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1 | INTRODUCTION

Client feedback is a transtheoretical method of evaluating whether a
specific treatment is working for the client and, if it is not, to discuss
what is needed in order to make it more effective. Standardized mea-

sures are used to monitor treatment outcomes (e.g., symptom

Carola Veerkamp?! |
Maarten K. van Dijk® | Giel J. M. Hutschemaekers** |

Kim de Jong? |
Marc J. P. M. Verbraak®

Abstract

Although studies have shown that client feedback can improve treatment outcome,
little is known about which factors might possibly moderate the effects of such feed-
back. The present study investigated potential therapist variables that might influ-
ence whether frequent client feedback is effective, including the Big Five personality
traits, internal/external feedback propensity and self-efficacy. Data from two previ-
ous studies, a quasi-experimental study and a randomized controlled trial, were com-
bined. The sample consisted of 38 therapists and 843 clients (55.4% females, mean
age = 42.05 years, SD = 11.75) from an outpatient mental health institution. The
control condition consisted of cognitive-behavioural therapies combined with low
frequency monitoring of clients' symptoms. In the experimental condition, high-inten-
sity (i.e., frequent) client feedback as an add-on to treatment as usual was provided.
Outcomes were measured as adjusted post-treatment symptom severity on the
Symptom Checklist-920 and drop out from treatment. The final model of the multile-
vel analyses showed that therapists with higher levels of self-efficacy had poorer
treatment outcomes, but when high-intensity client feedback was provided, their
effectiveness improved. Furthermore, higher self-efficacy was associated with a
higher estimation of therapists' own effectiveness, but therapists' self-assessment of
effectiveness was not correlated with their actual effectiveness. The results of this
study might indicate that therapists with high levels of self-efficacy benefit from cli-
ent feedback because it can correct their biases. However, for therapists with low
self-efficacy, client feedback might be less beneficial, possibly because it can make

them more insecure. These hypotheses need to be investigated in future research.

KEYWORDS

client feedback, feedback-informed treatment, routine outcome monitoring (ROM), therapist
characteristics

reduction or well-being), sometimes combined with monitoring of the
therapeutic relationship.

Several meta-analyses show that client feedback can improve
the effectiveness of psychotherapy, especially for clients who are at
risk of treatment failure, and can decrease the number of dropouts
from therapy (De Jong et al., 2021; Lambert et al, 2018).
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Furthermore, studies indicate that treatment efficiency (in terms
of the number of sessions clients need) can be improved by
using feedback (Delgadillo et al., 2017; Janse et al, 2017, 2020;
Koementas-de Vos et al., 2018). However, because several other
studies have shown little or no effects of feedback (Dstergard
et al.,, 2020), this might indicate that certain factors influence, that is,
moderate, the effects that client feedback can have. For instance,
there is evidence that client factors, such as the severity of the
client's problems or having a cluster B personality disorder, can have
a negative impact on the effectiveness of client feedback (De Jong
et al.,, 2018; Errazuriz & Zilcha-Mano, 2018). Furthermore, therapist
characteristics might also influence the effects of client feedback.
However, few studies on feedback have investigated how therapist
characteristics might influence the effects of client feedback on

treatment outcomes.

1.1 | Therapists' traits and the impact of feedback
One of the few studies that have investigated possible moderators of
the effect of feedback was a randomized controlled trial conducted by
De Jong et al. (2012), which included 413 clients and 57 therapists. In
this study, characteristics of therapists, including therapists' external
or internal feedback propensity (i.e., relying on feedback from external
sources or relying on your own opinion), self-efficacy in their role as a
therapist and perceived validity of client feedback and commitment to
use the client feedback, were investigated. The results showed that
the clients of therapists who were more likely to trust their own
opinion than to rely on feedback from external sources (i.e. with a
high propensity for internal feedback) had a slower rate of change
than therapists with a low propensity for internal feedback. Also, the
clients of therapists who were more committed to using the feedback
at the beginning of the study progressed faster in their treatment. In
this study, there was also an interaction between therapist self-
efficacy and client feedback, such that therapists with a higher level
of self-efficacy achieved better results when they were provided
feedback. De Jong et al. (2012) hypothesize that therapists with high
self-efficacy are better able to process negative feedback.
Alternatively, because research has shown that therapists tend to
overestimate their effectiveness (Walfish et al., 2012) and have diffi-
culty predicting which clients will not benefit from treatment
(Constantino et al., 2019; Hatfield et al., 2010), the results of de Jong
et al's (2012) study might indicate that overly confident therapists
benefit from feedback because it enables them to reduce their self-
serving bias. As Macdonald and Mellor-Clark (2015) have argued,
providing feedback on clients' progress and on clients' rating of the
therapeutic alliance might make therapists more aware of clients who
are at risk of not benefitting from treatment, thereby correcting their
blindsidedness.

