies. The same effect was not observed among NHS and primary care samples.
Figure 11 displays average outcome scores according to number of therapies received
for voluntary and primary care samples. NHS and primary care outcomes followed the
same trajectory and therefore the NHS data were not included for visual clarity.
Examination of data indicated sectors differed in the range of number of therapies

delivered. The voluntary sector was found to deliver between 1 and 9 therapies
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contrasted with 1 to 6 therapies of NHS and primary care settings. Outcomes of the
voluntary sector showed gradual improvement with increasing numbers of therapies
received. The generally consistent pattern among NHS and primary care settings
indicated little systematic change in outcomes according to number of therapies.
However, beyond 6 and 4 types of therapy for each sector respectively, there were
greater fluctuations in outcomes. The observed outcome variability at maximum
numbers of therapies suggests the possibility of an optimum number of therapies for
successful outcomes. Alternately stated, too dilute therapeutic approaches may be of

less therapeutic benefit.
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Figure 11. Post-Therapy Outcomes as a function of number of therapies
received

Increased therapeutic duration was found to negatively impact outcomes of NHS
and primary care patients. Therapeutic duration was not a significant predictor of
voluntary sector outcomes. Due to large ranges in attended sessions, analyses were

restricted to the outcomes of 2 to 40 sessions, representing the most frequent treatment
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lengths, and were categorised according to 3-session increments (Figure 12). For NHS
samples, fewer sessions resulted in somewhat better outcomes, with increasing post-

therapy outcome scores occurring as a function of sessions attended. Voluntary sector
outcomes remained relatively stable across treatment lengths, with variation around the

overall outcome mean (8.75, SD = 6.21).
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Figure 12, Post-Therapy scores as a function of therapeutic duration

Effects of therapist average non-risk and risk caseloads were significant among
primary care settings only. In order to explore such effects, and between sector
differences, therapist severity caseloads were categorised into deciles and mean
outcomes scores determined (Figure 13). Primary care outcomes demonstrated greater
degrees of variation with increasing therapist non-risk and risk caseload severity;
potentially accounting for the differences between model specifications. The overall
trends suggested poorer outcomes were associated with elevated therapist non-risk

caseloads, in contrast to model observations, and higher therapist risk caseloads.
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Therapist Effects

Table 12 displays therapist effects derived from each model. Data are presented
according to model development; providing therapist effects for each case-mix model,
process model, therapist factors model, and the final model. Significance of the
therapist effect is represented by the difference in the -2*loglikelihood and associated z-

ratios.

Table 12.

Summary of therapist effects per model according to development

Model
Therapist Effect Full Sample  Voluntary NHS Primary Care
(%)
Case-Mix 6.52 4.37 12.83 10.53
Process 6.47 4.50 12.61 10.80
Therapist 5.13 4.50 12.61 9.71
Final 4.96 4.49 12.68 9.87
-2*loglikelihood 399* 30* 846* 685*
z-ratio 5.95 3.13 5.77 5.09
*p <.001

Variability of Therapist Effectiveness

Profiles of therapist effectiveness within sectors were considered using
caterpillar plots, in which individual therapist residuals were ranked and plotted
alongside their respective 95% confidence intervals (Figure 14). Average therapists are
represented by confidence intervals crossing zero. Confidence intervals not crossing
zero are indicative of above or below average therapists dependent on the sign of the

residual. Negative residuals denote above average (i.e., more effective) therapists and
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positive residuals represent therapist performance below average (i.e., less effective).
The voluntary sector plot identified 45 (90%) therapists of average performance, with 4
(8%) therapists performing below average, and a single therapist (2%) having outcomes
above average. Within the primary care sample, 13 (19.7%) therapists were considered
more effective with above average outcomes, 36 (54.5%) therapists were of average
performance, and 17 (25.8%) therapists were below average. Of the 83 NHS therapists,
average performance was found for 36 (43.4%) therapists, 22 (26.5%) were more
effective, and 25 (30.1%) were less effective. Descriptively, voluntary sector therapists
were more likely to have outcomes within the average range than NHS or primary care
therapists. Due to the small numbers of therapists performing above or below average

within the voluntary sector, further analyses were not undertaken.
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Discussion

The main study findings were as follows: i.) VSO and NHS patients have
broadly equivalent clinical presentations and are more likely to differ on
sociodemographic variables; ii.) primary differences between sectors concerned their
models of service delivery and therapist caseload sizes; iii.) VSO and NHS sectors have
comparable outcomes, sector was not a significant predictor of outcome; iv.) VSOs had
smaller therapist effects (4.5%) than either NHS (12.7%) or primary care (9.9%)
samples; v.) VSOs and NHS sectors have shared predictors of outcomes and therapist
effects, primarily concerning patient demographic variables and intake severity; and vi.)
VSOs and NHS sector outcomes are uniquely affected by variables associated with

therapeutic processes and therapist factors.

