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Abstract 

To assess the outcome of psychotherapeutic treatments, psychotherapy researchers often 

compare pre- and post-treatment scores on self-report outcome measures. In this paper, the 

common assumption is challenged that pre-to-post decreasing and increasing outcome scores 

are indicative of successful and failed therapies, respectively. The outcome of 29 

psychotherapeutic treatments was evaluated by means of quantitative analysis of pre- and post-

treatment scores on commonly used outcome measures (such as the Symptom Checklist-90-R, 

the Inventory of Interpersonal Problems, and the General Health Questionnaire-12), as well as 

through consensual qualitative research. Overall, a moderate to low convergence between 

qualitative and quantitative evaluations of outcome was observed. Detailed analyses of six cases 

are presented in which pre-to-post comparisons of outcome measures proved misleading. It is 

concluded that psychotherapy outcome research might benefit from assessment strategies that 

are sensitive to the singularities of individual treatments and to the complexity of the 

phenomenon of therapeutic outcome. Furthermore, classical psychometric evaluations of the 

validity of outcome measures might be supplemented with less-systematic evaluations that take 

any contingent source of information on outcome into account. 
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  There seem to be few subjects in modern science on which opinions are as conflicting 

as on the validity of psychological measures. While the vast majority of research papers claim 

that validity and reliability of these measures are acceptable, good, or even excellent, a 

considerable group of psychometricians takes a far more skeptical stance. This group claims 

that according to a mathematical norm, validity and reliability figures are insufficient to 

guarantee sound statistical inference in applied research (e.g., Desmet, 2018; Truijens, 2016; 

Truijens et al., 2019) and that we need to reconsider the most basic psychometric principles 

(e.g., Borsboom, 2006; De Shon, 1998; Desmet, 2018; Essex & Smythe, 1999; Michell, 2000; 

Paulhus, 1998).  

As concerns the validity of psychotherapy outcome measures, it appears that even the 

most rudimentary differentiations between types of psychological symptoms and complaints 

can be problematic. For instance, numerous studies evaluating the factor structure of the 

Symptom Check List-90-R (SCL-90-R, Derogatis, 1994), a questionnaire that is widely used to 

assess symptomatology in psychotherapy research, yielded only inconsistent results (e.g., Cyrr, 

McKenna-Foley, & Peacock, 1985). The items of the SCL-90 intend to measure different types 

of distress – depression, anxiety, phobias, obsessive-compulsive complaints, etc. – yet it seems 

that they by and large fail to do so. Most studies into the factorial validity of the SCL-90-R 

observe one common factor ‘general negative affectivity’ on which all items load highly while 

factors referring to the more specific symptom types are not observed in a replicable way. This 

suggests that participants do register in a consistent way whether or not the basic affective value 

of the questionnaire items is in line with their own affective state (i.e., when feeling well, they 

score low on all items expressing negative affectivity; when feeling bad, they score high on all 

such items), but that they do not attribute the more refined meaning to the items that is needed 

to differentiate between more specific types of distress.  
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On the one hand, this observation is disappointing, as it casts doubt on whether 

questionnaires are capable of differentiating between types of distress. On the other hand, even 

if a global assessment of participants’ affective state is the only thing that can be achieved in a 

valid way, it might still be valuable for psychotherapy research. Knowing if general negative 

affectivity increases or decreases throughout a psychotherapy is a basic assessment indeed, but 

at the same time a crucial one. In this paper, we intend to examine widely used self-report 

outcome questionnaires’ capacity to assess changes in general well-being throughout a 

psychotherapy.  

For this purpose, we will use mixed quantitative-qualitative methodology with a low 

degree of systematization. We have good reasons for this methodological choice. It seems that 

the highly systematized, quantitative validity studies in large samples, besides revealing 

something about the validity of measures, also obscure certain crucial aspects of it. To some 

degree, this was already acknowledged within the idiographic paradigm. Proponents of this 

paradigm took it for granted that a participant’s quantitative scores always should be interpreted 

in the context of narrative idiographic data on the participant in question (e.g., Lamiel,	2003). 

Without such data, it was considered impossible to interpret quantifications obtained by 

psychological tests in a meaningful way.  

During the last two decades, more and more scholars acknowledged this idiographic 

principle. Kazdin (2006, 2008, 2009), for instance, has argued convincingly that metric 

evaluations should be supplemented with qualitative information on the rich, lived experiences 

of individual patients. He claims that “the research measures are wonderful, but we often don’t 

know what they mean” (Kazdin, 2006, p.47). Therefore, he suggests that  

qualitative outcome measures might be one avenue to pursue because they focus on the 

detailed, rich, and relevant details of individual lives. How individuals experience their 
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lives, how these experiences change (e.g., with treatment), and their impact on others 

could be richly and systematically detailed. (pp. 47-48).  

In a similar vein, Desmet (2018) shows that the very nature of psychological variables implies 

that qualitative (narrative) information is necessary to interpret quantitative measures. 

Psychological phenomena are intrinsically multi-dimensional (i.e., they cannot be reduced to 

unidimensional characteristics); hence, quantitative assessments (which, ultimately, are always 

unidimensional) can never entirely capture them and always need qualitative, narrative 

information as an interpretative context. Moreover, both Desmet (2018) and Kazdin (2006) hold 

that the neglect of idiographic information in assessment procedures is related to one of the 

central problems in clinical psychology, namely that there is a gap between psychotherapy 

research and practice. If research papers do not supplement metrics with detailed idiographic 

information, therapists can never interpret them adequately and fail to connect the metric 

observations to the complex (idiographic) experiencing in everyday clinical practice.  

