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Abstract

The outcomes of school-based counseling incorporating the Partners for Change Outcome Monitoring System (PCOMS)
were evaluated using a cohort design, with multilevel modeling to identify predictors of change. Participants were 288 7—11
year olds experiencing social, emotional or behavioral difficulties. The intervention was associated with significant
reductions in psychological distress, with a pre-post effect size (d) of 1.49 on the primary outcome measure and 88.7%
clinical improvement. Greater improvements were found for disabled children, older children, and where CBT methods
were used. The findings provide support for the use of systematic feedback in therapy with children.
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PCOMS

The occurrence of mental health difficulties amongst
children is a common phenomenon and it is esti-
mated that one-fifth of children living in Europe
suffer from developmental, emotional or behavioral
problems, with one in eight having a mental disorder
(World Health Organization, 2004). Studies also
suggest that the incidence of mental health problems
in childhood is rising in many Western countries
(Collishaw, 2009; Maughan, Iervolino, & Collishaw,
2005).

Randomized controlled trials indicate that a range
of psychotherapeutic interventions can be effective
for specific psychological disorders in children and
young people, including anxiety, depression, con-
duct disorders and somatic problems (Carr, 2000,
2009; Fonagy, Target, Cottrell, Phillips, & Kurtz,
2002). However, only a minority of children are
referred on to specialist mental health services
(Department of Health, 2006; Ford, Hamilton,
Goodman, & Meltzer, 2005; Merikangas, He,
Brody, & Fisher, 2010). Pressure on both children’s
social services and child and adolescent mental
health services, together with the growing recogni-
tion of the importance of early intervention (Allen,
2011a, 2011b; Karoly, Kilburn, & Cannon, 2005;
Wialter et al., 2011), has led policy makers to explore
how best to improve mental and emotional well-

being amongst children outside clinical settings.
Increasingly, schools are seen as integral to providing
a more accessible and non-stigmatizing environment
in which to promote positive mental well-being and
support children experiencing a wide range of
emotional, psychological and behavioral difficulties
(Department of Education Northern Ireland, 2009;
Welsh Assembly Government, 2008). Baskin et al.’s
(2010) meta-analysis of 132 counseling interventions
in American schools, primarily cognitive-behavioral
interventions, found consistent evidence of positive
benefits (Cohen’s d =0.45).

The Partners for Change Outcome Monitoring
System (PCOMS)

The principal aim of the present study was to
conduct the first evaluation of school-based counsel-
ing that incorporated systematic client feedback, as
detailed by Murphy and Duncan (2010). The
development of systems for monitoring client per-
ceptions of progress and the alliance to inform
therapeutic work and enhance outcomes has evolved
rapidly since the pioneering work of Lambert in the
1990s (see Lambert, 2007, 2010). The feedback
system used in this study, the PCOMS (Miller,
Duncan, Sorrell, & Brown, 2005), involves the
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systematic collection of real-time client feedback
using instruments designed for their feasibility in
real-world practice settings. In relation to adult
psychotherapy, the PCOMS consists of two brief
instruments: the Outcomes Rating Scale (ORS;
Miller & Duncan, 2000) and the Session Rating
Scale (SRS; Miller, Duncan, & Johnson, 2002). In
the child psychotherapy field, this has been trans-
lated into the development of two brief session-by-
session measures: the child’s view of treatment
outcomes (the Child Outcome Rating Scale,
CORS) and the child’s view of the therapeutic
alliance (the Child Session Rating Scale, CSRS)
(Duncan, Miller, & Sparks, 2003, 2006) (see Ap-
pendix 1). The CORS is a self-rated measure of
global psychological distress which assesses treat-
ment progress and outcomes, and which is reviewed
by therapist and client at the commencement of each
session. The CSRS alliance measure is completed
and scored at the end of each session. The child
indicates their view of the developing relationship by
rating their sense of “fit” with the therapist and their
satisfaction with the work. If this is below a cutoff
point of 36 out of 40, an exploration is conducted
with the child of how things might be improved
(Murphy, Gillaspy, & Duncan, in preparation).
These outcome-informed conversations are intended
both to alert therapists and clients when progress is
not on track, and also to serve as catalysts for client
engagement and the therapeutic alliance (Duncan &
Sparks, 2010; Murphy & Duncan, 2010), with
counselors adopting and adjusting their therapeutic
methods accordingly to strive to maximize client—
therapist fit and client benefit.

To date, evidence suggests that the systematic
collection and integration of client feedback im-
proves outcome across client populations, profes-
sional discipline, and model used. In a meta-analysis
of five trials comparing use of a routine feedback
protocol with treatment as usual (TAU) for adults
receiving individual psychotherapy, there were sig-
nificant gains for feedback groups over TAU, espe-
cially for clients identified as at risk of premature
dropout or negative outcomes (Lambert, 2010). In
reviews of studies using the PCOMS, clients using
brief outcome measures at each session were 3.5
times more likely to experience reliable change and
had half the odds of deterioration compared with
those in TAU (Duncan, 2010, 2011; Lambert &
Shimokawa, 2011; Murphy & Duncan, 2010).
Currently, three randomized, controlled trials indi-
cate improved outcomes using this system (Anker,
Duncan, & Sparks, 2009; Reese, Norsworthy, &
Rowlands, 2009; Reese, Toland, Slone, & Nors-
worthy, 2010). Based on the overall strength of
current evidence, Lambert and Shimokawa (2011,
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p. 72) recommended that “clinicians seriously
consider making formal methods of collecting client
feedback a routine part of their daily practice.”

A large randomized clinical trial involving two
school-based cohorts is under way in the United
States evaluating the effectiveness of using the
PCOMS in school mental health services (Murphy
et al., in preparation). In Northern Ireland, the
children’s charity Barnardo’s has adopted the
PCOMS within its counseling work for children in
the primary school sector (typical age range 4—11).
Preliminary evaluations indicate that this interven-
tion has a notable impact on the individual children
who access it, with significant reduction in behavior
problems and a significant increase in treatment
progress (McLaughlin, 2010).

Predictors of Outcomes in Youth Counseling
and Psychotherapy

The secondary aim of this study was to identify
particular moderators and mediators of child treat-
ment outcomes, as these are still largely unknown
(Jensen, Weersing, Hoagwood, & Goldman, 2005;
Kazdin & Whitley, 2006; Weisz, 2004). Current
research suggests that differential efficacy between
bona fide youth treatment approaches, when
accounting for allegiance effects, is tentative or
non-existent (Miller, Wampold, & Varhely, 2008;
Spielmans, Pasek, & McFall, 2007). This suggests
that non-specific, common factors (e.g., client factors,
the therapeutic alliance and general treatment strate-
gies) may be the key predictors of change (Kelley,
Bickman, & Norwood, 2010). Caregiver and family
functioning have been implicated in youth treatment
outcomes (Fields, Handelsman, Karver, & Bickman,
2004), as have parent and child motivation to parti-
cipate and actual participation (Karver, Handlesman,
Fields, & Bickman, 2006). In addition, a meta-
analysis of relationship variables in youth and family
therapy examined 49 studies and found counselor
interpersonal and direct influence skills played an
important role in the outcome of youth psychotherapy
(Karver et al., 2006), with a weighted mean correla-
tion between therapeutic alliance and outcomes
across 29 studies of 0.19 (Shirk & Karver, 2011).

