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« The Research - Practice Gap in MH services ¢
-~ How wide is the gap and how might it be bridged?
» Alternative approaches to integrating evidence-based
practice and community-based care ®
- ldentifying Comimon Elements of EBP
- Examining the “fit” with current practice
#

Children’s Mental Health Services:
Research - Practice “Gap”

-
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Millions of youths in U.S. receive mental health
services, yet we know little abeut variation in
treatment practices in the “real world”

Treamment efficacy research demonstrates that many
psychetherapentic treatments have a significant ¢
wmpact on client clinical outcomes

Treatment effectiveness research on real world
services is limited, but demonstrates minimal fmpact

' BheXrwforkEimes

For Psychotherapy’s Claims, Skeptics Demand Proof
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on client ciinical oulcomes Y %
* Is the lack of documented sffectiveness of real world
treagment due to complexity of the context, the way
elfectiveness is measured, &/or 1o the type of
treaiment delivered?
Balancing Evidence-Based Practice with
A U 8 1T L (AT Practice-Based Evidence
The Chronicle Review . . . . .
o the i dated Februaee 3, 200 + Overarching goal is greater integration of the evidence-hase
o the s dafed Febrtay 2. 4 and the practice of psychotherapy.
hetp:fichranic e com/freelv492 S2SBUTTL b * Traditional unidirectional models of dissemination of
evidence into practice are limited.
. X . . ! . T « More colkaborative, bi-directional “fusivn” models
Mind Games; Divclatngical War!g’e Berween Thcruinsts and Scientisis insegrating evidence and prac!ice are needed, w

Ay CARON TAVRIS

Recently, while lecturing io a targe group of lawyers, judges, mediators, and others

invaived in the Family-court systemn in Los Angeles, T asked how many knew whai e

"souial psychologist” wes. Three peaple shyly raised their hands. That response was

sypiesl, and iU the reason 1 dea't t2li people anymore thal I'm a sockal prychalagist: They £
think F'm & therepist who gives lots of pariivs. If 1 el them 'm 8 psychologient seientlst,

they think I'm a porpous therapist, because everyone knows that "psychoiogical science”

is an axymoron
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Traditional efferts to disseminate and implement evidence-
hased practice can be complemented by studies of “practice-
based evidence.”

+ It is essential to learn more about real world practices, vatue ©
systems, and extent of convergence or divergence with
evidence-based principles of practice

Studying the real world of practice requires coliaboration
with all stakeholders (administrators, providers, families)




“Bridging the Gap”

« The gap between rescarchers
and practitioners Lmits
effectiveness of care as well
as the clinical utility and
social validity ol research.

Bridging the chasm requires
improved collaboralion with
providers and more balanced

Without clinical expertise, practice risks becoming
tyrannized by external evidence, for even excellent
external evidence may be tnapplicable to, or
inappropriate for, an individual patient. Without
current best external evidence, practice risks

becoming rapidly out of date, to the detriment of

attention to empiricaliy- patients, 3
derived and practitioner-
derived experience/
iod Sercke £
knowledge David Sucked, 1997
Practice & Research: Advancing Collaburation (PRAC) e
Conceptunl Madel ldentifying Core Common Elements of
oy Evidence Based Practice for Children ages 4-13
vidence-Based . . N .
Principles . with Disruptive Behavior Problems
Behavioral & Cog. Behav. Txs (Depih) ) . i . - "
Highly Structured Trentment = B Treatments with slrl()lj.g evidence of efficacy
Therapeutic Alliazce: Goal Setting — Behavioral parent training
= Parent Trairing (Parerson, Reid, Dishion, & Chamberlain)
Parent Juvolvement # + Parent Training (Forchand & McMahon) i
High Tx. Intensity & Dose * Time-Cut Signal Seat {Hamiiton & MacQuiddy)
+ Delinquency Prevention Program {Vitaro & Tremblay}
Eclectic Tregtments {Hrendthi P. IF‘-Crcd:?lE \Tcafs (W(‘ebsieruSlratlDﬂ} i
Flesibie Treatmen 8 - .\arcn‘b‘c itd interaction tl1§rapy (Eyherg)_ N %
Thernpeutic Altiance: Relationship Quality - Cagnitive-behaviorally oriented youth skills training
. * Anger Coping Therapy (lLochman}
Pmcg:sz;"";“s"d » Problem Solving Skifls Training (Kazdin, Shure, Spivak)
Identifying Core Elements Verify Selection of Common Core Elements
+ At feast two reviewers identify core + Sent to a Panel of Experts for Review
elements of the treatment by reading » All Endorsed the Elements
treatment manuals, articles, books, etc. 4 =
* Discuss any discrepancies and reach
CONZENSsYUs
* Compite a matrix of elements 5 %

+ Common = Present in at least 3 ol §




Content:

.