This holds equally well for validity research: in studying whether a metric is valid to 

capture a psychological characteristic, it is not sufficient to investigate its relationship with 

other metrics; the relationship between the measurement outcomes and the qualitative, 

idiographic descriptions of the characteristic concerned should be investigated as well (see also 

De Smet et al., 2020). For psychological measures in general and for outcome measures in 

particular, such systematic idiographic inquiries into the validity of measures remain, however, 

rare. Desmet (2018), for instance, presented four cases comparing quantitative assessments of 

outcome by means of the Inventory of Interpersonal Problems-32 (IIP-32; Horowitz, Alden, 

Wiggins, & Pincus, 2000) and the General Health Questionnaire-12 (GHQ-12; Goldberg, 1972; 

Koeter & Ormel, 1991) with qualitative-clinical evaluations of outcome. Contrary to what is 

commonly assumed, he observed that quantitative complaint scores can increase in successful 

therapies, and vice versa, can decrease in failed therapies. In a similar vein, De Smet, Meganck, 
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Van Nieuwenhove, Truijens, and Desmet (2019) and De Smet et al. (2020) compared pre-to-

post symptom changes on the Beck Depression Inventory-II (BDI-II, Beck, Brown, & Steer, 

1996) to patients’ own outcome experiences. The conclusions drawn from the questionnaires 

appeared less clear-cut in light of patients’ own outcome evaluation. Particularly, the widely 

used definitions of clinically significant and reliable change (as defined by Jacobson & Truax, 

1991) appeared to obscure large variation in outcome experiences, masking more pessimistic 

experiences under the header of “improvement” and a more nuanced picture in the case of “no 

change”. These findings strongly question the extent to which pre-to-post symptom scores 

allow differentiation of clinically relevant differences between patients’ functioning and at the 

same time detect clinically meaningful changes within patients. Another example is delivered 

by Hill, Chui, and Baumann (2013). These scholars confronted data on the evolution throughout 

a therapy of a depressive patient’s scores on the Outcome Questionnaire-45 (OQ-45; Lambert 

et al., 1996) and the Inventory of Interpersonal Problems-64 (IIP-64; Horowitz et al., 2000) 

with qualitative-narrative data yielded during the psychotherapy sessions. While the 

quantitative data suggested the patient made no improvements at all, the remainder of the 

clinical data demonstrated that he actually did.  

Throughout their analysis, Hill et al. (2013) did not use a strict method. On the contrary, 

they argued that such a method would rather have prevented them from doing the crucial 

observations. As we will illustrate throughout this paper, the pieces of information relevant to 

an adequate evaluation of the outcome measures might arise from sources that are highly 

variable across patients. By systematically screening the same sources of information (self-

report questionnaires, health-care costs, etc.), one risks missing out on the crucial information 

or making it disappear in the mass of irrelevant information.  

Starting from the intuition that systematic methods have to be supplemented by more 

flexible inquiry, Hill (2012) developed a method for which she coined the term consensual 
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qualitative research (CQR). More or less in line with epistemological positions known as 

methodological anarchism (Feyerabend, 1975) and non-linear constructionism (e.g., Hoffman, 

2009), she grounds her method in the assumption that scientific discoveries often sprout from 

unsystematic observations and exchanges between scientists, rather than from the application 

of strict methodological protocols. As such, her method “makes maximum use of the clinical 

wisdom of judges” (Hill et al., 2005; p. 23). Using semi-structured data collection techniques, 

this method allows more in-depth examinations of individual experiences. Consensus is an 

integral element of the iterative and inductive data-analytic process. Several judges gather to 

exchange ideas about a set of observations in order to arrive progressively at a more satisfying 

(theoretical) account of it (i.e., identifying domains, core ideas and common themes after cross-

analysis of the data). This group process is carefully monitored by one or more auditors in order 

to minimize possible group-thinking effects. In this paper, we will proceed in a similar vein.  

The basic hypothesis challenged in this paper is that a decrease in scores on self-report 

complaint measures pre- to post-treatment indicates therapeutic success; and the other way 

around, that an increase in scores pre to post-treatment indicates therapeutic failure. In the 

past, the authors of this paper published numerous classical psychometric studies (over 30 

psychometric papers published on ISI-web of knowledge). For the present paper, however, we 

liberated ourselves from any strict method while studying 29 psychodynamic therapies. This 

procedure complements previous comparisons of quantitative pre-post outcome measurement 

and patients’ idiographic experiences conducted within our research group. In concrete, De 

Smet et al. (2019; 2020) studied patients’ narratives as occurring within predefined statistical 

outcome classifications, which inevitably restricted our observations within a-priory borders. 

Moreover, where De Smet et al. (2019; 2020) focused on one primary outcome questionnaire 

(i.e., the BDI-II, Beck et al., 1996) and patients’ post-therapy interviews, in the present study, 

both a series of outcome scores as well as a mass of narrative-qualitative data were consulted 
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(de los Reyes, Kundey & Wang, 2011). More specifically, in this study we depart from the 

evaluation of the totality of the available clinical information – audiotapes of intake and 

diagnostic interviews, therapeutic sessions, and follow-up interviews – and rank order the 

studied therapies from excellent to poor outcome (as defined by means of a consensual process). 

Subsequently, we study the pre-to-post differences in scores on the SCL-90-R, the GHQ-12, 

and the IIP-32 in each of these patients, this time only in a second step. Challenging the 

assumption that pre-to-post comparison of scores on self-report outcome measures is a valid 

assessment of therapeutic efficacy, we critically examine whether indeed a pre-to-post decrease 

in complaint scores in therapies can be clinically evaluated as having positive outcome, no pre-

to-post change in outcome scores in therapies can be regarded neutral (meaning no change; 

status quo) outcome, and whether a pre-to-post increase in self-reported complaints corresponds 

to therapy with a negative outcome (meaning worsening).	