Method
Design

The study adopted a naturalistic cohort design,
comparing baseline (pre-counseling) and endpoint
(post-counseling) levels of psychological distress for
a group of children, all of whom received school-
based counseling using systematic feedback through
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Total assessed for counseling Did not commence counseling
(n =409) —> (n=29)

Child referred on (n = 9)
Inappropriate referral (n = 4)
Child declined counseling (n = 3)
Parent declined counseling (n = 3)
Parental consultation only (n = 10)

< 7 years old (n = 48)

Commenced counseling
(n =380) >

Aged 7 to 11 years Child started counseling prior to full
(n=332) data collection (n = 44)

CORS-child available Missing data on secondary
(n =288) measures

CORS-caretaker (n = 60)
CORS-teacher (n = 39)
SDQ-caretaker (n = 48)

SDQ-teacher (n = 41)

A4
Final datasets

CORS-child (n = 288)
CORS-caretaker (n = 228)
CORS-teacher (n = 249)
SDQ-caretaker (n = 240)
SDQ-teacher (n = 247)

Figure 1. Participant flow diagram.

the PCOMS. Such cohort designs (e.g., Andrews,
Twigg, Minami, & Johnson, 2011; Hanley, Sefi, &
Lennie, 2011; Stiles, Barkham, Mellor-Clark, &
Connell, 2008; Stiles, Barkham, Twigg, Mellor-Clark,
& Cooper, 2006) are limited by a lack of a control
data. However, they have the advantage of being
derived from “real world” settings, and allow for the
maximum accumulation of data. Hence, they are
considered an important complement to RCT evi-
dence, with the potential to inform clinical guidelines,
“indicating the generalizability of evidence-based
treatments to actual populations and acting as a
‘quality assurance’ mechanism” (Cooper, 2011, p. 6).

Participants

Data for this analysis came from 288 children, aged
7-11 years old, who had been referred to counseling
by teachers or caretakers (i.e., parents or carers) for
social, emotional or behavioral difficulties. The
counseling was conducted in 28 primary schools in
Northern Ireland between 2008 and 2011. All
schools were state schools (i.e., non-fee-paying),
covering each of the five education sectors in North-
ern Ireland. All but one of the schools were in an
urban area of high multiple disadvantage.

In total, 409 children were assessed for counseling
at these 28 schools over the 3-year period (see Figure 1),

with 12 of these children attending counseling
for a second time. Of these, 29 did not commence
counseling, and a further 48 were excluded from the
analysis as they were less than 7 years old. This was
the minimum age that we set for participants, to
ensure that the self-report measure (CORS-child),
which has been validated down to 6 years old, would
be fully comprehended. In addition, 44 children were
excluded from the analysis as they had started
counseling prior to the implementation of the full
data collection protocol.

Complete CORS-child data were available, there-
fore, on 288 children (Table I). In addition, care-
taker-completed CORS forms — at both baseline and
endpoint — were available for 228 of these children
(79.17%), teacher-completed CORS forms for 249
(86.46%), caretaker-completed Strengths and Diffi-
culties Questionnaires (SDQ, typically parent or

Table I. Participant characteristics at baseline

n (%)
Academic year 2008-2010 190 (65.97)
2010-2011 98 (34.03)
Gender Male 183 (63.54)
Female 104 (36.11)*
Age 7 15 (5.21)
8 40 (13.89)
9 68 (23.61)
10 66 (22.92)
11 99 (38.19)
Ethnicity White 286 (99.31)
BME 1 (0.35)
BME and white 1 (0.35)
Disability® Yes 26 (29.53)
No 72 (73.45)
Presenting issue® Family 71 (72.45)
School 23 (23.47)
Peers 12 (12.24)
Personal 69 (70.41)
Total Difficulties?
Caretaker-rated Abnormal 168 (58.3)
Borderline 36 (12.5)
Normal 69 (24.0)
Missing data 15 (5.2)
Teacher-rated Abnormal 108 (37.5)
Borderline 44 (15.3)
Normal 108 (37.5)
Missing data 24 (8.3)
Methods used®® CBT 47 (47.96)
Narrative 8 (8.16)
Person-centered 35 (35.71)
Play therapy 47 (47.96)
Strengths-based 38 (38.77)
Other 8 (8.16)

Note. *Data missing on one participant. ®Data available for 2010~
2011 cohort only. “Total percentage > 100% as children may have
presented with more than one issue, or received more than one
form of intervention. SDQ Total Difficulties score: caretaker-/
parent-rated: abnormal = 17-40, borderline = 14-16, normal =
0-13; teacher-rated: abnormal =16-40, borderline = 12-15,
normal =0-11.
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another carer) for 240 (83.33%), and teacher-
completed SDQ forms for 247 (85.76%).

Approximately two-thirds of the children were
male and a third female, with a mean age of 9.65
(SD =1.24). Over 99% of the children were of white
ethnic origin. Where details of disability status, as
indicated by parents at assessment, were recorded
(2010-2011 cohort, n =98), around one-third of
children were described as having a physical or
psychological disability, for instance Autistic Spec-
trum Disorder, behaviorally based disabilities, com-
munication impairment or a learning disability.

At baseline, SDQ-caretaker scores indicated that
70.8% of children were presenting with abnormal
or borderline levels of total difficulties, with data
missing on 5.2% of children. Teachers’ ratings
suggested lower levels of distress within the sample,
with 52.8% of children scored as experiencing
either abnormal or borderline levels of total diffi-
culties, and data missing on 8.3% of the children.
These scorings indicated levels of psychological
difficulties that were substantially above a normal
community sample, where 10% of children would
be expected to score in the borderline range and a
further 10% in the abnormal range (SDQ, 2009).
In addition, the mean caretaker-rated SDQ Total
Difficulties scores at baseline, 16.78 (SD =7.48) for
females and 19.34 (SD =6.72) for males, were at a
comparable level to scores for children presenting at
Child and Adolescent Mental Health Services
(CAMHS) in the UK (CAMHS Outcome Research
Consortium, 2012): 17.90 (8§D =8.00) and 20.56
(8D =6.92), respectively.

The most prevalent types of presenting problems,
where recorded by the counselor, were “family” and
“personal,” with approximately 70% of children
presenting with difficulties in these areas. Data on
clinical diagnosis were not collected. With respect to
use of psychopharmacological medication, an analy-
sis of data from a random sample of 30 records
indicated that none of the children was receiving
drug treatment for psychological or psychiatric
conditions.

The mean number of sessions attended was 12.01
(median = 10, mode = 6) and ranged from three to
43 sessions. The distribution had a significant
positive skew (1.53, SE=0.14) and significant
kurtosis (2.91, SE =0.29).

The median number of identified therapeutic
methods incorporated into the intervention deliv-
ered to the children was two, with a mean of 1.87
methods per child. Approximately half of the
children received CBT methods as part of their
counseling, with half also receiving therapeutic play
methods. Strengths-based and person-centered
methods were delivered to approximately one-third
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of the children, with approximately 10% also
receiving either narrative-based methods or other
methods.

Measures

CORS. The Child Outcome Rating Scale was
developed as a brief, self-report measure of psy-
chological distress for children as part of the
PCOMS (Appendix 1). The CORS is similar in
format to the adult Outcome Rating Scale (ORS)
(Miller & Duncan, 2000) but contains child-
friendly language and graphics to aid the child’s
understanding. The ORS was developed as a brief
alternative to the Outcome Questionnaire 45.2
(0Q) (Lambert et al., 1996), which sought to
make the routine collection of client feedback
feasible for front-line-clinicians. The specific items
on the ORS were adapted from the three areas of
client functioning assessed by the OQ—specifically,
individual, relational, and social domains. Changes
in these three areas are widely considered to be
valid indicators of successful treatment outcome
(Hill & Lambert, 2004). These three areas of client
functioning were translated into a visual analog
format, with instructions to place a mark on the
corresponding 10 cm line, with low estimates to the
left and high to the right. Research has demon-
strated the reliability and validity of brief visual
analog scales (e.g., Zalon, 1999). In addition to
their brevity and ease of administration, such scales
frequently enjoy face validity with clients that may
be missing from longer, more technical measures.

