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Abstract 

 

Purpose: This systematic review aimed to establish if continuous structured feedback, in the 

context of individual psychological therapy within psychiatric/mental health settings can 

improve treatment effectiveness and efficiency compared to treatment as usual/no feedback, 

and if the effects of feedback are influenced by feedback recipient, type, a Clinical Support 

Tool (CST) or clinician training.  

 

Methods: A systematic literature search was undertaken in key databases. The quality of key 

papers were assessed using a critical appraisal tool. A narrative synthesis approach was used 

to summarise findings. 

 

Results: The search generated 15 papers. Structured feedback was found to be superior to a 

comparator in half of studies (d = .26, d = .49). For initial treatment non-responders, 3/10 

studies found feedback to be superior (d = .12, d = .23). Only 3/9 studies found structured 

feedback improved efficiency (d = .22). However, there were limitations around how efficiency 

was measured. Feedback to clinician and client may be superior to clinician alone and CSTs 

may be effective for initial treatment non-responders.  

 

Conclusions: Structured feedback can improve treatment effectiveness in individual 

psychological therapy in clinical populations, but findings are not consistent. How feedback is 

implemented needs to be considered. 
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1. Introduction 

 

1.1 Background 

With increasing population rates of psychological distress, effective and efficient mental 

health interventions are needed more than ever (Zhang et al., 2023). The effectiveness of 

psychological therapy is well evidenced (e.g. The Matrix; Scottish Government, 2023). 

However, in naturalistic settings, it is estimated 50% of clients will not experience significant 

treatment gains (Hansen & Lambert, 2003), with 5-10% experiencing a worsening in their 

difficulties (Hansen et al., 2002). 

 

Clinicians struggle to identify clients who are not progressing in therapy (Hatfield et al., 2010). 

Structured feedback on client progress could improve outcomes (Waller & Turner, 2016). 

Structured feedback involves the routine use of Patient Reported Outcome Measures 

(PROMs), with timely feedback provided to the clinician (and sometimes client) on current 

versus expected progress. Expected progress is based on norms for trajectories of change 

(Lambert, 2012). Structured feedback can be implemented using PROMs alone or via feedback 

systems such as the Outcome Questionnaire, OQ-Analyst (Lambert et al., 2010) and the 

Partners for Change Outcome Management System, PCOMS (Duncan, 2012). Feedback can 

include process (related to therapeutic processes) alongside progress feedback. Graphed 

scores on PROMs are often provided, accompanied by an Expected Treatment Response 

(“ETR”) curve and signals/messages to convey the clients’ level of progress, highlighting 

treatment non-responders, referred to as those ‘not on track’ (“NOT”). NOT indicates a clients’ 

scores have deviated significantly and negatively from the ETR. Clinical Support Tools (CSTs) 

are sometimes available for use with those NOT, incorporating measures to identify barriers 

to progress, treatment guidance, and resources (Lambert et al., 2007). 

 

1.2 Current Evidence 

The effectiveness of structured feedback has been investigated in populations across the 

lifespan (Bergman et al., 2018; Gondek et al., 2016), with different client groups (Davidsen et 

al., 2017; Schuman et al., 2015), in outpatient (Tzur Bitan et al., 2020), inpatient (Puschner et 

al., 2009) and crisis settings (van Oenen et al., 2016). Structured feedback has been delivered 
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in the context of a range of mental health interventions such as pharmacotherapy and guided 

self-help (van Oenen et al., 2016). For psychological therapy, studies have examined individual 

(Amble et al., 2015), group (Hutson et al., 2020) and couples therapy (Anker et al., 2009) 

formats. Findings from empirical studies have been mixed, varying from no effect of feedback 

(Davidsen et al., 2017), a significant but small effect (Schuman et al., 2017, d =.28), to a 

significant medium effect (Anker et al., 2009, d =.50). This may reflect the variability in sample 

populations, feedback used and study quality.  

 

A meta-analysis by Knaup et al. (2009) looked at the use of structured feedback in 12 studies 

in adult mental health services and concluded feedback was associated with greater 

treatment effectiveness as measured by changes on symptom scores, with a small effect size 

(d = .10). No differences were reported in efficiency. However, a subsequent systematic 

review incorporating 32 studies conducted across mental health settings (Gondek et al., 2016) 

found only 56% of studies showed a significant positive effect of feedback, with 20% 

demonstrating improved treatment efficiency.  

 

Davidson et al. (2015) undertook a systematic review of 11 studies examining the use of 

continuous structured feedback specifically in the context of individual psychological therapy, 

concluding feedback improved treatment effectiveness for NOT clients .However, 60% of the 

included studies were conducted with university students, with one third of the sample having 

symptoms below clinical thresholds. The authors stated it was therefore unclear if structured 

feedback could improve therapy outcomes for clients in psychiatric/specialist mental health 

settings such as those in the National Health Service (NHS) in the UK. Further research in 

psychiatric settings has since been undertaken (e.g. Brattland et al., 2018).  

 

De Jong et al. (2021) undertook a recent meta-analysis of structured feedback in psychological 

therapies involving 58 studies. They found a small effect for treatment effectiveness (d = .15) 

but no effect for treatment efficiency when comparing structured feedback to control groups. 

However, this meta-analysis included any psychological therapy format (e.g. group, individual) 

and various intensities of structured feedback (the minimum being three occasions where 

feedback was provided). They also excluded studies with clients experiencing “severe mental 

illnesses”. Whether continuous (session by session) structured feedback specifically in 
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individual psychological therapy within adult psychiatric/mental health settings is effective is 

unclear. In addition, treatment efficiency within the meta-analysis was based on the number 

of sessions attended, a trend across studies in this area.  There is evidence structured 

feedback may reduce dropout for NOT clients, increasing sessions attended, and shorten 

treatment duration for ‘on track’ (“OT”) clients (Shimokawa et al., 2010). This has the 

potential to cancel out overall differences when number of sessions is compared between 

feedback and non-feedback groups. Measuring efficiency in other ways is needed.  

 

The mechanisms through which structured feedback might work also remains unclear 

(Gondek et al., 2016). Contextualised Feedback Intervention Theory (Riemer & Bickman, 2011) 

suggests feedback directs the clinician’s attention towards the goal(s) of therapy and the 

client’s progress in comparison, motivating clinicians to adapt their work when there are 

discrepancies. This suggests feedback may be most beneficial for those NOT (de Jong et al., 

2014).  

 

1.3 Potential Moderators 

Variations in how feedback is implemented, such as the feedback recipient, content of 

feedback and whether CSTs are used, may influence the effect of structured feedback. The 

extant literature with regards to these will now be discussed. 

 

Feedback recipient 

The early meta-analysis by Knaup et al. (2009) found the effect of structured feedback on 

treatment effectiveness was greater when both the clinician and client received feedback 

compared to the clinician alone. However, a subsequent meta-analysis by Shimokawa et al. 

(2010) reported mixed findings, with some clients not benefitting from receiving structured 

feedback alongside their clinician. Davidson et al. (2015) found no additional benefit in their 

review. It is unclear whether the recipient of continuous progress feedback influences 

outcomes in the context of individual therapy in psychiatric/mental health settings.  
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Feedback type 

Intuitively, it might be assumed the addition of process feedback could improve outcomes. 

However, a dismantling study by Mikeal et al. (2016) found outcomes were similar when the 

clinician received progress only compared to progress and process feedback. This study was, 

however, conducted within student counselling services. The meta-analysis by de Jong et al. 

(2021) found studies using the PCOMS, which incorporates process feedback, had larger effect 

sizes (d = .24) compared to the OQ–Analyst, which provides only progress feedback (d = .13). 

However, this review included studies offering a range of psychological therapy formats, 

making it difficult to draw conclusions about feedback type in individual therapy.   

 

Feedback plus Clinical Support Tools 

Shimokawa et al. (2010) found studies which incorporated the use of CSTs improved the 

benefits of structured feedback for those NOT and reduced deterioration rates. However, 5/6 

studies in this meta-analysis were with student samples. The recent meta-analysis by de Jong 

et al. (2021) did not draw any firm conclusions about the effect of CSTs.  

 

In summary, it remains unclear whether continuous structured feedback in the context of a 

clinical population receiving individual psychological therapy can improve treatment 

effectiveness or efficiency, and whether the recipient, feedback type and incorporation of a 

CST influences the effects of feedback. There is also variability in clinician training and support 

in the implementation of structured feedback and its effects are unclear. With high demand 

for psychological therapy, it is important to establish whether structured feedback is effective 

and efficient and to maximise any potential benefits. 

 

1.4 Aims 

The aims of this review were to establish if continuous structured progress feedback within 

individual psychological therapy in psychiatric/mental health settings  

(1) improves treatment effectiveness, and 

(2) improves treatment efficiency 
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The review will also explore whether (1) feedback recipient (clinician/clinician and client), (2) 

feedback type (progress/progress and process), (3) CSTs (presence/not) and (4) clinician 

training (provided/not, and if so duration) influence treatment effect. 
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2. Methods 

 

A protocol was developed in accordance with the PRISMA-P (Preferred Reporting Items for 

Systematic Review and Meta-Analysis Protocols) guidelines (see checklist, Appendix 1.1, page 

86) and published on the Open Science Framework (Appendix 1.2, page 89). 

 

2.1. Search Strategy 

A literature search was undertaken on 17th August 2023 in PsycINFO (Ebsco, 1600s-search 

date), CINAHL (Ebsco, 1981-search date), Embase (Ovid, 1947-search date) & Medline (Ovid, 

1946-search date). The International Standard Randomised Controlled Trial Number 

Registration, The US National Institute of Health Clinical Trials and The Cochrane Central 

Register of Controlled Trials were searched on 18th August 2023. The search strategy is 

detailed in Appendix 1.3, page 90 and used a combination of Medical Subject Headings 

(MeSH) and keywords related to ‘routine outcome monitoring’ and ‘structured feedback’ in 

psychological therapy in mental health settings. All references were imported and managed in 

EndNote.  

 

2.2. Eligibility Criteria 

Eligible studies needed to meet all of the following inclusion criteria:  

(1) Population: Adults (18+) receiving individual psychological therapy in relation to 

mental health and/or substance misuse difficulties 

(2) Intervention: Session by session feedback on progress to the clinician, or clinician and 

client across the course of therapy, including presentation and interpretation of at 

least one PROM 

(3) Comparator:  Treatment as Usual (TAU), no feedback, or the availability of PROM 

scores but no interpretation of these  

(4) Outcome: Symptom change on at least one PROM and/or total number of treatment 

sessions delivered prior to conclusion of a complete course of therapy 

(5) Setting: Psychiatric/mental health setting that offered psychological therapy as part of 

public health service options 
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(6) Study: A comparison study (RCT, controlled trial, quasi-experimental design) published 

in a peer reviewed journal and written in English 

 

Studies were excluded if they (1) involved Student Counselling Services; (2) were a meta-

analysis, systematic or literature review (3) were a secondary analysis/repeated data sets. 

 

2.3. Study Selection 

Duplicate citations were removed from Endnote. Titles and abstracts were screened against 

inclusion criteria and ineligible papers removed. A second independent researcher screened a 

random sample of 5% of titles and abstracts (n = 142) for eligibility. Inter-rater reliability was 

substantial (Cohen’s Kappa = 0.78). Discrepancies were resolved via discussion. Full texts were 

retrieved for remaining papers. Outcomes for full text screening were recorded in Excel. 

Further information was required for three papers to determine if eligible. The main author 

for each of these papers was contacted on two occasions to request this information. A 

random sample of 20% of full text papers (n = 12), with a mix of those deemed eligible and 

ineligible were screened for eligibility by a second independent researcher. Inter-rater 

reliability was perfect (Cohen’s Kappa = 1).  Once eligible papers were determined, their 

reference lists were hand searched. A UK expert in the field was consulted via email; no 

additional papers were identified. 

 

2.4. Data Extraction  

Data extraction of study characteristics was undertaken. Data fields were author, publication 

year, study location and setting, design, psychological therapies delivered, participant 

characteristics (sample size, age, gender, ethnicity and mental health presentation), 

intervention (feedback type, frequency, tool, recipient, use of warning signals, use of CST), 

extent of clinician training in the intervention, details of the comparator, primary and 

secondary outcomes, analysis and findings, including effect sizes (for whole sample and NOT if 

reported). Contact was made with one author, who provided information missing from a 

paper. 
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2.5. Outcomes 

The two outcomes of interest were: 

(1) Treatment effectiveness as measured by change on a PROM pre to post-therapy, 

including effect size, and where reported, the proportion of clients who made ‘reliable 

change’ as calculated by the Reliable Change Index (RCI) 

(2) Treatment efficiency as measured by total number of sessions delivered to complete a 

full course of psychological therapy 

 

2.6. Quality Assessment  

To consider potential bias, each eligible paper was assessed using the Crowe Critical Appraisal 

Tool (CCAT), v1.4 (Crowe & Sheppard, 2011). This consists of eight domains, providing an 

overall score from 0-40, and a percentage. A higher score/percentage is indicative of better 

quality. A second independent researcher was provided with a random sample of 20% of 

eligible papers (n = 3) to undertake the same appraisal process. There was no more than a one 

point difference across each domain, and no more than a two point difference in total scores 

for each paper. Discrepancies were resolved through discussion. Consensus ratings were used 

for final reporting. For the purposes of this review, papers were categorised into low (80% or 

more), medium (70-79%) and high (total percentage up to 69%) risk of bias.  

 

2.7. Data Synthesis 

The characteristics of studies were summarised using frequencies. A narrative synthesis 

approach using published guidance (Popay et al., 2006) was followed. The synthesis examined 

(1) treatment effectiveness and (2) treatment efficiency for structured feedback versus no 

feedback/TAU, including a separate analysis for NOT clients if reported, (3) treatment 

effectiveness by feedback recipient, type, whether a CST was used and (4) extent of clinician 

training. 
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3. Results 

 

3.1. Sample 

The screening and selection process is outlined in Figure 1 (PRISMA 2020, Page et al., 2021). A 

total of 4490 citations were generated following the search. After removing duplicates, 2834 

citations remained. Following screening of abstracts and titles, 2779 were excluded. Full texts 

were retrieved for the remaining 55 citations. 42 were excluded. Three papers required 

contact with the authors to confirm all participants received individual psychological therapy. 