Throughout the procedure of evaluating the qualitative clinical material and contrasting 

it to the metric outcome data, we welcome any piece of data that seemed relevant to answering 

the question as to whether changes in outcome scores were valid or not. In line with the 

assumption that under certain conditions too much methodological rigor might obscure relevant 

information about the validity of measurements (Truijens et al., 2019), this paper aims to 

illustrate how significant observations can arise in the most diverse parts of the dataset. 

Moreover, we claim that we would have failed to discover them if – as happens in most classical 

psychometric research – we would have narrowed down the focus of the study to one or only a 

few aspects of the data set a priori. 

Method 

Procedure 

  The data set consisted of qualitative and quantitative process-outcome data of 29 

patients who participated in a pilot study of the Ghent Psychotherapy Study (GPS, see 
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https://osf.io/mf2d7/; see Meganck et al., 2017 for study protocol). While the GPS is a 

Randomized Controlled Trial investigating interactions between personality styles and type of 

therapy in a sample of patients with Major Depressive Disorder, the pilot study was naturalistic 

in nature. It registered the therapeutic processes in a diagnostically heterogeneous sample of 29 

patients that went through a psychodynamic therapy following the principles described by 

Luborsky (1984). The therapeutic procedure was not time-limited, implying that therapy length 

varied substantially (see Table 1). The goal of the pilot study was to optimize the complex data 

gathering procedure, in particular the complex combination of psychological and biological 

measurements, before it was used on a large scale in the GPS itself. The data-gathering 

procedure of the pilot study was carried out in the private practice of one of the senior 

investigators (M.D.; first author of this paper). Combining the role of therapist and researcher 

is most often regarded a threat to the researcher’s objectivity and neutrality. However, we 

maintain that in certain respects this situation is a privileged one, among other things because 

it allows the researcher-therapist to take into account the totality of the clinical situation as he 

experienced it from the first-person perspective as a therapist. In this paper, we will illustrate 

how the therapist’s unsystematic clinical observations indeed yielded additional information 

about the validity of the used outcome measures; indispensable information that complements 

the information yielded by systematic data-analytic procedures. The data collection happened 

according to the following procedure: 

1. Therapy sessions were audiotaped by the therapist and transcribed verbatim by 

postgraduate research assistants. 

2.  After every session, the patient completed the IIP-32 and the GHQ-12 in the therapy 

room in the presence of the therapist. 

3.  After every session, the therapist made a brief session report in which he summarized 

important dynamics at the level of symptomatology and personality functioning. 
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4.  After the first session, after every eighth session, after the last session, and at follow-

up the patient completed a more extensive set of questionnaires at home (i.e., IIP-32, 

GHQ-12, and SCL-90). 

5. Follow-up assessment happened 4, 12, and 24 months after treatment termination, 

respectively. Besides administering the set of questionnaires just referred to, an 

independent researcher did a semi-structured follow-up interview with the patient.  

For a more detailed description of the data set and the data-gathering procedure of the RCT, 

we refer the reader to the Open Science Framework of the GPS (see https://osf.io/mf2d7/; see 

also Cornelis, 2016) or to the published study protocol (Meganck et al., 2017). 

Measures 

  In this study, we focused on three well-known and often used outcome measures. The 

General Health Questionnaire-12 (GHQ-12; Goldberg, 1972; Koeter & Ormel, 1991) is a 12-

item self-report questionnaire used to assess general psychological distress. Items are scored 

using a 4-point Likert scale. The validity and reliability of the original GHQ-12 and of the 

Dutch translation were demonstrated by Koeter and Ormel (1991) and by Vanheule and 

Bogaerts (2005).  

The Symptom Checklist-90-Revised (SCL-90-R; Derogatis, Lipman, & Covi, 1973) is a 

90-item self-report questionnaire assessing general psychological and physical functioning. 

Items are scored on a 5-point Likert scale. Derogatis (1994) presented evidence for the 

psychometric qualities of the SCL-90-R. 

The Inventory of Interpersonal Problems- 32 (IIP-32; Horowitz et al., 2000) is a 32-item 

self-report questionnaire with eight subscales reflecting different interpersonal problems. Items 

are scored on a 5-point Likert scale. The psychometric properties of the Dutch version were 

positively evaluated by Vanheule, Desmet, and Rosseel (2006).  

Data-analysis 
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  The data-analysis was carried out in  accordance with the principles of consensual 

qualitative research (Hill, 2012). Initially, the therapist-researcher (M.D.) rank-ordered all 

patients according to how he perceived the global outcome of the treatment. In doing so, he 

relied on his subjective experiencing of the totality of the therapeutic interactions with the 

patients. Subsequently, a researcher (K.V.) constructed a table (preliminary version of Table 1) 

in which she presented the pre-to post differences in the scores on the three outcome measures 

for the rank-ordered patients. Next, six researchers (B.D., E. D., E. R., F.T., K. V., S.C.) got 

acquainted with the clinical material (audiotapes of sessions, interviews, etc.) from four or five 

cases each in preparation of the first consensual research session. During this session, the 

researchers prompted the therapist-researcher to deliver justification and explanation for the 

rank-ordering he provided, in particular when it was in conflict with the assessments obtained 

with the outcome measures. At the end of the meeting, the definitive ranking presented in Table 

1 was obtained and the team selected six cases in which strong discrepancies were observed 

between the clinical ranking and the pre-to-post differences in scores on the outcome measures. 