The CORS is similar in format to the ORS but
translates the three domains into “Me,” “Family,”
and “School,” and uses smiley and “frowny” faces at
each end of a 10 cm line. Caretakers and teachers
can also provide feedback on the CORS for children
12 years and under. CORS reliability and validity has
been studied for ages 612 years (Duncan, Sparks,
Miller, Bohanske, & Claud, 2006). Based on 1,961
children, the CORS-child displayed strong evidence
of reliability, with a Cronbach’s coefficient alpha
estimate of .84. The high coefficient of reliability for
such a brief measure suggests that the CORS taps
the factor that most, if not all, outcome measures
tap: global psychological distress. The CORS-child
was significantly related to the well-researched but
much longer Youth Outcome Questionnaire YOQ
(Burlingame et al., 2001) in all cells of the matrix
demonstrating moderate concurrent validity. A Pear-
son product moment correlation yielded a coefficient
between the CORS-caretaker and YOQ-caretaker
scores of .61, providing evidence of the concurrent
validity of the CORS.
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SDQ. The Strengths and Difficulties Question-
naire (SDQ) is a brief behavioral screening instru-
ment for children and young people in the 3—-16 age
range (Goodman, 2001) that can also be used to
evaluate the outcomes of specific interventions. It
has been recommended for use as part of a minimum
dataset for child and adolescent mental health
services (CAMHS) in the UK Department of
Children Schools and Families and Department of
Health’s Review of Outcome Measures for children
(Wolpert et al., 2008). It exists in several different
versions, with caretaker- and teacher-completed (but
not self-completed) versions for children under 12
years of age. The measures consist of 25 items
grouped into five scales: emotional symptoms (e.g.,
“Many fears, easily scared”), conduct problems
(e.g., “Often lies or cheats™), hyperactivity (e.g.,
“Constantly fidgeting or squirming”), peer problems
(e.g., “Rather solitary, tends to play alone”), and
prosocial (e.g., “Kind to younger children”). Parent
and teacher respondents are asked to score each of
the items on a three-point scale—Not true, Somewhat
true, and Certainly true—in terms of how the child
has behaved over the past 6 months (baseline), or
1 month (endpoint). The Total Difficulties score, the
principal measure of distress, is calculated by adding
the scores for the first four, difficulties-related, scales
(i.e., emotional symptoms, conduct problems, hyper-
activity and peer problems). Total Difficulties scores
have been shown to have good concurrent validity
with other measures of child psychological distress
(e.g., Goodman, 1997). Reliability of the measure is
generally satisfactory, with a mean inter-item consis-
tency of .73, mean retest stability after 4 to 6 months
of .62 (Goodman, 2001) and acceptable levels of
parent-teacher inter-rater reliability on the Total
Difficulties score (r=.62) (Goodman, 1997).

Individual-level predictors. Gender, age and
ethnicity were recorded for all pupils by the counse-
lor at baseline assessment. For the 98 children in the
2010-2011 cohort, the counselors also recorded, at
baseline, whether or not the child had a disability.
Counselors in this cohort also recorded whether the
child was presenting with one or more of the
following problems: family problems (e.g., family
separation, domestic abuse, parental mental health
difficulties), school problems (e.g., academic anxi-
ety, transition to/from new school), peer problems
(e.g., friendship problems, bullying) and personal
problems (e.g., general anxiety, bereavement, trau-
ma). Finally, at endpoint, counselors for the 2010—
2011 cohort recorded the predominant therapeutic
method, or methods, that they had used as part of
the school-based counseling intervention: CBT,

narrative, person-centered, therapeutic play,
strengths-based, solution-focused, and/or other.

Procedures

As a naturalistic study, procedures for referring and
accepting children into the school-based counseling
service were standard for services of this type in the
UK. Direct referrals were made to the service by
school staff or caretakers, where children were
perceived as experiencing social, emotional or beha-
vioral difficulties as a result of a range of personal,
family, school or peer-related problems. Children
could also initiate a referral request but caretaker
consent and involvement was required to fully
activate a referral. All referrals were coordinated by
a nominated lnk teacher in the school who liaised
with the counselor.

The initial assessment meeting was with the
counselor and the child’s caretaker(s), with the
baseline CORS-caretaker and SDQ-caretaker mea-
sures completed at its outset. The meeting explored
the child’s problems, the impact of these problems,
the child’s strengths and potential barriers to change.
Clear goals for counseling, if considered appropriate,
were agreed. A meeting was then held with the
child’s class teacher to discuss these problems
further, with baseline CORS-teacher and SDQ-
teacher measures taken. Subsequently, the counselor
met with the child for one or two assessment
meetings, with the child invited to complete a
baseline CORS-child. The assessment process con-
cluded with an overview and work-plan meeting, held
primarily with the caretakers, in which the counselor
made a recommendation regarding the suitability of
counseling and this was discussed. If counseling was
agreed as a way forward, a contract was agreed with
all parties, with regular reviews established at a
minimum of 6-weekly intervals.

Children completed a CORS-child form at the
beginning of each session and this was scored onto a
graph in the child’s presence. A discussion of the
measure then followed which could include compar-
ison with outcomes from previous weeks. Care was
taken at the first and subsequent sessions to connect
scores to clients’ described lived experience and
reason for counseling. In this way, client scores
were responded to at each session based on a shared
understanding of their meaning and served as
relevant discussion points for changes in treatment
method. These outcome-informed conversations
formed the basis for the child and counselor to
plan both the session content and the nature of the
intervention(s) that may be employed. Caretakers
and teachers completed the CORS and SDQ forms
at each review meeting.
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When it was agreed that counseling should be
terminated, a formal evaluation and closure proce-
dure was held in which caretakers and teachers
completed endpoint SDQ and CORS measures,
and children completed a final CORS-child. In cases
where the ending of the counseling was unplanned,
the last completed measures by children, caretakers
and teachers were carried forward as endpoint
measures.

Data were collected as part of a standard audit
procedure for the school-based counseling, and
ethical approval for the analysis of the anonymized
data was given by the Chair of the University of
Strathclyde’s University Ethics Committee on the 12
October 2011. The research protocols were also
subject to an internal ethical review by Barnardo’s
Northern Ireland.

Counselors. Eleven counselors delivered the
intervention across the 28 schools, with one counse-
lor allocated per school. All practitioners had quali-
fied at diploma level as professional counselors, with
at least 2 years’ core training, primarily in integrative
or cognitive-behavioral therapy. Following qualifica-
tion, all counselors had additional certificate-level
training in therapeutic play skills, along with certifi-
cate, diploma and/or master’s level training in
cognitive-behavioral methods, trauma work, and a
range of other therapeutic practices with children
and young people. This was supplemented by brief,
in-house training on play, creative, narrative, and
trauma-based practices, as well as using a Social
Stories Model in work with children on the autistic
spectrum.

The counselors were managed, and clinically
supervised, by a psychotherapist (the second author)
who was trained in using the PCOMS, and who had
over 20 years’ experience in therapeutic work with
children, young people and families.