A study by Chow (2014) further supports the idea that therapists
differ in how they respond to feedback from their clients. Of particu-
lar interest in this study was that clients' feedback had a positive

effect on their treatment outcome only when the therapists were

Key Practitioner Message

o Client feedback as an add-on to cognitive behavioural
therapy with low monitoring of symptoms might not be
effective for symptom reduction under all circumstances
due to moderating factors.

e Therapist characteristics might influence whether client
feedback is effective.

o Client feedback might be effective when therapists have
more self-efficacy, possibly because feedback corrects
their self-assessment bias. However, for therapists with
low self-efficacy, client feedback might be less beneficial.

surprised by the content of the feedback. According to Chow (2014),
therapists are more successful when they encounter their clients in an
open, involved and self-critical way, and this causes them to be more
willing to receive feedback from their clients. Accordingly, we would
expect therapists with certain traits, such as being open to new
experiences and having self-doubts, would tend to seek feedback and
to adjust their treatments when they receive negative feedback. Thus,
personality traits might explain differences between therapists in the
use of feedback. Delgadillo et al.'s (2020) study is the only one to have
investigated the relationship between therapists' personality traits
and their clients' cognitive behavioural therapy (CBT) treatment
outcomes. They found, however, that therapists' openness predicted
poorer treatment outcomes and suggest that therapists with a high
level of openness might exhibit more therapist drift (i.e., a lack of
conformity to the CBT treatment protocol). This study, however, did
not evaluate whether therapists' openness had a positive effect
when they received feedback about their clients' progress in
treatment, as Chow (2014) proposed, or whether it helped
therapists who tended to drift from the treatment goals to get back
on track and become more focussed. To our knowledge, there have
been no studies that have investigated whether therapists' personality
traits influence whether client feedback can be effective as an
intervention.

In the area of organizational psychology, Krasman (2010)
assessed the influence of personality traits on the willingness to
receive feedback with employees from a variety of industries. The
personality traits were classified according to the Big Five personality
traits, consisting of five factors: neuroticism (self-doubt/emotional
instability), extraversion (outgoingness), openness to experience
(openness to new ideas), agreeableness (friendliness) and conscien-
tiousness (being responsible and well-organized) (Costa &
McCrae, 1992). Higher scores on neuroticism, extraversion and con-
scientiousness were associated with more feedback-seeking behav-
iour. Openness to experience was associated with reflective appraisal
of feedback, but agreeableness had no influence. Krasman (2010) con-
cluded that feedback-seeking behaviour is partially attributable to an
employee's personality traits.
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1.2 | The current study
Knowing which therapist characteristics moderate the relationship
between feedback and outcome might help us to learn more about
circumstances under which feedback is effective, and it can also be
important in the training of therapists. Some therapists might score
lower on the characteristics that are associated with positive treat-
ment outcomes, and they might need incentives to use client feed-
back or additional training in utilizing feedback in their provision of
therapy. Alternatively, it might help in identifying those therapists
who are more likely to benefit from using feedback with their clients.
The aim of the present study was to investigate whether thera-
pists' characteristics moderate the effect of high-intensive client feed-
back as an add-on intervention in CBT with low-intensity monitoring
of symptoms. Our focus was thus on exploring potential interaction
effects of therapist characteristics and high-intensity client feedback
on treatment outcome (symptom reduction and dropout from ther-
apy). Because of the lack of prior research on the interactions
between therapist personality traits and the provision of client feed-
back, specific hypotheses were not formulated; instead, the study was
exploratory. We also explored how therapists' self-assessment of their

effectiveness was related to their characteristics.

2 | METHOD
21 | Data

This study involved secondary analyses of data from two earlier stud-
ies: a quasi-experimental study (Janse et al., 2017) and a randomized
controlled trial (Janse et al., 2020). The control condition in both stud-
ies was treatment as usual (CBT with infrequent monitoring of symp-
toms), and the experimental condition was high-intensity feedback in
which the Outcome Rating Scale and Session Rating Scale (ORS and
SRS; Miller & Duncan, 2004) were frequently used to provide feed-
back to therapists and clients on clients' progress in treatment and the
quality of the therapeutic relationship. Treatment outcome measures
were case-mix corrected symptom severity at the end of treatment
and the number of dropouts from treatment. The ethical review board
of Radboud University approved the randomized controlled study
(reference number ECSW2017-1303-499). Further details about the
two studies can be found in the aforementioned articles.

2.2 | Participants

221 | Therapists

Only therapists who had a minimum of 10 cases in the database were
included in the analyses so that the reliability of each therapist's out-
comes could be calculated. Accordingly, 38 therapists were included
(16 of the 54 therapists from the full sample were excluded). There
was a mean of 22 clients per therapist (range = 11-49). The

therapists who were included had treated clients in both the control
and the experimental conditions. The therapists' demographic charac-
teristics are shown in Table 1. Their scores on internal feedback pro-
pensity, external feedback propensity and self-efficacy are
comparable to those that de Jong et al. (2012) found. Compared to
the Dutch general population, the therapists were below average on
neuroticism, above average on extraversion, high on both openness
and agreeableness and average on conscientiousness (Hoekstra
et al., 2007). All of the therapists had a master's degree in psychology,
had received basic or advanced training in CBT and in the use of spe-

cific CBT treatment protocols (Keijsers et al., 2017).

