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Abstract
Introduction: We investigated the value of systematic client 
feedback in youth mental health and addiction care. In the 
present study, we examined whether a client feedback inter-
vention would result in improved therapeutic alliance and 
treatment outcomes. Methods: Two hundred and four ado-
lescents participated in the study using a – non-randomized 
– between-group A/B design. In the first study group, 127 
patients were offered 4 months of treatment as usual (TAU), 
and in the second study group, 77 patients received the cli-
ent feedback intervention as an add-on to TAU during 4 
months. Results: Youths who received systematic client 
feedback in addition to TAU did not show better treatment 
outcomes or better alliance ratings after 4 months than 
youths receiving TAU only. Sensitivity analyses, in which we 
compared the more adherent patients of the second study 
group with patients receiving TAU, did not show significant 
beneficial effects of client feedback either. Also, the client 
feedback intervention did not result in lower rates of early 
treatment drop-out. Discussion/Conclusion: Our results 
cautiously suggest that client feedback does not have  

incremental effects on alliance and the treatment outcome 
for youth in mental health and addiction treatment. More-
over, our study highlights the challenges of implementing 
client feedback in clinical practice and the need for additional 
research addressing these challenges.

© 2023 The Author(s).
Published by S. Karger AG, Basel

Introduction

While psychological treatment can effectively reduce 
mental health and substance abuse problems in youth 
[1–3], a considerable proportion of youths does not (suf-
ficiently) benefit from psychological interventions and/
or leaves treatment prematurely [4–6]. During treatment, 
adolescents may show no progression, deteriorate, or 
drop out early without improvement in their primary 
complaints. Timely monitoring of treatment progress 
is thus needed to detect early insufficient symptom  
improvement or deterioration and to prevent early treat-
ment drop-out by aligning treatment activities to the pa-
tient’s needs. Monitoring of treatment usually focuses on 
symptom change but may also be directed at collecting 
and discussing client feedback about the therapeutic 
alliance [7]. To date, several studies have suggested that 

This article is licensed under the Creative Commons Attribution 4.0 
International License (CC BY) (http://www.karger.com/Services/
OpenAccessLicense). Usage, derivative works and distribution are 
permitted provided that proper credit is given to the author and the 
original publisher.
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systematic monitoring of symptom change and of clients’ 
judgments of the quality of the therapeutic alliance may 
have potential to improve the treatment outcome in men-
tal health and addiction care [8–11].

Systematic client feedback, in which the client regu-
larly provides and discusses information pertaining to 
his/her well-being and perception of the quality of the 
therapeutic alliance with the therapist, can increase the 
effectiveness of the therapist and may encourage shared 
decision-making and a better treatment fit [12, 13]. The 
two most frequently used and studied client feedback 
questionnaires in clinical practice are the Outcome Rat-
ing Scale (ORS) and Session Rating Scale (SRS) [14, 15].

The effects of systematic client feedback on treatment 
outcomes in mental health care have been studied more 
often in adults than in youths and more often in mental 
health care than in addiction care. For adults, a Cochrane 
systematic review on routine outcome measurement and 
feedback in adult mental health care and pooled outcome 
data from 12 controlled studies including 3,696 patients 
showed no significant difference in the treatment out-
come between feedback and non-feedback groups [16]. 
In a meta-analysis on the effectiveness of two frequently 
used client feedback systems, Lambert and colleagues 
[17] found small to moderate beneficial effects of feed-
back in adults with mental health problems that were 
treated in different settings, but these beneficial effects of 
feedback were not confirmed in a psychiatric setting [18]. 
In a recent review of 12 randomized controlled trials, no 
beneficial effect of feedback was found [19]. However, the 
most recent meta-analysis, which included 58 random-
ized and non-randomized studies, did find a – very small 
– effect of feedback on symptom reduction [20].

For youth, a Cochrane review on client feedback in 
psychological treatment for adolescents (11–18 years) 
with mental health problems included six controlled 
studies among 1,097 patients [21]. Due to high hetero-
geneity between studies and low comparability of as-
sessments, data could not be pooled for meta-analysis. 
According to the authors, no firm conclusions could be 
drawn about the effects of client feedback for treatment 
outcomes in youth mental health care (YMHC) due to 
the lack of high-quality data and inconsistency of find-
ings. None of the studies in this review involved youth 
in addiction care.