Intervention. All counselors were asked to prac-
tice school-based counseling incorporating systema-
tic feedback via the PCOMS, as detailed by Murphy
and Duncan (2010), and received additional in-
house training on use of the PCOMS. Consistent
with the use of such feedback measures, the school
counselors were invited to practice in a technically
eclectic, pluralistic (Cooper & McLeod, 2011) man-
ner, drawing on their specific training and back-
ground knowledge to tailor their therapeutic
methods to the client’s particular feedback, goals
and preferences. Through using the PCOMS, the
counselors invited their clients to reflect on their
progress (CORS) and their satisfaction with the
therapeutic work and relationship (SRS), and
adopted and adjusted their therapeutic methods
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accordingly to maximize the likelihood of client
benefit.

Analysis

Preliminary analysis. Distribution of all out-
come measures was assessed for normality, and a
correlational matrix for all variables was inspected.

Outcomes. Mean scores and standard deviations
at baseline and endpoint on each of the measures
were calculated, and the effect size of the interven-
tion was identified using Cohen’s d. This was
calculated by dividing the difference between base-
line and endpoint CORS scores by the baseline
standard deviation (Stiles et al., 2006).

To explore clinical change on the CORS—the
proportion of clients moving from clinical levels of
distress to nonclinical levels—we used the clinical
cut-off point of 31 or less for the child-rated version,
and 27 or less for the caretaker- and teacher-rated
versions (Duncan, 2011). For the SDQ measures,
we looked at how many children had moved from the
abnormal or borderline ranges at baseline to the
normal range at endpoint, and vice versa. Clinical
cut-off points were 14 or greater for the caretaker-
completed measure, and 12 or greater for the
teacher-completed measure (SDQ, 2009).

Predictors of outcomes. As the data was nested
with individual clients located within specific schools
and with specific counselors, a multilevel regression
approach was used. This analytical method takes
into account the potential non-independence of
nested data, and adjusts the statistical procedures
accordingly.

The principal dependent variable for this analysis
was change from baseline to endpoint on the primary
outcome measure, the CORS-child. Only data from
the 98 pupils in the 2010-2011 cohort were used,
where all demographic and therapy variables had
been recorded.

Procedures for this analysis followed guidelines
proposed by Hox (2010; Hox & Maas, 2005) and
Singer and Willet (2003), and were conducted using
the software program MLwiN (version 2.23) with
the default iterative generalized least-squares (IGLS)
method of estimation, with all linear variables grand
mean centered (see, also, Cooper 2012). First, an
unconditional means model was established. This,
allows for a calculation of the between-school
variance against the within-school, individual-level
variance. As a second model, baseline CORS-child
scores were entered, to account for different degrees
of change in children with different levels of initial
distress. Next, each of the individual-level variables
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was entered, separately, as a fixed effect, and their
contribution to model fit was assessed in three ways:
first, through examining their parameter values
against the standard error for this value (the single
parameter test; Singer & Willett, 2003); second,
through inspecting the proportion of reduction in
individual level error variance (i.e., how much of the
variance in individual outcomes this factor ac-
counted for); and, third, through the lkelihood ratio
statistics test. This compares the deviance statistic (an
indicator of model fit) between a model and a more
specified version of that model, based on a chi-
squared distribution where degrees of freedom are
equal to the difference in the number of parameters
between the models (Hox, 2010). An individual-level
composite model was then established, incorporating all
variables that had, independently, contributed to a
significant increase in model fit using the likelihood
ratio statistics test (p <.1). The contribution of each
individual variable to this new model was then
explored with individual variables removed and re-
introduced and those variables that made a signifi-
cant contribution to model fit retained. Interaction
effects between each of the remaining variables were
then explored to assess whether they contributed to
model fit.

To identify whether assumptions of normality and
linearity had been met, graphs of level-1 and level-2
residuals by rank, and by fixed part predictions, were
examined—both after an initial model had been
established, and for the final model (Hox, 2010).
Estimates of the proportion of variance explained by
the various models (pseudo-R? statistics) were con-
ducted by squaring the correlation between the
actual values of the dependent variable and the
values that were predicted by the model Rﬁ &).

Similar analytical procedures were then conducted
using all secondary outcomes as dependent variables.
For reasons of space, we present only the summary
results from these analyses.

Results
Preliminary Analysis

At baseline, all measures were normally distributed.
However, at endpoint, there was a very strong
negative skew (ceiling effect) on the CORS measures
(CORS-child skewness = —2.85 [SE =.14];
CORS-caretaker skewness = —1.19 [SE =.15];
CORS-teacher skewness = —.88 [SE =.15]), and a
positive skew (floor effect) on the SDQ measures
(SDQ-caretaker skewness =.68 [SE=.16]; SDQ-
teacher skewness =.70 [SE =.15]).

Pearson and point-biserial correlations between
all individual and school-level variables, using a

Bonferroni-adjusted significance level (o) of .00018
for 276 correlations, were calculated. Inter-rater relia-
bility (i.e., between caretakers’ and teachers’ ratings)
for the CORS was not significant at baseline (.22)
but significant at endpoint (.37); with significant
correlations of .30 and .47 for the SDQ, respectively.
Inter-measure reliabilities between the CORS and
SDQ were all significant: —.49 for caretakers at
baseline and —.60 at endpoint, with correlations of
—.58 and —.69 for teachers respectively. At baseline
and endpoint, children’s ratings of their distress,
using the CORS-child, showed significant correla-
tions with caretakers’ CORS ratings (.29 and .27),
but not with teachers’ CORS ratings (.08 and .16).
Where play therapy methods were used with a child,
the therapist was significantly less likely to incorpo-
rate CBT, narrative and person-centered methods
into their counseling practice. All other correlations
were non-significant.

Outcomes

At baseline, the mean score on the primary outcome
measure, the CORS-child, was 25.56 (SD =8.32).
At endpoint, this had increased to 37.92 (SD =
4.26). This was a significant reduction in psycholo-
gical distress of 12.36 points on the 40 point measure
(z [287] = —24.32, p<.001), with a pre- to post-
intervention effect size (d) of 1.49 (95% CI =1.29—
1.69) (see Table II).

All secondary measures indicated significant re-
ductions in psychological distress from baseline to
endpoint (p <.001), with pre- to post-intervention
effect sizes of 1.40 for the CORS-caretaker (95%
CI =1.18-1.62), 1.05 for the CORS-teacher (95%
CI=.85-1.25), .99 for the SDQ-caretaker
(95% CI=.79-1.19), and .55 for the SDQ-teacher
(95% CI=.37-.73). The mean unweighted effect
size across all measures was 1.10.

Based on the primary outcome measure, the
CORS-child, 188 of the 212 (88.7%) children who
were in the clinical range at baseline showed clinical
improvement (i.e., moving into the nonclinical range
at endpoint; see Table III). Concomitantly, three of
the 76 children (3.9%) who were in the nonclinical
range at baseline evidenced clinical deterioration
(i.e., moving into the clinical range by end of
counseling). Across the secondary outcome mea-
sures, percentage of children in the clinical range
at baseline showing clinical improvement ranged
from 77.6% on the caretaker-completed CORS to
44.3% on the teacher-completed SDQ; and rates
of clinical deterioration ranged from 3.5% on the
teacher-completed CORS to 10.2% on the teacher-
completed SDQ.
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Table II. Change from baseline to endpoint

Baseline Endpoint
Measure n Mean SD Mean SD d 95% CI
CORS - child 288 25.56 8.32 37.92 4.26 1.49 1.29-1.69
CORS - caretaker 228 21.62 7.76 32.51 5.96 1.40 1.18-1.62
CORS - teacher 249 21.03 8.15 29.57 6.47 1.05 0.85-1.25
SDQ-TD - caretaker 240 18.64 6.96 11.75 6.81 0.99 0.79-1.19
SDQ-TD - teacher 247 13.66 6.94 9.87 6.48 0.55 0.37-0.73

Note. CORS = Child Outcome Rating Scale; SDQ-TD = Strengths and Difficulties Questionnaire - Total Difficulties; d =raw change/pre-

mean SD, positive value indicates greater well-being at endpoint.