222 | Clients

A total of 843 clients were included in the analyses. Clients had a
variety of mental disorders and severe symptoms (Global Severity
Index [GSI] of the Symptom Checklist-90) at pre-treatment com-
pared to the norms for the Dutch population (see Table 1). How-
ever, clients with very severe psychiatric problems that required
intensive care (such as clients with psychotic symptoms, severe
borderline personality disorder, severe developmental problems or
severe substance abuse problems) were not included and were
referred elsewhere. On average, clients received 15.18 treatment
sessions (SD = 8.77).

2.3 | Instruments

2.3.1 | Client measures

The Symptom Checklist Revised (SCL-90-R)

The SCL-90-R (Derogatis, 1994), a self-report questionnaire, was used
to measure symptoms of psychopathology. The Dutch version of the
SCL-90-R contains 90 items and eight subscales: agoraphobia, anxiety,
depression, somatisation, incompetence, hostility, insomnia, paranoia
and psychoticism. A sample items is, ‘In the previous week how much
were you bothered by: Feeling afraid in open spaces or on the streets’.
Each item is scored on a 5-point Likert scale, ranging from not at all to
extremely. The GSI, which reflects general psychological and psychoso-
matic well-being, is the mean of the scores on the subscales and some
additional items. The Dutch SCL-90-R has good psychometric proper-
ties (Arrindell & Ettema, 2003). In the present study, the internal con-
sistency of the subscales on the SCL-90-R ranged from .64 to .91, and

the internal consistency of the total scale was a = .95.

Dropouts

Dropouts were defined as clients who indicated they did not want to
continue treatment, even though according to the therapist the treat-
ment had not been completed, or as clients who had stopped attend-
ing their treatment sessions and could not be contacted. Therapists
were required to record the manner in which treatment had been ter-

minated in each client's electronic health file.
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TABLE 1 Sample characteristics

Characteristics

Therapists (N = 38)
Age M (SD; range)
Gender % female
Years of experience M (SD)
Neuroticism M (SD)
Extraversion M (SD)
Openness M (SD)
Agreeableness M (SD)
Conscientiousness M (SD)
Internal Feedback Propensity M (SD)
External Feedback Propensity M (SD)
Self-efficacy M (SD)
Attitude towards feedback M (SD)
Self-assessment effectiveness compared to peers %

Self-assessment recovered clients %

Clients (N = 843)
Age M (SD)
Gender % female
Mood disorders % (N = 208)
Anxiety disorders % (N = 146)
Somatoform disorders % (N = 258)
Adjustment disorder % (N = 152)
Other % (N = 79)
Comorbid disorders % (N = 177)
Cluster C personality traits/disorder (N = 110)
Cluster B personality traits/disorder (N = 18)

SCL-90 GSlI pre-treatment M (SD)
SCL-90 GSI post-treatment M (SD)

JANSE ET AL.
M (SD)/% Range
33.10 (6.48) 25.42-57.74
84.2%
6.32(2.48) 1.5-135
28.82(6.53) 13-41
43.29 (4.82) 33-54
41.79 (6.36) 28-55
51.37 (4.26) 43-59
44.19 (10.09) 6-58
18.84 (3.41) 12-28
20.18 (2.94) 15-28
26.45(2.77) 22-33
47.29 (6.52) 31-59
56.44 (9.37) 50-85
70.58 (13.03) 20-90
Self-assessment alliance with clients compared to peers% 64.21 (12.50) 45-90
42.05 (11.75) 18-73
55.4%
24.7%
17.3%
30.6%
18.0%
9.4%
30.4%
13.1%
2.1%
Personality traits/disorder not otherwise specified (N = 54) 6.4%
1.03(.53) .01-3.02
.38 (.39) 0-2.52
12%

Dropout % (N = 101)

2.3.2 | Therapist measures and questionnaires

NEO Five-Factor Inventory (NEO-FFI)

The NEO-FFI (Hoekstra et al., 2007) is a short version of the NEO-
Personality Inventory Revised (NEO-PI-R, Costa & McCrae, 1992). It
assesses the Big Five personality traits: neuroticism, extraversion,
openness to experience, agreeableness and conscientiousness and
consists of 60 items and five scales, each with 12 items. Items are pre-
sented as statements. An example of an item on the Neuroticism scale
is, ‘I am not a worrier’. An example of an item on Agreeableness is, ‘|
try to be courteous to everyone | meet’. All items are scored on a
5-point Likert scale, ranging from 1 (strongly disagree) to 5 (strongly
agree). Total scores on the individual scales can range between 12 and
60. The NEO-FFI has been demonstrated to have good reliability and
validity (Caruso, 2000). Cronbach's alpha estimates of internal

consistency in this sample were .84 on Neuroticism, .73 on Extraver-
sion, .80 on Openness to Experience, .69 on agreeableness and .78 on

conscientiousness.

Internal and External Feedback Propensity Scales (IEFPS)

The IEPS (Herold et al., 1996) measures feedback orientation and
includes two subscales: Internal Feedback Propensity and External
Feedback Propensity. Internal feedback propensity is being orientated
towards self-generated feedback, and external feedback propensity is
being orientated towards feedback from sources outside oneself. In
other words, the scales assess the preference for receiving feedback
from within oneself or from others. The IEFPS comprises 12 items,
each of which is scored on a 5-point Likert scale, ranging from strongly
disagree to strongly agree. An example of an item on internal feedback

propensity is, ‘How others view my work isn't as important to me as
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how | view my work’. A sample item on external feedback propensity
is, ‘I like getting regular feedback from others on my performance’. A
previous study has reported an internal consistency of a = .71 for the
External Feedback Propensity scale and a = .73 for the Internal Feed-
back Propensity Scale (Herold et al., 1997). In the present study, the
internal consistency of the Internal Feedback Propensity Scale was
a=.72, and for the External Feedback Propensity Scale, it was
a=.62.