To summarize, client feedback has not yet received at-
tention in youth addiction care (YAC), and based on the 
few studies on client feedback in YMHC, no firm conclu-
sions can be drawn. In a previous study, we investigated 
the prognostic value of the therapeutic alliance for the 

treatment outcome in our study sample [11]. Our find-
ings showed that the initial – first-session – therapeutic 
alliance was a strong predictor of treatment outcome: 
youths with a strong alliance according to both the youth 
and therapist perspectives had an eightfold odds of a fa-
vorable treatment outcome compared with youths with a 
weak alliance according to both perspectives. The aim of 
the present study was to further investigate the value of 
systematic client feedback for adolescents in youth men-
tal health and addiction care. We examined whether 
treatment as usual (TAU) with the addition of a client 
feedback intervention in which youths provided and dis-
cussed information about his/her well-being – based on 
the ORS – and perception of the therapeutic relation – 
based on the SRS – with the therapist would result in a 
stronger therapeutic alliance and better treatment out-
comes than TAU only.

Materials and Methods

Design
This study was part of the Professional Alliance with Clients in 

Treatment (PACT) study – a multi-site prospective naturalistic 
clinical cohort study among adolescents in outpatient YMHC and 
YAC. Two hundred and four consecutively admitted adolescents 
participated in the study using a – non-randomized – between-
group A/B design. Treatment in group A consisted of TAU in 127 
participants, and treatment in the subsequently admitted group B 
consisted of TAU plus a client feedback intervention (TAU + feed-
back) in 77 new participants. Assessments took place at the start of 
treatment and 2 and 4 months later. Youths in the TAU group A 
were admitted to treatment between April 2015 and September 
2016. Following the last admission in group A, therapists were 
trained in how to conduct the feedback intervention between Sep-
tember and December 2016 (see details in the Methods section). 
Youths in the TAU + feedback group B were subsequently admit-
ted between December 2016 and August 2018. The study was 
funded by The Netherlands Organization for Health Research and 
Development (No. 729101014) and approved by the Medical Eth-
ical Board of the University Medical Center Leiden (P.15.001).

Participants
Eligible patients were 13–22 years old and started outpatient 

mental health or addiction treatment at one of the five participat-
ing treatment facilities in the Netherlands. Patients provided writ-
ten informed consent for participation in this study. If under the 
age of 18 years, written informed consent was also obtained from 
the participants’ parent/legal guardian/next of kin to participate in 
the study. Informed consent was provided by 243 youths (shown 
in Fig. 1). Patients were excluded from the study if they were cog-
nitively incapable of comprehending the questionnaires (clinical 
judgment); if they needed inpatient treatment or a crisis interven-
tion; or if they were diagnosed with a DSM-IV autism spectrum 
disorder (n = 15). The intent-to-treat (ITT) sample (TAU group: 
n = 127; TAU + feedback group: n = 77) consisted of all youths who 
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completed the baseline assessment and started treatment. From 
these, 112 youths in the TAU group (88.2%) and 59 youths in the 
TAU + feedback group (76.6%) completed the 4-month follow-up 
assessment. Reasons for study termination are displayed in Figure 1. 
Twelve participants (9.4%) in the TAU group and twelve in the TAU 
+ feedback group (15.6%) left treatment prematurely. Only one 
(8.3%) of the twelve non-completers in the TAU + feedback group 
had received the client feedback intervention in at least four treat-
ment sessions. Two participants (1.6%) in the TAU group and 6 
(7.8%) in the TAU + feedback group completed therapy before the 
4-month follow-up. There were no significant differences in baseline 
mental health problems, substance use problems, and therapeutic 
alliance between treatment completers and non-completers.

Interventions
Treatment as Usual
Patients in both study groups were offered TAU. For most 

patients, TAU consisted of an individual outpatient cognitive be-
havioral intervention, and the remaining patients received family-
based treatment or some other treatment, e.g., psychomotor 
therapy and other psychotherapy (see Table 1).

Client Feedback Intervention
In the second study group B, patients received the client feed-

back intervention as an add-on to TAU for 4 months. Prior to the 
start of the TAU + feedback treatment, therapists received an in-
tensive training provided by experienced staff in the client feed-
back intervention and motivational interviewing (MI).

Part of the training was dedicated to the client feedback inter-
vention and the use of the ORS [14] and SRS [15, 22]. The ORS 
measures the domains of actual personal, interpersonal, social, and 
overall levels of the client’s well-being, and the SRS measures cli-
ent’s feelings about the bond with his or her therapist, the topics 
that were discussed, the therapeutic tasks, and the perceived over-
all quality of the therapy session. Client feedback is needed to op-
timally match the treatment with the needs and preferences of the 
youth, although many clients find it difficult to express negative 
feedback about the therapy or the therapist and may choose to 
conceal their dissatisfaction [23, 24]. Therefore, besides introduc-
ing, scoring, and interpreting the ORS and SRS rating scales, the 
therapists were explicitly instructed how to encourage feedback 
from the youth and create a safe feedback atmosphere.