Predictors of Outcomes

Based on the variance components in the uncondi-
tional means model (Model A, Table IV), the
proportion of total variance accounted for at the
school level was 28.1%. In addition, the variance in
raw change scores across schools was significantly
different from 0 (2 =2.03, p =.02), indicating that
there were differences in outcomes across schools/
counselors. Plots of level-1 and level-2 residuals by
rank indicate a relatively normal distribution, with
no extreme outliers.

In a second model (Model B), baseline CORS-
child scores were entered as a fixed term. As
expected, this significantly reduced the deviance in
the model (—2LL ratio = 146.22, p <.001), with a
single parameter test (z =18.4, p <.001) indicating
that children who were experiencing higher levels of
well-being at baseline showed lower levels of im-
provement to endpoint. This model accounted for
85.3% of the variance in the dependent measure. A
comparison of variance components also indicated
that the introduction of baseline scores accounted for
75.1% of the variance at level 1 (child) and 88.6% of
the variance at level 2 (school). Remaining variance
across schools was now only marginal (z=1.36,
p =.086), with a plot of school-level residuals
against rank indicating that one school had levels of
improvement that were significantly below the over-
all mean.

Table III. Clinical change from baseline to endpoint

When additional variables were entered, indivi-
dually, to Model B, the following all made signifi-
cant individual contributions to model fit: gender
(—2LL ratio = 3.67, p =.055, accounting for 2.4%
of individual level error), age (—2LL ratio = 6.38,
p =.011, accounting for 6.6% of individual level
error), presence of disability (—2LL ratio= 7.74,
p =.005, accounting for 12.2% of individual level
error), total number of sessions (—2LL ratio = 4.51,
p =.033, accounting for 5.5% of individual level
error), use of CBT methods (—2LL ratio= 6.47,
p =.011, accounting for 6.9% of individual level
error), and use of person-centered methods (—2LL
ratio= 3.39, p =.066, accounting for 1.2% of
individual level error). Here, greater improvements
were found in clients who were male, older,
identified as having a disability, receiving more
sessions in total, and receiving CBT methods and/
or person-centered methods as part of their coun-
seling. Exploration of the combined effect of these
variables indicated that gender and the use of
person-centered methods could be dropped from
the model without a significant loss to model fit. In
addition, tests of interactions between the remaining
variables indicated a significant interaction between
total number of sessions and use of CBT methods
(—2LL ratio = 4.58, p =.032, accounting for 4.5%
of individual level error), with the use of CBT
methods showing less enhanced benefit as the number
of sessions increased. Figure 2 illustrates this interac-

Clinical improvement

Clinical deterioration

Base-clin End-nonc Yimpr Base-nonc End-clin Y%deter
CORS-child 212 188 88.7 76 3 3.9
CORS-caretaker 170 132 77.6 58 5 8.6
CORS-teacher 192 115 59.9 57 2 3.5
SDQ-caretaker 183 104 56.8 57 4 7.0
SDQ-teacher 149 66 44.3 98 10 10.2

Note. Base-clin = number of children within clinical range at baseline; End-nonc = number of these children within nonclinical range at
endpoint; %impr = percentage of children in clinical range at baseline moving to nonclinical range at endpoint. Base-nonc = number of
children within nonclinical range at baseline; End-clin = number of these children within clinical range at endpoint; %deter = percentage
of children in nonclinical range at baseline moving to clinical range at endpoint.
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Table IV. Multilevel models with CORS-child change score as dependent variable

Model A Model B Model C
Fixed effects
Initial status Intercept 13.62 (1.31) 14.29 (.53) 14.22 (.53)
Baseline —.92 (.05) —.90 (.04)
Age 47 (.28)
Disability 2.61 (.89)
Total sessions .14 (.06)
CBT 2.00 (.74)
Total sessions * CBT —.25 (.12)
Variance components
Level 1 Across child 57.40 (9.36) 14.29 (2.31) 9.86 (1.61)
Level 2 Across school 22.40 (11.94) 2.55 (1.87) 3.67 (1.90)
Pseudo R? .85 .90
Deviance 697.35 551.13 523.00

Note. Model A =Unconditional means model (UMM); Model B = UMM + baseline scores; Model C = UMM + baseline + Age +
Disability + Total sessions + Use of CBT methods + Total sessions * use of CBT.

tion, showing that, where CBT methods were incor-
porated into the counseling, change scores were fairly
consistent across number of sessions; but, where they
were not incorporated into the work, children who had
fewer than 10 sessions tended to change less than
those who had more sessions—as well as less than
those who had 10 or fewer sessions incorporating
CBT methods.

The final model is presented as Model C in Table
IV, accounting for 90.4% of the total variance in

CORS-child change scores, and 82.8% of the
variance at the individual child level. Although this
proportion is very high, it is mainly due to the
contribution of the baseline CORS-child scores,
which may be associated with the ceiling effect at
endpoint whereby children with greater wellbeing at
baseline had less “room” to improve. After this
factor is taken into account, additional variables
accounted for a more modest 5.1% of variance in
CORS-child change scores.

1.0

05

0.0

-0.5

SR Change

-1.0 1

-1.5 7

***No CBT
—CBT

LI

T T T T 7T 71
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Figure 2. CORS-child change scores by number of sessions for counseling with and without CBT. SR Change = standardized residual of
change scores against baseline CORS-child scores. Higher scores indicate more change.
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The final model can be summarized as follows:
greater change on the CORS-child from baseline to
endpoint was associated with lower baseline CORS-
child scores, older age, the presence of a disability
and more sessions. In addition, children who re-
ceived CBT methods as part of their intervention
improved more, though this effect diminished as
children had more sessions. Inspection of residuals
for this final model at level 1 and level 2 (slope and
intercept) indicated that they approximated a normal
distribution, with no extreme outliers and no evi-
dence of a linear relationship to fixed part prediction
values.

Multilevel regression modeling using change on
the CORS-caretaker scores as the dependent vari-
able (n =86) found that just the absence of personal
problems added significantly to model fit (—2LL
ratio= 3.12, p =.077). Using the CORS-teacher
(n =98), a final model indicated that the presence of
a disability (—2LL ratio= 4.88, p =.027) and
greater age (—2LL ratio =2.62, p =.010) were
associated with greater reductions in distress. For
the SDQ-caretaker (n =85), a final model indicated
that presenting with family issues (—2LL ratio =
3.87, p =.049) and the absence of narrative methods
(—2LL ratio =5.20, p =.022) were associated with
greater reductions in distress; and, for the SDQ-
teacher (n =94), the absence of play therapy meth-
ods was associated with greater change (—2LL
ratio =3.11, p =.078). On all secondary outcomes,
reductions in psychological distress did not vary
significantly across schools.

