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Consumers of psychotherapy outcome literature consider meta-analysis the gold standard for assessing

the efficacy of interventions across disparate studies. Many assume that findings are valid, especially

when published in journals with research credentials. Uncritical acceptance, however, can result in

real-world consequences, including whether interventions attain evidence-based status or become mar-

ginalized or are considered for implementation in public service arenas. This article examines one

meta-analysis, “The Effect of Using the Partners for Change Outcome Management System as Feedback

Tool in Psychotherapy—A Systematic Review and Meta-Analysis” (Østergård, Randa, & Hougaard,

2018). The findings are at odds with both the empirical record of routine outcome management as well

as professional taskforce recommendations and thus provide an ideal exemplar of the risks of uncritically

accepting the conclusions of a meta-analysis. Using guidelines from the Cochrane Handbook for

Systematic Reviews of Interventions (Higgins & Green, 2011) and a qualitative case study methodology,

this article examines Østergård et al.’s (2018) study selection, quality of evidence, and appropriateness

of interpretation, emphasizing the link between flawed method and the ultimate validity of its conclu-

sions. The method illustrated in this case study can be used to assess the legitimacy of meta-analytic

findings to inform practice, funding, and policy decisions as well as how rhetoric minimizes flaws and

bolsters believability. Our analysis revealed that half of the selected studies of the meta-analysis

contained significant limitations, including inadequate dose of treatment and/or adherence problems,

thereby calling into question its conclusions.

Keywords: meta-analysis, systematic client feedback, routine outcome monitoring (ROM), measurement-

based care, Partners for Change Outcome Management System

Systematic reviews select, synthesize, and provide an integrated

evaluation of relevant scientific studies to address specific research

questions related to an intervention (Gertler & Cameron, 2018;

Higgins & Green, 2011). The heart of any systematic review is the

selection of methodologically rigorous studies that can provide a

scientifically sound basis for the review’s conclusions (Higgins &

Green, 2011). Thus, a key strategy is the development of preset

inclusion criteria to screen out poor-quality studies that would

jeopardize validity.

Meta-analysis is one statistical data-analysis technique used to

estimate the effects of multiple studies in a systematic review

(Higgins & Green, 2011). Meta-analytic strategies are meant to

provide a statistically accurate assessment of an intervention’s

efficacy not possible with a single study. As a type of systematic

review, meta-analysis aims to synthesize disparate data to facilitate

informed, practical decisions across the spectrum of health-care

service delivery and use.

From seminal meta-analytic studies (e.g., Smith & Glass, 1977)

to more recent analyses (e.g., Flückiger, Del Re, Wampold, &

Horvath, 2018), meta-analysis has played a pivotal role in defining

key points of debate regarding treatment outcome and what ac-

counts for change in psychotherapy. The primary strategy is the

conversion of outcomes from distinct studies into a common effect

size that allows critical comparisons of interventions across stud-

ies. This statistical collation provides consumers a more accurate

understanding of the true efficacy of the intervention being studied

(Comer & Kendall, 2013). Because of its sophistication, meta-

analysis has become the preferred mechanism for translating find-

ings from multiple sources into treatment guidelines and evidence-

based lists that drive clinical choice and third-party funding.

Although meta-analysis aims to simplify research for consum-

ers, the esoteric nature of its method can be a barrier for those

wishing to evaluate the soundness of a given meta-analytic study.

On its face, meta-analysis can be intimidating, and acceptance in a
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peer-reviewed journal offers a ready-made rationale for assuming

its validity. Unfortunately, such uncritical acceptance has a cost.

The conclusions of a meta-analysis compromised by undetected

faulty procedures can become accepted dogma, driving far-

reaching decisions, such as what approaches are allowed or reim-

bursed in given practice settings and which become marginalized.

Since its inception in the early 1990s, the Cochrane Collabora-

tion (https://www.cochrane.org/), recognized as the premier refer-

ence for conducting systematic reviews, has developed guidelines

for establishing the parameters for study quality and inclusion.

Despite these efforts, flawed meta-analyses continue to be pub-

lished, with the flaws being not so much in the method itself but

in how the method is carried out (Wampold et al., 2017). It is

argued here that it is crucial for consumers of psychotherapy

research to know how to critically approach meta-analyses and

determine credibility relative to researchers’ claims.

This article aims to extend efforts to make meta-analyses more

transparent and more easily evaluated by practitioners, funders,

and policymakers. To do so, we critically examine a recent pub-

lication in Psychotherapy Research, “The Effect of Using the

Partners for Change Outcome Management System as Feedback

Tool in Psychotherapy—A Systematic Review and Meta-

Analysis” (Østergård, Randa, & Hougaard, 2018). The purpose of

the study was to examine the effects of the Partners for Change

Outcome Management System (PCOMS), a systematic client-

feedback protocol (also called routine outcome monitoring [ROM]

or measurement-based care) and explore the possible roles of

moderators in that effect. It reported a small effect in counseling

settings and no effect in psychiatric settings. Østergård et al.

concluded that studies finding effects were likely affected by

researcher allegiance and the use of only one outcome measure, the

Outcome Rating Scale (ORS; Miller, Duncan, Brown, Sparks, &

Claud, 2003), which was likely influenced by social desirability.

We selected this study for several reasons. First, we have a

vested interest in any study addressing PCOMS, given that we are

its developers and researchers. We acknowledge our allegiance to

the system and our commitment to educating practice settings

regarding its value in improving outcomes and promoting client

voice and choice. Second, we are intimately familiar with the

research included in the meta-analysis and aware of the method-

ology of each study, giving us a broader perspective on both the

research itself and conclusions that can be reached. Finally,

Østergård et al.’s (2018) conclusions are at odds with both the

established record of ROM as well as professional taskforce rec-

ommendations (cf., Lambert, 2017) and thus provide an ideal

exemplar of the risks of uncritically accepting the conclusions of a

meta-analysis.