Self-efficacy and attitude towards feedback

The adapted version of the CFIT User Survey (De Jong et al., 2012),
designed by the Centre for Evaluation and Program Improvement at
Vanderbilt University, was used to measure therapist self-efficacy,
commitment to use feedback and the perceived validity of feedback.
The 20 items are answered on a 5-point Likert scale. The Self-Efficacy
subscale contains seven items and measures the level of experienced
self-efficacy in several aspects of working as a therapist, an example
of which is ‘To what extent do you feel confident about your ability
to form a good working relationship with clients?” The perceived
validity of feedback subscale aims to measure whether therapist expe-
rience client feedback as a useful addition to therapy or not. A sample
item on perceived validity of the feedback is, ‘I think the ORS and SRS
give valuable information about a client's progress’. Commitment to
use the feedback was measured with a scale based on the Goal Com-
mitment scale (Hollenbeck & Klein, 1987), which aims to give an indi-
cation of how motivated therapists are to use feedback. It contains
seven items, an example of which is, ‘Using the ORS and SRS is a
good way to improve the quality of treatment’. The internal consis-
tency in the current sample was a = .89 for the Commitment scale;
a = .61 for the Perceived Validity scale; and « = .80 for the Self-
Efficacy scale.

Additional questions and outcome measures
In addition to the aforementioned therapist questionnaires, midway
through the study, the therapists were asked to also self-assess how
effective they thought they were in terms of their clients' symptom
reduction and how good their relationship with their clients was com-
pared to peers (e.g., 25% was below average, 50% was average and
75% was above average) and to indicate the percentage of their cli-
ents they thought had reliably improved, deteriorated or dropped out
of therapy. The therapists were also asked to provide some demo-
graphic information about themselves, such as their age, gender and
amount of work experience.

Furthermore, on the therapist level, the proportion of dropouts

from all cases treated by the therapist was investigated.

24 | Treatment conditions

241 | Low-intensity feedback

The control (i.e., treatment as usual) condition included CBT and the

use of specific treatment protocols based on CBT techniques (Keijsers

et al., 2017). All of the therapists had been trained in basic CBT skills
when they began their employment at the organization; consequently,
they received advanced training in CBT that included ongoing weekly
supervision in CBT. In the control condition, symptoms were
measured at intake and monitored using the SCL-90-R at every
fifth session. The SCL-90 was primarily filled in outside the sessions; a
link was automatically sent to the client's email address every fifth
session, and the scores were then saved in the electronic health
record. Therapists did not receive a reminder that the SCL-90 had

been completed.

2.4.2 | High-intensity feedback

In the experimental, high-intensity feedback condition, therapists
were required to administer the ORS and the SRS (Miller &
Duncan, 2004) and to discuss the results with their clients as an add-
on to treatment as usual. Clients were instructed to fill in the ORS and
SRS during the session. The ORS and SRS use visual analogue scales
and include four items each. The ORS assesses clients' functioning
and well-being personally (i.e., their personal well-being), interperson-
ally (i.e., in terms of family and other close relationships) and socially
(i.e., at work, in school, with friends) and their overall daily functioning.
The SRS assesses the quality of the therapeutic alliance. Clients are
asked for their opinion on the qualility of the of the relationship with
their therapist, whether they experience a consensus with the thera-
pist about treatment goals and how they experience the approach or
method the therapist uses. Clients are also asked to give a overall
assesmentt of the quality of the treatment session. Total scores on
the ORS and SRS are calculated by summing of the four items (mea-
sured in millimetres). The psychometric properties of the two mea-
sures are adequate, although the validity of the Dutch version is
moderately strong (Janse et al., 2014). The therapists used the web-
based program FIT-Outcomes to evaluate the scores on the ORS and
SRS, which are displayed graphically. The ORS scores are compared
with the expected recovery curves (i.e., trajectories of change) based
on the clients' initial scores. The algorithm is based on a sample of
427,744 administrations of the ORS, which were provided by 2354
different clinicians. Furthermore, the ORS cut-off score that differen-
tiates the clinical population to those who are not was 24 points
(Janse et al., 2014). On the SRS, a cut-off score of 34 points was used
(Janse et al., 2014); scores below this point indicate an inadequate
quality of the therapeutic relationship and need to be discussed with
the client. Therapists were trained in the use of FIT-Outcomes by an
independent trainer and the principal researcher, and they received
several follow-up group supervision sessions. In the feedback condi-
tion, therapists were instructed to evaluate with their clients whether
enough progress was being made in the treatment and whether the
quality of the therapeutic relationship was sufficient (based on the
expected recovery curve and cut-off scores) and, if not, to discuss
what needed to be changed in order to be on track. This could entail,
for example, adjusting the treatment goals and/or plan or the thera-

pist adapting their behaviour towards the client.
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2.5 | Procedure