List of Comimon Core Elements for Children
with Disruptive Behavior Problems

Technigques:
Positive reinforcement + Psychoeducation/
Effective Punishment Didactic/Video Instruction
Parent-child refationship + Homework

building/Positive play + Role-playing

Appropriate Hmit-seiing = Providing Materials

Problem Solving Skills + Modeling

Anger management + Positive Reinforcemant
Theoretical Foundation/ + Review of progress/Providing
rationale for reatment feedback

+ Train for setbacks

List of Common Core Elements for Children
with Disruptive Behavior Problems (cont.)
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Therapeutic Relationship:  Treatment Parameters;

+ Mutuai/consensual goal + Atleast 13 sessions
setling + Meet for approximately
* Building rapport/ one hour
Reinforcing affective + Moet at least onee a
bond woek
» Child and Parent
participate

Practice & Research: Advancing
Collaboration (PRAC)
+ Naturalistic, observational study of

psychotherapy for children ages 4-13 with
disruptive behavior problems

— 6 publicly-funded clinics in San Diego
— Approx. 50 clinicians, 250 chiddren/Families

» Funded by N.IL.M.H. 2602-2008

PRAC Research Team

Therapist Advisory Group
(TAGY: Barry Hill, Dannie  »
Johnson, Julie McPherson,
Leita Koontz, Michele
Bennet, Nestor Retana, Jan
Winn, Candace Wilderbrand

Consultants: Bryce Mcleod,
John Weisz, Len Bickman,
Louis Castonguay, Robert
Gibbons

Site Admin. Coordinators: Jang
Maldonado, Kay Roper,
Linda Frick, Lois Harvey,
Sue Robson, Antonia Nunez,
Sabina Perez

Investigators/Post-docs: Caroline
Lewczyk, Dena Plemmons,
John Landsverk, Kristin
Hawley, Lauren Brookman-
Frazee, Mary Baker, Michael
Hurlburl, Rachel Haine

Coordinator: Deb Dupuis, Robin
Taylor

Data Manager: Bill Ganger

Research Assistants: Elaine
Gabayan, Erin Fuda,
Katherine Tsal, Rachel
Zoffness, Sam Seljan, Alma
Benilla, Mary Marsiglio,
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Study Aims

) ldentify consistencies and inconsistencies between
evidence-based principies and practitioner-based
principies of effective psychotherapeutic treatment for
children (4-13) with disvuptive behavior problems

1) Examine the extent to which actual practice in
community clinics is consistent with these principles

3} Examine how practice consistent and inconsistent with
these principles is associated with changes in selected
child and family outecomes

3a) Explore how the links berween practice and
outcomes arve moderated by child and family
characteristics (e.g., re, parental psychopathology}

Design

~ Participants = 6 clinics, 33 clinicians, 200 children
— Collect treatment process data via videotape [or 16 #
months re:
+ Therapeutic Strategies — Videotape coded using TPOCS
* Therapeutic Alliance — Observer, youth, parent and clinician
rated #
» Service Use (Dose, Intensily)
— Assess variety of outcomes every 4 months via
parent/youth interview
— Use Mixed Effects Medeling to analyze longitudinal
data to examine linkages between process and cutcome
data

(]



Therapy Process Observational Coding
System (TPOCS: McLeod, 2001)

27 Therapeutic Strategics
Techniques: Modeling, Validating client, Exploring
past

Content: Cognitive restructuring, anger management,
family members’ roles

Inciudes Evidence-based elements plus others
Yields Frequency and Extensiveness Ratings

Breadth and Depth of Intervention Strategies
Includes assessment of therapeutic alliance
Early reliability data are encouraging

Participants to date: 55 Clinicians

37% MFT; 28% Psychelogy; 15% SW
45% Staff; 55% Trainees
79% Female.

+ 57% Caucasian; 13% mixed; 13% Asian Am.;
6% Latino; 4% African Am.; 6% Other,

32% Fam sx.; 28% Cog Behav; 19% eclectic;
6 % psychedynamic; 6 % behavioral; 6% other;
2% humanistic;

*

v Avg # yrs practiced after training complete: 3
(range 0-25)

ki

Preliminary Findings

Based on 404 Coded Sessions
Parents present in at least part of 293 (72.3%)
Children present in at least part of 394 (97.5%)

&

Collecting & Coding Therapy Videotapes

«Consent Process
sTherapists, Children and Caregivers

*Videotaping of sessions
+ Camera, microphone, VCR &
*Random sampling for ceding by Research Asst.’s

Participants: 150 Children

» Mean age = 8.9 (SD= 2.7, range 4-13)

« 72% Male

* 45% Caucasian; E
* 31% Latino;

» 8% African American;

« 1% Asian American; *
+ 6% Other

* 33% Single parent homes

Ranking of Frequency of Use of Therapeutic

™ ;=
Yellow Strategies with Children: Techniques

EBP

Assessing problems/events

Using positive reinforcement

Using play/art

Psyehoeducslion

Establishing/reviewing goals

Tdentifying/rddressing strengths

Using penishment/limit selting

Interpreting meaning of brhavier
Modeling
Role-playing/Practice

<S0% U

<20% | }

Exploring client’s/fumnily's past

Addressing Client-therapist reletionship

Addressing client resistance

Assigning homework

Using genograms




Yeilow = Ranking of Frequescy of Use of Therapeatic
Strategies with Pavents: Techniques
EB¥