Service Profile Summary

Profile analyses illustrated key psychosocial characteristics among patients
attending VSO and NHS mental health providers alongside respective treatment and
service delivery variables. VSO patients, demographically, tended to be female, White
British/European, employed, and living alone. Similarly, NHS patients were
predominantly female, White British/European and employed, but most frequently
living with a partner and/or children. Moreover, VSOs showed comparatively greater
proportions of male patients, patients of ethnic minority groups, and patients who were
unemployed. Potentially, such differences suggest treatment provider preferences of
patients belonging to these demographic groups and reflect the anecdotal evidence
concerning VSO unique characteristics in the engagement of underprivileged and

underrepresented groups (Appleby, 2009; Miller, 2013).

It was evident across sectors that attending patients experienced a range of

presenting problems, with anxiety, depression, and interpersonal difficulties occurring
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most frequently. While average intake scores fell within the moderate severity range for
both sectors, significant between group differences were found in CORE-OM clinical
and non-risk scores. The findings suggested that patients attending VSOs experienced
marginally lower levels of distress compared to NHS patients. However, distribution
plots showed a marked degree of intake severity overlap between sectors and the small
effect size differences observed raise questions of clinical significance. Clinical intake
presentations of VSO and NHS patients, therefore, may be broadly equivalent. There

were no observed differences in patient levels of risk.

Sectors appeared most discernable in terms of their service delivery processes.
VSOs showed a propensity toward providing treatment on a weekly basis, of
significantly longer durations, and typically of psychodynamic orientation. In contrast,
NHS providers commonly delivered PCT, with shorter treatment lengths, and provided
treatment on a weekly basis or less. Additionally, there were differences between
sectors in their respective therapist caseloads. While VSO therapists had moderately
lower levels of caseload non-risk and overall clinical severity, the most notable
difference was caseload size. NHS therapists had significantly larger caseloads. It
should be noted that the majority of the NHS sample comprised primary care services
and therapists (n=66). Differences in treatment delivery and therapist caseload sizes
may therefore be associated with primary care focus on low intensity — high volume

models of care (IAPT Mental Health Programme, 2008).

Treatment Outcomes

The effectiveness of VSO and NHS mental health provisions was determined
using effect sizes and rates of RCSI. VSO patients were found to have significant
improvements in psychological distress following intervention. Large pre-post effect

sizes were observed for VSO on CORE-OM clinical scores (1.33) and non-risk items
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(1.37), with a moderate effect size for risk items (.55). The CORE-OM clinical score
was considerably larger than the finding of Armstrong (2010), who reported a pre-post
effect size of .70. Disparity in these outcomes might be attributable to differences in
types of intervention and treatment lengths. Armstrong (2010) examined brief solution-
focused therapy across an average of four sessions, which appears in contrast of the
current study service delivery profile concerning more frequent delivery of

psychodynamic approaches and treatment duration of approximately 13 sessions.

Greater magnitudes of change were found for NHS patients across CORE-OM
clinical (1.56), non-risk (1.61), and risk scores (.62). Interestingly, the same pattern
emerged in which risk items yielded a moderate effect size. Such similarity might
reflect the parallels between VSO and NHS patients’ intake levels of risk and, given the
relatively low levels risk observed, might indicate risk is reasonably contained and
therefore not the primary focus of treatment. Between group differences were also
found in post-outcome scores after controlling for intake severity, though the difference
did not appear clinically meaningful. Within the wider literature, primary care practice-
based studies using the CORE-OM have yielded effect sizes between 1.20 and 1.95.

VSO outcomes fall within such variability.

In terms of RCSI rates, 58% of VSO patients within the clinical subsample met
the recovered criterion. While somewhat lower than the rate observed among NHS
patients (61%), VSO recovery rates were comparative to outcomes derived in the wider
NHS literature (range = 54 — 58%: e.g., Evans, Connell, Barkham, Marshall, Mellor-
Clark, 2003; Mullin, Barkham, Mothersole, Bewick, & Kinder, 2006). Improvement
rates were equivalent between sectors. Notably, a significantly higher proportion of
VSO patients reliably deteriorated. These patients tended to begin treatment within the

non-clinical range. One possible interpretation of such a result is that these patients
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under-report their initial severity, potentially due to limited insight that is then increased
through therapy. However, it is noteworthy that VSOs tended to see more patients

falling below clinical cut-off.