The remaining part of the training was dedicated to the use of 
MI techniques while eliciting and discussing the ORS and SRS rat-
ings in the client feedback intervention. Before the training, all 
therapists had completed an MI e-learning course. MI is a coop-
erative and a goal-oriented conversation style with a focus on the 
client’s motivation and commitment for behavioral change by trig-
gering and exploring one’s own reasons for change. Because MI 
pays great attention to ambivalence, friction, and dissonance in the 
therapeutic alliance in a collaborative and nonauthoritarian way, 
those conversation techniques are particularly suitable in eliciting 
and discussing client feedback.

At the end of the training, we distributed summaries of the 
course material and MI booster training materials. Finally, the train-
ers and research team were constantly available for consultation.

Fig. 1. Flowchart per study group.
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In providing the client feedback intervention, therapists intro-
duced, administered, and discussed the (paper-pencil versions of 
the) ORS and SRS at the start and end of each treatment session, 
respectively. During each treatment session, therapists elicited 
their client’s feedback according to principles derived from MI 

[25] and client-informed feedback manuals [26]. At the start of 
each session, the therapists directly interpreted the ORS scores (us-
ing a scoresheet and the clinical cutoff score of 28), discussed these 
scores with the youth, and used it as an agenda for that therapy 
session. In case of improved ratings on the ORS, therapists and 

Table 1. Therapist and participant characteristics of the ITT population by the study group

TAU group  
(n = 127)

TAU + feedback  
group (n = 77)

Demographic background
Age (13–23), years, mean (SD), median 18.0 (2.5), 18.0 18.5 (2.6), 19.0
Male, % 51.2 46.8
Cultural background, non-Dutch, % 24.4 26.0
Education level low, % 62.2 66.2
Youth addiction care, % 44.1 53.3

Youth addiction care n = 56 n = 41
Primary substance use disorder, %

Cannabis use disorder 51.8 46.3
Alcohol use disorder 16.1 24.4
Gambling disorder 10.7 12.2
Hard drug use disorder 14.3 9.8
Gaming disorder 7.1 7.3

Days of primary substance use/problem behavior in the past month, mean (SD), median 14.3 (12.3), 13.0 12.5 (12.6), 8.0
Problematic substance use in the past month (≥5 days), % 62.5 56.1

Youth mental health care n = 71 n = 36
Primary (non-substance use) disorder, %

Anxiety disorder 26.8 30.6
Mood disorder 29.6 22.2
Eating disorder – 11.1a*
Behavioral disorder 22.5 8.3
Attention-deficit hyperactivity disorder 7.0 5.6
Other disorders 14.1 22.3

SDQ
SDQ score: 0–40, mean (SD), median 15.4 (5.4), 16.0 15.3 (4.8), 15.0

Problematic mental health status
SDQ score ≥12.5, % 69.0 72.2

Treatment n = 124 n = 77
Treatment type, %

Cognitive behavioral interventions 75.0 75.3
Family-based treatment 5.6 2.6
Other 19.4 22.1

Concurrent pharmacological treatment: yes, % 17.9 15.6
Number of sessions, mean (SD), median 7.5 (3.9), 7.0 7.1 (3.9), 6.0
≥4 sessions, % 83.5 79.2

First-session therapeutic alliance
Youth-rated WAI (1–5), mean (SD), median 3.9 (0.7), 4.1 4.0 (0.5), 4.0
Therapist-rated WAI (1–5), mean (SD), median 3.9 (0.5), 4.0 4.0 (0.5), 4.0

Therapist characteristics n = 56 n = 31
Age (24–62), years, mean (SD), median 38.6 (9.4), 35.0 37.3 (8.7), 34.0
Male, % 29.9 23.4
Cultural background, non-Dutch, % 12.1 14.5
Master’s degree in social science, % 68.9 81.3
Work experience of ≥10 years, % 42.5 39.0
Caseload (1–8) 3.4 3.7

SDQ, Strength and Difficulties Questionnaire. a Using χ2 tests. * p < 0.05.
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youths discussed the context of progress. At the end of each ses-
sion, the therapists directly interpreted (using a scoresheet and the 
clinical cutoff of 36) the SRS scores and discussed what should be 
maintained and what could be better or different in the subsequent 
sessions. Furthermore, therapists received, after every 3 sessions, a 
graph with plotted ORS and SRS scores from the research assistant. 
If the ORS scores showed no improvement or a decrease, therapists 
were trained to discuss the cause with their client and review the 
SRS scores to detect possible problems in the therapeutic alliance. 
In case therapists observed a persistent lack of progress, they were 
instructed to discuss the situation and inform their clients about 
possible strategies to improve results. Based on shared decision-
making, therapists and youths could decide together to change the 
treatment intensity, strategy, or activities or to switch therapists. 
Because of the risk of social desirability in SRS scores, therapists 
were trained to create a safe feedback atmosphere and challenge 
the youth to express negative feedback to optimally match the 
youth’s treatment needs.