Then, six consensual research sessions were organized to discuss these six cases. For each 

meeting, one case was prepared, i.e. researchers listened to audiotapes and follow-up interviews 

of the case in question and studied all the quantitative material. Throughout consensual 

discussion, the researchers provided a concise description of the most remarkable discrepancies 

between clinical-qualitative and metric evaluations of outcome (see results section). In doing 

so, the team considered the issue of validity of outcome measures in an as unrestricted way as 

possible, giving way to any contingent clinical observations that might appear. Liberated from 

methodological restrictions or obligations, the researchers focused on any detail and aspect of 

the data that forced itself to their attention, discussed it, and described it as well as possible. To 

monitor the group’s process and minimize groupthink, a researcher (R.M.) functioned as an 

auditor during the discussions. The meetings lasted in between one and two hours.  
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Results 

Preliminary Analyses 

  Table 1 shows the 29 patients involved in the pilot study; rank ordered on the basis of 

the totality of the clinical material from excellent (top of table) to poor (bottom of table) 

outcome. In the full sample, Cohen’s d Effect Sizes were moderately high for each of the three 

outcome measures (d = .77 for the SCL-90-R; d = .62 for the GHQ-12, and d = .58 for the IIP-

32). The correlation between the rank order (1 to 29) and the pre-to-post differences on the 

outcome measures was significant for the SCL-90-R (r = .559, p < .05) but not for the GHQ (r 

= .194, p > .05) and the IIP (r = .330, p > .05). Table 2 shows the mean pre-to-post differences 

on the three outcome measures in the four quartiles of the sample. In line with expectations, we 

see that the difference scores on the SCL-90-R drop cascade-wise throughout the quartiles. The 

same holds for the GHQ-12, although to a lesser extent (the difference between the mean 

difference scores in quartile 2, 3, and 4 are small). The IIP-32 does not show the expected 

decrease throughout the quartiles (e.g., the mean pre-to-post difference score is higher in 

quartile 4 than in quartile 3). Independent sample t-tests showed no significant differences 

between the quartiles for any of the measures. However, due to the limited sample size, the 

power of the test was not sufficient to draw meaningful conclusions. No significant correlations 

were observed between length of therapy and pre-to-post differences on any of the outcome 

measures (r = -0.249, p > .05 for the SCL-90-R; r = -0.191, p > .05 for the GHQ-12; r = -0.097, 

p > .05 for the IIP-32).   

Table 1 also presents Reliable Change Indices (RCIs) for every patient separately. We relied 

on Jacobson and Truax (1991) for the calculation of the reliable change index: the differences 

between the observed posttest (xpost) and pretest (xpre) scores were divided by the standard 

error of differences: !!"#$"!!%&
#$%'(

. The size of the standard error of measurement (SE) depends on 

the reliability (r) of the outcome measure and standard deviation (SD) of the clinical norm 
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population (𝑆&'𝑆𝐷√1 − 𝑟). If the RCI < 1.96, a person scored reliably lower on the posttest 

compared with the pretest assessment (p < .05) and thus has shown reliable improvement on 

the outcome measure (and vice versa for reliable deterioration).	

For the SCL-90-R, in order to reach reliable change, a person must show a decrease in 

scores equal to or larger than 29.6 (with an internal consistency of .97 and standard deviation 

of 61.6; Dutch version). Reliable change in SCL-90-R scores in the positive direction (i.e., 

reduction of complaints post- compared to pre-treatment) was observed in 14 patients; no 

reliable change occurred in 8 patients, and negative change was found in 3 patients. In line with 

the assumption that scores on symptom and complaint measures drop throughout successful 

therapies and rise in failed therapies, the patients with positive change in the outcome measures 

are situated predominantly at the upper half of the table (i.e., among the patients whose therapy 

was evaluated as successful on the basis of the totality of the clinical material) and the three 

patients with negative change were all situated at the lower half of the table (i.e., among the 

patients whose therapy was clinically evaluated as having poor outcome). For the GHQ-12, a 

person must show a decrease in scores equal to or larger than 4.2 (SD = 3.54; r = .82; Dutch 

version). RCIs indicated reliable change in positive direction in 14 patients, no reliable change 

in 10 patients, and reliable change in negative direction in 4 patients. Against expectations, 

patients with positive and negative change appeared to be equally distributed across the upper 

and the lower half of the table. For the IIP-32, a person must show a decrease in scores equal 

to or larger than 9.7 (SD =12.4; r = .92; Dutch version). RCIs indicated reliable change in 

positive direction in 17 patients, no reliable change in 6 patients, and reliable change in negative 

direction in 6 patients. Also for this questionnaire, patients with positive and negative change 

in scores were equally distributed across the lower and the upper half of the table. These 

preliminary analyses thus suggest a moderate convergence of clinical evaluations with the SCL-

90-R scores and a poor convergence with the GHQ-12 and the IIP-32 scores. 
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Discussion of Six Discrepant Cases  

  In what follows, we describe the close examination of six patients who showed 

remarkable divergences between clinical and metric evaluations of their outcomes. 

  In patient 3, the questionnaire scores indicated a non-significant change in general well-

being (-3 on the GHQ-12; -22 on the SCL-90-R) and a significant deterioration in interpersonal 

functioning (+22 on the IIP-32). On the basis of the pre-to-post comparison of the questionnaire 

scores, we were tempted to conclude that this therapy was rather ineffective. The consensual 

discussion of the totality of the clinical material, however, made us conclude otherwise. At the 

beginning of the therapy, the patient expressed a lot of shame, speaking about his hypochondria 

and panic attacks to someone else was difficult for him and he also seemed not to be fully aware 

of the psychological dimension of his problems. This lack of awareness and the reluctance to 

talk about his problems seemed to have caused the scores on the pre-treatment complaint 

measures to drop artificially. The session transcripts made clear that throughout the first 

sessions, the patient progressively recognized the psychological component of his problems, 

and consequently, the complaint scores increased throughout the first few sessions. However, 

throughout the next 20 sessions the patient progressively learned to deal with his problems and 

the scores began to decrease again. In the follow-up interview the patient expressed it this way: 

“The most important thing is that therapy helped, sometimes even without really knowing it.” 

