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Introduction
This chapter describes the development of a widely used outcome tool designed
specifically for naturalistic, real-world treatment settings. From large networks
like Blue Cross and Blue Shield of Massachusetts, to solo-practice clinicians
in Canada and other countries, TOP (the Treatment Outcome Package) has
emerged as a popular outcome tool for a wide variety of provider groups.
By the beginning of 2007, TOP, created and processed by Behavioral Health
Labs (BHL), had been used by more than 30,000 clinicians to assess more
than 600,000 clients, their treatment needs and their progress towards defined
treatment plan goals.
The TOP features a number of characteristics that makes it suitable to both
evidence-based practice and clinically relevant research. For example, based on
Lambert-style alert methodology (see Chapter 6), it provides individualized
client feedback to warn clinicians of potentially poor outcomes. Aggregate report feedback is risk adjusted and benchmarked with ties to empirically based
quality improvement suggestions, helping providers to ma.ximize the type of
feedback that can accelerate treatment effectiveness. With an anonymous (patient de-identified) benchmarking database exceeding a million clients, the opportunities for research and fine-tuned benchmarking are remarkable. With
such a massive and centralized database, BHL is able to provide detailed,
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risk-adjusted benchmarking that allows clinicians to discover their strengths
and weaknesses compared to their peers who treat similar populations.
1b us, this is the ultimate example of evidence-based practice - if your
benchmarked results are excellent, you have well~measured evidence assuring
you to keep doing what you have been doing - good work. If your results in
a particular area are subpar, then you should consider incorporating practice~
based changes like empirically validated, evidence~ based treatments.
Using quartile analyses, the TOP system will compare your best-treated and
worst-treated populations, painting a clear picture of the demographic and clinical characteristics of the clients who could benefit from your practice improvement (e.g. consultation, focused continuing education and reading professional
publications). Then, with a library of catalogued evidence-based principles and
therapies tied to each TOP outcome domain, and within several minutes of
clicking a button to access the benchmarking and quartile analyses, the treatment provider can know what concrete actions to consider taking. Below, we
detail the vision, development and application of this system.

Vision and philosophy
In the early 1990s, as the first author was planning to leave his post as a
team leader of an inpatient adolescent program to join a group practice outside
Boston, Hillary Clinton was talking about national healthcare reform. Although
her efforts eventually failed, she gave extraordinary momentum to the concept
of accountability in healthcare. The concept was bold yet simple- all healthcare
providers should be able to document that, on average, their patients were
benefiting from the services provided. No longer would we be paid for delivering
services on blind faith.
In an ideal world, the concept of measuring outcomes is hard to argue with.
As providers, we probably should not be arguing against the measurement of
quality, even if it is difficult and it may never be error free. Resisting measurement
looks like we have something to hide. Nevertheless, the concept, while supported
whole-heartedly by my brain, sent shivers up my spine. How would this newly
minted, solo-practice provider compare to all the experienced therapists on
managed care panels? Would I be first on the chopping block if the industry
moved forward with its first, half-baked plans to throw a third of us into the
ocean if our outcomes were subpar (Geigle & Jones, 1990)?
It was this anxiety that started the snowball rolling, leading to the development of the TOP. The first author's initial, counter-phobic response was to
research the field and look for the best outcome system for his group practice to
adopt. VVe were not willing to wait for Hillary or local managed care companies
to decide how to measure our quality behind our backs while we sat back idly
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waiting for their verdicts. VVe wanted to know \vhere we stood before they did,
and afford ourselves the chance of taking action if it looked like action was
necessary.
The snowball grew as these trips to the library failed to find a world-class
outcome system for real~ world providers. From practical issues of cost, to the
scientific problems of risk adjustment, basic issues could not be answered to
our satisfaction. For example, if insurance companies were really planning to
compare our results to others, they should not do this based on raw outcome
data. This was particularly obvious for the first author who, at the time, specialized in treating adolescents and young adults with multigenerational issues
of abuse and trauma and whose outcomes were more likely to differ from those
specializing in treating younger children, or the worried well. However, we saw
no system or methodology that took these case-mix variables seriously, and
certainly no outcome tool that did either.
Frankly, there were too many concerns to list here. Rather than crying foul
and waging war against managed care, we decided to take action and begin the
development of an outcome system built by, and for, providers. The five gu.iding
principles that launched the development of TOP still guide our vision today:
utility, cost, timing, risk adjustment and benchmarking.