Discussion

The results of this study indicate that school-based
counseling incorporating systematic feedback via the
PCOMS is associated with large reductions in
psychological distress for children who experience
social, emotional and behavioral difficulties. The size
of the effect, ranging from an ES (d) of 0.55 to 1.49,
compares well with other ESs for child psychother-
apy interventions, as well as for counseling and
psychotherapy interventions in the adult field (e.g.,
Stiles et al., 2006). More specifically, the ES for the
SDQ Total Difficulties scores in the present study
can be compared against those from primary-
school-based counseling in the UK in which the
PCOMS is not incorporated into the therapeutic
work (Lee, Tiley, & White, 2009; White, Forster,
Naag, & Atkinson, 2011). This indicates an approxi-
mately two-fold advantage in effect on the caretaker-
completed SDQ when the PCOMS is used (.99
against .47 and .58), and a small advantage in effect
on the teacher-completed SDQ (.55 against .39 and
44).
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In terms of predictors of outcomes, three findings
were of particular interest. First, on the primary
outcome and one secondary outcome, children rated
their improvement as significantly greater when
CBT methods were used, and particularly when
the work was short-term. That this was against the
authors’ allegiances (see, for instance, Cooper,
2004) adds to the credibility of this finding. One
possible explanation for this is that, as a more
directive and focused approach, CBT may have
made greater use of limited time periods; though it
may also have been that CBT was more frequently
used with anxious or angry children, who may have
been more likely to improve during short-term work.
Second, children identified as having a disability
reported greater gains, and this was replicated by
teachers’ ratings on the CORS. There is no clear
explanation for why this might be the case; indeed,
from the adult psychotherapy research literature
(Cooper, 2008), it may be expected that clients
with chronic problems would experience lower levels
of benefit from therapy. Third, older children rated
themselves as improving more than younger chil-
dren, as did their teachers. Again, there is no clear
explanation of this finding but it is deserving of
further investigation.

The principal limitation of this study is that the
school-based counseling using systematic feedback
was not directly compared against a similar inter-
vention without systematic feedback. This was not
considered feasible in the present “real world”
setting, where all counselors had been trained in
the use of the PCOMS and were being encouraged
to consistently incorporate this into their work.
However, this means that it is not possible to
establish from these results, alone, that the use of
systematic feedback via the PCOMS contributed to
positive gains in mental health. In addition, without
a non-therapy control, it is not possible to establish
how much of the change was due to the intervention,
per se, as opposed to non-intervention effects such as
spontaneous remission, regression to the mean, or
the effectiveness of concurrent treatments. Never-
theless, the very large effect size of 1.49 for the
primary outcome, and 1.10 across all measures, is
substantially greater than that found in control
groups of children in RCTs of other psychological
interventions, such as CBT for depression (Kowa-
lenko et al., 2005; Lewinsohn, Clarke, Hops, &
Andrews, 1990), where reductions in psychological
distress are either minimal or non-existent. In
addition, the ES of .99 on the caretaker-rated
SDQ-TD can be compared against Time 1 (assess-
ment) to Time 2 (approximately 6 months post-
assessment) ESs (Cohen’s d) of .38 and .42 on the
same measure for 3,106 boys (6-11 years old) and
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1,569 girls (611 years old), respectively, from the
UK’s CAMHS Outcome Research Consortium
(CORC) dataset (CAMHS Outcome Research Con-
sortium, 2012; see also Wolpert et al., 2012). These
are children who have been presented to mental
health services in England and Scotland, predomi-
nantly for emotional (48%), conduct (20.9%), and
hyperkinetic disorders (18.8%), and received pri-
marily clinical psychology (43.1%), medical (26.9%)
or nursing (17.6%) interventions. Not all children in
this dataset had undertaken or completed an inter-
vention by Time 2, and this may represent a different
population to the present sample (though with
similar levels of initial difficulties), but the compara-
tive levels of effect indicate, again, that the present
feedback-informed intervention is bringing about
substantially greater improvements than would be
seen in untreated controls, and possibly also as
against alternative interventions.

A third limitation of the present study is the small
to moderate levels of inter-rater reliability on the
measures, ranging from correlations of .08 to .47
across child, teacher and caretaker SDQ and CORS
ratings. This is lower than in benchmark studies with
these measures (Duncan, Sparks, et al., 2006; Good-
man, 1997), and suggests that, in the present study,
each of these groups had relatively distinctive views of
the children’s levels of psychological distress.

In terms of further limitations, a lack of data on
clinical diagnoses makes it difficult to interpret the
relevance of these findings to established clinical
populations. The regression analyses must also be
treated with caution because of the skewing of the
primary and secondary data at endpoint, and be-
cause of the large number of tests conducted. The
study is limited in the number of predictor variables
that were considered, and particularly the lack of
level-2 (school/counselor) variables. The confound-
ing of school and counselor effects also means that
the meaning of variance at level-2 cannot be satis-
factorily interpreted. Improvements on the child-
CORS may have been artificially enhanced through
the demand characteristics of children completing
them in front of a therapist, as well as through
practice effects; and there is also the possibility that
allegiance effects (Luborsky et al., 1999) may have
inadvertently enhanced outcomes, with three of the
four authors closely aligned to a feedback-informed,
pluralistic approach. The findings are also limited
due to a lack of participants from ethnic minority
backgrounds and the absence of follow-up data.

In conclusion, this study suggests that a school-
based counseling intervention incorporating sys-
tematic feedback may make a significant contribu-
tion to the alleviation of psychological distress in
children who are experiencing social, emotional

or behavioral difficulties, with large pre- to post-
intervention effects demonstrated across a range of
outcome measures, particularly where CBT methods
were used and with children who were older and
identified as disabled. Although further research is
needed to compare these improvements against
those found in controls, the magnitude of change
suggests that the use of systematic feedback in
therapeutic work with children is promising and
warrants on-going investigation.

Acknowledgements

Thanks to Monica McCann, Barnardo’s Northern
Ireland; Barry Duncan, Heart and Soul of Change
Project; Robert J. Reese and Michael D. Toland,
University of Kentucky; Bill Stiles, Glendale
Springs, North Carolina; and to Andy Fugard and
Harriet Hockaday at the CAMHS Outcome Re-
search Consortium (CORC), a grass-roots not-
for-profit learning collaboration, started in 2002 as
a joint initiative between a group of front-line
clinicians, managers and administrative leads inter-
ested in developing best practice in relation to
outcome evaluation to inform service development
(see http://www.corc.uk.net/).

References

Allen, G. (2011a). Early intervention: Smart investment, massive
savings - the second independent report to Her Majesty’s
Government. London: HM Government.

Allen, G. (2011b). Early intervention: The next steps. London: HM
Government.

Andrews, W., Twigg, E., Minami, T., & Johnson, G. (2011).
Piloting a practice research network: A 12-month evaluation of
the Human Givens approach in primary care at a general
medical practice. Psychology and Psychotherapy: Theory Research
and Practice, 84, 389-905.

Anker, M.G., Duncan, B.L., & Sparks, J.A. (2009). Using client
feedback to improve couple therapy outcomes: A randomized
clinical trial in a naturalistic setting. Journal of Consulting and
Clinical Psychology, 77(4), 693—704.

Baskin, T.W., Slaten, C.D., Crosby, N.R., Pufahl, T., Schneller,
C.L., & Ladell, M. (2010). Efficacy of counseling and
psychotherapy in schools: A meta-analytic review of treatment
outcome studies. The Counseling Psychologist, 38(7), 878—903.
doi: 10.1177/0011000010369497.

Burlingame, G.M., Mosier, J.I., Wells, M.G., Atkin, Q.G.,
Lambert, M.]J., Whoolery, M., & Latkowski, M. (2001).
Tracking the influence of mental health treatment: The
development of the Youth Outcome Questionnaire. Clinical
Psychology and Psychotherapy, 8, 361-379.

CAMHS Outcome Research Consortium (13 February 2012).
[CORC response to member request].

Carr, A. (2000). Evidence-based practice in family therapy and
systemic consultation I: Child focused problems. Fournal of
Family Therapy, 22, 29—60.