The above findings suggest that both VSOs and NHS mental health providers
are effective in reducing psychological distress. Moreover, despite VSOs tending to
show consistently smaller effect sizes and rates of RCSI, comparison with the wider
literature is suggestive that VSO and NHS outcomes are broadly equivalent. Further
support for this assertion can be derived from considering the full sample MLM, which
indicated that sector was not a significant predictor of outcomes following control of

patient, process, and therapist factors.

Therapist Effects

The present study is the first to investigate therapist effects within voluntary
sector mental health services using a large practice-based dataset and advanced MLM
techniques. Therapist effects of 4.5%, 9.9%, and 12.7% were found for VSO, primary
care, and NHS samples respectively. The current findings are broadly consistent with
previous research findings of therapist effects between 5 and 10% (Crits-Christoph &
Mintz, 1991). The higher therapist effect associated with the NHS sample is likely a

reflection of un-modelled service effects.

Across all models, variability in therapist effectiveness was influenced by
patient intake non-risk and risk severities. Specifically, increased levels of patient non-
risk or risk severity were of greater detriment to less effective therapists. These findings
suggest that across service providers, patient intake severity has a similar outcome for
therapist variability/effectiveness. Previous research also identified differential
therapist effectiveness according patient non-risk severity (Saxon & Barkham, 2012).

However, the same authors did not find support of a significant therapist effect
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regarding patient risk scores. One observation to potentially account for the difference
in findings is that patients in the Saxon and Barkham (2012) study averaged somewhat

lower risk scores than patients in the present study.

VSOs demonstrated the smallest therapist effects, with the majority of therapists
performing within the average range. Prior research has suggested that smaller therapist
effects can be associated with manualised therapies (Crits-Christoph & Mintz, 1991).
However, it is unlikely that such suggestion provides an adequate explanation given that
VSO therapists typically deliver psychodynamic interventions, which are more fluid in
approach. A further possibility is level of therapist experience which, in the current
context, would suggest VSO therapists have more experience and training. However,
information of therapist skills were not available and, therefore, caution is warranted in
such interpretation. Patient intake severity is also a potential factor. VSO patients
showed a tendency toward lesser intake severity, which would be assumed to result in a
smaller therapist effect and the finding is thereby consistent with previous research (e.g.
Kim et al., 2006). The magnitude of difference between VSO and NHS patient severity,
however, was small. Moreover, patient intake non-risk severity and risk severity were
found to increase therapist variability across all models. These findings indicate that
relatively small differences in patient severity have the potential to produce much larger
therapist effects. Potentially, NHS therapists were more sensitive, or susceptible, to
greater degrees of patient severity and, in particular, levels of risk. The latter finding is
somewhat evident in consideration of therapist risk caseloads only being significant
predictors of outcomes in primary care, who constituted the majority of the NHS

sample.
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Limitations

A key limitation of the current study concerned data representativeness arising
from stages of sample selection. Firstly, the study sample concerned only those patients
completing treatment. The extent to which the findings generalise to patients who do
not attend or terminate treatment early remains questionable. Completer patients may
represent a qualitatively different set of patients than non-completers; potentially
inflating overall treatment outcomes and resulting in the underestimation of outcome
variability attributable to therapists. However, overcoming issues associated with
completer-only samples is challenging when the transferability of intention-to-treat
analyses to pre-post PBE designs remains unknown (Barkham et al., 2012). Secondly,
high levels of data non-completion introduced possible selective reporting, which was
considered through the adoption of a 50% ‘good enough’ return rate. However, without
an appropriately standardised completion rate, issues of ‘cherry picking’ persist. Lastly,
the final sample comprised just 16% of the original, sector specific, dataset; with
significant differences emerging between included and excluded patients in respect of
demographic characteristics, intake levels of distress, and process factors. Such
differences were perhaps due to high statistical power and their clinical significance
questionable owing to observed small effect sizes. Nevertheless, caution is warranted in

the interpretation and generalisation of findings.

Availability of therapist factors was restricted to those which could be
aggregated from existing data. Consequently, the study was unable to examine the
specific therapist characteristics that might contribute to patient outcomes or explain the
differences in therapist effectiveness both within and between each sector. Itis
unknown, for instance, whether voluntary sector therapists possess particular attributes

that would enable the majority to perform with average degrees of effectiveness or
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whether such findings concern their levels and types of training. Additionally, data
quality issues concerning type of therapy delivered, alongside a lack of information
regarding treatment fidelity, meant that the relative impact of these factors on patient
outcomes and therapist effects could not be determined. Therefore, these factors

represent potential unknown sources of patient and therapist variation.