The procedure for the studies is described in the two previous
articles (Janse et al., 2017, 2020). At intake, therapists used the
Mini-International  Neuropsychiatric Interview (MINI; Sheehan
et al., 1998) and the scores on the Assessment for DSM-IV Personality
Disorders (ADP-IV; Schotte & de Doncker, 1994) to set their
diagnoses. In both studies, clients were asked to complete the
Symptom Checklist-90 Revised (SCL-90-R; Derogatis, 1994) at intake,
at the end of the treatment and at every fifth session during
treatment. In the feedback condition, clients were asked to complete
the ORS at the beginning of each session and the SRS at the end of
each session, using the digital system FIT-Outcomes. Both assess-
ments were immediately scored by the therapists and discussed with
the client. Therapists taking part in this study were invited via email to
complete the NEO-FFI (Hoekstra et al., 2007), the IEFPS and the
self-efficacy and attitude towards feedback questionnaires. If clients
had received treatment from multiple therapists, the therapist who
had conducted the most sessions was used in the analysis.

2.6 | Statistical analyses

For the preliminary analyses, t tests were performed to compare sev-
eral client variables between studies 1 and 2 and to determine
whether merging the data from the two samples was justified. Next,
we investigated the effect of client feedback on outcome within the
combined dataset. Furthermore, to determine the therapists' adher-
ence to the feedback system in the high-intensity feedback condition,
an implementation index was calculated by dividing the number of
ORS and SRS scores completed by the total number of sessions each
client had received. Correlations between implementation index and
treatment outcome were explored.

The primary outcome was clients' post treatment GSI scores.
Therapists who on average had clients with more severe symptoms
showed more pre-test to post-test improvement (r = .70 between
pre-treatment scores and pre-to-post changes); therefore on the cli-
ent level, outcome was not calculated as pre-to-post differences but
by residual post-GSl scores. The residuals were calculated by predict-
ing post-test GSI scores with a two-level analysis with pre-treatment
GSI scores and whether the client had a comorbid disorder (which
would be an indication of the severity or complexity of the client's
problems) as the covariates and subtracting the predicted scores from
the actual post-test GSI scores. Negative residuals (hereafter referred
to as case mix corrected post-treatment symptom severity scores) indi-
cated better than expected post-treatment GSI scores. Also, a mean
within-participant effect size for each client was calculated using Mor-
ris and DeShon's (2002, p. 111) procedure and taking the correlation
between the pre-test and the post-test into account. To be able inves-
tigate whether clients had achieved clinically significant change, the
Reliable Change Index (RCI) of the GSI was calculated by multiplying
sdiff (standard error of the t1 — t2 difference) by the z value of the
requisite significance level (1.96, p < .05). This resulted in a RCI of .33.

The cut-off score of the GSI was set at .65 (based on Janse
et al., 2020).

Before performing the main analyses, we made a selection of vari-
ables to test in the multilevel moderation analyses. Both the means of
the case mix corrected post-treatment symptom severity scores and
the mean effect size (ES) per therapist were calculated. Also, the
percentage of clients in each therapist's caseload who had dropped
out of therapy was calculated. Correlations between therapist
characteristics and therapists' mean outcomes were investigated. The
variables that had at least a moderately strong relationship (r > .30)
and were significantly correlated with therapists' outcomes were
then further tested in the main analyses. The moderation analyses
consisted of two-level multilevel analyses, with clients' case mix
corrected post-treatment symptom severity scores and dropouts at
Level 1 and the therapists' characteristics at Level 2. The therapist
variables were grand-mean centred in order to facilitate interpretation
of the results.

In the multilevel analyses, several steps were taken. First, an
unconditional model was used to determine the amount of variance in
outcome that was due to differences among the therapists. Second,
the models were tested for random intercepts and slopes by inspect-
ing the AIC and BIC (with smaller numbers indicating a better model).
Third, a two-level moderation analysis was performed, with treatment
condition, therapist variables and their interactions included in the
models. In all of the two-level analyses, the Restricted Maximum Like-
lihood method was used with an unstructured variance-covariance
matrix in order to estimate random effects. The proportion of variance
in outcome (i.e., therapist effects) that could be explained by either cli-
ents or therapists was determined by calculating the initial interclass
correlation (ICC). For the analysis with dropout as outcome (a binary
outcome), 3.29 was used as our Level-1 error variance in calculating
the ICC (O'Connell et al., 2008).

To determine the therapists' adherence to the feedback system in
the high-intensity feedback condition, an implementation index was
calculated by dividing the number of ORS and SRS scores completed
by the total number of sessions each client had received.

Analyses were performed using SPSS 26 and SAS 9.4. In SAS, the
proc mixed was used for the continuous outcome measures, and proc
glimmix was used for the categorical outcome measure (number of

dropouts).

3 | RESULTS

3.1 | Preliminary analyses
Both the quasi-experimental (Janse et al., 2017) and randomized con-
trolled trial (Janse et al., 2020) found that, overall, high-intensity feed-
back did not reduce clients' symptoms, but it did reduce the number
of sessions needed. Also, the results of the trial showed that dropout
was significantly lower in the high intensive feedback condition.