Utility
VVe believe that the entire philosophy and approach to most outcome movements have been off-target. We certainly believe that the pressure for accountability is here to stay; however, it should neither be the single, nor the most
important use of outcome data. As hinted to above, the entire process got off
on the wrong foot when the major healthcare players gathered in the late 1980s
to discuss the use of health outcomes (Geigle & Jones, 1990). Their meeting
had overwhelmingly punitive tones. For example, the consensus, number-one
use of outcome data was to profile clinicians on outcomes and eliminate those
with 'documented poor quality'. With such approaches, there is little reason to
expect clinician buy-in, or evidence-based use of the data; clinicians would be
running scared.
We believe the principal focus of outcomes should be to guide and assist the
psychotherapist in planning the treatment process. Such a tool should never
prescribe a certain intervention, but provide the clinician with information,
tailored to the patient's assessment and condition, about the relative success
of various treatment options, and outline current advances in standard care
by pointing to evidence-based interventions. By properly guiding clinicians,
a system of outcomes management can facilitate communication between the
patient and clinician while helping to identify budding problems before they
become serious. Such a system is much more likely to be embraced by clinicians
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because it can inform and potentially improve the therapeutic process, rather
than just evaluating and judging it.

Cost
To be used in clinical practice, we believe that outcomes management tools
need to be free of royalty charges. Data processing services should be offered
at cost to encourage use and capitalize on economies of scale. In line with this
philosophy, BHL does not charge any royalty fees for the use ofTOP. Unless you
make other arrangements, however, you do need to use their service bureau to
process the data. The advantages of this requirement are highlighted below (see
section below on Benchmarking).

Timing
The major reason previous generation outcome projects failed is because of data
processing. From Georgia to Washington State there are countless examples
of massive amounts of data being dumped into black holes. Needless to say,
it is impossible to sustain a project that cannot deliver useful results to its
key participants - the patient and the psychotherapist. Whether the data is
processed electronically or on paper, the BHL TOP system is designed to return
useful results with this urgency in mind. Paper processing is obviously the most
challenging:
o

o

o

o

After the patient completes a TOP, the form is faxed to BHL's central computer system. There, it never touches paper again. A TIFF file image (the
computer graphic file generated by your fax machine) is transferred to three
data processing engines that translate the images into data.
A human verifier looks over every form and makes sure the computers have
correctly processed the information. The data is then transferred to the data
warehouse where it is scored, compared to general population norms and
any historical patient records, and a report is generated.
These reports are returned via fax or e-mail to the clinician with an average
return time (from hitting send on your fax machine) of 14 minutes.
As an alternative to a fax-based system, BHL also has an electronic/web
system where the results are returned within three seconds.

BHL also provides toll-free customer service, a training video and extensive
documentation, making startup simple. By offloading the time-consuming
process of warehousing and scoring reports, clinicians can stay focused on what
they do best- treatment.
Similar to psychological testing, outcome assessment data and their reports
need to be fed back to clinicians in a timely manner so that the results can
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be integrated into treatment planning, evaluation and diagnostic formulations.
Only by delivering reports that facilitate the treatment process can a system
meet clinicians' needs and win their buy-in.

Risk adjustment
Variables that are beyond the control of the therapeutic process, but nonetheless influence the outcome, are defined as case-mix variables (Goldfield, 1999).
Naturalistic research typically lacks the experimental controls used in efficacy
research to militate against the need to statistically control for (or measure)
these case-mix variables. Without measuring and controlling for such variables,
comparing or benchmarking naturalistic datasets can be quite misleading. Hsu
(1989) has shown that even with randomization, when the samples are small,
the chances of a 'nuisance' case-mix (e.g. AIDS) variable being disproportionately distributed across groups, is not only common, but very likely (in some
cases exceeding 90%). Therefore, without extensive case-mLx data, results have
limited administrative value in real-world settings. These data need to be used
to disaggregate and/or statistically adjust outcome data to produce fair and
accurate benchmarking. Unless your clients' levels of life stress, or co-morbid
medical conditions were measured and adjusted for, we believe your benchmarked outcomes would likely lead to misleading results.