Carr, A. (2009). The effectiveness of family therapy and systemic
interventions for child-focused problems. Fournal of Family
Therapy, 31, 3—45.


http://www.corc.uk.net/

Downloaded by [The Library at Queen's University] at 07:37 13 November 2014

Collishaw, S. (2009). Trends in adolescent depression: a review of
the evidence. Depression in Childhood and Adolescence.
ACAMH Occasional Papers 28: Association for Child and
Adolescent Mental Health (UK).

Cooper, M. (2004). Towards a relationally-orientated approach to
therapy: Empirical support and analysis. British Fournal of
Guidance and Counselling, 32(4), 451-460.

Cooper, M. (2008). Essential research findings in counselling and
psychotherapy: The facts are friendly. London: Sage.

Cooper, M. (2011). Development of a randomised controlled trial of
counselling for depression. Lutterworth: BACP.

Cooper, M., & McLeod, J. (2011). Pluralistic counselling and
psychotherapy. London: Sage.

Cooper, M. (2012). Clients’ and therapists’ perceptions of
intrasessional connection: An analogue study of change over
time, predictor variables, and level of consensus. Psychotherapy
Research, 22(3), 274-287.

Department of Education Northern Ireland. (2009). The Depart-
ment of Education has announced a tender to provide counselling
services in post-primary schools.

Department of Health, Social Services and Personal Safety for
Northern Ireland. (2006). The Bamford Review of Mental
Health and Learning Disability (Northern Ireland): A vision of
a comprehensive child and adolescent mental health service.
Belfast: DHSSPSNI.

Duncan, B.L. (2010). On becoming a better therapist. Washington
DC: APA.

Duncan, B.L. (2011). The Partners for Change Outcome Manage-
ment System (PCOMS): Administration, scoring, and interpreta-
tion manual update for the Outcome and Session Rating Scale.
Jensen Beach, FL: Author.

Duncan, B.L., Miller, S.D., & Sparks, J.A. (2003). Child
Outcome Rating Scale. Chicago, IL: Author. Available from
heartandsoulofchange.com.

Duncan, B.L., Miller, S.D., & Sparks, J.A. (2006). Child Session
Rating Scale. Jensen Beach, FL: Author. Available from
heartandsoulofchange.com.

Duncan, B.L., & Sparks, J.A. (2010). Heroic clients, heroic agencies:
Parmers for change (2nd ed.). Jensen Beach, FL: Author.

Duncan, B.L., Sparks, J.A., Miller, S.D., Bohanske, R., & Claud,
D.A. (2006). Giving youth a voice: A preliminary study of the
reliability and validity of a brief outcome measure for children,
adolescents, and caretakers. Fournal of Brief Therapy, 5(2), 66—
82.

Fields, S., Handelsman, J., Karver, M.S., & Bickman, L. (2004).
Parental and child factors that affect the therapeutic alliance. Paper
presented at the 17th Annual Meeting of the Florida Mental
Health Insitute’s A System of Care for Cheldren’s Mental
Health: Expanding the Research Base, Tampa, FL.

Fonagy, P., Target, M., Cottrell, D., Phillips, J., & Kurtz, Z.
(2002). What works for whom? A critical review of treatments for
children and adolescence. New York: Guilford.

Ford, T., Hamilton, H., Goodman, R., & Meltzer, H. (2005).
Service contacts among the children participating in the British
child and adolescent mental health. Child and Adolescent Mental
Health, 10, 2-9.

Goodman, R. (1997). The Strengths and Difficulties Question-
naire: A research note. FJournal of Child Psychology and
Psychiarry, 38(5), 581-586. doi: 10.1111/j.1469-7610.1997.
tb01545.x.

Goodman, R. (2001). Psychometric properties of the strengths
and difficulties questionnaire. Journal of the American Academy
of Child and Adolescent Psychiatry, 40(11), 1337-1345.

Hanley, T., Sefi, A., & Lennie, C. (2011). Practice-based evidence
in school-based counselling. Counselling and Psychotherapy
Research, 11(4), 300-309. doi: 10.1080/14733145.2010.
533778.

School-based counseling using systematic feedback 485

Hill, C.E., & Lambert, M.J. (2004). Methodological issues
in studying psychotherapy processes and outcomes. In
M.]. Lambert (Ed.), Bergin and Garfield’s handbook of
psychotherapy and behavior change (5th ed., pp. 84-135).
Chicago, IL: John Wiley and Sons.

Hox, J.J. (2010). Multilevel analysis (2nd ed.). Hove: Routledge.

Hox, JJ., & Maas, C.J.M. (2005). Multilevel analysis.
Encyclopedia of Social Measurement, 785—793.

Jensen, P.S., Weersing, R., Hoagwood, K.E., & Goldman, E.
(2005). What is the evidence for evidence based treatments: A
hard look at our soft underbelly. Mental Health Sevices Research,
7, 35-51.

Karoly, L., Kilburn, R., & Cannon, S. (2005). Early childhood
interventions - proven results, future promise. Santa Monica, CA:
RAND Corporation.

Karver, M.S., Handlesman, J., Fields, S., & Bickman, L. (2006).
Meta-analysis of thererapeutic relationship variables in youth
and family therapy: The evidence for different relationship
variables in the child and adolescent treatment outcome
literature. Clinical Psychology Review, 26, 50—65.

Kazdin, A.E., & Whitleyy, M.K. (2006). Comorbidity, case
complexity, and effects of evidence-based treatment for chil-
dren referred for disruptive behavior. Journal of Consulting and
Clinical Psychology, 74, 455-467.

Kelley, S.D., Bickman, L., & Norwood, E. (2010). Evidence-
based treatments and common factors in youth psychotherapy.
In B.L. Duncan, S.D. Miller, B.E. Wampold, & M.A. Hubble
(Eds.), The heart and soul of change: Delivering what works
(pp. 325-355). Washington DC: American Psychological
Association.

Kowalenko, N., Rapee, R.M., Simmons, J., Wignall, A., Hoge, R.,
Whitefield, K., ...Balillie, A.J. (2005). Short-term effectivenes
of a school-based early intervention program for adolescent
depression. Clinical Child Psychology and Psychiatry, 10(4), 493—
507.

Lambert, M.]. (2007). Presidential address: What we have
learned from a decade of research aimed at improving
psychotherapy outcome in routine care. Psychotherapy Research,
17(1), 1-14.

Lambert, M.J. (2010). Yes, it is time for clinicians to routinely
monitor treatment outcome. In B.L. Duncan, S.D. Miller,
B.E. Wampold, & M.A. Hubble (Eds.), The heart and soul
of change: Delivering what works (2nd ed., pp. 239-266).
Washington DC: American Psychological Association.

Lambert, M.]J., Burlingame, G.M., Umphress, V., Hansen, N.B.,
Vermeersch, D.A., Clouse, G.C., & Yanchar, S.C. (1996). The
reliability and validity of the Outcome Questionnaire. Clinical
Psychology and Psychotherapy, 3(4), 249-258.

Lambert, M.]., & Shimokawa, K. (2011). Collecting client
feedback. Psychotherapy, 48(1), 72—79.

Lee, R.C., Tiley, C.E., & White, J.E. (2009). The Place2Be:
Measuring the effectiveness of a primary school-based ther-
apeutic intervention in England and Scotland. Counselling and
Psychotherapy Research, 9(3), 151-159.

Lewinsohn, P.M., Clarke, G.N., Hops, H., & Andrews, J. (1990).
Cognitive-behavioral treatments for depressed adolescents.
[Article]. Behavior Therapy, 21(4), 385-401.