 In patient 5, the questionnaire scores indicate a non-significant change for worse in 

general well-being (+26 on the SCL-90-R; +7 on the GHQ-12) and a significant deterioration 

in interpersonal functioning (+24 on the IIP-32). By means of consensual discussion, the 

research team agreed that also in this patient, the pre-to-post difference scores are misleading, 

or at least, cannot be interpreted in the customary way. In a quasi-identical way as in patient 3, 

the patient was referred to psychotherapy by her general practitioner and in the beginning of 

the therapy she denied that she had psychological problems. In this case, the denial seemed to 
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be motivated by an attempt to create a distance between herself and her anxiety, which 

intensified every time she was confronted with psychological symptoms and complaints. In line 

with what happened in patient 3, the scores on the complaint measures increased substantially 

after a few sessions and then, as the therapeutic process proceeded and she elaborated on her 

problems, started to decrease again. Although the totality of the clinical material suggested a 

successful therapy, also in this case the scores on the questionnaires remained higher at 

termination of therapy compared to therapy onset. It seems that, no matter how successful the 

therapy was, the mechanism of denial was more successful in reducing complaint scores.  

  In patient 10, a pre-to-post significant decrease in SCL-90-R and IIP-32 scores was 

observed. For the SCL-90-R scores, it was hard to say whether this was in line with the clinical 

material or not, as the patient did not report in a very explicit way about her symptoms and 

complaints during the therapy. For the IIP-32, however, a conversation between the therapist 

and the patient (not recorded on audiotape as it happened at the end of a session when the tape 

recorder had been switched off) revealed that the decreasing scores should be interpreted in an 

uncommon way. As the therapist noticed that the IIP-32 interpersonal complaint scores had 

been decreasing throughout the therapy, he was surprised, since during the sessions he rather 

had the impression that the patient withdrew more and more from other people, isolating herself 

in her student room. Therefore, he decided to simply ask the patient why she reported less 

problems on this questionnaire. The patient’s answer was quite unexpected: “I don’t report 

relationship problems anymore because I don’t have relationships anymore.” The example can 

illustrate how patients’ interpretation of questionnaire items might differ radically from the way 

they are intended to be interpreted, yielding pre-to-post differences in questionnaire scores 

misleading.  
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  In patient 18, the questionnaire scores indicated a slight, non-significant decrease in 

complaints at the level of general well-being (SCL-90-R and GHQ-12) and interpersonal 

functioning (IIP-32, see Table 1). The patient presented anxiety and panic attacks and a series 

of problems at the level of her romantic relationship. During the therapeutic sessions, she 

reported that the symptoms decreased a little bit and that the focus was more on the relationship 

problems now. The patient dropped out of therapy at session 13, leaving the therapist with the 

feeling that the therapy was unfinished and that neither the anxiety nor the relationship 

problems had been solved. Figure 1 shows that the scores on the questionnaires at the end of 

the therapy were still high, hence suggesting that the therapy by and large had been ineffective. 

However, about a year after the end of the therapy, the patient sent an email to the therapist, 

saying she wished to express her gratitude for his help during a difficult phase in her life. She 

explained that after the last session, she had decided - helped by her mother who took the 

initiative - to stop the relationship with her boyfriend. This put her life back on the rails and at 

once also reduced her anxiety substantially. She specified that she had not reported this earlier 

because once she had decided to stop her relationship, she did not want to be reminded of this 

difficult period of her life by contacting the therapist again. 

The email sent by the patient together with the follow-up interviews illustrate the 

complexity of the outcome assessment in this therapy. On the one hand, against the impression 

raised by the pre-to-post differences in the questionnaire scores, the initial symptoms did 

decrease substantially, and she made an important and beneficial decision at the level of her 

interpersonal functioning. On the other hand, the way in which she made the decision shows 

that she still seemed to be dependent on her mother in taking decisions and in this respect, there 

could be a certain proneness to relapse. For instance, she did not dare to contact the therapist 

because she feared it might trigger her panic attacks. This strategy of avoiding triggers seemed 
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to work to some extent, since during the follow-up interviews, she reported occasionally 

experiencing mild anxiety but no panic attacks. 

  In relation to patient 21, who entered therapy with conversion symptoms, Table 1 shows 

that clinically significant change was observed for the IIP-32 and for the SCL-9-R; no change 

was observed for GHQ-12 scores. Throughout the therapy as well as during the follow-up 

interviews, the patient predominantly expressed the belief that the therapy had not been 

effective. As concerns the interpersonal complaints, in contrast with the improvement suggested 

by the IIP-32, the patient at no point – not during the sessions, nor during the follow-up 

interviews – expressed the idea that his interpersonal functioning improved. At the level of his 

symptomatology, we see something comparable: nowhere he mentioned that the therapy caused 

any improvement. The only positive report about the therapy concerned the fact that this 

therapist, unlike the others he visited before, really listened to him. With respect to this case, 

we conclude that the significant improvement suggested by the questionnaire scores is quite 

incomprehensible when considering the totality of the clinical material. 

  In patient 29, the questionnaire scores indicated significant improvement, both at the 

level of complaints and interpersonal functioning (see Table 1). However, closer consideration 

of the therapy sessions and the follow-up interviews revealed, in line with the global 

impressions of the therapist, that the patient experienced the therapy as rather ineffective. On 

the one hand, she reported during the follow-up interview that her symptoms did not change. 