Only one author responded and stated participants could have received group or individual 

therapy (Rise et al., 2012). Due to lack of clarity around the other two papers (Connolly 

Gibbons et al., 2015; Hansson et al., 2013) all three papers were excluded. This left 13 eligible 

papers. Two additional key papers were identified following hand searching of reference lists. 

Hence, 15 papers were eligible for inclusion.
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Figure 1 – PRISMA Flow diagram (Page et al., 2021) 
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3.2 Study Characteristics  

 

The characteristics of the studies in terms of their setting and sample are presented in Table 1.  

 

 

Setting  

One third of studies were conducted in the USA and just over a quarter (26.6%) in the 

Netherlands. Only two were conducted within the UK (13.3%).  Sample sizes ranged from 2233 

(Delgadillo et al., 2018) to 96 (Reese et al., 2009). Most (86.7%) were conducted within 

outpatient settings. Services were predominantly aimed at treating mental health difficulties 

(86.7%) although two studies treated those with substance misuse difficulties (Amble et al., 

2015; Crits-Christoph et al., 2012). Structured feedback was implemented within a broad 

range of therapies, most commonly Cognitive Behavioural, Humanistic/Existential, 

Interpersonal and Psychodynamic psychotherapies. 

 

Sample 

All participants were recruited via a convenience sampling method. The mean age of 

participants ranged from M = 25.5 (SD = 7.7) to M = 42.6 (SD = 11.4). In 12/15 studies, most 

participants were female (63-100%). Nearly half of studies (46.7%) did not report data on 

participant ethnicity. UK studies reported participants were largely Caucasian and British (88-

89% of sample). Studies which took place in the USA (n = 5) included participants across 

ethnicities. Presenting difficulties included mood, anxiety and adjustment disorders, 

somatoform disorder, substance misuse, eating disorders and relational problems. One study 

included participants with schizophrenia, although they were only 1% of the sample (Amble et 

al., 2015). Some studies also reported numbers of participants deemed to have a personality 

disorder (PD). 
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Table 1 –Setting & Sample Characteristics 

First author (year) Country Sample Setting Age Gender  

(Female %) 

Ethnicity 

(highest %) 

Mental Health Presentation 

(highest %) 

Amble et al. (2015) Norway 340 Psychiatric & substance misuse 

inpatient & outpatient clinics 

M=35.8 (SD=11.6) 69% Not reported Affective disorder (47%) 

Anxiety disorder (33%) 

Bovendeerd et al. (2022) Netherlands 1733 Outpatient clinics within mental 

health organisations 

Range  

M=37.9 (SD=13) - 

M=37 (SD=13.8) 

63% Not reported Anxiety disorder (41.7%) 

Depression (29.4%) 

Psychosomatic (17.1%) 

Brattland et al. (2018) Norway 161 Psychiatric outpatient clinic M=34.1 (SD=11.6) 63% Not reported  Anxiety disorder (30.1%) 

Mood disorder (30.1%) 

Crits-Christoph et al. (2012) USA 304 Outpatient substance misuse clinic Range  

M=38.8 (SD=11.4) – 

M=40.3 (SD=9.4) 

44% African 

American 

(42.4%) 

Caucasian 

(37.6%) 

Problematic alcohol/drug use 

de Jong et al. (2014) Netherlands 604 Outpatient mental health care 

institutes/private practices 

M=38.2 (SD=12) 68% Not reported  Mood disorder (27%) 

(PD - 39%) 

Delgadillo et al. (2017) UK 594 Outpatient NHS mental health 

service 

M=38.7 (SD=13.8) 63.8% White British 

(87.8%) 

Mixed anxiety & depressive 

disorder (40.2%) 

Depression (28.3%) 

Anxiety disorder (28.3%) 
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Delgadillo et al. (2018) UK 2233 Outpatient NHS mental health 

service 

M=39.2 (SD=15) 66% White British 

(89%) 

Mood disorder (35%) 

Generalised anxiety disorder 

(15%) 

Other (37%) 

Errazuriz & Zilcha-Mano (2018) Chile 547 Outpatient mental health centre M=41.3 (SD=12.8) 74.8% Latino (95%) Depressive disorder (73.5%) 

Hawkins et al. (2004) USA 313 Outpatient hospital based 

psychotherapy clinic 

M=30.8 (SD=10.5) 68% Caucasian 

(94%) 

Mood disorder (74%) 

Anxiety disorder (21%)  

Janse et al. (2017) Netherlands 1070 Outpatient mental health care 

organisation 

M=42.6 (SD=11.4) 53% Not reported Adjustment disorder (26.5%) 

Somatoform disorder (25.9%) 

Mood disorder (22.5%) 

Janse et al. (2020) Netherlands 368 Outpatient mental health care 

organisation 

M=41.4 (SD=12.2) 57.9% Not reported Somatoform disorder (40.2%) 

Mood disorder (30.2%) 

Anxiety disorder (22%) 

(PD - 34.5%) 

Lutz et al. (2022) Germany 614 Outpatient mental health clinic  M=36.3 (SD=13.7) 64.3% Not reported Affective disorder (50.7%) 

Anxiety disorder (16.2%) 

Adjustment disorder (12.6%) 

(PD - 17.1%) 

Reese et al. (2009) Study 2 USA 96 Outpatient graduate training 

mental health clinic 

M=33 (SD=12.3) 70.8%  Caucasian 

(79.6%) 

Hispanic/ 

Not reported 
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Latino 

(14.6%) 

Simon et al. (2012) USA 464 Outpatient psychotherapy clinic M=36.1 (SD=13.3) 64% Caucasian 

(92.7%) 

Hispanic/ 

Latino (2.4%) 

Mood disorder (64%) 

Anxiety disorder (30%) 

Simon et al. (2013) USA 137 Private Inpatient Eating Disorder 

Clinic for women 

M=25.5 (SD=7.7) 100% Caucasian 

(92.5%) 

Asian (3%) 

Bulimia (42.9%) 

Anorexia (31.6%) 

Other Eating Disorder (25.6%) 
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Design 

The design, feedback intervention and outcomes for included studies are outlined in Table 2. Most 

(80%) were naturalist RCTs. The remaining studies were quasi-experimental, involving a TAU 

followed by structured feedback phase (Crits-Christoph et al., 2012; Delgadillo et al., 2017; Janse et 

al., 2017). The nature of the intervention within the control/TAU group varied across studies. The 

majority (80%) had participants in the TAU/Control group complete the same PROM at the same 

frequency as the feedback group. In 10/12 of these studies the clinician/client did not receive any 

feedback on these. In two studies, TAU involved clinicians receiving feedback in the form of graphed 

scores for PROMs (Delgadillo et al., 2017; Delgadillo et al., 2018). In the remaining studies, the 

control group completed a PROM on a less frequent basis, with clinicians receiving feedback on 

these. 

 

Feedback 

The most common feedback system used was the OQ Analyst (46.7%), followed by the PCOMS 

(33.3%). One study tested their own system, the Trier Treatment Navigator, which included 

treatment recommendations (Lutz et al., 2022). Two studies did not use a formal feedback system 

(Delgadillo et al., 2017; Delgadillo et al., 2018). Feedback across the studies included an up-to-date 

graph of the clients’ scores. Over half (60%) included an ETR on this graph. Most (80%) studies 

included either a basic warning signal (5/12) or progress message (7/12) to convey detail about the 

clients’ progress, highlighting those who might be NOT.  

 

Outcome Measures 

Nearly half of studies used the OQ-45, with one additional study using an abbreviated version (the 

OQ 30.2). Each study outlined the psychometric properties of measures used. Two thirds of studies 

used the same outcome measure for feedback and outcome measurement. 
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Table 2 – Design, Feedback & Outcomes 

First author 

(year) 

Design Comparator Feedback 

Tool 

Feedback 

Recipient 

Feedback 

Details 

CST Clinician 

training  

Primary 

Outcome 

measure 

Findings 

Effectiveness 

Full Sample 

Findings 

Effectiveness 

NOT 

Sample 

 

Findings  

Efficiency 

Full Sample  

Findings  

Efficiency 

NOT 

Sample  

Amble et al. 

(2015) 

RCT; Progress FB vs 

No FB 

PROM 

completed 

every session, 

no FB 

Norwegian 

OQ-45 

Clinician Graphed 

Scores 

with ETR 

& 

Progress 

message 

N Yes (4 

hours) plus 

follow up 

OQ-45 FB> no FB 

d = 0.32 

 

FB=No FB FB=No FB  

(sessions 

attended) 

Not reported 

Bovendeerd 

et al. (2022) 

RCT; Progress & 

Process FB vs TAU 

PROM 

completed pre, 

2x during, and 

post with FB 

PCOMS  Clinician Graphed 

Scores & 

Progress 

signal 

 

N Yes (1.5 

days) plus 

follow up 

OQ-45 

(Dutch)  

&  

MHC-FS 

(Dutch)  

FB >TAU 

d = not 

reported 

 

Not reported FB=TAU  

(sessions to 

complete) 

Not reported 

Brattland et 

al. (2018) 

RCT; Progress & 

Process FB vs TAU 

PROM 

completed pre 

PCOMS  Clinician Graphed 

Scores 

N Yes (1 day) 

plus follow 

up 

BASIS-32 FB>No FB 

d = 0.26 

 

Not reported 

 

 

Not reported Not reported 
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& post 

therapy, no FB 

with ETR 

& 

Progress 

signal 

 

RCI 

FB>No FB 

for 

Reliable 

Improvement  

Crits-

Christoph et 

al. (2012) 

Quasi-

Experimental; 

Progress FB phase 

vs No FB Phase 

PROM 

completed 

every session, 

no FB 

OQ-Analyst 

(Modified 

OQ-45) 

Clinician Graphed 

Scores 

plus 

substance 

misuse 

responses 

& 

Progress 

message 

Y Yes 

(duration 

unknown) 

Modified 

OQ-45 

Not reported FB=No FB 

(after CST 

used FB>No 

FB) 

Not reported 

 

 

FB=No FB  

(sessions 

attended) 

 

de Jong et al. 

(2014) 

RCT; Progress FB 

Clinician & Client 

vs Progress FB 

Clinician only vs No 

FB 

PROM 

completed 

every session, 

no FB 

Dutch OQ-

45 

Clinician & 

Client, or 

Clinician 

Graphed 

Scores 

with line 

for 

clinical 

cut off & 

N Unknown OQ-45 

(Dutch) 

FB Clinician & 

Client> FB 

Clinician=No 

FB (*rate of 

change) 

 

 

Not reported  Not reported Not reported 
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Progress 

message 

 

RCI 

FB Clinician & 

Client< FB 

Clinician (non 

sig trend) 

=No FB 

for Reliable 

Deterioration 

Delgadillo et 

al. (2017) 

Quasi-

Experimental; 

Progress FB phase 

vs TAU 

PROM 

completed 

every session, 

scores graphed 

for clinician 

PHQ-9 

GAD-7 

Clinician Graphed 

Scores 

with ETR 

& 

Progress 

signal 

N Yes (6 

hours) 

PHQ-9 

GAD-7 

FB=TAU 

 

 

RCI 

FB=TUA for 

Clinically Sig 

Improvement 

& Reliable 

Improvement 

FB=TAU FB<TAU  

(sessions 

attended) 

Not reported 

Delgadillo et 

al. (2018) 

RCT: Progress FB vs 

TAU 

PROM 

completed 

every session, 

PHQ-9 

GAD-7 

Clinician Graphed 

Scores 

with ETR 

& 

N Yes (6.5 

hours)   

PHQ-9 

GAD-7 

FB=TAU 

 

 

 

FB > TAU 

d = 0.19- 0.23 

 

 

FB=TAU  

(sessions 

attended) 

Not reported 
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scores graphed 

for clinician 

Progress 

signal 

RCI 

FB=TAU for 

Reliable 

Improvement 

 

FB<TAU for  

Reliable 

Deterioration 

RCI 

FB=TAU for 

Reliable 

Improvement 

 

FB<TAU for  

Reliable 

Deterioration  

Errazuriz & 

Zilcha-Mano 

(2018) 

RCT: Progress & 

Process FB vs U 

Progress & Process 

FB vs U Process FB 

vs U Progress FB vs 

No FB  

PROM & 

process 

measure 

completed 

every session.  

 

U Progress & 

Process FB: 

Clinician access 

to PROM & 

process 

measure; U 

Process FB: 

Spanish OQ-

30.2 

Clinician Graphed 

Scores & 

Progress 

message 

 

N No OQ-30.2 

(Spanish) 

Progress & 

Process FB = 

U Progress & 

Process FB = 

U Process FB 

only = U 

Progress FB 

only = No FB  

 

Progress & 

Process FB = 

U Progress & 

Process FB = 

U Process FB 

only = U 

Progress FB 

only = No FB  

 

 

Not reported Not reported 
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Clinician access 

to process 

measure;  U 

Progress FB: 

Clinician access 

to PROM; No 

FB: no 

access/FB 

Hawkins et 

al. (2004) 

RCT; Progress FB 

Clinician & Client 

vs Progress FB 

Clinician vs TAU  

PROM 

completed 

every session, 

no FB 

OQ-45 Clinician & 

Client, or 

Clinician 

Graphed 

Scores 

with line 

for 

clinical 

cut off & 

Progress 

message 

N Unknown OQ-45 FB Clinician & 

Client> FB 

Clinician 

>TAU  

ⴄ² = .04 

 

RCI 

FB Clinician & 

Client =TAU 

for Clinically 

Sig 

Improvement 

FB Clinician & 

Client= FB 

Clinician=TAU 

 

 

 

RCI 

FB Clinician & 

Client >TAU 

for Clinically 

Sig 

Improvement 

FB Clinician & 

Client= FB 

Clinician=TAU 

(sessions 

received) 

 

 

FB Clinician & 

Client= FB 

Clinician = TAU 

(sessions 

received) 
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& Reliable 

Improvement 

& Reliable 

Improvement  

Janse et al. 