To investigate whether the groups of clients in Studies 1 and

2 were comparable and whether combining the data was justifiable,
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we compared the groups on certain client characteristics. The severity
of pre-treatment symptoms did not differ significantly, t = 1.06 (807),
p =.292, 95% CI (—.04, .12), and neither did the post-treatment
scores, t = —1.30 (715), p = .195, 95% Cl (—.11, .02). The mean effect
size for clients in the first and second studies was d = 1.32 and
d = 1.18, respectively, but the difference was not significant, t = 1.58
(690), p=.114, 95% Cl (—.03, .29). In the first study, 62.8% of
clients achieved clinically significant change, versus 65.6% in the
second study, and a chi square test showed that this was not
significantly different (x? (1, 693) = .47, p = .274). Clients' mean age
also did not differ between the studies, t = —.011 (841), p = .991,
95% Cl (1.69, 1.67). Finally, no significant differences in treatment
length (number of sessions) were found, t = —1.34 (837), p = .181,
95% Cl (—2.16, .41), nor were there significant differences in the per-
centage of treatment dropouts, x2 (1, 841) = .37, p = .543, between
the two studies.

Furthermore, in the combined dataset of the two studies, high-
intensity feedback had no effect on case-mix-corrected post-
treatment symptom severity (b =.01, t=.30, p=.765, 95% ClI
[-.05,.06]) or on drop out (b= —.38, t=1,78, p=.075, 95% ClI
[-.79, .04]).

The mean implementation index (the mean number of com-
pleted ORSs and SRSs scores within each client's treatment) was
61.18% (SD = 38.65), meaning that within a treatment on average,
the ORS and SRS were used in 61.18% of the sessions. There
were no significant correlations between the implementation
index and the case-mix-corrected client outcomes (r= —.09)
within the high intensity feedback condition. Among the clients
who had dropped out, the implementation was somewhat lower
(51.51%) than among clients who had not dropped out (62.40%),
but this difference was not significant (t (421) = 1.88, p = .061,
d=.28).

3.2 | Differences among therapists in their clients'
treatment outcome

First, a two-level model was built to calculate residual case mix cor-
rected post-treatment symptom severity scores and to determine
whether there were therapist effects. An empty two-level model
(unconditional, i.e., with no predictor variables) with post-treatment
GSlI scores as the dependent variable was used to calculate the ICC
and the variances due to therapist effects. The model showed that
1.4% of the variance in treatment outcome was due to differences
among the therapists (b = —.00, t = —1.96, p = .050, 95% CI [-01,
—.00). GSI pre-treatment scores and whether clients had comorbid
psychological disorders were added to the model because these vari-
ables significantly predicted outcome and the best-fitting model
included both covariates (smaller AIC and BIC). The residual scores for
this model (predicted scores subtracted from actual post-treatment
scores) were used as the outcome measure in the subsequent moder-
ation analyses.

The effect size (d) per therapist ranged between 1.00 and 2.12.

3.3 | Association between therapist characteristics
and outcome

Correlations between therapist characteristics and treatment out-
comes were calculated (see Appendix A). General characteristics of
therapists, such as age and experience, were not significantly corre-
lated with post-treatment symptom severity (case mix corrected).
Years of experience had a moderate strong correlation with less drop-
out. There were no differences between male and female therapists in
treatment outcome or therapist characteristics. Of the specific thera-
pist characteristics, openness was associated with better outcomes
(lower post-treatment symptom severity and percentage of clients
within their caseload who had dropped out of treatment), while self-
efficacy was associated with worse outcomes (higher post-treatment
symptom severity and percentage of clients within their caseload who
had dropped out of treatment).

Interestingly, the therapists' assessment of their own effective-
ness was not significantly correlated with actual average outcome
(r = .10). On average, therapists thought they were just as effective as
their peers (M = 56.5%, SD = 9.4, range 50-85%), and none of the

therapists thought their performance was below average.

3.4 | Therapists' characteristics as a moderator of
the effect of client feedback

341 | Symptom severity

The multilevel analysis showed a significant interaction between self-
efficacy and feedback intensity (b = —.03, t = —2.81, p = .005, 95%
Cl [-.05, —.01]), which meant that therapists with low self-efficacy
seem to have done better when only low-intensity feedback was pro-
vided, whereas those with higher self-efficacy had better results when
high-intensity feedback was provided. A quadratic or cubic
model (with self-efficacy as a quadratic or cubic term added to the
model) was not a better fit. Even though therapist openness was
moderately strongly related to treatment outcome, in the moderation
analysis, openness was removed as a predictor of treatment outcome
because it became non-significant. The final model is shown in
Table 2.