On the other hand, she reported that therapy helped her to discuss frustrations in a more 

immediate way with the people around her (in the first place her husband) and that this had a 

positive impact on the overall atmosphere in the family. The fact that her symptoms 

nevertheless did not change, made her conclude that the symptoms were not related, neither to 

talking about her frustrations nor to the quality of her relationships. Overall, she conveyed the 

sentiment that the therapy did not bring a solution to her problems and that this was the reason 
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why she quit it after only four sessions. In this case, we concluded that the significant change 

in IIP-32 scores, suggesting that interpersonal functioning improved significantly, were in line 

with the clinical material; however, the significant change in SCL-90-R scores, suggesting 

significant improvement at the level of symptoms and complaints, is in conflict with it.  

Discussion 

  The aim of this paper was to evaluate the clinical validity of pre-to-post differences in 

scores on self-report complaint questionnaires in assessing the efficacy of psychotherapy. 

Preliminary analyses showed a certain convergence between clinical evaluations of outcome 

on the basis of the totality of the clinical material (audiotapes of sessions, follow-up interviews, 

etc.) and pre-to-post differences on the SCL-90-R. However, for the GHQ-12 and the IIP-32, 

pre-to-post differences scores seemed rather unrelated to clinical appreciations of outcome.  

Throughout the analysis of the qualitative and quantitative material, we stumbled upon 

several problematic aspects of outcome assessment on the basis of pre- to post differences on 

outcome questionnaires. In at least six cases out of 29, pre-to-post differences were radically 

misleading – by which we mean: not just a little bit inaccurate, but in stark contrast to what the 

clinical material suggested about the outcome of the therapy. In some of these cases (e.g., 

patient 21), it was unclear what the reason of the speciousness of the data was, but in other 

cases, we were able to describe the cause of the confusion. In patient 3 and 5, it turned out that 

the well-known psychological mechanism of denial manifested in answering the questionnaires 

in the beginning of the therapy, hence leading to a strong and misleading reduction of the pre-

treatment scores. In other cases, the bias rather seemed to stem from the fact that the participant 

interpreted the questionnaire items in a highly idiosyncratic way. Patient 10, for instance, 

stopped reporting interpersonal complaints during the therapy, not because her interpersonal 

functioning improved, but rather because she did not engage in any relationship anymore. This 

illustrates that questionnaire items are and will always be narrative entities that are interpreted 



																																																																																	WHAT	TOO	STRICT	A	METHOD	OBSCURES	 18	

by participants (Desmet, 2018; Truijens et al., 2019). As such, the responses to items will 

always bear the traces of the context in which they are presented and of the unique 

characteristics of the subjects that interpret them (Schwartz, 1999). 

As explained in the introduction, this study started from the intuition that too much 

systematization, that is: too strict a method, sometimes can obscure rather than reveal the crucial 

information on the validity of questionnaires. Indeed, we noticed that the information that was 

key to an accurate appreciation of the therapeutic effects sometimes was located in a transcript 

of a session, sometimes in an audiotape of a follow-up interview, sometimes in a session report 

of the therapist, sometimes in an email a patient sent to the therapist months after treatment 

termination, sometimes in a conversation between therapist and patients that happened at the 

end of a session when the audiotape was switched off, etc. Systematic analysis of one or more 

standardized data sources that are gathered are at risk of either missing out on the decisive 

observations, or of making them disappear in a mass of irrelevant information. Information that 

is decisive and relevant often seems to have a predilection to appear ‘in the margin’, where it 

is not expected.  

 These problematic observations add to the problems in measuring outcome already 

described elsewhere, such as ceiling and bottom effects, the hello-goodbye effect (McLeod, 

2001; McLeod, Elliot, & Rodgers, 2012), as well as the narrow focus on complaints and 

symptoms at the expense of assessment of more global subjective functioning (De Smet et al., 

2020; Hill et al., 2012). As to the question how to deal with the problems observed, we cannot 

give a straightforward answer. On the one hand, one might argue that such cases will level out 

in large enough samples, at least for outcome measures such as the SCL-90-R. But, as Desmet 

(2018) and Truijens et al. (2019) argue, it is questionable whether this assumption holds true. 

Raising sample sizes is only a solution for unsystematic (random) measurement error, and this 

solely on the condition that measurement procedures measure the object intended to be 
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measured. In psychological measurements, however, several sources of systematic error are 

usually involved, and measurement procedures often seem to be sensitive for objects (i.e., 

psychical characteristics) not intended to be measured (e.g., the mechanism of denial observed 

in patient 3 and 5 in this study). Finally, even if the impact of systematic error and 

characteristics not intended to be measured is limited, the question remains whether it is feasible 

to raise sample sizes further in psychotherapy research without reducing the overall quality of 

the research too much (Truijens, De Smet, Desmet, & Meganck (in press)).  

The opposite solution may therefore be more fruitful: studying smaller samples in a 

more thorough way, combining qualitative and quantitative analysis. In the end, this might lead 

to a more accurate understanding and a richer and clinically more useful description of the 

phenomenon of psychotherapy and its effects. “A richer and more accurate description” might 

not equal a more unequivocal and less ambiguous description. Studies in which an abundance 

of data on one or a few cases was analyzed (e.g., Cornelis, 2016; Cornelis et al., 2017) show 

that the more data are considered, the more statements and conclusions on outcome become 

nuanced and complex; the more data one investigates, the more one starts to realize that it is 

impossible to reduce the complexity of the phenomenon of therapeutic outcome to one figure. 

Also: the more data one analyses, the more one realizes that outcome and subjectivity can only 

be grasped by telling a narrative – a story – which describes the complexity of the patients’ 

subjective experience of the therapy and its effects. A subject’s experience of a 

psychotherapeutic process is a complex story, and psychotherapy research should make this 

story explicit by describing it, rather than aiming to reduce it to one or a few figures that 

eventually are fed into statistic machinery.  