(2017) 

Quasi-

Experimental; 

Progress & Process 

FB phase vs TAU 

phase 

PROM & 

process 

measure 

completed 

every session, 

additional 

PROM 

completed pre, 

every 5th 

session, and 

post, no FB 

PCOMS  Clinician Graphed 

Scores 

with ETR 

& 

Guidance 

on 

interpreti

ng 

progress 

N Yes (0.5 

day) plus 

follow up 

GSI of SCL-

90-R 

(Dutch) 

FB=TAU 

 

FB=TAU 

 

 

 

RCI 

FB=TAU for 

Clinically Sig 

Improvement 

& Reliable 

Improvement 

 

FB<TAU  

(sessions 

attended) 

 

 

FB=TAU 

(sessions 

attended) 

 

Janse et al. 

(2020) 

RCT; Progress & 

Process FB vs U 

Progress FB 

PROM 

completed pre, 

every 5th 

session, and 

post with FB to 

clinician on 

scores & 

PCOMS  Clinician Graphed 

Scores 

with ETR 

 

N Yes 

(duration 

unknown) 

with follow 

up 

GSI of SCL-

90-R 

(Dutch) 

Progress & 

Process FB = 

U Progress FB  

 

RCI 

As above for 

Clinically Sig 

Improvement

 Not reported Progress & 

Process FB< U 

Progress FB  

(sessions 

received) 

d = .22 

Not reported 
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interpretation 

(not graphed) 

Reliable 

Improvement 

& Reliable 

Deterioration 

Lutz et al. 

(2022) 

RCT; Tx Rec + 

Progress FB vs TAU 

PROM 

completed 

every session, 

no FB 

Trier 

Treatment 

Navigator 

Clinician Graphed 

Scores 

with 

dynamic 

ETR & 

Progress 

signal 

Y Yes (12 

hours) plus 

follow up 

Composite: 

HSL-11 

OQ-30 

QEP-2 

PHQ-9 

GAD-7  

Tx Rec & FB 

=TAU  

 

Not reported Not reported Not reported 

Reese et al. 

(2009)  

Study 2 

RCT; Progress & 

Process FB vs No 

FB  

PROM 

completed 

every session, 

no FB 

PCOMS Clinician Graphed 

Scores & 

Guidance 

on 

interpreti

ng 

progress 

N Yes (1 

hour)  

ORS FB>No FB 

d =.49 

 

RCI 

FB>No FB for 

Reliable 

Improvement 

FB=No FB FB=No FB  

(sessions 

attended) 

 

 

FB=No FB  

(sessions 

attended) 

 

Simon et al. 

(2012) 

RCT; Progress FB vs 

No FB  

PROM 

completed 

every session 

OQ-Analyst 

(OQ-45) 

Clinician Graphed 

Scores 

Y Unknown OQ-45 Not reported FB>No FB 

 d =.12 

 

Not reported 

 

 

FB=No FB 

(sessions 

attended) 
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Abbreviations: ASC: Assessment for Signal Clients; FB: Feedback; CST: Clinical Support Tool; ETR: Expected Treatment Recovery; GAD-7: General Anxiety Disorder-7; GSI: Global Severity Index; HSCL-11: Hopkins 

Symptom Checklist-Short Form-11; MHC-SF: Mental Health Continuum-Short Form; N: No; NOT: Client ‘Not on Track’; ORS: Outcome Rating Scale; OT: Client ‘On Track’; OQ: Outcome Questionnaire; PCOMS: 

Partners for Change Outcome Management System; PHQ-9: Patient Health Questionnaire-9; PROM: Patient Reported Outcome Measure; QEP-2; Questionnaire for the Evaluation of Psychotherapeutic Progress-2; 

RCT: Randomised Controlled Trial; RCI: Reliable Change Index; SCL-90-R:Symptom Checklist 90-Revised; Sig: Significant; TAU: Treatment as Usual; Tx Rec: Treatment recommendations; U: Unstructured; Y: Yes 

Risk of Bias (see Section 3.3):  

Low  Medium  High 

   

and ASC if 

NOT, no FB 

with ETR 

& 

Progress 

message 

 

RCI 

FB=No FB for 

Clinically Sig 

Improvement 

& Reliable 

Improvement 

Simon et al. 

(2013) 

RCT; Progress FB vs 

No FB 

PROM 

completed 

every session 

and ASC if 

NOT, no FB 

OQ-Analyst 

(OQ-45) 

Clinician Graphed 

Scores 

with ETR 

& 

Progress 

message 

 

Y Yes (2 

hours) plus 

follow up 

OQ-45 FB>No FB 

d = 0.3 

 

 

RCI 

FB>No FB for 

Clinically Sig 

Improvement 

FB>No FB 

d = Not 

reported 

 

FB=No FB 

(sessions 

attended) 

Not reported 
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3.3. Assessment of Bias and Quality  

Table 3 outlines ratings for each paper on the CCAT. Total percentage ratings ranged from 60% 

(Simon et al., 2012), a high risk of a bias, to 80% (Bovendeerd et al., 2022; Delgadillo et al., 2018), a 

low risk of bias. Eleven studies were deemed to have a moderate risk of bias.  

 

Strengths of the papers were that valid and reliable outcome measures were used. Most studies 

incorporated validated feedback systems, with manuals/resources provided to clinicians to support 

implementation. Studies took place in naturalistic settings, providing high ecological validity and 

good generalisability.  

 

However, there were limitations with regards to design. The clinician, client and the often researcher 

were not blind to the group allocation of the client, with potential for expectancy effects and 

demand characteristics. Where clients completed measures with no feedback, it is possible these 

participants gauged their progress through this activity and shared this in some way with clinicians, 

or that this process had a detrimental effect for clients, both of which could have impacted on 

findings. Rarely were any effective adherence or fidelity checks used to assess the implementation of 

structured feedback and there was no monitoring of other mental health treatments (e.g. 

medication). Lastly, it was difficult to tease out the role that training and implementation support 

had on outcomes. 

 

Bias in sampling was common. Clinician’s often volunteered to participate and clinicians frequently 

were responsible for recruiting clients. Most studies had no power calculation. Ethical subjectivities 

were rarely commented on, despite some researchers also being clinicians and the developers of 

feedback systems.  

 

Studies with a high risk of bias were found to have more of the issues above, rather than inherent 

differences. Those with low risk of bias had either published a protocol or registered their research, 

conducted an a priori sample size calculation and had large sample sizes. 
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Table 3: Quality Appraisal 

Study Preliminaries Introduction  Design  Sampling Data collection  Ethical Results Discussion  Total Total % 

Amble et al. (2015) 4 4 3 3 4 3 4 4 29 72.5% 

Bovendeerd et al. (2022) 3 5 3 5 4 5 4 3 32 80% 

Brattland et al. (2018) 4 5 3 3 3 3 4 3 28 70% 

Crits-Christoph et al. (2012) 4 5 2 4 4 4 4 3 30 75% 

de Jong et al. (2014) 4 5 3 3 3 3 4 3 28 70% 

Delgadillo et al. (2017) 4 4 2 3 3 4 4 5 29 72.5% 

Delgadillo et al. (2018) 4 4 4 4 3 4 4 5 32 80% 

Errazuriz & Zilcha-Mano (2018) 4 5 3 4 3 4 4 4 31 77.5% 

Hawkins et al. (2004) 4 5 3 3 3 3 3 5 29 72.5% 

Janse et al. (2017) 3 5 2 3 3 3 4 5 28 70% 

Janse et al. (2020) 4 4 3 4 4 4 4 4 31 77.5% 

Lutz et al. (2022) 3 5 3 4 3 4 4 4 30 75% 

Reese et al. (2009) Study 2 3 5 2 2 4 2 4 3 25 62.5% 

Simon et al. (2012) 3 3 3 3 3 3 3 3 24 60% 

Simon et al. (2013) 4 4 4 3 4 4 3 5 31 77.5% 
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3.4 Treatment Effectiveness 

Effectiveness was tested using multiple regression techniques (73.3% of studies) or an 

ANCOVA, with pre-therapy PROM score as a covariate. Thirteen studies (86.7%) analysed the 

change in PROM scores pre to post-therapy for structured feedback versus a control 

group/TAU for all participants in the study. Of these, half (n=6) found structured feedback was 

effective, with a small effect size ranging from d = .26 (Brattland et al., 2018) to d = .49 (Reese 

et al., 2009). De Jong et al. (2014) looked at rate of change in symptomology instead and 

found progress feedback to the clinician and client to be associated with significantly faster 

changes compared to no feedback. The remaining studies (n=6) reported no effect of 

structured feedback.  

 

Changes based on the RCI were tested for statistical difference in eight studies. Three studies 

found a significantly greater odds of clinically significant/reliable improvement, or significantly 

lower odds of reliable deterioration for clients receiving structured feedback. Four studies 

found no significant difference and one reported mixed findings (Delgadillo et al., 2018).  

 

The quality and characteristics of studies that found a significant effect of structured feedback 

for the whole sample (n=6) were compared to those that did not (n=6). Whilst a study deemed 

to be at highest risk of bias found a positive effect of feedback (Reese et al., 2009), a study 

rated the lowest risk of bias also demonstrated a positive effect (Bovendeerd et al., 2022). The 

average quality rating for studies that found no effect (75.4%) was similar to that of studies 

that did find an effect (72.5%). Studies that found a significant effect of feedback were all 

RCTs, whereas 2/5 of the studies which found no effect were quasi-experimental. All studies 

demonstrating effectiveness used either the OQ-Analyst or PCOMS, whereas 2/5 studies 

which showed no effect did not. Most of the studies that found an effect of feedback (4/6) 

involved a comparator that completed weekly PROMS with no feedback. This contrasts with 

studies where no effect was found, where 2/5 studies had clinicians receive some form of 

unstructured feedback. There did not appear to be any patterns with regards to studies that 

did and did not use the same tool for feedback and outcome measurement. In summary, the 

characteristics of the studies, such as the comparator and feedback system used may be 

influential in findings.  
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Treatment Effectiveness for ‘Not On Track’ Participants 

Twelve studies reported the proportion of participants in the sample that met criteria for NOT, 

ranging from 14-20% (de Jong et al., 2014) to 58% (Delgadillo et al. 2018). However, de Jong et 

al. classified participants as NOT after two episodes where scores indicated deterioration, 

unlike other studies which based this on one episode. 

 

Two thirds of the studies tested the effect of structured feedback on improvement in 

symptomatology in the NOT sample. Only 3/10 studies showed a significant effect of 

feedback, with small effect sizes ranging from d = .12 (Simon et al. 2012), a study deemed to 

be at high risk of bias, to d = .23 (Delgadillo et al., (2018), a study deemed to be at low risk of 

bias. These effect sizes are smaller than those found for the full sample. One additional study 

demonstrated a significant effect of feedback on symptom change after clients were identified 

as NOT and a CST was utilised (Crits-Christoph et al., 2012). 

 

Findings were mixed in the four studies where the RCI was reported. Two studies found no 

significant differences (Janse et al., 2017; Simon et al., 2012), one study found significantly 

greater proportions of Clinically Significant Improvement & Reliable Improvement in the 

feedback group (Hawkins et al., 2004) and one study reported mixed findings (Delgadillo et al., 

2018). Support for structured feedback for those NOT therefore appears weaker than for the 

whole sample. 

 

3.5 Treatment Efficiency 

Nine studies (60%) examined whether there were differences across the full sample in 

sessions attended/received for clients participating in the feedback intervention versus 

TAU/no feedback. One third (n=3) found structured feedback significantly reduced the 

number of sessions attended/received (Delgadillo et al., 2017; Janse et al., 2017; Janse et al., 

2020), with a small effect size, d = .22 (Janse et al., 2017). Interestingly, these three studies 

found no effect of feedback on treatment effectiveness. In two of these studies, the clinicians 

in the control group received feedback on PROMs, but less frequently. None of the studies 

incorporated a CST. When looking at the NOT sample, no studies found an effect (n=5).  Only 

one study examined treatment effectiveness in terms of how many sessions were attended 

for completion of a course of therapy (Bovendeerd et al., 2022) and no studies looked at 

attendance separately for OT and NOT samples. Given these limitations, potential mediators 

of the effect of feedback will be looked at for treatment effectiveness only.  
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3.6 Feedback Type 

Half of studies (n=3) which provided progress only feedback (one of which involved feedback 

to the clinician and client), and half of studies which provided progress and process feedback 

(n=3) found a significant effect of feedback on changes in symptomatology. For clients 

deemed NOT, all three studies that found an effect of structured feedback used progress 

feedback only. One study directly compared progress and process feedback with progress 

feedback (Errazuriz & Zilcha-Mano, 2018) and found no differences, although progress 

feedback alone was unprocessed. There is a lack of research on whether the addition of 

process feedback can improve treatment effectiveness. 

 

3.7 Feedback Recipient 

Most of the studies (86.7%) provided feedback solely to the clinician. However, 12/13 of these 

studies explicitly stated the clinician was encouraged to share feedback with clients. Making 

comparisons by recipient is therefore difficult as it is unknown how many clients received 

informal progress feedback within therapy sessions. Where studies demonstrated an effect of 

feedback, 5/6 studies involved feedback solely to the clinician for the whole sample, and 3/3 

studies for the NOT sample. Two studies directly compared outcomes of feedback to clinician 

only versus clinician and client (de Jong et al., 2014; Hawkins et al., 2004) and concluded 

feedback to the clinician and client was superior. These findings suggest structured feedback 

to the clinician can be effective, but feedback explicitly to the client might enhance its effects.   

 

3.8 Clinical Support Tools 

Only four studies used a CST as part of the feedback intervention; the ‘Assessment for Signal 

Clients’, ASC (Lambert et al., 2007). In three studies, the ASC was administered when the client 

was identified as NOT, and in one study at routine points during therapy (Lutz et al., 2022). 