Bwchmarking
Outcome data is of little use if we do not have a reference group for comparison.
Furthermore, since most payers probably will not blindly trust outcome data
presented to them by providers (see Bilbrey & Bilbrey, 1995), we made a strategic
decision to take on the difficult work of becoming a neutral, third-party dataprocessing organization. Like the consumer reports of the behavioural health
field, BHL can certify outcome results as free from bias and fraud while offering
the largest possible benchmarking reference database.
Whether it is looking for a sample of eating-disorder clients treated in residential treatment settings, or a sample of solo-practice providers specializing
in treating sexual dysfunction, BHL is able to offer this level of specificity when
creating a reference sample for your results. From here, with sophisticated
risk adjustment, it is much easier to know where our relative strengths and
wealmesses really lie.

Development
The TOP and its supporting infrastructure are designed to bring to the forefront
the positive and beneficial aspects of outcomes management. For a kinder or
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Table 7.1

Core Battery Conference criteria for a universal core battery

Not bound to specific theories
Appropriate across all diagnostic groups
Must measure subjective distress
Must measure symptomatic states
Must measure social and interpersonal functioning
Must have dear and standardized administration and scoring
Norms to help discriminate between patients and non-patients
Ability to distinguish clients from general population
Internal consistency and test-retest reliability
Construct and external validity
Sensitive to change
Easy to use
Efficiency and feasibility in clinical settings
Ease of use by clinicians and relevance to clinical needs
Ability to track multiple administrations
Reflect categorical and dimensional data
Ability to gather data from multiple sources
Source: Horowitz, L.M. ct al. (cds.), MctJsuring patie11t clra11gc in mood, tmxict)~
and personality disorders: Toward a core battery. Washington, DC: American
Psychological Association Press, 1997

friendlier outcomes management system (Kraus, Castonguay & Wolfe, 2006)
to be clinically helpful, however, it needs to rest on solid psychometric properties. In this next section we will discuss the empirical basis of the TOP's
development, which parallels the recommendations of the 1994 Core Battery
Conference that was organized by the Society for Psychotherapy Research and
the American Psychological Association (Horowitz, Lambert & Strupp, 1997).
These recommendations are listed in Table 7.1.
As a universal core battery, the TOP is not tied to any specific theoretical orientation and measures many categories within symptom, functional and qualityof-life domains. The current version of the TOP is in its fourth incarnation with
48-58 questions, depending upon the age version (child, adolescent and adult).
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were formulated into questions. Many assessment tools were also reviewed for
item inclusion, but most were based on theoretical constructs inconsistent with
DSM-IV symptomatology.
These questions were then presented to other clinicians for edit and review.
They made suggestions for modifications and deletions, based on relative importance and clarity of items. Clients were administered initial versions of the
questionnaires and asked for feedback as well. Questions were reworded based
on feedback, and items that were less important or appeared to measure a similar symptom were eliminated. The tool was then revised and re-introduced
for feedback. Such expert clinical and client review in the development process
ensured adequate face validity. Subsequent versions of TOP were also used in
clinical practice and the data factor analysed with increasingly robust sample sizes. The instrument presented here is the result of four iterations of this
process.
The current version of the TOP is a battery of distinct modules that can be
administered all together or in combinations as needed. The various modules
of the TOP include:
Chief complaints
Demographics
o
Treatment utilization and provider characteristics
o Co-morbid medical conditions and medical utilization
o Assessment of life stress
o
Substance abuse
o Treatment satisfaction
o Functioning
• Quality of life/Subjective distress
• Mental health symptoms.
o
o

Psychometric overview
Factor structure

Constmctioll of the TOP
Initial development of the first version of TOP consisted of the first author
generating more than 250 atheoretical items that spanned diagnostic symptoms
and functional areas identified in the Diagnostic and Statistical Manual of
Mental Disorders-IV (DSM-IV; American Psychiatric Association, 1994). All
DSM-IV A.xis I diagnostic symptoms were reviewed and those symptoms that
the first author thought clients could reliably rate on a self-report measure

The development of stable and clinically useful subscale structures is a longterm process that is often short-changed in tool development. Nevertheless, it
is a critically important step in creating a tool that is rich in reliable, valid and
clinically useful information. A 13-year path aimed at creating a robust and
parsimonious questionnaire with subscales that meet the criteria of the Core
Battery Conference led to the current version of the TOP.
ln the latest iteration, the 93 mental health symptom, functional and qualityof~ life items from the third TOP version were administered to a large sample
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of newly admitted psychiatric clients. Participants were instructed to rate each
question in relation to 'How much of the time during the last month you have
... : All questions were answered on a 6-point Likert frequency scale: l (Al/) 1 2
(Most), 3 (A lot), 4 (Some), 5 (A little), 6 (No11e).