This case study offers a counterstory to Østergård et al.’s (2018)

findings for those implementing or considering implementing

PCOMS or similar systems in routine settings. In a broader sense,

we offer an example of the use of Cochrane guidelines to assess

meta-analyses across psychotherapy interventions, making this

form of research accessible to everyday clinicians.

Method

The method employed here is a single instrumental case study.

This strategy entails an in-depth exploration of one bounded entity

to explicate and address an area of concern (Creswell, Hanson,

Clark Plano, & Morales, 2007; Stake, 1995). It also is critical in

that it seeks to challenge accepted modes of research through an

analysis of rhetorical claims, distortions, or omissions that mislead,

whether intentional or not.

The structure of our investigation uses three parameters derived

from the Cochrane Handbook for Systematic Reviews of Interven-

tions (Higgins & Green, 2011). These are (a) study selection, (b)

quality of the body of evidence, and (c) appropriateness of inter-

pretation. These are defined in the following discussion. We ex-

amine the study of Østergård et al. (2018) along each of these

dimensions to assess its overall validity. We conclude with impli-

cations for practice and policy and future recommendations for

consumers of meta-analyses.

Consistent with qualitative methods of transparency (e.g., Hiles,

2008), we further state our position related to the purpose of this

article. As founders and researchers of PCOMS, we have a vested

interest in ensuring that research of the system is sound. Recog-

nizing this, we have employed two means to minimize bias. First,

we chose to structure our critique using guidelines from the Co-

chrane Handbook for Systematic Reviews of Interventions (Hig-

gins & Green, 2011), a widely respected source for conducting

valid meta-analyses. We have endeavored to be as precise as

possible in weighing concerns regarding the validity of Østergård

et al.’s (2018) conclusions based on this framework. Second, we

invited an outside reader versed in ROM research and meta-

analysis yet not a member of any research team involved in ROM

or, more importantly, PCOMS trials or publications to serve as a

knowledgeable outsider in evaluating the article. The intent of

utilizing an outside reader is to identify areas of bias and bolster

the credibility of our analysis. Investigator triangulation (Denzin,

1978) is a widely used strategy in qualitative research that in-

creases the credibility and trustworthiness of a study. Based on this

reader’s feedback, we were able to reexamine our conclusions.

Analysis

Study Selection

Study selection determines the validity of any meta-analysis.

Study selection hinges on preset eligibility criteria. According to

the Cochrane Handbook (Higgins & Green, 2011), these criteria

include the extent to which selected studies address the question

posed by the meta-analysis and include appropriate participants

and procedures to do so. In the instance of the Østergård et al.

(2018) study, this involves factors such as randomization and

proper implementation of the experimental intervention as de-

signed. Although the Cochrane Handbook provides guidance on

locating unpublished studies, the criteria for selection emphasize

that studies be of sufficient quality, whether published or unpub-

lished. The studies selected by Østergård et al. are examined herein

based on their overall quality, particularly whether they accurately

represent the actual implementation of the experimental condition.

Randomized or nonrandomized. The Cochrane Handbook

(Higgins & Green, 2011) states: “a Cochrane review would typi-

cally seek all rigorous studies (e.g., randomized trials) of a partic-

ular comparison of interventions in a particular population of

participants, irrespective of the outcomes measured or reported”

(para. 5.1.2). The predefined inclusion criteria of Østergård et al.

(2018) specified that both randomized clinical trials (RCTs) and
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nonrandomized trials (N-RCTs) would be eligible for inclusion.

Østergård et al. included 18 heterogeneous studies, a mixture of

investigations of individual, couple, and group intervention as well

as both inpatient and outpatient settings and published and unpub-

lished studies. Of the 18 studies, 14 were RCTs, and 4 were

N-RCT (group comparison without randomization) studies.

Published or unpublished. Unpublished studies were in-

cluded in the search, resulting in 3 unpublished studies in the final

selection of 18 studies. One of the unpublished studies, that by

Chow and Huixian (2015), was a poster session and two, those by

Kellybrew-Miller (2015) and Lester (2012), were dissertations.

Omitted was a published large-group comparison study (N � 288)

of children, caretakers, and teachers (Cooper, Stewart, Sparks, &

Bunting, 2013).

Quality studies that fail to find an effect may not be pursued or

accepted for publication. It is appropriate for meta-analytic re-

searchers to consider all worthy studies with positive and negative

results, published and unpublished, to gain a true measure of the

available evidence for a given intervention and to avoid the “file

drawer problem” (Rosenthal, 1979, p. 638). On the other hand,

studies may not be published due to significant weaknesses in

design. Unpublished and published studies are analyzed herein for

their overall methodological rigor.

Defining types of interventions. According to the Cochrane

Handbook (Higgins & Green, 2011), “it is useful to consider

exactly what is delivered, at what intensity, how often it is deliv-

ered, who delivers it, and whether people involved in delivery of

the intervention need to be trained” (para. 5.2). Moreover, the

guidelines state that “review authors should also consider whether

variation in the intervention (i.e. based on dosage/intensity, mode

of delivery, frequency, duration etc.) is so great that it would have

substantially different effects on the participants and outcomes of

interest, and hence may be important to restrict” (Higgins &

Green, 2011, para. 5.2). Østergård et al. (2018) state that “the

experimental condition had to include PCOMS as an ‘add on

intervention’ to an intervention without PCOMS in the control

condition” (p. 4). As described later in the article, there was

considerable variability in the quality of the studies included

related to whether the experimental condition (PCOMS) was de-

livered as intended and outlined in published protocols (e.g.,

Duncan & Sparks, 2002, 2010, 2018).

Quality of the Body of Evidence

The quality of the body of evidence in the study by Østergård et

al. (2018), specifically as it relates to the implementation of the

experimental intervention, is examined here along three critical

dimensions: number of sessions, adherence, and completeness of

data. Table 1 summarizes these dimensions across studies that did

not find a PCOMS advantage on the primary measure.