Likewise, youths in the TAU-only group completed the ORS and 
SRS at each treatment session, but the ratings were not provided to the 
therapist. Instead, youths put their completed ORS-SRS form in a 
sealed envelope which was not accessible to the therapists. This way, 
the active component of client feedback, providing and discussing the 
ORS and SRS ratings, occurred only in the TAU + feedback group.

Instruments and Assessments
At baseline, we collected data about participants’ demographic 

background. At baseline and at 2 and 4 months follow-up, we assessed 
patients’ mental health and substance use problems as well as patient- 
and therapist-rated therapeutic alliance with independent outcome 
measures that were not part of the client feedback intervention.

Mental health problems were assessed using the Strengths and 
Difficulties Questionnaire (SDQ) [27, 28], a commonly applied in-
strument to screen and monitor psychosocial problems in children 

and adolescents. The questionnaire contains 20 items focusing on 
difficulties that can be rated on a 3-point Likert scale ranging from 
“not true” (0) to “certainly true” (2). We used the SDQ total diffi-
culties score (range 0–40), with higher scores indicating more 
problems. To assess the frequency of youths’ primary substance 
use or behavioral addiction (gaming/gambling) in the past month, 
we used the substance use section of the Measurements in the Ad-
dictions for Triage and Evaluation, Youth version (MATE-Y) [29].

Therapeutic alliance was assessed with the 12-item version of 
the Working Alliance Inventory (WAI-12) [30–32]. Youths and 
therapists were required to rate each item on a 5-point Likert scale 
ranging from “never” (1) to “always” (5). We used the mean score 
on the WAI as an indication of the overall therapeutic alliance 
quality with higher scores indicating better quality of the alliance.

Furthermore, we registered the number of face-to-face sessions 
in both study groups. In the TAU + feedback group, we addition-
ally registered the number of submitted and discussed ORS-SRS 
scales for each client and calculated the ratio of submitted and dis-
cussed ORS and SRS to the number of attended face-to-face sessions.

Outcome Measures
We predefined a dichotomous outcome measure reflecting a 

favorable versus unfavorable treatment outcome status after 4 
months as the primary outcome measure for youths in both YMHC 
and YAC. We opted for this short-term treatment outcome be-
cause most of the symptom improvement occurs in the first 
months of treatment [9, 33, 34]. For youth in YMHC, this treat-
ment outcome status was based on the SDQ. Derived from proce-
dures suggested by Jacobson and Truax [35] and De Beurs et al. 
[36], we defined an SDQ total score above the cutoff score of 12.5 
as unfavorable. For youth in YAC, the treatment outcome status 
was based on the number of days of primary substance use or pri-
mary problem behavior – gaming or gambling – in the preceding 
30 days. We followed the guidelines for routine outcome monitoring 

Table 2. Treatment status and youth- and therapist-rated alliance for the TAU group and the TAU + feedback group 
in the ITT population and the PP subpopulation

TAU group TAU + feedback group

baseline 
(covariate)

4-month 
(outcome)

baseline 
(covariate)

4-month 
(outcome)

ITT population (n = 127) (n = 127) (n = 77) (n = 77)
Favorable treatment status 33.9% 43.3%a 36.4% 46.8%a

Youth-rated alliance, mean (SD) 3.92 (0.66) 4.06 (0.64)b 3.99 (0.49) 4.19 (0.60)b

Therapist-rated alliance, mean (SD) 3.91 (0.51) 3.96 (0.55)b 4.00 (0.53) 4.01 (0.58)b

PP population (n = 106) (n = 106) (n = 46) (n = 46)
Favorable treatment status 36.8% 49.1%c 39.1% 54.3%c

Youth-rated alliance, mean (SD) 3.94 (0.63) 4.05 (0.70)d 4.04 (0.51) 4.22 (0.71)d

Therapist-rated alliance, mean (SD) 3.93 (0.48) 3.98 (0.55)d 3.98 (0.51) 4.02 (0.55)d