Clinical Implications

The present findings provide initial evidence to address policy initiative and
quality assessment framework requirements concerning VSO fitness for purpose and
suitability as partners in the delivery of mental healthcare (DoH, 2014). VSO
effectiveness was broadly equivalent to NHS providers, which would indicate the
potential to extend the scope of mental health provisions to VSOs and, in turn, improve

access to psychological treatments.

Emerging evidence drawn from profile analyses suggested that expanding the
scope of mental health provision to incorporate VSOs might be beneficial to particular
groups of patients. VSOs are likely to be attended by more a diverse demographic,
particularly in consideration of male and ethnic minority patients. It is possible that
these patients find it easier to engage with VVSOs or find these services are more
responsive to their needs (Appleby, 2009). As such, these types of information have the
potential to inform decision making processes in terms of which patients are more likely
to engage in and respond to which types of services and their treatment delivery.
Similarly, patients who are most likely to benefit from psychodynamic therapy and/or
longer treatment lengths might be directed toward VSOs in order to maximise

therapeutic gains.

In keeping with previous suggestions, the findings concerning increased

therapist variability as a consequence of greater patient intake severities indicate a need
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for greater case specific supervision and appropriate allocation of cases to therapists
(e.g., Brown et al., 2005; Saxon & Barkham, 2012). Furthermore, given that the largest
proportion of VSO therapists performed within the average range of effectiveness might
suggest value in peer supervision between VSO and NHS therapists, and would make

VSOs true partners in the delivery of mental healthcare.

Research Recommendations

Further research is recommended in order to determine the factors which
distinguish differentially effective therapists. Doing so could inform means of
supporting and improving the performance of those deemed less effective. Additional
understanding is required of the reasons particularly groups of patients attend VSOs and
the factors that render the majority of VSO therapists ‘average’. Given that the present
study is the first to determine therapist effects within VSOs, replication studies will be
required. Replication studies would benefit from considering how best to yield a more

representative sample.
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Appendix B. CORE Assessment Form
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Appendix C. CORE End of Therapy Form
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Appendix E. Full Sample Model Specification

Patient Cutcotney = Sy + AP atient MNon-Eisk-gmy + 8P atient Risk-gmy
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+ 0.087(0.022)Patient Non-Risk-gmyg Unempl ove dfSicky
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+ 0.505(0.05% Therapt st Risk-gtng

= 0.015(0.006)Therapist Mon-Fisk-ging Patient Mon-Eisk -grog

- 00380001 Therapist Mon-Eisk-gmy Complexity -gmy
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By =7.92(0.15) + gy
A1y =0.29(0.013) +uyy

fgy=0.07(0.020) + uiy

sty 1.523(0.256)
wy | N0, Q) Q, | 0.085(0.017) | 0.004(0.002)
iy 0.026(0.021) | 0.001(0.002) | 0.009(0.003)

ey~ M(0, 64) o, =29.165(0.415)

-2Moglikelihood = 63228 24 (10142 cases)

Figure 5. Full Sample Outcome Model. Coefficient standard errors are shown in
parenthesis.

gm = grand mean, i = patient ID, j = therapist ID
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Appendix F. Voluntary Sector Model Specification

Patient Outcome;; = RBg; + Ry;Patient Non-Risk-gm;; + ByPatient Risk-gm;;
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By = 0.28(0.025) + Uy,
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Figure 6. Voluntary Sample Outcome Model

gm = grand mean, i = Patient ID, j =Therapist ID
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Appendix G. NHS Model Specification
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Appendix H: Primary Care Model Specification

Patient Outcome;j = Rg; + Ry;Patient Non-Risk-gm;; + ByPatient Risk-gm;;
+0.005(0.002)Patient Non-Risk-gm;;.Patient Risk-gmi;

+ 0.165(0.043)Complexity-gm;;

+ 0.019(0.005)Patient Non-Risk-gm;j;. Complexity-gmj;
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+0.079(0.021)Patient Non-Risk-gmj;. Unemployed/Sick;;
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- .006(.001)Duration-gm;;.Patient Risk-gmj;
+.081(.026)Duration-gm;;.Unemployed/Sick;;

- 0.492(0.156) Therapist Non-Risk-gm;; + 0.303(0.152) Therapist Risk-gmj;
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Boj = 7.58(0.236) + Ug;
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By = 0.10(0.022) + Uy
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uy | ~N(0,Q,):Q, |0.131(0.030) | 0.005(0.002)
Uz 0.084(0.036) | 0.002(0.002) | 0.011(0.009)

eij ~ N(0, 0%) o =26.558(0.442)

-2*loglikelihood = 45260.853 (7369 cases)
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