Luborsky, L., Diguer, L., Seligman, D.A., Rosenthal, R., Krause,
E.D,, Johnson, S., ...Schweizer, E. (1999). The researcher’s
own therapy allegiances: A “wild card” in comparisons of
treatment efficacy. Clinical Psychology-Science and Practice, 6(1),
95-106.

Maughan, B., Iervolino, A.C., & Collishaw, S. (2005). Time
trends in child and adolescent mental disorders. Current
Opinion in Psychiatry, 18, 381-385.

McLaughlin, S. (2010). Research report evaluating the satisfac-
tion with, and impact of, the service provided by Barnardo’s


http://heartandsoulofchange.com
http://heartandsoulofchange.com

Downloaded by [The Library at Queen's University] at 07:37 13 November 2014

486 M. Cooper et al.

‘Time 4 me: School based counselling and support’ within
14 primary schools in Belfast, Northern Ireland. Belfast:
Barnado’s.

Merikangas, K., He, J., Brody, D., & Fisher, P.K. (2010).
Prevalence and treatment of mental disorders among US
children in the 2001-2004 NHANES. Pediatrics, 125(1), 75-81.

Miller, S.D., & Duncan, B.L. (2000). The Outcome Rating Scale.
Chicago, IL: Authors.

Miller, S.D., Duncan, B.L., & Johnson, L. (2002). The Session
Raring Scale. Jensen Beach, FL: Authors.

Miller, S.L., Duncan, B.L., Sorrell, R., & Brown, G.S. (2005).
The partners for change outcome management system. Journal
of Clinical Psychology, 61, 199-208.

Miller, S.D., Wampold, B.E., & Varhely, K. (2008). Direct
comparisons of treatments for youth disorders: A meta-
analysis. Psychotherapy Research, 18, 5—14.

Murphy, J.J., & Duncan, B.L. (2010). Brief intervention for school
problems: Outcome-informed strategies (2nd ed.). New York: Guil-
ford.

Murphy, J.J., Gillaspy, J.A., & Duncan, B.L. (in preparation). The
impact of client feedback in school-based mental health
services: A randomized clinical trial.

Reese, R.J., Norsworthy, L., & Rowlands, S. (2009). Does a
continuous feedback system improve psychotherapy outcome?
Psychotherapy: Theory, Research, Practice & Training, 46, 418—431.

Reese, R.J., Toland, M.D., Slone, N.C., & Norsworthy, L.A.
(2010). Effect of client feedback on couple psychotherapy
outcomes. Psychotherapy: Theory, Research, Practice, Training,
46(4), 616-630.

SDQ. (2009). Scoring the Self-Report Strengths and Difficulties
Questionnaire. Retrieved 13 May 2009, from http://www.
sdqinfo.com/ScoreSheets/e2.pdf.

Shirk, S.R., & Karver, M.S. (2011). Alliance in child and
adolescent  psychotherapy. In J.C. Norcross (Ed.),
Psychotherapy relationships that work: Evidence-based responsive-
ness (2nd ed., pp. 70-91). New York: Oxford University Press.

Singer, ].D., & Willett, J.B. (2003). Applied longitudinal data
analysis. New York: Oxford University Press.

Spielmans, G.I., Pasek, L.F., & McFall, J.P. (2007). What are the
active ingredients in cognitive and behavioural psychotherapy
for anxious and depressed children? A meta-analytic review.
Clinical Psychology Review, 27, 642—654.

Stiles, W.B., Barkham, M., Mellor-Clark, J., & Connell, J. (2008).
Effectiveness of cognitive-behavioural, person-centred, and
psychodynamic therapies in UK primary-care routine practice:
replication in a larger sample. Psychological Medicine, 38(5),
677—-688.

Stiles, W.B., Barkham, M., Twigg, E., Mellor-Clark, J., & Cooper,
M. (2006). Effectiveness of cognitive-behavioural, person-
centred and psychodynamic therapies as practised in UK
National Health Service settings. Psychological Medicine,
36(4), 555-566.

Walter, H.J., Gouze, K., Cicchetti, C., Arend, R., Mehta, T.,
Schmidt, J., & Skvarla, M. (2011). A pilot demonstration of
comprehensive mental health services in inner-city public
schools. Journal of School Health, 81(4), 185—-193.

Weisz, J.R. (2004). Psychotherapy for children and adolescents:
Evidence-based treatment and case examples. Cambridge: Cam-
bridge University Press.

Welsh Assembly Government. (2008). School-based counselling
services in Wales: A national strategy. Cardiff: Department for
Education, Lifelong Learning and Skills, Welsh Assembly
Government.

White, J., Forster, T., Naag, N., & Atkinson, M. (2011). Impact
data & analysis 2009/10: The Place2Be all Hubs. London:
Place2Be.

Wolpert, M., Fonagy, P., Frederickson, N., Day, C., Rutter, M.,
Humphrey, N., ...Brown, J. (2008). Review and recommenda-
tions for national policy for England for the use of mental
health outcome measures with children and young people.
London: Department of Children Schools and Families and
Department of Health.

Wolpert, M., Ford, T., Law, D., Trustam, E., Deighton, J.,
Flannery, H., & Fugard, A.].B. (2012). Patient reported
outcomes in child and adolescent mental health services
(CAMHS): Use of idiographic and standardized measures.
FJournal of Mental Health, 21, 165-173.

World Health Organization. (2004). Conclusions from pre-
conference “The Mental Health of Children and Adolescents’.
WHO European Region and the Ministry of Health of Luxemburg.
Retrieved from http://ec.europa.eu/health/ph_determinants/
life_style/mental/docs/ev_20040921_rd01_en.pdf.

Zalon, M.L. (1999). Comparison of pain measures in surgical
patients. Journal of Nursing Measurement, 7(2), 135-152.


http://www.sdqinfo.com/ScoreSheets/e2.pdf
http://www.sdqinfo.com/ScoreSheets/e2.pdf
http://ec.europa.eu/health/ph_determinants/life_style/mental/docs/ev_20040921_rd01_en.pdf
http://ec.europa.eu/health/ph_determinants/life_style/mental/docs/ev_20040921_rd01_en.pdf

Downloaded by [The Library at Queen's University] at 07:37 13 November 2014

School-based counseling using systematic feedback 487

Appendix 1

Child Outcome Rating Scale (CORS)

Name Age(Yrs)____

Sex: M/ F

Session#__ Date

Who isfilling out this form? Please check one: Child Caretaker

If caretaker, what is your relationship to this child?

How are you doing? How are things going in your life? Please make a mark on the scaleto
let us know. The closer to the smiley face, the better things are. The closer to the frowny
face, things are not so good. If you are a caretaker filling out this form, please fill out
according to how you think the child is doing.

Me
(How am | doing?)

|
Family
(How are things in my family?)

|
Schooal
(How am | doing at school?)

Everything
(How is everything going?)

The Heart and Soul of Change Project

www.heartandsoulofchange.com
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Child Session Rating Scale (CSRYS)

Name Age (Yrs):
Sex: M/F
Session # Date:

How was our time together today? Please put a mark on the lines below to let us know how

you feel.
Eric did not I ! Eric
always listen to " listened to me.
me. ® 1)
e
What we did and How Important What we did and
talked about was not | - Ikad Wg It an
really that important alked about were
to me. ® <5 important to me.
I did not like What We Did I liked what
what we did I I we did
today. @ w today.
S’
Overall
| wish we cquld do | | | hope we do the
something different. e same kind of
® =) things next time.

The Heart and Soul of Change Project

www.heartandsoulofchange.com