Number of sessions (dose of treatment). Four studies of the

six RCTs not finding a feedback effect in the meta-analysis aver-

aged less than four sessions: Lester (2012; 1.7 sessions);

Kellybrew-Miller (2015; 2.2 sessions); Murphy, Rashleigh, and

Timulak (2012; 3.7 sessions); and Rise, Eriksen, Grimstad, and

Steinsbekk (2016; 3.8). All RCTs finding a feedback effect (eight

RCTs) averaged above four sessions in the experimental condition.

Adherence to experimental condition. According to the

three editions of the manual for PCOMS implementation (Duncan T
ab

le
1

S
tu

d
ie

s
W

it
h
o
u
t

S
ig

n
if

ic
a
n
t

F
in

d
in

g
s

o
n

th
e

P
ri

m
a

ry
M

ea
su

re

S
tu

d
y

D
o
se

(N
o
.

o
f

se
ss

io
n
s)

S
tu

d
y

ty
p
e

A
d
h
er

en
ce

to
P

C
O

M
S

/M
is

si
n
g

d
at

a
S

ig
n
if

ic
an

t
fi

n
d
in

g
s

M
u
rp

h
y
,

R
as

h
le

ig
h
,

an
d

T
im

u
la

k
(2

0
1
2
)a

3
.7

R
C

T
O

m
it

te
d

S
R

S
L

es
te

r
(2

0
1
2
)

1
.7

R
C

T
T

h
er

ap
is

ts
fo

u
n
d

P
C

O
M

S
n
o
t

u
se

fu
l

an
d

u
n
n
ec

es
sa

ry
Y

O
Q

-P
;b

al
li

an
ce

K
el

ly
b
re

w
-M

il
le

r
(2

0
1
5
)

2
.2

R
C

T
6
6
%

u
se

;
m

is
si

n
g

d
at

a
O

R
S

;
%

C
S

S
b

R
is

e,
E

ri
k
se

n
,

G
ri

m
st

ad
,

an
d

S
te

in
sb

ek
k

(2
0
1
6
)

3
.8

R
C

T
9
2
%

u
se

P
A

M
D

av
id

se
n

et
al

.
(2

0
1
7
)

1
2
.4

R
C

T
T

h
er

ap
is

ts
d
id

n
o
t

u
se

P
C

O
M

S
as

in
te

n
d
ed

;
fl

ex
ib

il
it

y
d
is

co
u
ra

g
ed

v
an

O
en

en
et

al
.

(2
0
1
6
)

9
.3

R
C

T
6
7
%

u
se

w
it

h
7
0
%

o
f

cl
ie

n
ts

Ja
n
se

,
D

e
Jo

n
g
,

V
an

D
ij

k
,

H
u
ts

ch
em

ae
k
er

s,
an

d
V

er
b
ra

ak
(2

0
1
7

)
1
5
.0

N
-R

C
T

7
6
.8

%
u
se

(u
n
sp

ec
if

ie
d

am
o
u
n
t)

;
2
3
.2

%
n
o

ev
id

en
ce

o
f

u
se

;
1
1
%

o
f

ch
ar

ts
m

is
si

n
g

O
R

S
;

R
C

in
fe

w
er

se
ss

io
n
s

H
an

se
n
,

H
o
w

e,
S

u
tt

o
n
,

an
d

R
o
n
an

(2
0
1
5
)

8
.0

N
-R

C
T

U
se

d
5
0
%

o
f

ti
m

e;
u
n
d
et

er
m

in
ed

in
te

rv
al

s
o
f

u
se

;
7
0
%

m
is

si
n
g

d
at

a
o
n

a
p
ri

m
ar

y
m

ea
su

re
H

o
N

O
S

C
A

b

W
in

k
el

h
o
rs

t,
H

af
k

en
sc

h
ei

d
,

an
d

d
e

G
ro

o
t

(2
0
1
3
)

1
5
.0

N
-R

C
T

“P
ar

ti
al

ly
in

te
g
ra

te
d
”;

n
o
t

u
se

d
at

ev
er

y
en

co
u
n
te

r

N
o
te

.
P

C
O

M
S

�
P

ar
tn

er
s

fo
r

C
h
an

g
e

O
u
tc

o
m

e
M

an
ag

em
en

t
S

y
st

em
;

R
C

T
�

ra
n
d
o
m

iz
ed

cl
in

ic
al

tr
ia

l;
N

-R
C

T
�

n
o
t

R
C

T
;

S
R

S
�

S
es

si
o
n

R
at

in
g

S
ca

le
;

Y
O

Q
-P

�
Y

o
u
th

O
u
tc

o
m

e
Q

u
es

ti
o
n
n
ai

re
–
P

ar
en

t;
O

R
S

�
O

u
tc

o
m

e
R

at
in

g
S

ca
le

;
%

C
C

S
�

p
er

ce
n
ta

g
e

o
f

cl
in

ic
al

ly
si

g
n
if

ic
an

t
ch

an
g
e;

P
A

M
�

P
at

ie
n
t

A
ct

iv
at

io
n

M
ea

su
re

;
R

C
�

re
li

ab
le

ch
an

g
e;

H
o
N

O
S

C
A

�
H

ea
lt

h
o
f

th
e

N
at

io
n

O
u
tc

o
m

e
R

at
in

g
S

ca
le

fo
r

C
h
il

d
re

n
an

d
A

d
o
le

sc
en

ts
.

a
O

R
S

w
as

th
e

p
ri

m
ar

y
m

ea
su

re
.

b
F

in
d
in

g
w

as
o
n

a
p
ri

m
ar

y
o
u
tc

o
m

e
m

ea
su

re
.