Figure 1 shows the interaction between self-efficacy and case-
mix-corrected treatment outcome. As can be seen in Figure 1, thera-
pists with low self-efficacy seem to have done better when only low
intensity feedback was provided, whereas those with more self-
efficacy had better results when high intensity feedback was pro-
vided. To further illustrate the interaction between self-efficacy and
feedback, we explored post hoc the differences between therapists
with low (1 SD lower than average) and high self-efficacy (1 SD higher
than average). Therapists with low self-efficacy estimated that 66.7%
of their clients had recovered after treatment, whereas therapists with
high self-efficacy estimated this was 83.8%. In reality, 51.9% of clients
of therapists with high self-efficacy achieved a clinically significant

change versus 55.0% of clients of therapist with low self-efficacy.
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TABLE 2 Two-level model of the

b SE T 95% Cl . B )
interaction between client feedback and
Fixed effects therapists' self-efficacy
Intercept .00 .01 21 -.02 .03
Feedback condition .02 .03 .60 -.03 .06
Self-efficacy .02** .01 4.07 .01 .03
Feedback condition * Self-efficacy —.03* .01 —-2.81 -.05 -.01
Covariance z
Level 2 variance .00** .00 14.72 .00 .00
Residual 13 .01 18.40 12 .14
*p < .01.%*p < .0001.
0,20
Treatment condition
— ~Low intensity feedback
2 — High intensity feedback
- - -
o
g 0,10 e s”
£
o -
g
g =
0,00 —
=
£ e’ FIGURE 1 Interaction
% e 3 between high intensity feedback
I e and case-mix-corrected treatment
E 010 outcome (residuals). Note: Lower
g residual scores meant better
treatment outcomes (range of
therapists mean residual
-0,20 scores = —.14-.18). Self-efficacy
50 = W N e A0 450 e e scores were centred with a mean
Self-efficacy (centered) of 0.

Also, therapists' estimation of how good their therapeutic alliance was
in comparison to their peers with low self-efficacy was at the 58th
percentile versus the 79th percentile for therapists with high self-effi-
cacy. However, there were no other noteworthy differences between
therapists with low and high self-efficacy.

3.4.2 | Dropout rate

Therapists' self-efficacy was significantly positively correlated with
the percentage of their clients who had dropped out of treatment
(r =.41), and further investigation showed that therapists with high
self-efficacy (1 SD higher than average) had almost twice as high a
dropout rate as therapists with low self-efficacy (14.0% vs. 7.8%).
However, the two-level analysis showed that there was no interaction
between providing feedback and therapists' self-efficacy in the proba-
bility that clients would drop out, controlling for therapist's experience
(b=-.06,t=—-.76,p=.447,95% Cl [-.21, .09]). Furthermore, even
though there was a significant negative correlation between thera-
pists' goal commitment (r = —.32) and the percentage of their clients

who had dropped out of treatment, no significant interaction was

found between goal commitment and the provision of feedback
(b =-.07,t=—-.20, p = .844,95% CI [-.08, .07]).

Because the preliminary analyses showed that the implementa-
tion index seemed to have a small effect on the dropout rate, we
explored post hoc the possible associations with therapist characteris-
tics when only clients with a high implementation index were included
(>90%). In the two-level logistic model, controlling for GSI pre-
treatment scores and the client's age, the therapist effect was 2.66%.
When client feedback was added as a predictor, the results showed
rate (b = —.833,

t=-2.219, p =.025). However, no interactions were found with

that client feedback decreased the dropout

therapist characteristics.

4 | DISCUSSION

This  study characteristics  as

possible moderators of the relationship between providing client

investigated various therapist
feedback and treatment outcome. The study included secondary
analyses of the combined data from two previous studies

(Janse et al., 2017, 2020). The results showed that therapists'
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self-efficacy was related to poorer treatment outcomes. Furthermore,
an interaction effect was found between therapists' self-efficacy and
their performance. Therapists who were lower in self-efficacy
achieved better results when only low-intensity feedback was pro-
vided, and therapists with more self-efficacy had better outcomes in
the high-intensity feedback group than in the control group. The
latter result is in line with Reese et al.'s (2009) results, which showed
that counselling trainees who were higher in self-efficacy and who
had not received high-intensity feedback from their clients had worse
outcomes at the end of their training, whereas among trainees who
had received feedback and had discussed the feedback during
their supervision, their self-efficacy was positively related to their
effectiveness with their clients.

There are two hypotheses to account for the interaction between
self-efficacy and the provision of feedback. De Jong et al. (2012) sug-
gest that therapists with high self-efficacy might be better able to deal
with negative feedback, so that therapists' self-efficacy is a moderator
of the effect that client feedback has on their treatment outcome.
Therapists with low self-efficacy did indeed have poorer outcomes in
the present study when high-intensity feedback was used, which
might indicate that they have more difficulty handling frequent feed-
back. Studies from organizational psychology suggest that negative
feedback might have a negative impact on people with lower self-
efficacy (Sherf & Morrison, 2020). On the other hand, we would also
expect a significant association between self-efficacy and outcomes in
the feedback condition, which was not the case in the present study.
The other possibility is that providing feedback moderates the rela-
tionship between therapist self-efficacy and clients' treatment out-
come so that the feedback can help correct the biases that therapists
with high self-efficacy might have towards their own performance.
Further examination of the present results showed that therapists
with high self-efficacy estimated that 83.8% of their clients recovered,
whereas in reality, only 51.9% of the clients of therapists with high
self-efficacy achieved a clinically significant change. With therapists
with low self-efficacy, there was less of a difference (estimated recov-
ery of 66.7% vs. 55.0% in reality). This lends some support to the
interpretation that feedback works through correcting the self-serving
bias, which makes highly self-efficient therapists overestimate their
abilities. Although these hypotheses need to be further investigated,
this might have clinical implications as to which therapists should use
high intensity feedback and which therapists might benefit more from
less frequent feedback.