Two studies using a CST found structured feedback to be effective for the NOT sample.  One of 

these studies was deemed to have a high risk of bias (Simon et al., 2012), but the other study 

was of better quality (Simon et al., 2013). One additional study demonstrated an effect of 

structured feedback for NOT only once a CST had been implemented (Crits-Christoph et al., 

2012) and the remaining study, which administered the CST routinely, found no effect of 

structured feedback on the full sample, but did not report results for NOT separately (Lutz et 

al., 2022). These findings suggests CSTs may be important for improving the effectiveness of 

feedback for those NOT. 
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3.9 Clinician training 

Eleven studies (73%) stated clinicians were trained in the feedback intervention. One study 

purposefully did not train clinicians (Errazuriz & Zilcha-Mano, 2018). The amount of clinician 

training varied, ranging from one hour (Reese et al., 2009) to 12 hours (Lutz et al., 2022). The 

average hours reported was six hours. Seven of the eleven studies that delivered staff training 

incorporated follow up; additional training workshops, meetings, supervision and/or 

consultation. Patterns of staff training were similar across studies that found and did not find 

an effect of structured feedback, for both whole and NOT samples. It is therefore unclear as to 

the role of staff training in effectiveness of structured feedback. 
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4. Discussion 

 

4.1 Overview of Findings 

This review examined whether continuous structured feedback can lead to improvements in 

the effectiveness and efficiency of individual psychological therapy in psychiatric/mental 

health settings, and whether these outcomes are influenced by feedback characteristics. 

 

The review found that structured feedback in individual psychological therapy has been tested 

across a variety of psychiatric settings, client presentations and psychological therapies.  

 

The results are inconclusive as to whether structured feedback can improve effectiveness in 

individual psychological therapy with clinical populations. This fits with a previous review by 

Gondek et al. (2016) who found 56% of included studies showed a positive effect of structured 

feedback on treatment effectiveness in mental health interventions. This review does 

highlight that the complexity of client presentations may not be a significant a factor in 

whether structured feedback is effective, given that Gondek et al.’s review included University 

Counselling Services. The design of studies appears to have played a role in whether an effect 

of structured feedback was found (e.g. RCTs, using a structured feedback tool, with a no 

feedback comparator). This raises the possibility that structured feedback may be more 

effective when delivered as part of an existing feedback system, but this comes with 

additional implementation costs.   

 

There was limited evidence to suggest structured feedback was more effective for those NOT 

versus the whole sample. This is contrary to a previous review of feedback in individual 

psychological therapy (Davidson et al., 2014). However, Davidson’s review included a large 

number of studies which took place in university settings. There was some evidence to suggest 

that structured feedback may bring about greater changes for a client once they have been 

identified as NOT (Crits-Christoph et al., 2012) and this requires further research.  

 

Only one study in this review directly tested if process and progress feedback was superior to 

progress only feedback. More research is needed in this area. With regards to recipient, this 

review suggests the addition of client feedback may enhance treatment effectiveness. Knaup 

et al. (2006) reported similar findings. There were only a limited number of studies which 

included a CST as part of structured feedback. This review indicates CSTs might be beneficial 
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for clients once they are identified as NOT. A recent meta-analysis by de Jong et al. (2022) did 

not find CSTs to be a significant moderator of the effects of feedback. However, this review 

included all forms of psychological therapy delivery. Perhaps CSTs are more effective when 

delivered within individual therapy, providing personalised pathways to help the client reduce 

the discrepancy between their actual and desired goal state. It was unclear from this review 

what the role of clinician training and support might be in structured feedback. Studies have 

found therapist factors can moderate the effect of structured feedback (de Jong et al., 2012). 

Training and support to implement structured feedback will have a role in shaping these 

factors.  

 

The review was unable to draw any conclusions regarding the impact of structured feedback 

on the efficiency of individual psychological therapy.  There were no studies that compared 

efficiency separately for OT and NOT, and only one study that measured efficiency by sessions 

required to complete therapy rather than numbers attended/received.  

 

 

4.2 Strengths & Limitations 

This is the first review to examine the effectiveness and efficiency of structured feedback 

specifically within individual therapy in mental health/psychiatric settings. Studies were 

undertaken in a range of settings, meaning high ecological validity and generalisability. This 

review has the potential to be of value for public funded services such as the NHS where there 

are continuous efforts to improve effectiveness and efficiency. 

 

Limitations are that the review only included peer reviewed, English language journal articles, 

meaning there was a risk of publication bias. Two papers were excluded due to lack of clarity 

around the context in which structured feedback took place. It is unknown whether their 

inclusion would have changed the findings of this review. Studies varied in psychological 

interventions, feedback characteristics and comparators, which made synthesis of data more 

difficult. Variations in the presentation of feedback (e.g. presence of ETR curve or progress 

message) were evident but exploration of this was not an aim of this review. There were few 

studies conducted within the UK, limiting the applicability of conclusions to the NHS. 
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4.3 Further Research 

More high quality research into the effectiveness of structured feedback in the context of 

individual psychological therapy in public funded mental health settings is required, including 

in the UK. Standardisation of outcome measures would allow a future meta-analysis. To test 

more robustly treatment efficiency, studies should report the number of sessions received to 

complete therapy, and do this separately for OT and NOT. Exploration around the role of 

clinician training and implementation support, and the use of CSTs, particularly after clients 

have been identified as NOT, are needed. Exploring further clients’ experiences of receiving 

feedback on PROMs, as well completing but not receiving feedback would be enlightening.  
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5. Conclusion 

 

Structured feedback when provided continuously can improve the effectiveness of individual 

therapy with clients with more severe presentations and therefore should not be ruled out for 

this population. However, thought needs to be given to what feedback tools are used and how 

feedback is implemented. The incorporation of explicit client feedback and a Clinical Support 

Tool should be considered. More robust research is needed on when, for who, and in what 

way structured feedback is most helpful.   
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Plain Language Summary 

 

Types of goals older adults set when attending psychology services, their attainment, and 

whether clinicians categorise them the same way.  

 

Background  

It is important that psychology services measure if input is helpful. Often questionnaires are 

used, but these focus on symptoms. The Goal Based Outcome (GBO) approach (Law, 2011) 

asks clients to state their goals for input and rate how well they are meeting these before and 

after.   

  

Aims & Questions  

This study explored the use of a GBOs approach in an Older Adult Psychology Service (OAPS).   

  

The research questions were:  

1. What types of goals do older adults set in an OAPS?  

2. Do clients’ scores on a symptom questionnaire at the end of their input correlate with 

their average goal attainment?  

3. Does goal type play a role in goal attainment?   

4. Can staff working within OAPSs categorise goals in the same way?  

  

Method  

In the first phase of the study, participants were older adults who generated GBOs whilst 

attending an NHS Scotland OAPS within a two year time period. Basic demographic 

information, goals set, clients’ rating from 1-10 of how well these were attained, and scores 

on a symptom measure at the end of input were collected as part of usual practice. GBOs 

were put into categories using two different goal categorisation tools, then counted and 

described. Where available, clients’ scores on their symptom questionnaire were compared 

with their average goal attainment to see if they correlated. Scores on goal attainment were 

also compared by different goal types.  

 

In the second phase of the study, participants were clinicians working within different NHS 

Scotland OAPSs. They were invited via email to take part in an online task categorising a 
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sample of 25 goals. Basic demographic information was gathered. Level of agreement was 

calculated for the goal categorisation responses. 

 

Main Findings & Conclusions 

Older adults were most likely to set goals around managing symptoms and doing more 

activities. This is different to the patterns of goals set in research with adults and young 

people. Older adults may have different needs. The correlation between symptoms scores and 

goal attainment was low. This has been found with other client groups. This suggests GBOs 

measure changes not captured by questionnaires. OAPSs might wish to consider the use of 

GBOs.  

 

When clients set goals that were consistently approach-orientated (seeking out desired 

outcomes rather than trying to reduce unpleasant outcomes) they had higher attainment 

scores. Clinicians could consider this when agreeing goals with clients. The overall level of 

agreement across clinicians when categorising the sample goals was low. However, agreement 

did vary by goal, with some goals having 100% agreement. Agreement appeared to be 

influenced by the way the goals were stated. The study highlights areas that would need to be 

addressed before GBOs could be grouped together to show outcomes at a service level.  

 

References  
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Abstract 

 

Objective: To establish the types of goals older adults generate, their attainment and whether 

they can be categorised reliably by clinicians in Older Adult Psychology Services (OAPSs). 

 

Method: This was an observational study. 313 goal units set by 122 clients were categorised 

into goal type and orientation and described. Differences in goal attainment by goal type and 

orientation were explored (n=59). Correlation analysis tested the strength of the relationship 

between goal attainment and scores on the Hospital Anxiety & Depression Scale, HADS (n=49). 

Thirty two clinicians categorised a sample of 25 goal units by type and orientation. 

  

Results: Coping with Problems and Symptoms was the most common goal type set. A weak 

correlation, r = -.28, was found between both goal attainment and HADS Anxiety (p = .055) 

and goal attainment and HADS Depression (p = .049). Goal attainment was higher for clients 

who set exclusively approach-orientated goals (p = .005).  Clinician inter-rater reliability was 

moderate for goal type (Light’s Kappa = .48) and fair for goal orientation (Light’s Kappa =.32). 

 

Conclusions: The results demonstrate the potential value of a Goal Based Outcomes approach 

in OAPSs, and learning points for those who wish to collate this data at a service level.  
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1. Introduction 

 

1.1 Outcome Measurement 

Measuring and tracking outcomes in psychological services may increase therapeutic 

effectiveness (de Jong et al., 2021), support clinician skill development (Whipple & Lambert, 

2011) and drive service improvement (Wolpert et al., 2012). Gauging the impact of 

psychological interventions by measuring only symptom change can overlook progress that 

might occur in other areas important for clients, like increased understanding, acceptance or a 

sense of coping (Jacob et al., 2017). Idiographic approaches aim to appraise these (Sales et al., 

2022). 

 

Idiographic measures can be problem or goal-focussed (Lloyd et al., 2018). Supporters of the 

approach state it brings a focus to the intervention (Renger & Macaskill, 2021), captures what 

is most meaningful to the client (Jacob et al., 2018), facilitates ‘goal consensus’ between  

client and clinician (Sales et al., 2019), optimises treatment planning (Antunes et al., 2020), 

and improves retention in therapy (Jacob et al., 2020). It is also argued idiographic approaches 

encourage the setting of approach-orientated goals; those focussed on desirable, positive 

outcomes (Jacob et al., 2018). Idiographic measures therefore support both the contracting of 

goals and measurement of change (Jacob et al., 2016).  

 

An idiographic approach is particularly appealing for services where changes in symptomatology 

may not be the sole focus, such as Older Adult Psychology Services (OAPSs). Older adults are 

more likely than younger adults to experience long-term health conditions, sensory 

impairments, poor sleep, grief and loss, and cognitive difficulties (Woods, 2008). Having 

methods that measure change more broadly than the presence and intensity of symptoms may 

be useful.    One goal-focussed idiographic measure used with older adults is Goal Attainment 

Scaling (Kiresuk et al., 1994). This tool asks clients to specify their goals for intervention and 

expected levels of progress, with clear indicators as to whether this progress is either met, not 

met or exceeded, rating this on a five point scale. It has been used in a range of older adult 

services, including physical rehabilitation (Waldersen et al., 2017), Day Hospital (Stolee et al., 

2012) and Care Home settings (Gordon et al., 1999). The use of this measure is limited, however, 

as clinicians require formal training in administration and completion time is lengthier than 
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other measures (Lloyd et al., 2018). One alternative and more simplistic measure is the Goal 

Based Outcome (GBO) tool (Law & Jacob, 2015). Clients are invited to generate up to three goals 

for their intervention and rate their success on achieving these from 0-10 at a minimum of the 

start and end of therapy. This approach has largely been used in Child & Adolescent Mental 

Health Services (CAMHS) within the National Health Service (NHS) in the UK but is designed to 

be compatible with any evidence-based intervention (Law & Jacob, 2015). Exploring its use with 

older adults is indicated.  

 

1.2 Goal Types 

A GBOs approach also informs services about the types of goals and expectations clients have. 

In an adult psychotherapy sample, goals were found to belong to five key types; Coping with 

Problems and Symptoms, Interpersonal goals, Wellbeing and Functioning, Existential Issues 

and Personal Growth (Berking et al., 2005). These goal types are similar to those identified in a 

content analysis of GBOs set in a CAMHS setting, with the exception of existential issues 

(Bradley et al., 2013). 

 

Goal types may vary dependent on the service clients attend. Rupani et al. (2014) used the 

same goal taxonomy tool developed by Berking et al. to categorise goals young people set in a 

school-based counselling service and reported having to adapt the tool, retaining only 

Interpersonal and Personal Growth type goals. Smith et al. (2023) identified an additional 

theme around behavioural management/cooperation for goals set by young people in a 

Children’s Wellbeing Practitioner service, and GBOs set within digital therapies have found 

different themes (Banwell et al., 2023). 

 

There is limited research characterising the goals older adults generate when presenting to 

psychological services. Goals types might be different. Clients are more likely to be at a later 

life stage (Erikson, 1985) and having to adapt to ageing (Schaie and Willis, 2000). This requires 

exploration.  
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1.3 Goal Attainment and Symptomatology 

As symptom reduction is only one type of client generated goal, proponents of the GBO 

approach state idiographic measures gauge changes not captured by Patient Reported 

Outcome Measures, PROMs (Edbrooke-Childs et al., 2015). Smith et al. (2023) found a weak 

but significant negative correlation (-.16 to -.22) between subscales of a PROM and GBO 

change scores for young people attending psychological therapy, whilst Wolpert et al. (2012) 

found a non-significant correlation with a similar population. It is unclear if these findings 

extend to other populations such as older adults, and whether GBOs have a role in capturing 

change in OAPSs.  