T
h
is

d
o
cu

m
en

t
is

co
p
y
ri

g
h
te

d
b
y

th
e

A
m

er
ic

an
P

sy
ch

o
lo

g
ic

al
A

ss
o
ci

at
io

n
o
r

o
n
e

o
f

it
s

al
li

ed
p
u
b
li

sh
er

s.

T
h
is

ar
ti

cl
e

is
in

te
n
d
ed

so
le

ly
fo

r
th

e
p
er

so
n
al

u
se

o
f

th
e

in
d
iv

id
u
al

u
se

r
an

d
is

n
o
t

to
b
e

d
is

se
m

in
at

ed
b
ro

ad
ly

.

3WHEN META-ANALYSIS MISLEADS



& Sparks, 2002, 2010, 2018) as well as other published accounts

(Duncan, 2014; Duncan & Reese, 2015), measures are adminis-

tered at every session: outcome instruments at the start of the

meeting and alliance instruments at the end. The therapist and

client collaboratively discuss scores at each session. Client prog-

ress or lack thereof directs what happens in the session thereafter.

The studies included by Østergård et al. (2018) that did not find a

feedback effect report incorrect and noteworthy lapses in the

implementation of PCOMS. For example, Murphy et al. (2012)

omitted the alliance component of PCOMS and exerted no control

over the therapist’s ability to see the results of both the feedback

and no-feedback conditions. Moreover, four of the six RCTs not

finding a feedback effect (Davidsen et al., 2017; Kellybrew-Miller,

2015; Lester, 2012; van Oenen et al., 2016) contained significant

issues with adherence and/or therapist perceptions of usefulness.

Davidsen et al. (2017) reported that most therapists did not use

PCOMS to individualize treatment or alter treatment in any way

based on the data and that organizational factors also limited

therapist flexibility. Kellybrew-Miller (2015) found that therapists

did not use the measures one third of the time, and one therapist

accounted for over half of the clients in the study. Lester (2012)

stated that therapists found the measures more disturbing and

unnecessary than helpful. van Oenen et al. (2016) noted that only

67% of therapists said they used PCOMS with 70% of their clients.

Regarding N-RCTs, three of four (Hansen, Howe, Sutton, &

Ronan, 2015; Janse, De Jong, Van Dijk, Hutschemaekers, &

Verbraak, 2017; Winkelhorst, Hafkenscheid, & de Groot, 2013)

had issues with adherence and/or therapist perceptions of useful-

ness; the fourth, a poster presentation by Chow and Huixian

(2015), was unavailable for scrutiny. Janse et al. (2017) reported

that 76.8% of charts had evidence (unspecified how much) of

PCOMS use. Hansen et al. (2015) noted that PCOMS measures

were used only half the time and at undetermined intervals. Win-

kelhorst et al. (2013) stated that the PCOMS intervention was only

partially integrated into treatment and was not conducted at every

session. It is important to note that adherence to the PCOMS

protocol goes beyond the percentage of sessions that include the

measures; fidelity includes using the data to identify clients who

are not benefiting and collaboratively altering treatment.

Missing data. The study by Kellybrew-Miller (2015), an RCT

finding no effect on the primary measure, reported significant

missing data and a 3-month hiatus of any data collection. In the

Janse et al. (2017) study, 11% of the charts were missing post-

treatment, and of the remaining charts, 23.2% had no evidence of

PCOMS whatsoever. Hansen et al. (2015) reported that only 30%

of the data on a primary outcome measure, the Strength and

Difficulties Questionnaire (SDQ; Goodman, 2001), was collected.

Despite the noted problems, seven of the nine total studies not

finding a feedback effect on a primary measure reported mixed or

trending positive results: one found a trend toward significance on

the Outcome Questionnaire 45.2 (OQ; Winkelhorst et al., 2013),

two found significant effects on the ORS (Janse et al., 2017;

Kellybrew-Miller, 2015), two trended toward significance on the

ORS (Murphy et al., 2012; Rise et al., 2016), and four found

significant results on other measures (Hansen et al., 2015; Janse et

al., 2017; Lester, 2012; Rise et al., 2016). Lester (2012) did not

find an effect on the adolescent-completed Youth Outcome Ques-

tionnaire (YOQ; Wells, Burlingame, & Lambert, 1996), but there

was an advantage for the PCOMS condition on the parent-

completed YOQ.

Appropriateness of Interpretation

The Cochrane Handbook (Higgins & Green, 2011) cautions that

“when there is inconclusive evidence, it is wrong to claim that it

shows that an intervention has ‘no effect’ or is ‘no different’ from

the control intervention” (para. 12.7.4); further, a common mistake

made by authors of meta-analyses is “to reach conclusions that go

beyond the evidence” (para. 12.7.4). The following interpretations,

or conclusions, are examined considering these cautions.

No evidence of effects in psychiatric settings. Østergård et

al. (2018) conclude that they found no evidence to support a

feedback effect for the PCOMS in psychiatric settings. Of the six

RCTs classified as conducted in psychiatric settings, one found a

feedback effect on two measures (Brattland et al., 2018), and five

did not. Of the five studies not finding a feedback effect, three

were less than four sessions in duration (Kellybrew-Miller, 2015;

Lester, 2012; Rise et al., 2016), and four of the five (Davidsen et

al., 2017; Kellybrew-Miller, 2015; Lester, 2012; van Oenen et al.,

2016) reported significant adherence problems and/or poor thera-

pist perceptions of usefulness.

Of the N-RCTs in psychiatric settings, three of the four inves-

tigations reported significant adherence problems: Hansen et al.

(2015), 50% adherence; Janse et al. (2017), 23.2% of the charts

showed no evidence of PCOMS; Winkelhorst et al. (2013), ther-

apists used the PCOMS partially, and attrition was substantial,

starting with 35 in the feedback group and ending with 19 for the

final comparison. Information on Chow and Huixian (2015) was

not available. Of note, the study conducted in a substance abuse

treatment center with mandated individuals diagnosed with sub-

stance abuse disorders (Schuman, Slone, Reese, & Duncan, 2015)

was classified as a “counseling” setting as opposed to outpatient

psychiatric treatment.