The sample consisted of 19,801 adult patients treated in 383 different behavioural health services across the United States who completed all questions
of the TOP at intake, as part of standard treatment. The sample was split into
five random subsamples as a cross-validation strategy.
Sample 1 was used to develop a baseline factor model. Responses to the 93
items were correlated, and the resulting matrLx was submitted to principalcomponents analysis (PCA) followed by correlated (Direct Oblimin) rotations.
The optimal number of factors to be retained was determined by the criterion
of eigenvalue greater than one supplemented by the scree test and the criterion
of interpretability (Cattell, 1966; Tabachnick & Fidell, 1996). Items that did not
load greater than 0.45 on at least one factor, and factors with fewer than three
items were trimmed from the model.
Sample 2 was then used to develop a baseline measure of acceptability in a
Confirmatory Factor Analysis (CFA) and revise the model using fit diagnostics
in AMOS 4.0 (Arbuckle & Wothke, 1999). Goodness of fit was evaluated using
the root mean square error of approximation (RlviSEA) and its 90% confidence
interval (90% CI; cf. MacCallum, Browne & Sugawara, 1996), comparative fit
index (CFI), and the Tucker-Lewis index (TLI). Acceptable model fit was defined
by the following criteria: RlvlSEA ( <0.08, 90% Cl<0.08), CFI (>0.90), and TLI
(>0.90). Multiple indices were used because they provide different information
about model fit (i.e. absolute fit, fit adjusting for model parsimony, fit relative
to a null model)i used together these indices provide a more conservative
and reliable test of the solution (Jaccard & Wan, !996). Few outcome tools'
substructures have passed this state-of-the-art method of confirming a tools'
factor structure.
For the TOP, most of the revised models were nested; in these situations, comparative fit was evaluated by x' differences tests (X' Mrl and the interpretability
of the solution. The final model that resulted from Sample 2 exploratory procedures was then comparatively evaluated in three independent CFAs (Samples
3-5) using the criteria above with excellent results (exceeding all pre-defined
criteria as demonstrated in Table 7.2). Taken together, these analyses provide
strong support for the stability and strength of the TOP factors.