Missing 4-month treatment status data were estimated with a “best estimate” of the youth’s outcome status 
provided by the treating therapist. Missing 4-month youth’s and therapist’s alliance data were imputed. a Estimated 
treatment status data – TAU: n = 15; TAU + feedback: n = 18. b Imputed youth’s and therapist’s alliance data – TAU: 
n = 15 and n = 20; TAU + feedback: n = 18 and n = 17, respectively. c Estimated treatment status data – TAU: n = 4; 
TAU + feedback: n = 5. d Imputed youth’s and therapist’s alliance data – TAU: n = 4 and n = 9; TAU + feedback: n = 
5 and n = 4, respectively.
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in Dutch addiction care [37] and defined 5 or more days of the 
primary substance use or gaming/gambling in the preceding 30 
days, as an unfavorable treatment outcome status.

Analyses
Given that treatment outcome scores and therapeutic alliance 

data were nested within three levels of clustering (i.e., study group, 
treatment facility, and therapist), we intended to use multi-level 
modeling. However, due to the limited sample size at the levels of 
treatment facility (TAU: five treatment facilities and 4–11 thera-
pists per treatment facility; TAU + feedback: five treatment facili-
ties and 4–9 therapists per treatment facility) and therapist (TAU: 
56 therapists, with 1–8 patients per therapist; TAU + feedback: 31 
therapists, with 1–8 patients per therapist), it was not possible to 
estimate effects accurately [38].

Therefore, in order to address our first study goal, pertaining to 
the effect of the client feedback intervention on treatment outcome, 
we conducted a logistic regression analysis with the treatment 
group (TAU vs. TAU + feedback) as the independent variable and 
our dichotomous treatment outcome status (favorable vs. unfavor-
able) as the dependent variable, controlling for baseline problem 
status and baseline between-group differences. Concerning the sec-
ond study goal, pertaining to the effect of the intervention on 
youth-rated and therapist-rated alliance, we conducted regression 
analyses with the treatment group as the independent variable and 
including 4-month youth- as well as therapist-rated alliance as the 
dependent variable, with baseline alliance as the covariate.

Missing 4-month treatment outcome data (TAU: n = 15; TAU 
+ feedback: n = 18) were estimated with a “best estimate” of the 
youth’s outcome status provided by the treating therapist. Missing 
4-month youth’s and therapist’s alliance outcome data (TAU: n = 
15 and n = 20; TAU + feedback: n = 18 and n = 17, respectively) 
were imputed (20 sets). Imputations were calculated by including 
gender, age, treatment setting (YMHC or YAC), cultural back-
ground (Dutch or non-Dutch), baseline problem status (favorable 
or unfavorable) on the primary problem domain (mental health 
status for youth in YMHC; substance use status for youth in YAC), 
and, finally, baseline and 2-month youth- or therapist-rated alli-
ance, respectively, as predictors.

The effects of the client feedback intervention were tested in the 
ITT population. Baseline characteristics between treatment groups 
were compared using χ2 tests for dichotomous variables and t tests 
or Mann-Whitney U tests for normally and non-normally distrib-
uted continuous variables, respectively. In sensitivity analyses, we 
estimated the effect of the client feedback intervention on 4-month 
treatment outcome status and therapeutic alliance in the per-proto-
col (PP) subpopulation, defined as participants who attended at least 
four treatment sessions (TAU and TAU + feedback groups), and – 
for participants in the TAU + feedback group – who had received 
the client feedback intervention in at least four treatment sessions.

Data processing, descriptive statistics, (logistic) regression 
analyses, and multiple imputations were conducted with SPSS, 
version 25.0. Exploration of multi-level modeling and calculation 
of pooled estimates for SDs from the multiple imputed datasets 
were performed in R version 3.5.1 using the packages “nlme” [39] 
and “MICE” [40].

Results

Patients
The baseline characteristics of the ITT population are 

summarized in Table 1. Overall, there were no significant 
differences between the two study groups in terms of age, 
gender, ethnicity, psychological complaints, and sub-
stance or behavioral addiction problems. From the pri-
mary non-substance use mental disorders among youths 
in mental health care, only eating disorder showed a sig-
nificant difference between the two groups, with a higher 
rate of eating disorder in the TAU + feedback group than 
in the TAU group (χ2(1) = 8.2; p < 0.05). The TAU and 
TAU + feedback groups did not differ in first-session 
youth- and therapist-rated alliance.