Sole reliance on the ORS diminishes the validity of findings

of effects. Østergård et al. (2018) concluded that the lack of use

of outcome measures besides the ORS compromised the validity of

studies finding an effect for PCOMS. Although raising the impor-

tant issue of the sole use of the ORS as a measure of outcome and

the need for comparison with more symptom-based instruments,

the authors fail to note the studies with significant findings on the

ORS that have used other indices of outcomes. Table 2 summa-

rizes these studies. For example, Brattland et al. (2018) found

positive results on both the Behavior and Symptom Identification

Scale 32 (BASIS-32; Eisen, Wilcox, Leff, Schaefer, & Culhane,

1999) and the ORS. Additionally, five other RCTs used different

measures of outcomes and found an advantage for the PCOMS,

thereby corroborating the reported effects on the ORS. First,

Anker, Duncan, and Sparks (2009) used separation/divorce rates

and the Locke–Wallace (Locke & Wallace, 1959) in addition to the

ORS at 6-month follow-up. They found significantly lower sepa-

ration/divorce rates for the PCOMS condition and trending to

better outcomes on the Locke–Wallace (the power was insufficient

given the lower number of intact couples at follow-up). Second,

the group investigation of mandated soldiers with substance abuse

disorders (Schuman et al., 2015) found a significant advantage for

PCOMS on therapist ratings of outcome, blinded commander

ratings of positive reintegration, the number of sessions attended,
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and premature termination. Third, in addition to findings on the

ORS, Slone, Reese, Mathews-Duvall, and Kodet (2015) reported

that clients in the PCOMS condition attended significantly more

sessions. Fourth, She et al. (2018) found a significant advantage

for the PCOMS condition in premature termination and posttreat-

ment alliance scores. Although not standardized outcome mea-

sures, so-called “real-world” measures (divorce rates, blinded

commander ratings of successful reintegration, dropout, and atten-

dance) speak to both the internal and external validity of the

findings on the ORS. In addition, although based on the ORS,

several studies reported reliable or clinically significant change

in significantly fewer sessions in the PCOMS condition (Reese,

Norsworthy, & Rowlands, 2009, Studies 1 and 2; Reese, Toland,

Slone, & Norsworthy, 2010; She et al., 2018). Finally, an inspec-

tion of Table 1 reveals that Lester (2012) found an advantage on

the parent-completed YOQ (Wells et al., 1996) and Rise et al.

(2016) reported an advantage on the Patient Activation Measure

(Hibbard, Stockard, Mahoney, & Tusler, 2004).

Regarding N-RCTs, despite the flaws noted previously, all three

studies available for scrutiny either realized an effect or trended

toward an effect on a measure other than the ORS. Hansen et al.

(2015) found significant change on the Health of the Nation

Outcome Scale for Children and Adolescents (HoNOSCA; Gow-

ers et al., 1999). Winkelhorst et al. (2013) found an 11.3-point

difference on the OQ at Session 15, although only 19 clients

remained, restricting the possibility of significance. Janse et al.

(2017) found a feedback effect on the ORS and the number of

sessions to achieve change. Finally, the omitted N-RCT, that by

Cooper et al. (2013), found a feedback effect on its primary

measure, the Strength and Difficulties Questionnaire, with both

parents and teachers of 7- to 11-year-old children.

An allegiance effect/bias diminishes the validity of findings

of an effect. Eight of the 14 RCTs found a significant feedback

effect (see Table 2). Seven of these eight were conducted by those

currently affiliated with Better Outcomes Now (formally the Heart

and Soul of Change Project). The remaining study (Brattland et al.,

2018) was conducted independently and found a feedback effect

on the primary measure (BASIS-32) as well as the ORS. Included

in the seven conducted by those currently affiliated with Better

Outcomes Now were three early studies by R. Jeffrey Reese

(Reese et al., 2009, Studies 1 and 2; Reese et al., 2010). These

studies were independently conducted before Reese was affiliated

with the Heart and Soul of Change Project, diminishing Østergård

et al.’s (2018) conclusion that these studies were most likely

biased. Second, although researcher bias or allegiance is difficult

to quantify and control, Anker et al. (2009) examined this factor by

measuring therapist allegiance to feedback. They found that over

the course of the study, the therapists, who were naïve to feedback

at the start of the study, did not increase their belief that feedback

would improve their outcomes. Although not conclusive, this

provided some indication that researcher bias was minimized in

that therapists were not positively influenced. Also of note, the

analyses of Anker et al. were conducted independently by re-

searchers without allegiance to PCOMS, a fact located in the

study’s acknowledgments section. Consequently, five of the eight

studies finding a feedback effect either did not have researcher bias

or mitigated its effects.

Social desirability in the use of the ORS skews results.

Østergård et al. (2018) suggest that social desirability is inherent in

the use of the ORS and leads to unreliable and inflated results. This

is not supported by the evidence of other measures finding an

effect for the PCOMS condition (noted previously) in the exam-

ined studies. Further evidence that social desirability may not be a

significant factor in studies using the ORS is provided in Anker et

al. (2009). Six months after termination, clients in this study were

mailed follow-up questionnaires, including the ORS; clients com-

pleted the measures at home without contact with, or the potential

influence of, their therapists. The fact that the feedback effect was

maintained on the ORS and corroborated on other measures at

follow-up both supports the effects of feedback and casts doubt on

the likelihood that social desirability played a role in the original

findings. Of note also is that the PCOMS measures in the She et al.