Assessing problemsfevents

Psychocducation

Establishingfreviewing geals

Using positive reinforcempnt

Interpreting meaning of behavisr

ldentifying/addressing strengths

< 50% J
{
Modeling
Exploriog client's/family's past

Using play/art < 20% ]
Assigning homewerk i

Using purishment/Jimit setting

Addressing Client-therapist relationship

Rede-playing/Practice

Addressing client resistance

Using genograms
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Raniing of Frequency of Ese of

Yellow = Therapeutic Strategies with
ERP Children: Centent
S | Affective Education

Parent-child relationship .

Problem selving skills < 50% ] ]

Adéressing child’y external care A

Affect/Anger management .

<20% U

Principles of pusishmeat/ &
limil-seHing/commanids
Principles of positive reinforcement

Family members' rofes

Addressing parent/family issues

Teproved communicntion

Cognitive Restructuring

Anticipaling setbacks

Ranking of Freguencey of Use of Therapealic
Strategies with
Parents: Content

Addressing ehild’s external care

Addressing parent/funsily issues

Parent-childl yelatienship

< 50% \J

Allective Education

Principles of panishmenifimit-
selting/commands

Family members’ roles

Principles of positive reinforcement

Impraved consmunication

Probiem solving skills

Affect/Anger management

Anticipating sethachs

Cognitive Restructuring

BN
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Preliminary Observations

-

Therapists appear to be delivering some
common elements of evidence-based practice
frequently, but other elements infrequently

Therapists use many different sirategies, but
average observed “extensiveness” or intensity
is relatively fow.

Virtually ali therapists are rated highly on
warm and empathy by observers.,

Sample Questions to be Addressed

+ Isthe frequency of therapists’ use of specific evidence-
based therapeutic strategies associated with improved
outcomes, and il so which strategies and which outcomes?

+ I8 the depth of the intervention approach maore influential on
outcomes than the breadth or the variety of types o
approach? (Kxtensiveness ratings v, Frequency ratings)

» Is mere time with parent as therapy participant associated
with better outcomes and is there a moderating effect of
severity of purental psychopathology?

+ Are the two measured aspects oi‘lh;ra{»eulic alliance
(consensual goal-setting and affective bond) associated
differentially with outcomes?

+ lsincreased frequency and/or intensity of treatment visits
associated with better ouicomes?

G

Progress & Challenges

+ Strong participation rates and “satisfaction” for
clinicians and families
* Challenges:
* Definition of a new episode of treatment .
* Participants’ concerns about taping
« Clinician turnover in clinics
+ New participants in treatment b

* Taping malfunctions




TAG: “Case Example” of Research —

Practice Partnership Therapists’ Perspectives on TAG Process

1} Participation is a unique and valuable experience

+ Multidiscipli team, selected by clinic managers/stafl = s
v tl‘dxsmp nary L.'am selecled Dy CHlile manager 2} Input has been respected and acted upon N
» Meeting monthly since January 2003 3) Adhicvt | <4 chall
v Goals/Tasks: ) Achieving common language is a challenge

13 Consult on general design issues feasibility,
relevance, interprelation
2) Collaborate on measurement of psychotherapy

4) Participation influences thinking about practice and
about research

5} Some researchers surprisingly naive about practice

process and outcome ) 6) Difficult to achieve full participation ‘
3) Assist with recruitment of clinicians at clinics and 7y Roles/agenda-setiing somewhat ambiguous ﬂ
serve as liaison with clinic staff 8} Project is more collaborative than previous projects,
4} Advise/Collaborate on development of new projects hut could be more so.
Researchers’ Perspectives on TAG Process Stages in Research Practice Partnerships

1} Gained new respect for what therapists do Stage 1) Investigator Initiated Research
2} Varying levels of involvement challenging . , .
. . Stage 2) Joint Formulation of Research Questions
3} Achieving common language is a challenge

2

Stage 3) Joint Decision-making on all aspects of
research (e.g., Questions, methods,

5 hievi . rudy desi interpretation, and dissemination of
3 50 . . .
3) Ac MNCVINE COMPromise on study aesign not so informati E’])

difficuil kS

6y Tension between global generalizations and
individual differences

4) Therapists very interested and more invested in
research than expected

{Adapted from Baker, et al., 1999)

Implications/
Future Directions
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» ldentifying areas of greatest convergence and divergence
with evidence-base
- Developing training interventions on common elements of ERP

+ ldentifying therapeutic strategies associated with positive
or negative outcomes (Practice-based evidence)

» “Benchmarking” outcomes of care
+ Procedures and equipment can be used for other purposes

» Research-Practice Partnership can build new projects