Therapist and Treatments
Fifty-six therapists participated in the TAU group 

(caseload range 1–8 patients; mean = 3.4), and 31 thera-
pists were involved in the TAU + feedback group (casel-
oad range 1–8 patients; mean = 3.65). Most therapists in 
the TAU + feedback group had also participated in the 
TAU group (24/31; 77.4%), and there were no significant 
differences in therapist characteristics between both 
groups (Table 1). The age of therapists ranged between 24 
and 62 years (mean = 38.6 years; SD = 8.8). Most thera-
pists were female (79.4%), with a Dutch cultural back-
ground (90.2%), a master’s degree in social science 
(66.7%), and with work experience of 10 years or more 
(41.3%).

Treatment duration and intensity were quite compa-
rable between the two study groups; median treatment 
duration was 6 months (interquartile range [IQR] TAU: 
4.5–8.0 months; IQR TAU + feedback: 3.8–8.0 months), 
and the median number of sessions attended was 7 (IQR: 

Fig. 2. Treatment adherence, implementation fidelity, and treat-
ment outcome at the participant level. Each row represents a par-
ticipant, and each column (1–17) represents one treatment week. 
All rows represent the ITT population, and the rows above the bold 
line represent the PP subpopulation. The green rectangles repre-
sent a session with completed and discussed SRS; the orange rect-
angles represent a session with completed but not discussed SRS; 

the red rectangles represent a session with no SRS; the white 
rectangles represent no scheduled session or a no-show, and the 
* indicates two sessions in 1 week. Figure 2 shows that sixty-five 
youths attended at least four treatment sessions (65/77 = 84%; red, 
green, and orange rectangles) and 46 youths received the feedback 
intervention in at least 4 of these treatment sessions (46/77 = 60%; 
green rectangles).

(For figure see next page.)
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 1                   14 14 100 Unfavourable  

Participants in Per-Protocol Population 

 2                   13 13 100 Unfavourable  
 3                   11 11 100 Favourable  
 4      *    *         11 11 100 Favourable  
 5           *          

10   
10    100 Favourable       

 6      *             10 10 100 Favourable  
 7             *      9 9 100 Unfavourable  
 8       *            8 8 100 Unfavourable  
 9                   7 7 100 Favourable  
 10                   6 6 100 Unfavourable  
 11 *                  6 6 100 Unfavourable  
 12                   5 5 100 Favourable  
 13                   5 5 100 Unfavourable  
 14                   5 5 100 Favourable  
 15                   5 5 100 Favourable  
 16                   5 5 100 Favourable  
 17                   4 4 100 Unfavourable  
 18                   4 4 100 Favourable  
 19                   13 12 92 Unfavourable  
 20 *                  12 11 92 Unfavourable  
 21                   11 10 91 Unfavourable  
 22                   9 8 89 Unfavourable  
 23  *                 8 7 88 Favourable  
 24                   8 7 88 Favourable  
 25                   6 5 83 Favourable  
 26                   6 5 83 Unfavourable  
 27                   6 5 83 Unfavourable  
 28                   6 5 83 Favourable  
 29                   11 9 82 Favourable  
 30                   11 9 82 Unfavourable  
 31                   5 4 80 Favourable  
 32            *       9 7 78 Favourable  
 33 *                  8 6 75 Favourable  
 34                   8 6 75 Favourable  
 35              *     11 8 73 Unfavourable  
 36                   7 5 71 Unfavourable  
 37                   7 5 71 Unfavourable  
 38                   7 5 71 Favourable  
 39                   6 4 67 Favourable  
 40            *       6 4 67 Unfavourable  
 41                   6 4 67 Favourable  
 42                   10 6 60 Favourable  
 43                   9 5 56 Unfavourable  
 44            *       10 4 40 Favourable  
 45                   10 4 40 Favourable  
 46                   13 5 38 Unfavourable  
 47                   3 3 100 Unfavourable   
 48                   3 3 100 Unfavourable   
 49                   3 3 100 Favourable   
 50                   2 2 100 Unfavourable   
 51                   2 2 100 Favourable   
 52                   2 2 100 Favourable   
 53                   2 2 100 Favourable   
 54                   2 2 100 Unfavourable   
 55                   1 1 100 Unfavourable   
 56                   3 2 67 Unfavourable   
 57                   3 2 67 Unfavourable   
 58                   5 3 60 Unfavourable   
 59                   5 3 60 Favourable   
 60                   5 3 60 Favourable   
 61                   4 2 50 Favourable   
 62                   4 2 50 Unfavourable   
 63                   4 2 50 Favourable   
 64                   2 1 50 Unfavourable   
 65                   8 3 38 Unfavourable   
 66                   6 2 33 Unfavourable   
 67                   3 1 33 Unfavourable   
 68                   3 1 33 Unfavourable   
 69                   12 3 25 Unfavourable   
 70                   5 1 20 Unfavourable   
 71                   11 1 9 Favourable   
 72                   12 1 8 Unfavourable   
 73                   16 1 6 Unfavourable   
 74                   17 0 0 Favourable   
 75                   17 0 0 Unfavourable   
 76                   1 0 0 Unfavourable   
 77                   1 0 0 Favourable   