(2018) trial were discussed per protocol but not administered by

therapists in session, and a feedback effect still occurred. Finally,

social desirability issues are typically irrelevant to measures of

global distress. Although clients may hide things from their ther-

apists, they are more likely to withhold an immediate negative

reaction to the therapist or session than to hide or misrepresent

their level of distress (Farber, 2003; Lambert, 2017).

Table 2

RCTs With Significant Findings on the Outcome Rating Scale as Primary Measure

Study
Dose

(No. of sessions) Other significant findings Allegiance/Mitigation strategies

Reese, Norsworthy, and Rowlands (2009, Study 1) 6.3 RC in fewer sessions None
Reese, Norsworthy, and Rowlands (2009, Study 2) 8.0 RC in fewer sessions None
Anker, Duncan, and Sparks (2009) 4.7 Separation/divorce rate Yes/assessment and independent

analysis
Reese, Toland, Slone, and Norsworthy (2010) 5.9 Improvement more rapidly None
Schuman, Slone, Reese, and Duncan (2015) 4.2 Blinded commander ratings; therapist

ratings; attendance; dropout
Yes

Slone, Reese, Mathews-Duvall, and Kodet (2015) 8.0 Attendance Yes
She et al. (2018) 4.8 CSC in fewer sessions; dropout; alliance

posttreatment
Yes

Brattland et al. (2018) 12.0 BASIS 32a (d � .42) None

Note. RCT � randomized clinical trial; RC � reliable change; CSC � clinically significant change; BASIS 32 � Behavioral and Symptom Identification
Scale 32.
a Primary outcome measure.
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Conclusions

Our analysis points to significant problems in the target study by

Østergård et al. (2018). It poses three questions: (a) Are the search

criteria flawed? (b) What is the overall quality of the evidence? (c)

What is the overall validity of the conclusions? The answers to

these questions raise concerns about the dissemination of flawed

information into practice and policymaking settings.

Ideally, meta-analyses include RCTs, as recommended by the

Cochrane Handbook (Higgins & Green, 2011). Østergård et al.

(2018) included both RCTs and N-RCTs as well as published and

nonpublished studies, including unpublished dissertations. It is under-

standable that researchers want sufficient numbers to strengthen their

statistical analysis, and we recognize that there are trade-offs in

accomplishing this goal. Given this, it is unclear why the study by

Cooper et al., 2013, a well-designed, published N-RCT using a

different outcome measure, was missed in the selection process.

Regardless, of the 18 studies selected, 6 were either N-RCTs, unpub-

lished, or both.

More important, however, is the quality of the studies that were

eventually selected. Although there is no such thing as a perfect

study, some studies included by Østergård et al. (2018) contained

methodological issues so egregious that they ought to have been

excluded. Specifically, the inclusion criteria did not specify the

number of sessions and did not account for fidelity/adherence or

therapist perceptions of usefulness. Because eligibility criteria

allowed methodologically unsound studies to be included, we

assert that it is likely that PCOMS, in fact, was not implemented in

many instances, not only for occurrences of nonadherence but also

when clinicians who used the system omitted key definitional

components or held negative views about its worth.

Four of the six RCTs that found no or mixed results did not meet

a minimal threshold for adequate treatment; two, that by

Kellybrew-Miller (2015) and Lester (2012), not published, aver-

aged but 2.2 and 1.7 sessions, respectively. In contrast, all RCTs in

the experimental condition finding a feedback effect (eight) aver-

aged more than four sessions. Similarly, four of the six RCTs not

finding an effect contained significant adherence problems, rang-

ing from the results not being discussed with clients or used to alter

treatment (Davidsen et al., 2017) to PCOMS being used only about

two thirds of the time (Kellybrew-Miller, 2015; van Oenen et al.,

2016) and/or substantial negative therapist perceptions of PCOMS

usefulness (Davidsen et al., 2017; Lester, 2012). Likewise, all

three N-RCTs (no information available for Chow & Huixian,

2015) reported adherence issues, ranging from “partially inte-

grated” (Winkelhorst et al., 2013) to 50% use (Hansen et al., 2015)

to 76.7% of charts showing some (not specified) use of PCOMS

(Janse et al., 2017).

In total, nine of the selected studies (no information available for

Chow & Huixian, 2015) demonstrated an inadequate dose of the

intervention and/or significant adherence problems. A meta-

analysis holds up only to the extent that the studies analyzed are

methodologically sound and, thus, support the validity of conclu-

sions. The selection of studies by Østergård et al. (2018) does not

meet criteria sufficient to qualify for this standard of “quality of

evidence.” This initial misstep generates a chain of necessarily

flawed interpretations that overreach the data upon which they are

based.

Østergård et al.’s (2018) study also contains dubious conclu-

sions derived from those studies we would classify as legitimate

for inclusion, specifically related to the use of only one measure,

bias/allegiance, and social desirability. Nine studies included in the

analysis demonstrated a feedback effect on measures other the

ORS (Anker et al., 2009; Brattland et al., 2018; Hansen et al.,

2015; Janse et al., 2017; Lester, 2012; Rise et al., 2016; Schuman

et al., 2015; She et al., 2018; Slone et al., 2015). Of studies finding

an effect on the ORS, Østergård et al. do not mention additional

measurements of outcome that support positive findings of

PCOMS. Some of these are valid outcome instruments, whereas

others take the form of real-world outcomes. A comprehensive

analysis would, at a minimum, mention real-world outcomes as

supportive of the study’s overall findings. The authors also fail to

report on efforts of the researchers of one major positive study

(Anker et al., 2009) to minimize bias and failed to adequately

determine several other instances of the independence of study

investigators (Brattland et al., 2018; Reese et al., 2009, Studies 1

and 2; Reese et al., 2010). Finally, claiming that social desirability

plays a significant role in diminishing findings of effect in positive

studies is overemphasized. As noted, there are indications on other

measures in the studies themselves that suggest this was not the

case. Additionally, evidence regarding this factor in the empirical

literature downplays its interference with accurate self-report as-

sessment (Farber, 2003; Lambert, 2017).

