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Abstract

It is critical that therapists identify when therapy is not working and collaborate with clients on how treatment should be

modified, according to their preferences. One method for routinely monitoring outcomes involves the use of Feedback

Informed Treatment. FIT is based on 2 primary findings: 1) Clients subjective experience of the therapist in treatment

(i.e., view of the alliance) is one of the best predictors of outcome and 2) Clients experience of change early in treatment is

a very good predictor of treatment outcome. FIT involves the use of two psychometrically sound and brief measures: 1)

Outcome Rating Scale (ORS), and 2) Session Rating Scale (SRS). Implementing and practicing FIT is about more than just

collecting feedback and may involve developing a closer relationship with research, statistics, and measurement. Paying

Attention to What Works in Therapy: The Case for Feedback Informed Treatment.
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Mini Review

Although an extensive literature has evolved regarding
the importance of the therapeutic relationship as a
necessary component of treatment, it is not sufficient in-
and-of-itself; therapists must also pay attention to
outcome and whether what they are doing is working for
their clients. While it’s easy to tell when therapy works, it
is less obvious to identify when it's not working. In fact,

Paying Attention to What Works in Therapy: The Case for Feedback
Informed Treatment

dropout rates range from 25 to 46% [1]. Therefore, it is
critical that we are aware when therapy is not working
and collaborate with clients on how treatment should be
modified, according to their preferences. In other words,
it is imperative that therapists recognize when therapy
isn't working and negotiate alternatives.

Feedback Informed Treatment (Fit)
Measuring constructs previously found to be

associated with successful outcomes can be utilized to
promote change as well as identify cases which are off
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track and/or at risk of dropout or failure. One method for
routinely monitoring outcomes involves the use of
Feedback Informed Treatment [2]. FIT is based on 2
primary findings: 1) Clients subjective experience of the
therapist in treatment (i.e., view of the alliance) is one of
the best predictors of outcome and 2) Clients experience
of change early in treatment is a very good predictor of
treatment outcome. Simply stated, asking clients about
their perception of the alliance provides a critical
opportunity for therapists to change what they're doing to
better accommodate what clients’ want, the way they
want it, delivered to their preferences. In addition,
numerous research studies suggest that, on average, the
bulk of change in successful therapy occurs earlier rather
than later [3]. Simply put, early change is predictive of
more robust change later on Howard. Consequently, the
longer therapy lasts, working in a particular way, with a
particular client, at a particular time, in that location,
without a change, the greater the chances that this
particular client-therapist relationship will end in either
dropout or the client continues the course of treatment
but doesn’t benefit from the services offered.

Consistent with these findings, clients’ perception of
the alliance as well as early change in treatment form the
basis of FIT. Given these two findings, it is critical that
therapists identify whether the client feels engaged and if
not, adjust the treatment to better fit the client’s needs as
way to improve retention and decrease dropouts.

FIT is pantheoretical and can be applied to any
discipline (psychiatry, social work, psychology) or
approach (e.g., CBT, solution focused, family therapy). The
recent emphasis in the field on continuous quality
improvement, plus the move toward patient focused
research, has created a climate for practice-based
evidence in which treatment is driven by the client’s
perception of progress. FIT involves the use of two
psychometrically sound and brief measures: 1) Outcome
Rating Scale (ORS), and 2) Session Rating Scale (SRS).
Each measure consists of four items and takes less than a
minute to complete; measures that require more than 5
minutes to complete, score, and interpret are not feasible
[4]. To be clear, feedback informed treatment means
therapists are asking for their client’s perception in a
much more formal way than verbally inquiring about the
work being doing. Reasons for using FIT include: 1)
improves outcomes one client at a time, 2) identifies areas
for performance improvement, 3) identifies cases at risk
of getting worse or even dropout, and 4) helps reduce
variability in performance between clinicians. According
to Hawkins, et al. [5], collecting feedback and engaging
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clients in discussion improves outcomes, and alerts
clinicians to the possibility of failure. Sadly, despite the
availability and accessibility of outcome measures, few
therapists actually use them in their clinical practice [6].
Further, many practitioners who measure progress at
every session do not use the feedback to inform the
treatment process. De Jong found that therapists could
not be counted on to ask for feedback or use it
productively when provided.

Barriers to FIT

There are several barriers to fit, for example,
therapists think they are already doing it, therapists
believe that it is inconsistent with their preferred way of
working, and therapists who are used to moving speedily
into what they believe are the primary components of a
treatment model or goals may be concerned that FIT will
slow the pace of treatment. Furthermore, some therapists
are unfamiliar with the culture of feedback, which
involves several variables such as taking time to
introduce the outcome and alliance measures to clients in
a thoughtful manner, providing a clear rationale as well as
explaining how the feedback will be used to guide
treatment. Moreover, it is crucial that that the client
understands that the therapist is not going to be offended
or become defensive when given feedback.

Implementing and practicing FIT is about more than
just collecting feedback and may involve developing a
closer relationship with research, statistics, and
measurement [2]. It also means that therapists need to
feel comfortable making themselves vulnerable to their
clients’ perceptions of progress and a display a
willingness to use client feedback to drive the therapy
process. Unfortunately, for some, there is an unspoken
expectation that the client must change according to a
process set by the therapist [7]. Yet, current research
indicates that clinician’s self-assessment is not reliable
(tend to overestimate their effectiveness) and clinicians
are rarely accurate nor reliable in identifying clients who
are getting worse in care [8]. The most effective clinicians
consistently assess both progress and alliance at each
session.
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