Notwithstanding the aforementioned results, even though thera-
pists with higher levels of self-efficacy seemed to have more clients
who had dropped out of therapy, no interactions were found between
therapist self-efficacy and high-intensity client feedback on the proba-
bility that clients would drop out.

Furthermore, few therapists' characteristics in the present study
were associated with treatment outcome. The relationship that de
Jong et al. (2012) discussed between internal feedback propensity
and clients' treatment outcomes was not found in the present study.
Also, in contrast to Delgadillo et al.'s (2020) finding that CBT thera-
pists' openness (as measured by the NEO-PI-R personality inventory)

predicted poorer client outcomes, in the present study, therapists'
openness was associated with better client outcomes. Delgadillo et al.
(2020) suggest that very high levels of openness might be related to
nonconformity, which might not be a desirable quality when a thera-
pist is delivering structured CBT protocols. Yet, a recent review of
studies on therapists personality traits and treatment processes and
outcomes did not find conclusive evidence of a relationship between
therapists' openness and model fidelity (Fletcher & Delgadillo, 2022).
In the present study, the average therapist scores on openness were
lower than in Delgadillo et al.'s (2020) study. This suggests the possi-
bility of a curvilinear relationship between therapists' openness and
clients' treatment outcomes.

4.1 | Limitations and future directions

The major limitation of this study is that, due to its exploratory nature,
definitive conclusions cannot be made about how the impact of client
feedback on treatment outcomes varies according to therapist charac-
teristics. However, the aim of an exploratory study is to generate
hypotheses that could be investigated in future studies.

Another limitation of this study is the limited sample size of
both clients and therapists. Ideally, to adequately estimate therapist
effects in a multilevel model, a minimum of 50 therapists (Johns
et al, 2019; Maas & Hox, 2005) and 1200 clients (Schiefele
et al., 2017) would be required. Future research on therapist char-
acteristics as moderators should thus include more therapists and
clients per therapist.

Considering that the therapist effect was small (1.4%), and very
few therapist variables were associated with clients' outcomes or
moderated the effects of high-intensity feedback, the question arises
as to how influential therapist effects are in the context of a struc-
tured CBT treatment. Possibly because of both the CBT training these
therapists received and the quality control that had been implemented
through supervision, they focused mainly on specific techniques in
their treatment, leaving less room for their own characteristics to
influence the treatment. The therapist effects found in the present
study were relatively small but not atypical; therapist effects can vary
from as low as 0.2%, up to 29% (Johns et al., 2019). A limitation of the
present study, however, is that the relatively small therapist effect
made it inherently more difficult to detect therapist characteristics
that contribute to therapist variance.

Another possible limitation of this study is the seemingly minor
differences between the two treatment conditions. Yet in the high-
intensity client feedback condition, therapists were asked to fre-
quently use and discuss not only progress on the ORS but also the
therapeutic alliance based on the scores from the SRS. Also, clients
and therapists were instructed to fill in the ORS and SRS during the
session, whereas the SCL-90 was primarily filled in outside the ses-
sions, and therapists were not reminded that a client had filled in the
SCL-90. Therefore, it seems likely that when the ORS and SRS were
filled in, they were also discussed in the session, whereas there might

have been a greater risk that the SCL-90 would be forgotten by the
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therapist. Unfortunately, no adherence measures were used, and
future research should incorporate this in the methodology.

Based on the results of the present study and those of de Jong
et al. (2012), therapists' self-efficacy seems to be a relevant character-
istic in the provision of feedback. Whether self-efficacy is indeed
associated with a self-serving bias or other biases of therapists (e.g., a
confirmation bias) and whether biases can be corrected by client feed-
back should be investigated in future research, for example, in experi-
mental or vignette studies. Also, which elements of client feedback
might be effective in correcting biases (feedback on progress or feed-
back on therapist functioning/session satisfaction) warrants further
investigation. The results of the present study also raise the question
of the extent to which therapist factors moderate the effects of feed-
back on clients' outcomes versus the extent to which client feedback
affects the impact of therapist characteristics on clients' treatment
outcomes. Future research might (a) use alternative questionnaires to
measure therapists' self-efficacy and investigate through qualitative or
mixed methods whether and how feedback changes the way thera-
pists see themselves (if feedback does, in fact, correct therapists'
biases) and (b) investigate how clients perceive therapists with a high
level of self-efficacy and whether their perceptions affect the thera-

peutic relationship.

5 | CONCLUSION

The results of this study indicate that some therapists might benefit
more from client feedback than others. For therapist with high self-
efficacy, it might improve their performance, possibly because their
biases are corrected, but for therapists with low self-efficacy, who
seem to perform better when only low-frequent feedback is provided,
high frequent feedback might make them more insecure. These
hypotheses should be tested in future studies. This could be done by
assessing in greater depth (e.g., through mixed methods and experi-
mental research) what therapists' self-efficacy entails, how it effects
treatment outcomes and how therapists with high versus low self-
efficacy respond differently to feedback. In summary, this study pro-
vides another potential piece of the puzzle for understanding how and

when client feedback is effective.
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