Rhetorically, emphasis on the use of only one measure, bias/

allegiance, and social desirability for studies finding an effect for

PCOMS tends to lessen, if not erase, the view that the experimen-

tal intervention is effective. For example, the authors suggest that

allegiance effects offer one explanation of the different findings of

PCOMS studies. Given that allegiance effects were monitored or

mitigated in five of the eight studies finding a feedback effect, the

noted methodological flaws seem to provide a better explanation

for the nonfindings in other studies. These same flaws (especially

number of sessions and adherence issues) draw into question

Østergård et al.’s (2018) conclusions that PCOMS is not likely to

be effective in psychiatric settings. Moreover, the distinction be-

tween “counseling” and “psychiatric” settings seems arbitrary.

Except for the unusually low intake scores reported by van Oenen

et al. (2016), all the treatment settings included in the analysis

reported similar levels of distress in participating clients. Further

muddying the waters regarding “psychiatric” versus “counseling”

settings, the relationship between diagnoses and outcomes has not

been well established (Reese, Duncan, Bohanske, Owen, & Mi-

nami, 2014). Finally, evidence from benchmarking studies dem-

onstrating that PCOMS does result in change comparable to RCTs

in “psychiatric” settings in both inpatient (Reese et al., 2017) and

outpatient clinics (Reese et al., 2014) contradicts Østergård et al.’s

findings.

Discussion

Østergård et al. (2018) conclude:

Based on this meta-analysis . . . the overall effect of using PCOMS is

small . . . the positive effect in counseling settings may be biased due

to positive researcher allegiance and use of the ORS as the only

outcome measure. The ORS score is likely to be influenced by social

desirability when completed in therapy. (p. 13)
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Supporting these conclusions was a recent meta-analysis of 17

ROM investigations (Kendrick et al., 2016) that included three

PCOMS studies (Murphy et al., 2012; Reese et al., 2009, Studies

1 and 2). This review considered studies of client-reported out-

come measures for improving treatment and suggested that the

evidence base for these methods was weak.

Østergård et al.’s (2018) conclusions, however, contradict other

reviews and meta-analyses of PCOMS (Fortney et al., 2017; Lam-

bert & Shimokawa, 2011; Lambert, Whipple, & Kleinstäuber,

2018). A review of 51 studies, including 5 PCOMS investigations

(Anker et al., 2009; Murphy et al., 2012; Reese et al., 2009, Studies

1 and 2; Reese et al., 2010), by Fortney et al. (2017) concluded that

virtually all randomized clinical trials with frequent and timely

feedback of client-reported symptoms to the practitioner signifi-

cantly improved treatment outcomes. This conclusion was echoed

in the current analysis of studies included by Østergård et al.

Whereas the Lambert and Shimokawa (2011) meta-analysis that

reported a strong effect (r � .23) was based on only three PCOMS

trials (Anker et al., 2009; Reese et al., 2009, Studies 1 and 2),

Lambert et al. (2018) aggregated nine PCOMS studies. Unlike

Østergård et al., Lambert et al. included only RCTs and omitted the

two unpublished dissertations (Kellybrew-Miller, 2015; Lester,

2012), a study primarily focused on the effects of the PCOMS on

the alliance (Rise et al., 2016), van Oenen et al. (2016), and the

recently published works by She et al. (2018) and Brattland et al.

(2018). Lambert included studies criticized here for inadequate

dose of treatment (Murphy et al., 2012) and significant adherence

issues (Davidsen et al., 2017; Janse et al., 2017). Nevertheless,

Lambert et al. (2018) concluded:

In sum, aggregated findings from the nine studies indicate that

PCOMS rests on a growing empirical base that boosts confidence in

its use as an ROM system. Practitioners can expect that PCOMS

feedback will enhance client outcomes with an average effect size of

.40, and at 95% CI, it will be between .29 and .51 . . . it is

recommended that psychotherapists use either the OQ-System or

PCOMS with adults across treatment modalities (e.g., individual,

couple, and group) and clinical settings. (pp. 532–534)

It is unclear why Østergård et al. (2018) did not discuss these

important reviews and meta-analyses and their divergence from

their own findings.

Responding to evidence from reviews and meta-analyses, pro-

fessional bodies highly recommend systematic client feedback

(ROM or measurement-based care). The American Psychological

Association (American Psychological Association Presidential

Task Force on Evidence-Based Practice, 2006) has recommended

that ROM be a part of effective psychological services. Concur-

ring, the American Association for Marriage and Family Therapy

Task Force on Core Competencies advises therapists to solicit and

use client feedback throughout the therapeutic process (Nelson et

al., 2007). In addition, the Association of State and Provincial

Psychology Boards (2015) has recommended that client feedback

be a part of competency-based supervision. Two systems, PCOMS

(Duncan, 2014) and the Outcome Questionnaire System (Lambert,

2015), were listed in the Substance Abuse and Mental Health

Services Administration’s National Registry of Evidence-Based Pro-

grams and Practices (https://betteroutcomesnow.com/wp-content/

uploads/2017/12/BON-PCOMS-SAMHSA-designated-evidence-

based-practice.pdf).

Østergård et al. (2018) do not discuss the discrepancy between

their findings and the evidence of previous reviews leading to

recommendations from professional bodies. Nor do they mention

the problems identified in this article or the limitations mentioned

in the respective articles themselves. These omissions give greater

emphasis to the take-home conclusions of minimal efficacy for the

experimental condition. The net effect is that readers likely will be

ill-served in making decisions about whether to instigate, or con-

tinue, PCOMS or a similar ROM system in their practice settings.

As demonstrated by Brattland et al. (2018), the implementation of

systematic client feedback in routine care requires resources,

largely related to training at the managerial, supervisory, and

frontline-practitioner levels. Buy-in is critical, and ongoing sup-

port and monitoring of efforts are required for these systems to be

properly incorporated into everyday practices. If the effort and cost

are perceived as not worth the benefit, those in positions to make

decisions may opt out.