   1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17        
                           

   Treatment week        

Therapy session, 
but no SRS 

SRS completed, 
and discussed 

SRS completed 
not discussed 

No session 
scheduled /  
no-show 

*   2 sessions 
     per week 

2
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4–11) in the TAU group and 6 (IQR: 4–10) in the TAU + 
feedback group. In the TAU group, 106 youths had at-
tended at least four treatment sessions (106/127 = 83%). 
Youth treatment attendance and fidelity of the client 
feedback intervention in the TAU + feedback group are 
shown in Figure 2. Sixty-five youths attended at least four 
treatment sessions (65/77 = 84%; red, green, and orange 
rectangles), and 46 youths received the feedback inter-
vention in at least 4 of these treatment sessions (46/77 = 
60%; green rectangles). Therefore, the PP subpopulation 
consisted of 106 youths in TAU and 46 youths in TAU + 
feedback.

Treatment Outcome Status
When youths in the TAU group and TAU + feedback 

group were combined, the proportion of youths with an 
unfavorable problem status decreased from 65.2% at 
baseline to 55.4% at 4-month follow-up (McNemar χ2 
test, p = 0.01). As can be seen from the first row in Table 2, 
the proportion of youths in the ITT population with a 
favorable 4-month treatment outcome in the TAU + 
feedback group (46.8%) was slightly higher compared 
with the proportion of youths with a favorable 4-month 
treatment outcome in the TAU group (43.3%). A logistic 
regression analysis showed that this 3.5 percentage point 
difference in the favorable 4-month treatment out-
come, controlling for baseline status and eating disorder, 
was not significant (b = 0.12; p = 0.71; OR 1.13; 95% CI: 
0.60–2.12).

In the PP subpopulation, the proportion of youths with 
a favorable treatment status at month 4 was somewhat 
higher in the TAU + feedback group (54.3%) compared 
with the TAU group (49.1%), but the 5.2 percentage point 
difference, adjusted for baseline problem status and eat-
ing disorder, was not significant (b = 0.27; p = 0.53; OR = 
1.31; 95% CI: 0.57–2.97).

In an additional post hoc analysis, we explored poten-
tial treatment effects when using the ORS outcome score 
as a dependent measure. This logistic regression analysis, 
adjusted for eating disorder, showed no significant differ-
ence in clinically significant improvement (i.e., ≥6 points 
improvement + ≥25 points) between the two groups (b = 
−0.52; p = 0.161; OR 0.59; 95% CI: 0.29–1.23).

Therapeutic Alliance
The youth- and therapist-rated alliance scores for the 

ITT population are shown in the second and third rows 
of Table 2, respectively. Youth-rated alliance scores in the 
TAU group at month 4 (mean = 4.06, SD = 0.64) were 
comparable with youth-rated alliance scores in the 

TAU + feedback group (mean = 4.19, SD = 0.60). A linear 
regression analysis, using baseline youth-rated alliance 
and eating disorder as covariates, showed that youths in 
the TAU + feedback group did not report better alliance 
compared with youths in the TAU group (group [TAU 
vs. TAU + feedback]: beta = 0.10, p = 0.28).

Similarly, a linear regression analysis including base-
line therapist-rated alliance and eating disorder as covari-
ates indicated that therapist-rated alliance scores at 
4-month follow-up in the TAU group (mean = 3.96, SD = 
0.55) did not differ significantly from those in the TAU + 
feedback group (mean = 4.01, SD = 0.58) (group [TAU 
vs. TAU + feedback]: beta = −0.02, p = 0.808). Also, in the 
PP subpopulation, differences between the TAU and 
TAU + feedback groups in youth-rated alliance and ther-
apist-rated alliance scores were not significant (beta = 
0.13, p = 0.21, and beta = −0.01, p = 0.91, respectively).