 

1.4 Goal Attainment by Goal Type/Orientation 

Older adult research is also needed to examine goal attainment in psychological therapy, as 

the types of goals clients generate may influence their accomplishment.  Berking et al. (2005) 

found clients who set goals around Wellbeing and Functioning in therapy were significantly 

more likely to attain these than those who set goals related to Existential Issues. However, the 

difference was small (η2 = .01) and reduced further when accounting for client motivation and 

severity of difficulties (η2 = .007). In contrast, Rupani et al. (2014) found no influence of goal 

type on attainment.  

 

The orientation of goals may also be important. In a student counselling service, those who set 

approach-orientated goals were found to have higher goal attainment and healthier 

psychological wellbeing post-therapy compared to those who set avoidance-orientated goals 

(Elliot & Church, 2002). This finding was not replicated, however, in an inpatient setting with 

clients experiencing depression where goal attainment was comparable across approach and 

avoidant-orientated goals (Wollburg & Braukhaus, 2010). Negotiating goals is a key part of the 

therapeutic process (McLeod & MacKrill, 2018). Knowing if certain goal types and orientations 

are more reliably attained has clinical value.  
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1.5 Goal Type Agreement  

Finally, for goal types to inform treatment planning, and be aggregated to measure change 

across a service, clinicians would need to be able to categorise and group goals in a reliable 

way. Berking et al. (2005) found high agreement between two raters (Cohen’s Kappa = .83) 

using the Bern Inventory to categorise goal type, and Rupani et al. (2014) found substantial 

levels of agreement (Fleiss Kappa = .69) between three raters using an adapted version of the 

Bern Inventory. Whether goals can be categorised reliably across multiple raters, as would be 

required in routine clinical practice, has yet to be tested. 

 

1.6 Summary 

Little is known about the types of goals generated by clients in OAPSs. Research with other 

populations suggests GBOs measure changes not captured by nomothetic measures. It is 

unclear if this applies to an older adult population.  Whether the type and orientation of goals 

influence attainment has not been explored in older adults. It is unknown if multiple clinicians 

in routine practice can categorise reliably goals set by clients.   

 

1.7 Aims 

This study aims to (1) categorise and describe the types of goals older adults generate when 

using a GBO tool in an OAPS (2) test if goal attainment ratings correlate with symptomatology 

post-intervention (3) explore whether types of goals set differ significantly in their attainment 

and (4) investigate whether clinicians can reliably categorise goals into type and orientation.  

 

It was hypothesised there would be (1) a weak, non-significant correlation between goal 

attainment & symptomatology (2) a significant difference in attainment across goal type and 

orientation and (3) that clinicians could reliably categorise goals by type. Categorisation by 

orientation was exploratory. 
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2. Methods 

 

 

This was an observational study consisting of two phases. Phase one involved the analysis of 

outcome data, including GBOs, collected within an OAPS.  In phase two, clinicians across a 

number of OAPSs undertook a goal categorisation task using a sample of phase one GBO data. 

A protocol for the study was published on Open Science Framework (Appendix 2.6, page 110). 

This research is reported in line with APA standards (Appendix 2.7, page 111). 

   

2.1 Setting 

Phase one took place in an OAPS in NHS Ayrshire & Arran, Scotland. This health board serves a 

population of 366,110, with 32% of the population over aged 60 and 11.4% aged 75 or over 

(National Records of Scotland, 2018). The area wide service is needs rather than age led, 

accepting referrals for those with co-morbid age-related functional and organic issues from 

community, inpatient and acute settings. Phase two of the study involved clinicians from 

OAPSs across NHS Scotland.  

 

2.2 Ethics 

The study was approved by East of Scotland NHS Research Ethics Service (Appendix 2.2-2.4, 

page 97-105) and authorised by Research & Development in the hosting health board 

(Appendix 2.5, page 107). Participant Identification Centres (PIC) agreements were granted by 

health boards where clinicians were recruited from. 

 

2.3 Participants 

In Phase one, participants were clients who attended and recorded outcome measures as part 

of routine clinical practice in NHS Ayrshire & Arran’s OAPS. In phase two, participants were 

clinicians working in OAPSs across eight Scottish health boards. A convenience sampling 

approach was used where clinicians were invited via email to participate in an anonymous 
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goal categorisation task, with an invitation email sent to each of the service leads for 

distribution.  

 

2.4 Instruments 

GBO Tool: The GBO tool (Law & Jacob, 2015) was completed by clients of NHS Ayrshire & 

Arran’s OAPS, with support from their clinician. Clients were asked to generate up to three 

goals for their intervention and rate their success on achieving these using a Likert scale from 

1 (not attained at all) to 10 (fully attained) pre and post-intervention. A key strength of this 

measure is its clinical utility.  

 

Hospital Anxiety and Depression Scale, HADS: Clients were also asked to complete the 14 item 

HADS (Zigmond & Snaith, 1983) pre and post-intervention. This measure provides an overall 

score for symptoms of depression and anxiety which indicates both case-ness and severity of 

symptoms. A total score can also be calculated. The HADS has sound psychometric properties 

for use as an outcome measure with older adults (Djukanovic et al., 2017). 

 

Bern Inventory (Version 4.0): The Bern Inventory is a goal taxonomy tool, based on goals 

generated by adults in psychological therapy. The tool is deemed reliable and valid for 

research and practical use (grosse Holtforthe & Grawe, 2002). The taxonomy consists of five 

goal types; Coping with problems and symptoms, Interpersonal goals, Wellbeing and 

functioning, Existential issues and Personal growth. Within these five overarching goal types 

are 28 goal categories and 54 sub-categories, as well as categories for items that are unknown 

or not specified. Hence, any goal can be categorised at the type, category and sub-category 

level. The tool has not been tested specifically with older adults. 

 

Working definitions of approach and avoidance-orientated goals: Working definitions 

informed by the literature (Elliot & Church, 2002) were developed to enable categorisation of 

goal units as either approach, avoidant or unclear (Appendix 2.8, page 115).   
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2.5 Procedure – Phase One 

Clinicians within NHS Ayrshire & Arran’s OAPS administered and recorded the outcomes from 

the GBO tool and HADS pre and post-intervention as part of routine clinical practice for clients 

seen for individual psychological intervention. The goals set, their attainment score and HADS 

scores were entered into a record keeping system, from which this data could be extracted. 

The Field Supervisor discovered a system issue with capturing pre-intervention goal 

attainment scores. A decision was made to analyse post-intervention data only. The author, 

who was the Principal Investigator (PI), was granted access to an anonymised database 

incorporating post-intervention outcome data as well as the clients’ age and gender, covering 

a two-year period (beginning April 2021-end April 2023).  

 

2.6 Analysis – Phase One 

Goal Type 

Each goal expressed by a client was broken down by the PI into goal units (specific individual 

goals) using the same process undertaken by gross Holtforth & Grawe (2002). Each goal unit 

was then categorised by the PI into goal type, category and sub-category as per the Bern 

Inventory, and orientation as per the working definitions. An example of this process is 

detailed in Figure 1. 
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Figure 1: Process for Categorising Goal Based Outcomes 

 

 

 

 

Goal categorisation was an iterative process.  With permission of prof. grosse Holtforth, 

additions to the Bern Inventory at the category and sub-category level were discussed and 

agreed within the research team (PI, Field & Academic Supervisor) in order to accommodate 

distinct goals generated by clients of the OAPS. Three categories and 11 sub-categories were 

added (see Appendix 2.9, page 116). When the adapted Inventory was finalised, the goal 

units were categorised for the final time. A randomly selected sample of goal units (10%) 

was categorised by a second rater using the adapted inventory. There was substantial level 

of agreement at the goal type level (Cohen’s Kappa = .77). Discrepancies were resolved via 

discussion. The frequency of each goal unit at the type, category and sub-category level was 

then calculated, along with orientation. 

 

Goal:

"Spend more time with 
friends/family, adjusting 
for/planning for physical 

health issues"

Goal Unit 1

Spend more time 
with friends/family

Type:

Interpersonal 

Category:

Connectedness & 
intimacy

Sub-Category:

Increase frequency & 
quality of 

interpersonal 
contact

Orientation:

Approach

Goal Unit 2

Adjust for/plan 
around physical 

health

Type:

Coping with 
problems & 
symptoms

Category:

Coping with 
somatic problerms

Sub-Category:

Chronic Illnesses

Orientation:

Approach
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Goal Attainment  

An average post-intervention goal attainment score was calculated for each client where 

available. To test the correlation between clients’ average goal attainment and 

symptomatology (HADS Anxiety, HADS Depression and HADS Total score) post-intervention 

three bivariate correlations were conducted. A power calculation indicated a minimum of 113 

clients would be required to find a weak correlation (0.3) using a two-tailed test. 

 

Goal Attainment by Goal Type/Orientation  

Clients could generate more than one goal unit per goal type. To examine if goal attainment 

post-intervention differed by goal type, the average goal attainment rating for each goal type 

per client was calculated. This process is illustrated in Figure 2.  

 

Figure 2: Process for Calculating Goal Attainment by Goal Type & Orientation 

 

 

 

 

 

 

The planned protocol was to conduct a regression analysis, examining if goal type and 

orientation were predictors of goal attainment. There was insufficient data to meaningfully 

undertake this analysis. Attainment by goal type is described. Clients were grouped into those 

that set exclusively approach, avoidance or unclear goals, or mixed goals (if they set more 

than one type of goal orientation). A one-way between-groups analysis of variance was 

undertaken to test differences in attainment by goal orientation. As there was minimal 

Goal Unit 1

Feel less anxious

Attainment: 6

Type: Coping with 
Problems & Symptoms

Orientation: Avoidance

Coping with Problems & 
Symptoms

Attainment: 6

Goal Unit 2

Feel less depressed

Attainment: 6

Type: Coping with 
Problems & Symptoms

Orientation: Avoidance

Goal Unit 3

Spend time with friends

Attainment: 5

Type: Interpersonal

Orientation: Approach

Interpersonal

Attainment: 5

Goal Unit 4

Cook for myself

Attainment: 4

Type: Wellbeing & 
Functioning 

Orientation: Approach

Wellbeing & Functioning

Attainment: 4

Mixed Orientation 

Attainment: 5 
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evidence on the magnitude of effect goal type or orientation might have on goal attainment, 

sample size was determined by the data available. 

 

2.7 Procedure – Phase Two 

A goal categorisation task was developed in an online survey package, Qualtrics. Clinicians 

were provided with a link to this task should they wish to participate. Clinicians were 

presented with 25 randomly selected goal units from all the goal units recorded in phase 1. 

Clinicians were asked to categorise each goal unit into goal type, as per the adapted Bern 

Inventory (five types plus unknown) and orientation (approach, avoidant or unclear). They 

were provided with the adapted Bern Inventory and the working definitions for orientation to 

support them. The task was available for completion between 19/09/23 to 17/11/23. Further 

information on the materials that were embedded into the online task can be found in 

Appendix 2.10-2.13, page 120-123. Participants were unable to proceed with the task until 

they indicated their consent. 

 

2.8 Analysis - Phase Two 

Inter-rater reliability between clinicians for both goal type and orientation was examined 

using Light’s Kappa. There was minimal research on the level of agreement for more than 

three raters categorising goals. Sample size was therefore determined by those who agreed to 

participate, with the aim of recruiting 30 clinicians.
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3. Results 

 

3.1 Service Activity 

Based on 2022 figures, the OAPS received on average 17 referrals per month, 77% of which 

were accepted (155 referrals per year). Most referrals were for individual therapy or 

neuropsychological assessment (71%). GBOs were recorded as part of 122 episodes of care. 

Clients’ mean age was 71.6 years (SD = 6.4), with a range from 53-88 years. Sixty three percent 

of clients were female.  

 

3.2 Goal Types 

A total of 239 GBOs were generated by clients at the outset of therapy, with a further five set 

during the therapy process (n = 244). The majority of clients (50%) set two GBOs.  When GBOs 

were categorised into goal units, this resulted in 313 goal units. Most participants set between 

2 (35%) and 3 (33%) goal units. 

 

Table 1 summarises the type, category, and sub-category of each goal unit as per the adapted 

Bern Inventory. The most frequent goal type generated was Coping with Problems and 

Symptoms (52.1%) followed by goals related to Wellbeing and Functioning (21.7%). Existential 

goals (2.6%) were least common. Only a small number of goal units (n=3) were categorised as 

Unknown, suggesting the adapted tool was acceptable.  
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Table 1: Frequency of Goal Units by Type, Category and Sub-Category 

Goal Type & Category (n) Goal Sub-Category (n) 

1. Coping with Problems & Symptoms (n=163)  

Depressive symptoms (n=43) Negative thoughts (n=2), Negative moods (n=30), Loss of drive/energy 
(n=11) 

Suicidality & self-injury (n=2) Self-injurious behaviour (n=1), Suicidality (n=1) 

Fears or anxiety (n=51) Fears/anxiety in specific situations (n=15) 
 

Fears/anxiety in specific situations - fear of falling* (n=3) 
 

Panic attacks (n=3) 
 

Social phobic fears (n=4) 
 

General anxiety* (n=21) 
 

Physical symptoms* (n=3) 
 

NOS (n=2) 

Obsessive thoughts/compulsions (n=2) Obsessions and compulsions (n=2) 

Coping with trauma (n=5) Traumas (n=5) 

Eating behaviours (n=7) Coping with problematic eating behaviours (n=2), Obesity (n=4), NOS 
(n=1) 

Sleep (n=12) Sleeping problems (n=12) 

Coping with somatic problems (n=24) Pain (n=4), Chronic illnesses (n=14), Anxiety around persistent physical 
symptoms* (n=1), NOS (n=5) 

Difficulties in specific life domains/stress (n=4) Stress (n=3), Time management (n=1) 

Anger* (n=1) Anger* (n=1) 

Assessment/Diagnosis* (n=11) Assessment - Neuropsychological* (n=9) 
 

Assessment - Mental health* (n=1), NOS (n=1) 

Medication (n=1) Medication (n=1) 

2. Interpersonal Problems (n=42) 

Current relationship (n=1) Relationship with partner (n=1) 

Current family (n=5) Parenthood (n=2), Family situation (n=3) 

Loneliness and grief (n=3) Grieving loss (n=3) 

Assertiveness and boundary issues (n=3) Assertive behaviours (n=3) 

Connectedness and intimacy (n=30) Increase frequency and quality of interpersonal contact (n=28), 
Permitting intimacy (n=2) 

3. Wellbeing & Functioning (n=68) 

Exercise and activity (n=55) Increase exercise (n=12) 
 

Improve mobility* (n=2) 
 

Improve leisure activities (n=27) 
 

Increase engagement in ADLs* (n=14) 

Relaxation and composure (n=3) Learn to relax (n=1), Increase calmness and composure (n=2) 

Wellbeing (n=6) Mental well-being (n=4), Physical well-being* (n=2) 

Cognitive rehabilitation* (n=4) Cognitive rehabilitation* (n=4) 

4. Existential Issues (n=8) 

Past, present and future (n=7) Processing personal history (n=4), Reflecting self and future (n=3) 

Meaning of life (n=1) Spiritual, religious, or meaning issues (n=1) 

5. Personal Growth (n=29) 

Attitude towards self (n=18) Improve self-confidence, self-esteem (n=7) 
 

Improve self-acceptance (n=9), Understanding self* (n=2) 

Desires and wishes (n=3) Fulfilling desires and wishes (n=3) 

Responsibility and self-control (n=4) Assuming responsibility or learning to make decisions (n=3) 
 

Learning to delegate responsibility or decrease perfectionism (n=1) 

Emotion regulation (n=4) Learning to handle emotions (n=4) 

6. Unknown (n=3) 

Unknown (n=3) Unknown (n=3) 

*Categories added to the Bern Inventory during process of exploration and categorisation of data 
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Figure 3 graphs the frequency of the goal categories within each goal type. The most common 

goal categories were Exercise and Activity (17.6%), Fears or Anxiety (16.3%) and Depressive 

Symptoms (13.7%). The least common included Relationship with Partner and Spiritual, 

Religious and Meaning Issues. 