With the exception of Schuman et al. (2015), a replication of

earlier Lambert “red dot” investigations that neither trained nor

followed up with therapists and gave only simple color-coded

feedback to clinicians (e.g., Lambert et al., 2001), PCOMS trials

that included adherence checks and reinforcement of PCOMS use

via supervision, graph-checking, and data review have found a

significant feedback effect. For example, given the noted negative

impact of adherence and therapist perceptions of usefulness, a

recent study, that by She et al. (2018; included in the Østergård et

al., 2018, meta-analysis) attempted to mitigate the effects of both

nonadherence and negative therapist perceptions of usefulness by

incorporating ongoing graph review and identification of not-on-

track clients. At the end of the study, 100% of the clients had fully

completed graphs of ORS scores. A poststudy survey revealed that

83.3% of the therapists perceived the ORS/Session Rating Scale

(SRS) information as useful, in sharp contrast to the studies re-

viewed previously, which reported that therapists either didn’t use

the PCOMS consistently and/or rated the usefulness of the mea-

sures relatively low.

The studies included in the meta-analysis critiqued here for

adherence and fidelity issues perhaps point to a problem of both

meta-analysis in general and the PCOMS intervention in particu-

lar. Meta-analysis is not intended to assess implementation viabil-

ity or effectiveness in diverse usual-care settings. It is possible that

although PCOMS has been demonstrated to be effective in settings

with high adherence, the understanding that it requires that high

level of fidelity may mean that some, if not many, settings cannot

implement it effectively.

Adherence may be particularly important to the PCOMS feed-

back effect. PCOMS is intended to be used to discuss outcomes

and alliance with clients in every session. It is therefore not only

a monitoring system to inform the therapist but also requires

discussion and collaboration with clients (Sparks & Duncan,

2018). Such a process creates a higher demand on the therapist to

incorporate the feedback. Fidelity and therapist perceptions of

usefulness of feedback speak to the importance of sustainability in

real-world clinical settings. Initial training combined with a lack of

organizational commitment, as demonstrated by Davidsen et al.

(2017), will not sustain implementation or result in therapist per-

ceptions of usefulness. Success requires an organizational com-

mitment to data collection, timely identification of not-on-track

clients, and dissemination of the data to clinicians and supervisors,
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as well ongoing attention to adherence and data integrity (Duncan,

2014; Duncan & Reese, 2015; She et al., 2018).

We believe that the evidence to date across well-designed RCTs

and meta-analyses makes a strong case that the resources required

would, in fact, be worth it—a conclusion supported by other

reviews and analyses (Fortney et al., 2017; Lambert et al., 2018),

professional bodies, and real-world applications. Agencies that

have successfully implemented PCOMS have realized benefits to

both outcomes and efficiency. Three benchmarking studies con-

ducted in a large public behavioral health setting that had imple-

mented PCOMS as a quality improvement strategy found out-

comes comparable with RCTs with adults and children (Kodet,

Reese, Duncan, & Bohanske, 2019; Reese et al., 2014), as well as

with patients in an acute psychiatric inpatient unit (Reese et al.,

2017). Regarding efficiency, Bohanske and Franczak (2010) sur-

veyed PCOMS results at several public agencies and reported

substantial improvements in client retention, therapist productiv-

ity, and length of stay.

In the interest of transparency, we again acknowledge that we

approach this critique with an inevitable bias. Our roles in devel-

oping, articulating, and researching PCOMS necessarily entail a

commitment to ensuring accuracy in how it is represented in the

media, educational settings, scholarly papers, and research. Fol-

lowing standard qualitative methods, we invited an outside reader

to evaluate how we managed this bias. The reader, a meta-analytic

researcher, has worked with us on prior projects but has not been

involved in PCOMS-related research or articles. After reading both

Østergård et al.’s (2018) article and our article, he commented that

we had followed best practice in qualitative research by openly

discussing our bias in the article. He also noted that our arguments

were grounded in data, allowing readers to come to their own

conclusions. He stated his belief that many of the concerns we

raised, in particular the number of sessions in many of the included

trials, were valid. However, he expressed discomfort with the

implication that the meta-analysis was uniquely flawed. In his

opinion, the study was sound in its analysis of the data. However,

one of its primary shortcomings, in his view, was its failure to

discuss salient limitations and how these contextualize conclu-

sions. Finally, the reader suggested that well-reasoned critiques are

“part of the back and forth that make scientific investigation work”

(A. C. Bohart, personal communication, June 26, 2019). Ulti-

mately, this dialogical process serves to inform consumers regard-

ing how best to utilize findings.

We recommend that meta-analytic researchers pay close atten-

tion to the quality of the studies they choose to include in their

analyses, that they go beyond the simple aggregation of data and

calculation of effect sizes. The Cochrane Handbook (Higgins &

Green, 2011) is an important resource for ensuring that included

studies are of sufficient quality to offer valid findings regarding the

intervention being examined. Often, studies are not published for

a good reason. We also advise that researchers not overreach their

data by taking care to make interpretations that appropriately

reflect the limitations of the studies included. At the very least, the

most common limitations of the included studies should be aggre-

gated and discussed so that the reader can draw his or her own

conclusions from the reported data. Finally, we hope that consum-

ers of research will be aided by this analysis to enhance their own

understanding of the meta-analytic literature as they seek to im-

prove psychotherapy services and outcomes.

In closing, any system that is dedicated to bringing clients’

views to the forefront has the potential to transform traditional

psychotherapy practices in ways that empower consumers to de-

termine the trajectories of their own change (Duncan & Reese,

2015; Sparks & Duncan, 2018). We hope that our critical analysis

will be of service to those making decisions about the practical and

ideological value of such systems.
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