Discussion

In a sequential between-group design, we found that 
the addition of a client feedback intervention to TAU was 
not associated with improved alliance and treatment out-
comes or less premature treatment drop-out among pa-
tients receiving youth mental health or substance use 
treatment. To our knowledge, this study is the first to in-
vestigate the effect of client feedback in YAC. Sensitivity 
analyses among the most adherent patients in both treat-
ment groups did not show significant beneficial effects of 
client feedback nor did we find an effect on the ORS. 
These negative findings are contrary to our expectations 
because we showed in an earlier paper that strong initial 
– first-session – therapeutic alliance was robustly associ-
ated with a favorable treatment outcome 4 months later 
in our study group [11] and had expected that improving 
alliance by means of a systematic client feedback inter-
vention would improve treatment outcomes correspond-
ingly. Overall, however, our findings add to the largely 
negative findings reported in the Cochrane review of 
Bergman et al. [21] and call into question the potential 
efficacy of feedback interventions in youth mental health 
or addiction care.

Several factors may have accounted for our negative 
findings. As a first and foremost limitation, insufficient 
implementation of, and low adherence to, the feedback 
intervention may have caused, or contributed to, the ab-
sence of a significant treatment effect. Our study data 
show that less than two-thirds of the youths in the feed-
back group received four or more treatment sessions with 
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feedback as intended, and even this threshold must be 
considered as quite lenient, given that a median of six 
sessions were attended in the feedback group. In most 
previous studies on the effects of client feedback in youth 
psychotherapy, details about implementation fidelity and 
treatment adherence were incomplete or not reported at 
all [21]. However, based on the available data, it appears 
that previous studies showed similar challenges regarding 
the implementation of the feedback interventions. In five 
of the six included studies in Bergman et al. [21], client 
feedback tools were used on a weekly basis and the inter-
vention duration was relatively short, ranging between 
1.8 session to 12 sessions. Only two studies [41, 42] pro-
vided further information about the implementation of 
the feedback intervention. In these studies, the number of 
sessions with completed feedback was higher than in our 
study, but the percentage of therapists that had received 
client feedback and thus could have used it in therapy was 
– like our study – quite low (approximately 30%).

Following the execution of our study, two studies on 
the effectiveness of formal client feedback in children and 
adolescents in Dutch mental health care were published. 
De Jong and colleagues [43] studied the effect of a feed-
back-informed treatment intervention and found a ben-
eficial effect on quality of life – only for the group with 
3–8 sessions and with no interaction with time – but no 
effect on symptom severity. No information was reported 
on the ratio of feedback-informed treatment sessions ver-
sus total number of sessions and to what extent therapists 
had discussed and used client feedback. In the second re-
cent study, Van Sonsbeek and colleagues [44] examined 
the effects of three different types of feedback in 225 
youths and found no significant differences between the 
different types of feedback on their primary (symptom 
severity) and secondary (quality of life) outcome mea-
sures. Notably, the authors argued that their negative 
findings may have been caused by implementation diffi-
culties, unknown levels of receiving and sharing feedback, 
and clinicians’ poor adherence to the feedback interven-
tions. Taken together, these findings show that data about 
the implementation of and adherence to client feedback 
interventions are often lacking in publications and if re-
ported suggest that successful implementation of feed-
back interventions is rarely achieved. We believe that our 
study findings are relevant even in the light of adherence 
problems as it adds to increasing evidence, indicating that 
systematic client feedback is challenging to implement ef-
fectively in typical outpatient mental health or addiction 
treatment facilities. Our detailed reported session-based 
visual representation of feedback frequency and treatment 

intensity may inform and encourage future studies on cli-
ent feedback to report more details about implementa-
tion fidelity and treatment adherence.

Second, given that our study was not designed as a ran-
domized controlled trial, initial – baseline – differences in 
patient characteristics or in TAU treatment offer between 
the first and the second youth sample could have account-
ed for lack of treatment effect. However, data show that 
patient characteristics at baseline did not differ between 
both study groups and neither did the underlying TAU 
offered in both treatment groups.

Lastly, our findings may reflect a “true” lack of treat-
ment effect of the client feedback intervention. This may 
be the case but is at this point of time uncertain because 
implementation difficulties and poor adherence of pa-
tients as well as therapists in both our study and virtually 
all previous studies [21, 44] obscure a potential treatment 
effect.

Conclusion

To conclude, despite intensive training, implementa-
tion, and monitoring, systematic client feedback added to 
usual treatment did not improve therapeutic alliance or 
treatment outcomes of youths in mental health and ad-
diction treatment. Similar to virtually all studies of client 
feedback in youths, potential treatment efficacy in our 
study was obscured by poor adherence, low treatment fi-
delity, and high risk of bias. With Bergman et al. [21], we 
conclude that current evidence is insufficient to draw any 
conclusion about the benefits or lack thereof of client 
feedback in youth mental health or addiction treatment. 
Well-controlled studies with low risk of bias are highly 
recommended.
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