Test-retest reliability
In order to assess the test-retest reliability, 53 behavioural health clients re~
cruited by four community mental health centres completed the Treatment
Outcome Package one week apart while they were waiting for outpatient
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treatment to begin. The stability of the TOP over time was assessed by comput~
ing intraclass correlation coefficients using a one-way random model. Except
for the subscale Mania, all reliabilities for subscales (factors presented in Study
!) were excellent (see Table 7.3), ranging from 0.87 to 0.94. The subscale Mania's reliability was acceptable, but considerably lower at 0.76. This is due to the
bi-modal distribution of mania items like: 'Feeling on top of the world'. These
items do not have a linear relationship to health as feeling on top of the world
all of the time might be an indication of mania, while never feeling on top of
the world might be a sign of depression.
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An important step in the establishment of the validity of a measure is the test~
ing of whether it correlates highly with other variables with which it should
theoretically correlate (convergent validity), and whether it does not correlate
significantly with variables from which it should differ (discriminant validity).
For the purpose of examining convergent and divergent validity, 312 participants completed the TOP and one or more validity questionnaires, outlined
as follows: 110 completed the BASIS 32 (51 general population, 23 outpatient and 36 inpatient), 80 completed the SF-36 (43 general population, 3
outpatient and 34 inpatient), and 69 completed the BSI, BDI and MMPI-2
(69 outpatient).
Results provided evidence to the effect that TOP factors are measuring the
constructs they were intended to measure. The TOP depression scale, for instance, correlated 0.92 with the Beck Depression Inventory (for more details,
see Kraus, Seligman & jordan, 2005).
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For an outcome tool to be widely applicable (especially for populations like
the seriously and persistently mentally ill) it must accurately measure the full
spectrum of the construct, including its extremes. Using a measure that fails
to capture extreme level of psychopathology would be comparable to the use
of a basal body thermometer (with a built-in ceiling of only 102 degrees) to
study air temperature in the desert. On a string of hot summer days, one might
conclude that the temperature never changes and stays at 102 degrees.
For a psychiatric patient who scores at the ceiling of the tool but actually
has much more severe symptomatology, the patient coutd make considerable
progress in treatment, but still be measured at the ceiling on follow-up. Incorrectly concluding that a client is not making clinically meaningful changes
can lead to poor administrative and clinical decisions. The SF-36, for example,
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has been shown to have significant ceiling effects in clinical samples (Nelson
et al., 1995), suggesting that the tool has limited applicability to the Medicaid
population for which it was being tested. For the TOP to be reliable and valid,
it must demonstrate that it can measure the full range of pathology.
This important issue was examined using the TOP administrations for all
adult clients from a diverse array of service settings that contracted with Behavioral Health Laboratories between the years of 1996 and 2003 to process and
analyse their clinical outcome data (N = 216, 642). The dataset was analysed
for frequency counts of clients who scored at either the theoretical maximum
or minimum score of each TOP scale (Table 7.4). TOP scores are presented in
Z-scores, standardized by using general population means and standard deviations. All scales are oriented so that higher scores indicate more symptoms or
poorer functioning.
Analysis of the TOP revealed no substantial ceiling effects on any TOP scales,
suggesting that the TOP sufficiently measures into the clinically severe extremes
of these constructs. Furthermore, each TOP subscale measures at least a half
to more than two standard deviations into the 'healthy' tails of its construct.
Therefore, from this very large clinical sample it is reasonable to conclude
that each TOP scale measures the full range of clinical severity and, as such,
represents a substantial improvement over the widely used naturalistic outcome
tools reported previously.
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Sensitivity to change
The more accurately an outcome measure is able to measure important (even
subtle) changes in clinical status, the more useful it is as an outcome tool. Unfortunately, many state governments and private payers have mandated the use
of outcome tools that have inadequate sensitivity to change, costing all involved
extensive time and wasted resources, only to have the project abandoned after
the data are unable to demonstrate differences in provider outcomes. For exH
ample, the functional scales of the Ohio Youth Scales are not showing change
in functional status in treatment (Ogles et al., 2000).
To examine its sensitivity to change, 20,098 adult behavioural health clients
were administered the TOP at the start of treatment and later after several
therapy sessions. For each TOP subscale, within group Cohen's d effect sizes were
calculated comparing subscale scores at first TOP administration to subscale
scores at the second TOP administration. In addition, a reliable change index
was calculated for each TOP factor using procedures outlined in Jacobson,
Roberts, Berns and McGlinchey ( 1999). The reliable change index can be used
to determine if the change an individual client makes is beyond the measurement
error of the instrument. We used the indices to classify each client as having made
reliable improvement (or retiable worsening), or not, on each TOP subscale.

~~~~~R:~~~~f;;
-.,:: .n f"'i .n ~ lfi u-i ::! r' -.,:: !d

t'-."<!'"':f<"\1'rt')lf'l7rt')r<'Ot'-.\0":;1'"<!'rt')7-<lli0\-Uitrl