In any case, this paper questions whether it makes much sense to consider outcome 

exclusively in terms of reduction in samples of mean levels of complaints, symptoms, distress, 

etc. Clinically, outcome manifests in quite variable ways, as dynamic patterns of change in 
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patients’ subjective experiences, for instance from rigid to more flexible positioning in 

interpersonal behavior, from instable to more stable emotional experiencing, from one type of 

chaotic professional functioning to another, etc. As such, the findings of this study are relevant 

in light of the current discussion on how case progress in clinical care, generally referred to as 

Routine Outcome Monitoring (ROM), should take form (Wampold, 2016). According to the 

APA (2006) “monitoring patient progress and adjusting practices accordingly” (p. 276) is a 

critical component of clinical expertise. The underlying rationale is that tracking patients’ 

progress will allow clinicians to attune treatment interventions to patients’ needs. The ultimate 

aim is to increase the effectiveness, which is guaranteed by using continuous measurement 

(Lambert, 2017). This form of “patient-focused research provides tools in order to support, but 

not replace, clinical decision-making with actual ongoing research data and specially developed 

decision support tools” (Castonguay, Barkham, Lutz, & McAleavey, 2013, p.87); in other 

words: methods developed for research purposes are routinely being applied to clinical care. 

As reviewed by Langkaas, Wampold, and Hoffart (2018), nearly all currently used ROM tools 

implement some sort of pre-to-post clinically significant change evaluation. However, the 

authors warn that at	best,	the current ROM systems identify whether or not cases show change 

(on a certain measure), yet, this does not yet signify a clinical difference. Generally, the 

assumption that measured changes correspond to treatment effects does not hold, as changes 

may have nothing to do with therapy and a lack of observed change may not mean therapy did 

not help (see also De Smet et al., 2019; 2020). According to Langkaas et al. (2018), ROM 

systems therefore fail to provide quality feedback to assist clinicians in improving from 

experience and should incorporate induced differences in the future (i.e., whether or not 

changes were caused by therapist actions or not). In light of this discussion, our findings cast 

doubt on the strong reliance on pre-defined measurement and statistical definitions to 

implement in clinical decision making, based on our findings that, in light of the broader clinical 
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material, this may not be that meaningful at all. Beyond improvement or deterioration on a 

certain measure, it cannot tell the therapist how a patient interpreted the questions or what a 

patient meant when answering them (see also Truijens et al., 2019). Hence, imposing a method 

too strictly onto clinical practice does not guarantee improved care (Langkaas et al., 2018). 		

Classical assessment strategies in which the phenomenon of outcome is reduced to pre-

post assessments of one or a few variables measured by standardized instruments do not capture 

complex patterns of change and hence might be replaced or supplemented by alternative 

assessment strategies. Langkaas et al. (2018), for instance, argue for the possible benefit of 

more individualized approaches to ROM, allowing to discriminate between various types of 

cases, and to define differences within a specified future timeframe, using actual progress 

information as it appears throughout the course of treatment. A recent development in online 

monitoring, i.e., Synergetic Navigation System (SNS), uses ideographically tailored items on a 

daily basis to map dynamic transitions; fluctuations that are obscured by standardized pre-post 

assessments (e.g., Schiepeck et al., 2016; Schiepeck et al., 2019). This monitoring system starts 

from a detailed case formulation that is co-constructed by patients and therapists (or patients 

and researcher under certain conditions). On the basis of this case formulation, associations 

between the most important characteristics of a client’s problem system and mental and social 

functioning are represented in an associative network model (a strategy referred to as 

Idiographic System Modelling, see Schiepeck et al., 2016). The variables used in the model are 

determined together with the client throughout a procedure which is called dialogic-consensual 

validation. In a final step, these variables are translated into the items of an idiosyncratic online 

questionnaire which is daily rated by the patient. As such, this method allows to capture 

complex, individual patterns of change that are completely out of reach of classical, 

standardized assessment strategies.   
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Strengths, Limitations and Future Directions 

 The present study is unique as it addressed the pivotal question of the validity of 

outcome measurement by allowing the inclusion of all available relevant clinical material in an 

unsystematic manner (cf. Hill et al., 2012). Doing so, it complements existing mixed methods 

outcome research, where quantitative pre-to-post outcome scores are often supplemented by 

qualitative analyses of patients’ narratives in a second step (e.g., De Smet et el., 2019; 2020). 

In contrast to the (post-)positivist ideal of a researcher being the objective and neutral external 

observer, predominant in psychotherapy outcome research of today, in the present study the 

primary investigator operated in the dual role of researcher-therapist. We can ask ourselves 

whether the concerns on the validity of the outcome measures could have been observed if the 

clinical and academic questions would once again have been artificially separated. 

Undoubtedly, our findings were, however, influenced by our preconceptions that pre-to-post 

measurements are limited; at the same time, they functioned as the necessary ground in order 

to reveal what otherwise remains obscured. We acknowledge that certain phenomena may still 

remain under the radar due to the available data (limited to certain questionnaires, session 

recordings, clinical notes and follow-up interviews) and the chosen procedure (i.e., only one 

researcher doing the primary classification). We hope/call for future authors will dare/ to 

address similar questions and experiment with the analysis of clinical material as it occurs, 

rather than how it is defined to occur by predesigned research protocols. In an era of evidence-

based practice, where research methods are being applied to clinical practice with the promise 

of better patient care, especially, we aim and hope that developments will be rooted in clinical 

complexity and not merely in function of general standardizations and practical considerations 

(e.g., developments ROM).  