 

Figure 3: Frequency of Goal Units by Goal Category for Full Sample 

 

 

3.3 Goal Orientation 

Most (77.3%) goal units were categorised as approach-orientated (n=242). Table 2 shows the 

orientation of goals by goal type. The highest frequency of avoidance-orientated and ‘unclear’ 
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goals were Coping with Problems and Symptoms type goals.  These goal units more frequently 

used language such as ‘get rid of’, ‘reduce’ and have ‘less’ of unpleasant mental health 

symptoms. They could also incorporate a combination of avoidant and approach-orientated 

phrases in the same goal unit (‘mobilise with more confidence/reduce anxiety’) and language 

that made the goal unit difficult to categorise (‘work on’ unpleasant symptoms). This may 

account for findings. Approach-orientated goals were highest in frequency in Wellbeing and 

Functioning type goals. Goals indicating a particular activity a person wished to engage in 

were perhaps more clearly communicated as approach-orientated.  

 

Table 2: Frequency of Goal Orientation by Goal Type 

 Approach Avoidance Unclear 

Coping with Specific Problems and 

Symptoms 

108 (66.3%) 33 (20.2%) 22 (13.5%) 

Interpersonal Problems 36 (85.7%) 3 (7.1%) 3 (7.1%) 

Wellbeing and Functioning 64 (94.1%) 2 (2.9%) 2 (2.9%) 

Existential Issues 7 (87.5%) 1 (12.5%) 0 (0%) 

Personal Growth 24 (82.8%) 4 (13.8%) 1 (3.4%) 

Unknown 3 (100%)   

Total 242 (77.3%) 43 (13.7%) 28 (9%) 

 

 

3.4 Goal Attainment & Symptomatology  

Only 59 clients (48.4% of sample) rated the attainment of their GBOs post-intervention. An 

independent samples t-test found there was no significant difference in age for those who 
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provided attainment data (M = 71.95, SD = 7.22) and those that did not (M = 70.79, SD = 5.59; 

t(109.13), p =.33, two tailed). A Chi Squared Test for Independence (with Yates’ Continuity 

Correction) indicated there was no significant difference in gender, ꭕ² (1, n = 122) = .72, p = 

.40. The average goal attainment score was 7.2 (SD = 2.05), suggesting clients were mostly 

achieving their goals (scores ranged from 1.5-10).  

 

Fifty three clients (43.4% of sample) completed a HADS post-intervention. Overall scores on 

the HADS A (M = 7.87, SD = 4.02) and HADS D (M = 5.92, SD = 4.13) were in the non-clinical 

range, suggesting on average clients benefitted from intervention. 

 

Forty nine clients (40.2% of sample) completed both a GBO attainment rating and HADS post-

intervention. This sample size is below the number required as per power calculation (n = 90). 

Preliminary bivariate correlations using Spearman’s rho found a non-significant relationship 

between goal attainment and HADS A, r = -.276, CI [-.524,.014], p = .055, a significant but weak 

negative correlation between goal attainment and HADS-D, r = -.282, CI [-.528,-.007], p = .049, 

and a significant but low negative correlation between goal attainment and HADS Total, r = -

.312, [-.551,-.025], p = .029. HADS A and HADS D were found to share 7.8% of their variance 

with goal attainment (R² = 7.8) and HADS Total to share 9.6% of variance (R² = 9.6). These 

preliminary findings suggest goal attainment ratings are capturing different changes to those 

reflected on a measure of symptomatology in an older adult population, as hypothesised, but 

should be treated with caution due to the insufficient sample size.  
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3.5 Goal Attainment by Goal Type 

Average goal attainment ratings by goal type were calculated for the 59 clients with goal 

attainment data available. This provided 98 ratings of goal attainment by goal type. The goal 

type with the highest average attainment rating was ‘Unknown’. Two clients set goals of this 

nature and fully achieved them (M = 10, SD = 0). These were very specific goals, suggesting 

clients were particularly motivated to achieve them. Coping with Problems and Symptoms had 

the second highest average attainment (M = 7.4, SD = 1.95), followed by Existential goals (M = 

6.67, SD = 1.53) then Personal Growth (M = 6.46, SD = 2.73). Interpersonal goals (M = 6.27, SD 

= 2.67) and Wellbeing and Functioning (M = 6.27, SD = 2.2) had the lowest ratings. However, 

the means across the five goal types ranged from 6-7 out of 10. Figure 5 shows the median 

and spread of post-intervention attainment scores by goal type. Subjectively, there appears to 

be higher attainment ratings for Coping with Problems and Symptoms type goals, but due to 

the low frequency of attainment ratings for certain goal types, and variability in goal types 

rated within and between individuals, differences in attainment by goal type were not tested 

statistically. No conclusions can be therefore be drawn regarding goal type. 

 

Figure 4: Box Plot of Average Goal Attainment by Goal Type 
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3.6 Goal Attainment by Goal Orientation 

A Kruskal-Wallis Test revealed a statistically significant difference in goal attainment across 

the four goal orientations (exclusively approach, n=69; exclusively avoidance, n=1; unclear, 

n=2; or mixed, n=50), ꭕ²(2, n=59) = 8.04, p = .018. Clients who set exclusively approach-

orientated goals recorded a significantly higher goal attainment rating (Md = 8) than clients 

who set mixed orientated goals (p =.005), Md = 6.75. This suggests clients setting exclusively 

approach-orientated goals are more likely to achieve them. However, these conclusions are 

limited due to the low frequency of avoidance-orientated goals in the analysis. 

 

3.7 Goal Categorisation by Clinicians 

Thirty two clinicians completed the goal categorisation task. The demographic characteristics 

of the sample are outlined in Table 3. Most of the participants were Clinical Psychologists 

(84.4%), female (84.4%) and experienced, with over a third qualified for 11+ years.  

 

Table 3: Demographic Characteristics of Clinicians 

Characteristics n (%) 

Profession  

   Clinical Psychologist 27 (84.4%) 

   Other – Clinical Associate in Applied Psychology, CBT Therapist,     
   Trainee Psychologist 

5 (15.6%) 

Gender  

   Male 5 (15.6%) 

   Female 27 (84.4%) 

Years qualified in profession  

   0-2 Yrs 4 (12.5%) 

   3-5 Yrs 8 (25%) 

   6-10 yrs 8 (25%) 

   11+ yrs 12 (37.5%) 

Experience in OAPSs  

   0-2 Yrs 6 (18.8%) 

   3-5 Yrs 7 (21.9%) 

   6-10 Yrs 11 (34.4%) 

   11+ Yrs 8 (25%) 
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All participants categorised all 25 goal units in terms of goal type and goal orientation. 

Responses can be seen in Figure 5, a Heat map of percentage agreement on responses.
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Figure 5: Heat Map of Clinicians’ Categorisation of Goals by Type & Orientation 

 Goal Type 
 

Goal Orientation 

Goal Unit Coping with 
problems & 
symptoms 

Interpersonal Wellbeing & 
functioning 

Existential Personal 
Growth 

Unknown Approach Avoidance Unclear 

 n % n % n % n % n % n % n % n % n % 

4. Better manage 
anxiety 

32 100%           17 53.1% 9 28.1% 6 18.8% 

11. Manage/reduce 
anxiety around rigid 
timings of events 

32 100%           6 18.8% 22 68.8% 4 12.5% 

15. Feel less anxious 32 100%            1 3.1% 31 96.9%   

25. Develop 
strategies to manage 
self-harm behaviours 

32 100%           21 65.6% 7 21.9% 4 12.5% 

1. Improve 
communication with 
others 

  31  96.9%       1 3.1% 32 100%     

7. Do more enjoyable 
activities/occupy 
time more 

    30 93.8%   2 6.3%   28 87.5% 1 3.1% 3 9.4% 

22. Find healthier 
ways to manage low 
mood 

30 93.8%   2 6.3%       24 75% 6 18.8% 2 6.3% 

16. Go swimming     29 90.6%   3 9.4%   29 90.6%   3 9.4% 

10. Improve self-
esteem/confidence 
skills 

  2 6.3% 2  6.3%   28  87.5%   25 78.1% 2 6.3% 5 15.6% 

5. Get back to where 
was previously in 
terms of activity 

3  9.4%   27 84.4%   1  3.1% 1  3.1% 24 75% 4 12.5% 4 12.5% 

9. Do my own 
shopping 

2  6.3%   26 81.3%   2  6.3% 2  6.3% 29 90.6%   3 9.4% 

19. Increase 
meaningful activity 

2 6.3%   25 78.1%   4 12.5% 1 3.1% 31 96.9%   1 3.1% 

2. Access support to 
maximise 
independence 

1  3.1%   24  75%   7  21.9%   31 96.9%   1 3.1% 
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Scale - % agreement 

0-19% 20-39% 40-59% 60-79% 80-100% 

     

12. Gain clarity on 
reasons for memory 
decline 

19  59.4%   3 9.4% 2  6.3% 3  9.4% 5  15.6% 23 71.9% 1 3.1% 8 25% 

20. Be more assertive   19 59.4%     12 37.5% 1 3.1% 28 87.5% 2 6.3% 2 6.3% 

21. Spend time with 
friends 

  18 56.3% 13 40.6%     1 3.1% 31 96.9%   1 3.1% 

8. Accept diagnosis of 
osteoporosis 

17  53.1%   3 9.4% 4 12.5% 7  21.9% 1  3.1%  24 75% 2 6.3% 6 18.8% 

17. Have a 
healthier/better 
relationship with 
food 

17 53.1%   12 37.5%   3 9.4%   26 81.3% 2 6.3% 4 12.5% 

18. Find out about 
treatment options for 
difficulties 

15 46.9%   2 6.3%   4 12.5% 11 34.4% 23 71.9%   9 28.1% 

14. Freedom to live 
without darkness and 
despair 

13  40.6%   1  3.1% 8  25% 2  6.3% 8  25% 2 6.3% 24 75% 6 18.8% 

3. Be Happy 7 21.9% 1 3.1% 15  46.9%   2  6.3% 7  21.9% 19 59.4% 4 12.5% 9 28.1% 

13. Understand own 
needs with regards to 
coping strategies, 
future supports 

4  12.5% 1 3.1% 6  18.8% 1  3.1% 15  46.9% 5  15.6% 26 81.3%   6 18.8% 

23. Delegate 
more/give away 
some control to 
others 

1 3.1% 14 43.8%     14 43.8% 3 9.4% 24 75%   8 25% 

6. Verbalise more 
easily past issues 
regarding work, 
parenting and 
relationships 

2  6.5% 10 31.3%   12  37.5% 6  18.8% 2  6.3% 23 71.9% 3 9.4% 6 18.8% 

24. Feel better 
 

11 34.4%   8 25% 1 3.1% 2 6.3% 10 31.3% 9 28.1% 10 31.3% 13 40.6% 
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Goals related to mental health symptomatology resulted in higher levels of consensus about goal 

type, with anxiety and self-harm related goals achieving 100% agreement in the Coping with 

Problems and Symptoms category. Vaguer goals, such as ‘to be happy’ or ‘feel better’ led to greater 

variability, resulting in a spread of responses across goal types. Clear goals around increasing activity 

appeared to be more consistently rated as Wellbeing and Functioning. Placing goals into this 

category appeared more difficult when the activity involved socialising, splitting responses between 

Wellbeing and Functioning and Interpersonal goals. Goals more specific to older adults, such as 

understanding reasons for memory difficulties resulted in greater variability. These goals shaped the 

‘new additions’ to the Bern Inventory and perhaps were not clear or well sited in the tool.  

 

With regards to orientation, there was again better consensus around some goals than others. Goals 

that indicated the client wished to ‘do’, ‘go’, ‘access’ or ‘improve’ a desired state appeared to result 

in higher consensus around goals being approach-orientated (78.1-100%). Where goals stated the 

client wanted to feel ‘less’ of an undesired state, consensus around the goal being avoidance-

orientated was at its highest (96.9%). As with goal type, vaguer goals around feeling better/happier 

appears to have resulted in lower consensus.  

 

Inter-rater reliability for goal type was moderate, Light’s Kappa = .48 and for goal orientation was 

fair, Light’s Kappa= .32 (based on classification by Landis & Koch, 1977). Results suggest that, 

contrary to what was hypothesised, not all goals can be categorised into type reliably by clinicians. 