......:o......:f"'i......:......:......:o....;....;o
I

I

I

I

I

I

I

I

I

168

Developing aud Deliveri11g Practice-Based Evidc11ce

In addition, the same indices were used to calculate the number of
who showed reliable improvement (or reliable worsening) on at least one
subscale.
For each TOP subscale, Table 7.5 presents sample size, mean and standanl
deviation of first and second TOP administrations, within-group Cohen's
effect size, and the percentage of clients who showed reliable improvement or
worsening. With an average of only seven treatment sessions, Cohen's d effect
sizes ranged from 0.16 (Mania) to 0.53 (Depression). Most TOP measures
showed reliable improvement for at least a quarter of participants, and 91% ;': :,•f?''
of clients showed reliable improvement on at least one TOP subscale. As one
might expect, the functional domains (Social Conflict, Work and Sex) tended
to show less change than the symptom domains.
_ _ r--.C.OO'Ir<ir<i\QC.O
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Criterion validity
The criterion validity of the TOP was examined in a study involving 94 members of the general population. Binary logistic regression was applied to each >>>V.;<
set of the 94 general population participants and a matched sample from the
clinical population. These analyses combined all of the TOP measures into a •.·. ·::t>.·:-.
binary stepwise logistic regression to determine the most parsimonious collection of subscales accounting for independent prediction of client vs. general
population status. In this type of analysis, independent variables are entered
into the equation one at a time based on which variable will add the most to the
regression equation. The 10 available TOP scales (Depression, Violence, Quality
of Life, Sleep, Sexual Functioning, Work Functioning, Psychosis, Mania, Panic
and Suicide) served as the independent variables and client/general population
status served as the dependent variable.
To explore the amount of variance accounted for in client/general population status by the six significant predictors in Analysis 1, we employed
Nagelkerke R2 test (Nagelkerke, 1991). Quality of Life accounted for 28% of
the variance in client/general population status, Psychosis accounted for an- ' ">L>> >
other 6%, Mania accounted for another 8%, Suicidality accounted for an•othter.·. ·•• y;)Jii
5%, Work Functioning accounted for another 3%, and Sexual Functioning accounted for another 4%. Thus, together these six variables accounted for 54%
of the variance in predicting client/general population status.
Ten separate samples and analyses were performed. The percentage of participants correctly classified as being from a client or general population sample .. , :<v:
ranged from 80% to 89%, with an average of 84%. Nagelkerke R2 for the complete models ranged from 0.54 to 0.77 with a mean of 0.65. In addition, the
variables that were significant predictors of client/general population status
were fairly consistent across the ten analyses. In ten of the analyses,
1.,/i;!l?!it.
of Life and Mania were significant predictors; in nine of the analyses Sexual
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Functioning was a significant predictor; in eight of the analyses Psychosis was a <,<:;;Ji:'S:
significant predictor, and in six of the analyses YVork Functioning and Panic were
significant predictors. Other significant predictors included Suicidality (three
analyses), Violence (three analyses), Depression (two analyses), and Sleep (one
analysis). The most important predictor of client/general population status for
each of the ten analyses was Quality of Life. This result, in and of itself, is
important, as most of the frequently used outc·ome measures do not assess for ·
the quality of life. By only focusing on level of distress and impairment, these
instruments may fail to capture issues of meaning, purpose and/or satisfaction about oneself and his/her life. Such issues of human existence may well
be a determinant in leading some people to decide to go into therapy. They
are also likely to reflect some of the benefits that both client and therapist expect (implicitly or explicitly) from therapy. Similarly, this finding is consistent
with Frank's (1976) demoralization hypothesis, which states that most clients
do not enter therapy solely because of psychiatric symptoms. In addition to
such psychological problems, clients come to therapy in a state of mind that
is characterized by feelings of alienation, isolation, hopelessness, helplessness,
impotence and/or a sense of meaninglessness. Such experiences, needless to say,
are likely to impact on, and/or reflect. one•s view of the quality of his/her life.
The results demonstrate that the TOP has some ability to discriminate between clients and members of the general population with an average correct
classification rate of 84%. The consistency across the 10 separate analyses lends
credence to these results. It is possible that the analyses could be further improved by adding several other scales to the analysis. The Social Conflict and
Substance Abuse subscales of the TOP were not available for this analysis because these scales have been revised since the general population sample was
collected.

Current applications
With more than 13 years of experience and a database that is doubling in size
every few years, BHL and the TOP have a wealth of developed applications. In
this section, we will highlight several of them.

Patient reports that inform
TOP questions have high-face validity to patients and psychotherapists alike.
Questions are easy to read (5th grade level) and are related to DSM symptoms
that are key to an initial interview (e.g. 'felt little or no interest in most things').
Years of exploratory and confirmatory factor analytic work on the TOP items
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reduced the number of questions to the three-to-five most powerful questions in
a broad array of clinically useful domains. For the adult version, TOP domains
include: Depression, Panic. 1vlania, Psychosis, Sleep, Sex, Work, Quality of