Results also suggest the orientation of goals is categorised less reliably than type.  
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4. Discussion 

 

The aims of this study were to (1) investigate the types of goals older adults set in an OAPS (2) 

examine if mental health symptomatology correlates with goal attainment (3) explore if there are 

differences in goal attainment by goal type and (4) test if clinicians can reliably categorise goals.  

 

4.1 Goal Types 

Goals were found to belong to each of the five goal types contained within the Bern Inventory, a tool 

first developed with adult samples. Only a small number of goals were unable to be categorised, 

although additions were made at the goal category/sub-category level. New categories included 

Assessment and Diagnosis, to encompass neuropsychological assessment, and Cognitive 

Rehabilitation to cover goals around management of cognitive difficulties. At the sub-category level, 

Fear of Falling and Increasing Engagement in ADLS were also key additions. Any goal categorisation 

tools for use with older adults would need to consider these goals. 

 

More than half the goals generated by clients in the OAPS belonged to the Coping with Problems 

and Symptoms goal type (52.1%), with goals around managing depression and anxiety featuring 

highly. This fits with literature on common mental health presentations amongst older adults 

(Ribeiro et al., 2020). Goals that belonged to the Wellbeing and Functioning goal type were also 

common (21.7%), particularly increasing exercise and activity levels. However, only 13.4% of goals 

were Interpersonal in nature. This is in contrast to research with adults, where Interpersonal goals 

were set by 74.5% of clients and Wellbeing and Functioning goals were only set by 13.4% (grosse 

Holtforth & Graw, 2002). This suggests older adults prioritise goals around returning to or increasing 

valuable activities, which fits with models of successful ageing (Baltes & Baltes, 1993). Perhaps 

increasing activities is viewed by older adults as a conduit to improving social connectedness. It is 
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interesting that Existential Issues featured infrequently, suggesting older adults do not have explicit 

goals around processing past experiences and reflecting on the self, as might be predicted based on 

Erikson’s (1985) Life Stage model. Studies looking at goal types set by a range of client groups have 

found an absence of existential type goals (Bradley et al., 2013; Rupani et al., 2014).  

 

Most goals were considered to be approach-orientated (77.3%), suggesting that setting GBOs may 

encourage an approach-orientated approach. However other factors, such as clinicians input, may 

be at play.  

 

4.2 Goal Attainment and Symptomatology 

There was a significant but weak correlation between clients’ scores on a measure of 

symptomatology (HADS D & HADS Total) and their goal attainment rating, ranging from -.28 to -.31, 

sharing only 8.7% to 9.6% of variance. These findings are preliminary due to insufficient sample size.  

However, they are consistent with existing research (Smith et al., 2023; Wolpert et al., 2012) and 

provide tentative support for the use of GBOs in older adult settings. Using GBOs alongside, and to 

inform the choice of nomothetic measures (Jacob et al., 2017) could be useful clinically. 

 

4.3 Goal Attainment by Goal Type/Orientation 

The study data do not permit firm conclusions around whether goal attainment differs by goal type, 

and is therefore unable to add value to the inconsistent findings in this area (Berking et al., 2005, 

Rupani et al., 2014). Berking et al. (2005) found larger differences in goal attainment at the sub-

category level of the Bern Inventory but again the data was too limited in this study to explore this. 

Findings do, however, suggest goal orientation may influence goal attainment, with clients who set 
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exclusively approach-orientated goals having significantly higher ratings of goal attainment. These 

findings are consistent with those found in student counselling services (Elliot & Church, 2002). This 

has clinical implications, suggesting clinicians should support clients to set consistent, approach-

orientated goals.  

 

4.4 Goal Type Agreement  

Inter-rater reliability between multiple raters categorising goals into goal type was moderate in this 

study, and weaker than that found between two (Berking et al., 2005) and three raters (Rupani et al., 

2014) in previous studies. However, it was clear when looking at the percentage levels of agreement 

that some goals were categorised into goal type more reliably than others and there were some 

patterns around the type and wording of goals that appeared to either facilitate or inhibit consensus 

around categorisation. Clinicians had limited orientation to, use, or training in the goal 

categorisation tool in this study. The context within which goals were set was not available to the 

clinician, unlike in natural settings. It may be that inter-rater reliability could be substantially 

improved if (1) clinicians were orientated and practised in a goal categorisation tool and (2) had 

contextual information regarding the client who was setting the goal. This is an area for further 

research and suggests there is still scope to explore the use of GBOs as part of evaluating 

psychological services.  

 

The question of whether clinicians could reliably categorise goals into approach versus avoidance 

orientation was exploratory. Inter-rater reliability across multiple raters for goal orientation was fair. 

Similar to goal type, percentage agreement highlighted some goals had better consensus. Initial 

findings suggest clinicians have a sense of what approach and avoidance-orientated goals look like 

(responses were far from chance), but categorising goal orientations reliably requires more research.  
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4.5 Strengths of the research 

This study explored the use of an outcome measurement that puts clients at the centre of plans for 

care and prioritises what is important to them, in a population previously not explored. The research 

has high ecological validity. It highlights areas that need addressed for GBOs to be used as a means 

for evaluating services.  

 

4.6 Limitations of the research  

No provisions (training, fidelity checks) were put in place to ensure clinicians within the service used 

the GBO tool in a standardised way. Therapy goals are generated in a relational context. How 

clinicians approach and record goals will be influential (Tryon, 2018). It therefore unclear how this 

lack of standardisation may have affected the findings and how the findings might generalise to 

other settings.  

 

Another significant limitation was the extent of missing data. Data on service activity during the 

period of interest suggests GBOs were not recorded for a substantial proportion of clients. In 

addition, GBO attainment scores were only available for half of clients who generated GBOs. 

Perhaps post-intervention GBOs were only administered to ‘treatment responders’. The initial plan 

had been to explore changes in goal attainment pre versus post-intervention, but a system issue led 

to poor recording of pre-intervention attainment scores. Measuring change based solely on a post-

intervention ratings overlooks the extent of change.  

 

A singular nomothetic measure was used to capture changes in symptomatology. This measure is 

designed to screen for symptoms of depression and anxiety. It is unknown what the presenting 

problems of clients were but it is reasonable to assume the HADS was not sensitive to detect 

changes across the full range of clients’ symptoms. The addition of other measures could have 

improved the study.  
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Lastly, clients generated up to three goals for therapy; no primary goal was identified. Goal attainment 

was an aggregate attainment score of each goal. However, goals could be heterogeneous. Findings 

based on overall goal attainment scores should be treated with caution.  

 

4.7 Further research 

More robust studies with larger samples exploring whether goal type influences goal attainment are 

needed, and whether findings around goal attainment and orientation can be replicated. Analysing 

changes in goal attainment scores from pre to post-intervention, rather than solely post-attainment 

scores would be recommended. Testing out whether clinician training in the use of GBO and goal 

categorisation tools might increase both the utilisation of a GBO measure and the reliability of goal 

categorisation by clinicians would also be recommended. Qualitative research around the process of 

generating and measuring change using GBOs from the clients perspective is needed (McLeod & 

Mackrill, 2018).  
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5. Conclusions 

 

Older adults generate unique goals when engaging with psychological services. Some types of goals 

may be more reliably attained than others. Idiographic measures might enable services to capture 

changes in clients’ progress beyond symptomatology. This research sheds light on what might be 

needed to collate changes on goal attainment at a service level. 
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Appendix 1:1: PRISMA 2020 Checklist 

Section and 
Topic  

Item 
# 

Checklist item  
Location 
where item 
is reported  

TITLE   

Title  1 Identify the report as a systematic review. Page 6 

ABSTRACT   

Abstract  2 See the PRISMA 2020 for Abstracts checklist. (*Journal limit of 200 words so unable to fulfil full criteria) Page 7 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of existing knowledge. Page 8-12 

Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. Section 1.4 

METHODS   

Eligibility criteria  5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Section 2.2 

Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify 
studies. Specify the date when each source was last searched or consulted. 

Section 2.1 

Search strategy 7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Page 90 

Selection process 8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers 
screened each record and each report retrieved, whether they worked independently, and if applicable, details of automation 
tools used in the process. 

Section 2.3 

Data collection 
process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether 
they worked independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of 
automation tools used in the process. 

Section 2.4 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome 
domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which 
results to collect. 

Section 2.5 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). 
Describe any assumptions made about any missing or unclear information. 

Section 2.4 

Study risk of bias 
assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many 
reviewers assessed each study and whether they worked independently, and if applicable, details of automation tools used in 
the process. 

Section 2.6 



87 
 

Section and 
Topic  

Item 
# 

Checklist item  
Location 
where item 
is reported  

Effect measures  12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of 
results. 

Section 2.5 

Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention 
characteristics and comparing against the planned groups for each synthesis (item #5). 

Section 2.7 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary 
statistics, or data conversions. 

N/A 

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. Section 2.7 

13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, 
describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used. 

Section 2.7 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-
regression). 

Section 2.7 

13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. N/A 

Reporting bias 
assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). Section 2.6 

Certainty 
assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. Section 2.6 

RESULTS   

Study selection  16a Describe the results of the search and selection process, from the number of records identified in the search to the number of 
studies included in the review, ideally using a flow diagram. 

Page 17 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. Page 16 

Study 
characteristics  

17 Cite each included study and present its characteristics. Page 19 

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study. Page 32 

Results of 
individual studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate 
and its precision (e.g. confidence/credible interval), ideally using structured tables or plots. 

Page 23-30 

Results of 20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Page 33-36 
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Section and 
Topic  

Item 
# 

Checklist item  
Location 
where item 
is reported  

syntheses 20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and 
its precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the 
direction of the effect. 

N/A 

20c Present results of all investigations of possible causes of heterogeneity among study results. N/A 

20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. N/A 

Reporting biases 

 

21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. Page 32 

Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. Page 33-36 

DISCUSSION   

Discussion  23a Provide a general interpretation of the results in the context of other evidence. Section 4.1 

23b Discuss any limitations of the evidence included in the review. Section 4.1 

23c Discuss any limitations of the review processes used. Section 4.2 

23d Discuss implications of the results for practice, policy, and future research. Section 4.2 

OTHER INFORMATION  

Registration and 
protocol 

24a Provide registration information for the review, including register name and registration number, or state that the review was not 
registered. 

Page 13 

24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Page 13 

24c Describe and explain any amendments to information provided at registration or in the protocol. N/A 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. (*will 
include in publication) 

 

Competing 
interests 

26 Declare any competing interests of review authors. (*will include in publication)  

Availability of 
data, code and 
other materials 

27 Report which of the following are publicly available and where they can be found: template data collection forms; data extracted 
from included studies; data used for all analyses; analytic code; any other materials used in the review. (*will include in 
publication) 
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Appendix 1.2: Protocol for Systematic Review 

 

URL: https://osf.io/y4jcs 
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Appendix 1.3: Search Strategy  

 

PsychInfo 

1. DE "Treatment" OR DE "Addiction Treatment" OR DE "Adjunctive Treatment" OR DE 
"Adventure Therapy" OR DE "Aftercare" OR DE "Alternative Medicine" OR DE "Anxiety 
Management" OR DE "Behavior Modification" OR DE "Bibliotherapy" OR DE "Brief 
Interventions" OR DE "Caregiving" OR DE "Patient Transfer" OR DE "Patient Treatment 
Matching" OR DE "Cognitive Behavior Therapy" OR DE "Cognitive Stimulation Therapy" OR DE 
"Cognitive Techniques" OR DE "Computer Assisted Therapy" OR DE "Counseling" OR DE 
"Creative Arts Therapy" OR DE "Cross Cultural Treatment" OR DE "Culturally Adapted 
Interventions" OR DE "Disease Management" OR DE "Habilitation" OR DE "Health Care 
Services" OR DE "Horticulture Therapy" OR DE "Hospice" OR DE "Human Potential Movement" 
OR DE "Human Services" OR DE "Hydrotherapy" OR DE "Institutionalization" OR DE 
"Integrated Services" OR DE "Interdisciplinary Treatment Approach" OR DE "Intervention" OR 
DE "Involuntary Treatment" OR DE "Language Therapy" OR DE "Life Sustaining Treatment" OR 
DE "Maintenance Therapy" OR DE "Medical Treatment (General)" OR DE "Mental Health 
Programs" OR DE "Milieu Therapy" OR DE "Mind Body Therapy" OR DE "Mindfulness-Based 
Interventions" OR DE "Movement Therapy" OR DE "Multimodal Treatment Approach" OR DE 
"Multisystemic Therapy" OR DE "Outpatient Treatment" OR DE "Pain Management" OR DE 
"Partial Hospitalization" OR DE "Personal Therapy" OR DE "Physical Treatment Methods" OR 
DE "Private Practice" OR DE "Psychoeducation" OR DE "Psychotherapy" OR DE "Rehabilitation" 
OR DE "Relaxation Therapy" OR DE "Respite Care" OR DE "Self-Help Techniques" OR DE "Sex 
Therapy" OR DE "Social Casework" OR DE "Sociotherapy" OR DE "Speech Therapy" OR DE 
"Spiritual Care" OR DE "Strengths-Based Interventions" OR DE "Symptoms Based Treatment" 
OR DE "Therapeutic Processes" OR DE "Transdiagnostic Treatment" OR DE "Trauma-Informed 
Care" OR DE "Trauma Treatment" OR DE "Treatment Guidelines" OR DE "Treatment 
Outcomes" OR DE "Treatment Planning" OR DE "Video-Based Interventions" 

2. SU “psychol* intervention” OR TI “psychol* intervention” OR AB “psychol* intervention 

3. SU “psychol* treatment” OR TI “psychol* treatment” OR AB “psychol* treatment”  

4. SU psychotherap* OR TI psychotherap* OR AB psychotherap*  

5. SU therap* OR TI therap* OR AB therap* 

6. S1 OR S2 OR S3 OR S4 OR S5 

7. DE "Feedback" OR DE "Biofeedback" OR DE "Delayed Feedback" OR DE "Knowledge of 
Results" OR DE "Sensory Feedback"  

8. SU feedback OR TI feedback OR AB feedback  

9. S7 OR S8 

10. DE "Treatment Process and Outcome Measures" OR DE "Patient Reported Outcome 
Measures"  

11. SU monitor* OR TI monitor* OR AB monitor*  

12. SU outcome* OR TI outcome* OR AB outcome*  
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13. SU progress* OR TI progress* OR AB progress* 

14. SU OQ-45 OR TI OQ-45 OR AB OQ-45 

15. SU PCOMS OR TI PCOMS OR AB PCOMS 

16. S10 OR S11 OR S12 OR S13 OR S14 OR S15 

17. DE "Treatment Outcomes" OR DE "Psychotherapeutic Outcomes" OR DE "Side Effects 
(Treatment)" OR DE "Treatment Compliance" OR DE "Treatment Duration" OR DE "Treatment 
Refusal" OR DE "Treatment Termination" OR DE "Treatment Withholding"  

18. SU effect* OR TI effect* OR AB effect*  

19. SU effic* OR TI effic* OR AB effic*  

20. S17 OR 18 OR S19 

21. S6 AND S9 AND S16 AND S20 

22. DE "Mental Health Services" OR DE "Community Mental Health Services" OR DE 
"Psychological First Aid"  

23. SU "mental health*" OR TI "mental health*" OR AB "mental health*" 

24. SU psychiat* OR TI psychiat* OR AB psychiat* 

25. S22 OR S23 OR S24 

26. S21 AND S25  

27. Narrow by language - English 

 

CINAHL 

1.  (MH "Psychotherapy+") 

2. TI “psychol* intervention” OR AB “psychol* intervention” OR SU “psychol* intervention” 

3. TI “psychol* treatment” OR AB “psychol* treatment” OR SU “psychol* treatment” 

4. TI psychotherap* OR AB psychotherap* OR SU psychotherap* 

5. TI therap* OR AB therap* OR SU therap*" 

6. S1 OR S2 OR S3 OR S4 OR S5 

7. (MH "Feedback")  

8. TI feedback OR AB feedback OR SU feedback  

9. S7 OR S8 

10. (MH "Outcomes (Health Care)") OR (MH "Outcome Assessment") OR (MH "Patient-
Reported Outcomes+") OR (MH "Treatment Outcomes")  
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11. TI monitor* OR AB monitor* OR SU monitor* 

12. TI outcome* OR AB outcome* OR SU outcome*  

13. TI progress* OR AB progress* OR SU progress*  

14. TI OQ-45 OR AB OQ-45 OR SU OQ-45  

15. TI PCOMS OR AB PCOMS OR SU PCOMS  

16. S10 OR S11 OR S12 OR S13 OR S14 OR S15 

17. TI effect* OR AB effect* OR SU effect*  

18. TI effic* OR AB effic* OR SU effic*  

19. S17 OR S18  

20. S6 AND S9 AND S16 AND S19  

21. (MH "Mental Health Services+")  

22. TI “Mental health*” OR AB “Mental health*” OR SU “Mental health*”  

23. TI psychiat* OR AB psychiat* OR SU psychiat*  

24. S21 OR S22 OR S23  

25. S20 AND S24  

26. Narrow by language - English 

 

Medline 

Search Strategy: 

1. exp Psychotherapy/ 

2. psychotherap*.mp. 

3. “psychol* intervention”.mp. 

4. “psychol* treatment”.mp. 

5. therap*.mp. 

6. S1 OR S2 OR S3 OR S4 OR S5 

7. feedback.mp.  

8. exp Feedback, Psychological/ 

9. S7 OR S8 

10. exp “Outcome and Process Assessment, Health Care”/ 

11. monitor*.mp. 
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12. outcome*.mp.  

13. progress*.mp.  

14. OQ-45.mp. 

15. PCOMS.mp. 

16. S10 OR S11 OR S12 OR S13 OR S14 OR S15 

17. exp treatment outcome/ 

18. effect*.mp. 

19. effic*.mp.  

20. S17 OR S18 OR 19 

21. S6 AND S9 AND S16 AND S20 

22. exp Mental Health Services/ 

23. “mental health*”.mp.  

24. psychiat*.mp. 

25. S22 OR S23 OR S24 

26. S21 AND S25 

27. Limit 26 to English language 

 

Embase 

1. exp Psychotherapy/ 

2. psychotherap*.mp. 

3. “psychol* intervention”.mp. 

4. “psychol* treatment”.mp. 

5. therap*.mp. 

6. S1 OR S2 OR S3 OR S4 OR S5 

7. exp psychological feedback/ 

8. feedback.mp. 

9. S7 OR S8 

10. monitor*.mp 

11. outcome*.mp. 

12. progress*.mp. 
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13. OQ-45.mp. 

14. PCOMS.mp. 

15. S10 OR S11 OR S12 OR S13 OR S14 

16. exp treatment outcome/ or exp clinical outcome/ or exp minimal clinically important 
difference/ or exp outcome assessment/ or exp outcomes research/ or exp patient-reported 
outcome/ or exp treatment failure 

17. effect*.mp. 

18. effic*.mp. 

19. S16 OR S17 OR S18 

20. S6 AND S9 AND S15 AND S19 

21. exp Mental Health Care/ 

22. “mental health*”.mp.  

23. psychiat*.mp. 

24. S21 OR S22 OR S23  

25. S20 AND S24 

26. Limit 25 to English language 

 

Cochrane Review 

1. MeSH descriptor: [Psychotherapy] explode all trees 

2. (psychol* NEXT intervention):ti,ab,kw 

3. (psychol* NEXT treatment):ti,ab,kw 

4. (psychotherap*):ti,ab,kw 

5. (therap*):ti,ab,kw 

6. #1 OR #2 OR #3 OR #4 OR #5 

7. MeSH descriptor: [Feedback, Psychological] explode all trees 

8. (feedback):ti,ab,kw 

9. #7 OR #8 

10. MeSH descriptor: [Outcome Assessment, Health Care] explode all trees 

11. (monitor*):ti,ab,kw 

#12. (outcome*):ti,ab,kw 

13. (progress*):ti,ab,kw 
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14. (OQ-45):ti,ab,kw 

15. (PCOMS):ti,ab,kw 

16. #10 OR #11 OR #12 OR #13 OR #14 OR #15 

17. MeSH descriptor: [Treatment Outcome] explode all trees 

18. (effect*):ti,ab,kw 

19. (effic*):ti,ab,kw 

20. #17 OR #18 OR #19 

21. #6 AND #9 AND #16 AND #20 

22. MeSH descriptor: [Mental Health Services] explode all trees 

23. (mental NEXT health*):ti,ab,kw 

24. (psychiat*):ti,ab,kw 

25. #22 OR #23 OR #24 

26. #21 AND #25 

27. Excluded - Cochrane Reviews 

 

The International Standard Randomised Controlled Trial Number Registration 

1. Condition: Mental Health 

2. Intervention: Feedback 

Filter: Study status “completed” 

 

The US National Institutes of Health clinical trials database 

1. Condition: Mental Health 

2. Intervention: Feedback 

Filter: Study status “completed” 
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Appendix 2.1: Major Research Project Proposal 

 

URL: https://osf.io/4kwyx/
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Appendix 2.2: NHS Research Ethics Committee Approval Letter 
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Appendix 2.3: NHS Research Ethics Application Amendment 1 
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Appendix 2.4: NHS Research Ethics Application Amendment 2 
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Appendix 2.5: NHS Ayrshire & Arran Approval Letter 
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Appendix 2.6: Major Research Project Protocol 

 

URL: https://osf.io/4kwyx
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Appendix 2.7: APA Journal Article Reporting Standards  
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Appendix 2.8: Goal Taxonomy Tool – Approach/Avoidance-orientated 

goals  

 

URL: https://osf.io/4kwyx/ 
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Appendix 2.9: Adapted Bern Inventory   

Bern Inventory of Therapy Goals (BIT-T, v.4) 

Taxonomy of Treatment Goals, adapted for Older Adult population 

 

Goal Category 1: Coping with specific problems & symptoms 
 
Goals around improving/reducing specific problems or symptoms. Examples are listed 
below, divided into sub-categories. This list is not exhaustive. There may be goals that fit 
this category that aren’t specified below. 

 

Sub-category Examples 

Depressive Symptoms Negative thoughts 
Negative moods 
Loss of drive/energy 
Other specific goals in this category 
Goal not otherwise specified 

Suicidality & Self Injury Self-Injurious behaviour 
Suicidality  
Other specific goals in this category 
Goal not otherwise specified 

Fears or Anxiety Fears/Anxiety in specific situations (including *fear of 
falling) 
Panic attacks 
Social phobic fears 
*General anxiety 
*Physical symptoms of anxiety 
Other specific goals in this category 
Goal not otherwise specified 

Obsessive thoughts and 
compulsive behaviours 

Obsessions and compulsions 

Coping with trauma Traumas 

Substance use and addiction Somatic withdrawal 
Changing addictive behaviours  
Other specific goals in this category 
Goal not otherwise specified 

Eating behaviours Coping with problematic eating behaviours (anorexia, 
bulimia) 
Obesity 
Other specific goals in this category 
Goals not otherwise specified 

Sleep Sleeping problems 

Sexuality Sexual problems 

Coping with somatic 
problems 

Pain 
Chronic illnesses 
*Anxiety around persistent physical symptoms 
Other specific goals in this category (OSG) 
Goals not otherwise specified (NOS) 
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Difficulties in specific life 
domains/ Stress 

Stress 
Housing problems 
Work and education 
Time management 
Other specific goals in this category 
Goals not otherwise specified 

*Anger  *Anger 

*Assessment/Diagnosis *Assessment – Neuropsychological  
*Assessment – Mental health 

Medication Medication 

Other specific goals in this 
category 

 

Not otherwise specified   

 

Goal Category 2: Interpersonal Problems 
 
Goals around relationships with others. Examples are listed below, divided into sub-
categories. This list is not exhaustive. There may be goals that fit this category that aren’t 
specified below. 

 

Sub-category Examples 

Current relationship Relationship with partner, spouse, or significant other 
Improve sex-life with partner, spouse, or significant other 
Expectations, feelings related to partner, spouse or 
significant other 
Other specific goals in this category 
Goals not otherwise specified 

Current family Parenthood 
Family situation 
Other specific goals in this category 
Goals not otherwise specified 

Family of origin Family of origin 

Other specific relationships Other specific relationships 

Loneliness and grief Coping with loneliness 
Grieving loss 

Assertiveness and boundary 
issues 

Assertive behaviours 
Cognitive/emotional readiness for assertiveness 
Other specific goals in this category 
Goals not otherwise specified 

Connectedness and intimacy Increase frequency and quality of interpersonal contact 
Permitting intimacy 
Prepare for new relationship 
Other specific goals in this category 
Goals not otherwise specified 

Other specific goals in this 
category 

 

Goals not otherwise 
specified 
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Goal Category 3: Wellbeing and Functioning 
 
Goals around improving mental and physical wellbeing. Examples are listed below, divided 
into sub-categories. This list is not exhaustive. There may be goals that fit this category that 
aren’t specified below. 

 

Sub-category Examples 

Exercise and Activity Increase exercise 
*Improve mobility 
Improve leisure activities 
*Increase engagement in ADLs 
Other specific goals 
Goals not otherwise specified 

Relaxation and Composure Learn to relax 
Increase calmness and composure 
Other specific goals in this category 
Goals not otherwise specified 

Well-being Mental well-being (including self-care) 
*Physical well-being  
Sense of comfort with body 
Other specific goals in this category  
Goals not otherwise specified 

*Cognitive rehabilitation  *Cognitive rehabilitation 

Other specific goals in this 
category 
 

 

Goals not otherwise 
specified 

 

 

Goal Category 4: Existential Issues 
 
Goals around making sense of life and looking for meaning. Examples are listed below, 
divided into sub-categories. This list is not exhaustive. There may be goals that fit this 
category that aren’t specified below. 

 

Sub-category Examples 

Past, present and future Processing personal history 
Reflecting self and future 
Other specific goals in this category 
Goals not otherwise specified 

Meaning of Life Spiritual, religious, or meaning issues 

Other specific goals in this 
category 

 

Goals not otherwise 
specified 
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Goal Category 5: Personal Growth 
 
Goals around developing personally in areas such as confidence, assertiveness and 
management of emotions. Examples are listed below, divided into sub-categories. This list is 
not exhaustive. There may be goals that fit this category that aren’t specified below. 

 

Sub-category Examples 

Attitude towards self Improve self-confidence, self-esteem 
Improve self-acceptance 
*Understand self 
Other specific goals in this category  
Goals not otherwise specified 

Desires and Wishes Recognising desires and wishes 
Fulfilling desires and wishes 
Other specific goals in this category 
Goals not otherwise specified 

Responsibility and Self-
Control 

Assuming responsibility or learning to make decisions 
Learning to delegate responsibility or decrease 
perfectionism 
Other specific goals in this category 
Goals not otherwise specified 

Emotion Regulation Learning to handle emotions 

Other specific goals in this 
category 

 

Goals not otherwise 
specified 

 

 

Goal Category: Unknown 
 
Goals that cannot be categorised into one of the categories above  

 

*Categories added to Bern Inventory during exploration and categorisation of Data 

Reference: Grosse Holtforthe, M., & Grawe, K. (2002). BERN INVENTORY OF TREATMENT 

GOALS: PART 1. Development and First Application of a Taxonomy of Treatment Goal Themes. 

Psychotherapy research, 12(1), 79-99. doi:10.1080/713869618  
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Appendix 2.10: Participant Information Sheet 

 

URL: https://osf.io/4kwyx/ 
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Appendix 2.11: Consent Form 

 

URL: https://osf.io/4kwyx/ 
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Appendix 2.12: Privacy notice 

 

URL: https://osf.io/4kwyx/ 
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Appendix 2.13: Participants Task Instructions   

 

URL: https://osf.io/4kwyx 
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