Life. Substance Abuse, Suicide and Violence. In contrast with outcome tools
that address only one or a few dimensions of functioning, the TOP patient
reports provide a wealth of clinically useful assessment data that can be easily
integrated into treatment planning. Results are reported as normalized Z-scores
that represent their deviation from population norms. In addition to clinical
domains (alongA.xis I) mentioned above, diagnostic considerations are reported
for Axis lli (medical considerations) and IV (life stress).
BHL is also finalizing a pre-filled, yet modifiable treatment plan (based on
TOP responses) that is returned along with the standard TOP report, helping
the therapist save time in developing an individualized course of treatment.
With assessment of dimensions like medical utilization, prior treatments, life
stress and co-morbid medical conditions, the TOP also helps paint a full picture
of the patient. Clinicians can give a new patient an access code to go online and
complete the TOP before the appointment. This allows the clinician to get an
excellent picture of the patient's perspective ofhis/her difficulties before actually
conducting the initial interview.

Links to the research
As an empirically anchored outcomes management system, BHL has incorporated many features of the current evidence-based movement within the development of the TOP. For example, each of the TOP domains has been linked to a
library of evidence-based practices, guidelines and research findings that should
help clinicians find the most effective treatments for patients with different TOP
profiles. For example, if a patient scores very high on the Depression Scale, this
TOP library integrates findings compiled by Castonguay and Beutler (2005)
and other sources into an easy-to-read summary of state-of-the-art treatments.
Moreover, building on the seminal research of Michael Lambert- who has
single-handedly demonstrated that outcomes management makes us all more
effective clinicians- the TOP provides early warnings if treatment appears to be
heading in an unhelpful direction. Whether it might be by suggesting strategies
to repair alliance ruptures, or the need to incorporate adjunctive interventions
to increase client's social support, the evidence-based interventions that BHL
will soon be able to suggest to clinicians is likely to help them reduce the number
of patients categorized as 'negative responders'.
The rich database accumulated by BHL is also providing opportunities to
study new ways of administering items to patients that could lead to further
development of the TOP. Recent developments in item response theory and
computerized adaptive testing indicate that clinically reliable and meaningful
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results can be obtained from responses to only a few items. The BHL database
of TOP results is being analysed to identify those sets of items that have the
optimal specificity and clinical 'bandwidth' to evaluate symptoms and change.
The results of analyses is likely to lead to a shorter version of the TOP, which
could potentially incrense its clinical usefulness.
It should also be mentioned that some of recommendations for the use of the
TOP in routine clinical practice have also been influenced by empirical research.
Among these recommendations is the review of initial reports with patients in
order to facilitate an informed discussion of the priorities and challenges of
their treatment. This practice guideline is based not only on clinical experience,
but also on the findings of si.:x controlled studies showing that patients are more
honest about shame-based issues on questionnaires than they are in face-to-face
initial evaluations (Carr & Ghosh, 1983; Erdman, Klein & Greist, 1985; Hile
& Adkins, 1997; Lucas, 1977; Searles eta!., 1995; Turner eta!., 1998). As such,
integrating an outcome questionnaire is likely to open beneficial channels of
communication between clients and therapists.

Enlightening aggregate data
Every month, BHL sends an aggregate report that summarizes the changes of
a psychotherapist's average patient from intake and plots the changes their patients report over the course of treatment. Since more than 91 o/o of patients
report clinically and statistically significant change in at least one dimension of
functioning, the TOP can provide very rewarding statistics to help psychotherapists guide their work.
In addition, BHL provides psychotherapists with unlimited access to its
enormous benchmarking database. Psychotherapists can profile the types of
patients with whom they work best and those patients with whom they need to
improve their clinical skills. We have tried to use this database to identify the
proverbial 'supershrink: the ideal psychotherapist who is well above average on
everything. However, the data suggests that there is no such psychotherapistwe all have our strengths and wealmesses. A more realistic goal is for all clinicians
to monitor their personal strengths and weaknesses by comparing their clinical
outcomes with other professionals using a standardized instrument. Designed
by, and for, clinicians TOP and its extensive benchmarking database is designed
to facilitate this quest for learning and professional development.
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Introduction
The CORE (Clinical Outcomes in Routine Evaluation) measures make up a
battery of client-completed outcome measures derived from a 34-item parent
measure- the CORE-OM- which taps the domains of subjective well-being,
problems, functioning and risk. The measures share the common method
fundamental to all outcome measures identified as patient reported outcome
measures (PROMs) and which are a central plank in healthcare evaluation. The
CORE measures lie at the heart of the broader CORE System that comprises
practitioner-completed forms capturing information relating to pre-therapy
variables, treatment delivery and post-therapy impacts. This CORE System, in
its paper form, is supported by optional software support systems using personal
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