 In this study, we relied on the RCI by Jacobson and Truax (1991) to determine the 

significance of patients’ measured pre-to-post outcome, in accordance to common practices in 
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efficacy research. Langkaas et al. (2018) correctly highlight that reliable change indicates 

detected differences rather than clinically meaningful goals (“attainment difference”), which is 

commonly expressed in terms of clinical significance (i.e., return to normal functioning; 

Jacobson & Truax, 1991). We agree that statistical significance, also on case level, is a poor 

criterion to define patients’ outcome. However, we also question whether “return to normal” as 

compared to a “normal” reference group or predefined cut-off – on one single measure – is an 

appropriate way to formulate a patient’s clinical goal (for a discussion see De Smet, 2019). 

Hence, future research on the clinical significance of outcome should consider which clinical 

goal is aimed for and how it can be defined and evaluated in a clinically valid way. 

Similarly, our study is limited by the choice of certain outcome measures (IIP-32, SCL-

90, GHQ-12). Critics could raise the question whether the quantitative and qualitative material 

would have showed more convergence if other, “better” measures would have been used. We 

refer the interested reader to studies using the BDI-II (De Smet et al., 2019; 2020), the Hamilton 

Rating Scale for Depression (Zimmerman et al., 2012) and adolescents’ outcome measurement 

(Krause et al., 2019) that have come to draw similar conclusions. On the other hand, we agree 

that other measures exist that are more aligned to patients’ own experiences, such as quality of 

life measures (e.g., Gladis, Gosh, Dishuk, & Crits-Cristoph, 1999) and personalized 

questionnaires (e.g., Elliott, Mack, & Shapiro, 1999). To date, however, these measures are not 

included in efficacy research, for the simple reason that they are difficult to translate into a 

generalizable mean-level and primary outcome focus. Hence, rather than excluding them, we 

call outcome researchers to adopt these more idiographic patient-based measures as standard 

of/for outcome research. 

Conclusion 

It is tempting to conclude from the observations presented that classical outcome 

measures are rather invalid, yet the most honest and most justified conclusion is that we actually 
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do not know whether they are valid or not, and maybe, the question of validity is not in its place 

here. A patient’s responses to questionnaire items, after all, show the same indeterminacy of all 

linguistic utterances. By circling a number on a Likert-scale, the patient says something, 

without really knowing what he or she says. As is the case for all linguistic utterances, they are 

intrinsically ambiguous, not only for the researcher, but also for the patient himself. It is and 

will always remain impossible to determine exactly what the meaning of these utterances is. As 

such, it seems that ultimately, psychotherapy researchers will have to confess about the issue 

of outcome measurement, just like Heisenberg (1927) did about the behavior of subatomic 

particles when he formulated his uncertainty principle: not only do we not know now, we will 

never be able to know. And thus the mission of psychotherapy research is not so much to 

formulate a fixed, definitive knowledge that can be imposed to practitioners in order to improve 

their therapeutic efficacy; rather, its mission is to provide evocative, rich descriptions of the 

phenomenon of the psychotherapeutic process that inspires new ideas in practitioners and 

makes them marvel at the beauty of the practice they are part of.  
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Table 1 

 Comparison of ranking of therapeutic outcome on the basis of qualitative-narrative 

information and assessment of therapeutic outcome on the basis of pre-to-post differences 

in scores on outcome measures  

Patient Sessions  Clinical 

Rating 

SCL-90-R GHQ-12 IIP-32 

Pre Post RCI Pre Post RCI Pre Post RCI 

Patient 7 39 Excellent 277 96 -12.00* 32 1 -14.60* 49 3 -9.47* 

Patient 28 60 Excellent 173 112 -4.04* 24 16 -3.77* 47 0 -9.68* 

Patient 16 21 Good 233 135 -6.50* 14 8 -2.83* 53 40 -2.68* 

Patient 20 77 Good 331 153 -11.80* 17 25 +3.77* 66 46 -4.12* 

Patient 4 87 Good 179 142 -2.45* 23 15 -3.77* 30 15 -3.10* 

Patient 5 58 Good 156 184 1.86 10 18 +3.77* 30 54 +4.94* 

Patient 17 113 Good 407 306 -6.69* 34 12 -10.36* 65 52 -2.68* 

Patient 25 42 Good 164 143  -1.39 17 19 .94 57 38 -3.91* 

Patient 3 23 Good 218 194 -1.59 17 14 -1.41 19 41 +4.53* 

Patient 18 7 Good / / / 20 14 -2.83* 38 37 -.21 

Patient 19 63 Good 137 96 -2.72* 5 6 .47 33 12 -4.33* 

Patient 9 8 Accept. 180 90 -5.97* 28 16 -5.65* 37 34 -.62 

Patient 8 225 Accept. 318 128 -12.59* 30 14 -7.53* 69 44 -5.15* 

Patient 13 13 Accept. 157 140 -1.13 14 22 +3.77* 45 37 -1.65 

Patient 10 55 Accept. 219 132 -5.77* 16 18 .94 57 12 -9.27* 

Patient 27 23 Accept. 248 134 -7.56* 19 8 -5.18* 61 43 -3.71* 

Patient 14 54 Accept. 196 208  0.80 24 16 -3.77* 20 30  +2.06* 

Patient 15 10 Accept. 277 224 -3.51* 25 22 -1.41 52 73  +4.33* 

Patient 1 9 No change 176 / / 18 21 1.41 58 66 1.65 

Patient 6 15 No change 137 180 +2.85* 15 20 +2.35* 26 46 +4.12* 

Patient 2 59 No change 207 164 -2.85* 18 21 1.41 55 34 -4.33* 

Patient 24 26 No change 193 234 +2.72* 15 7 -3.88* 79 58 -4.33* 

Patient 23 30 No change 220 / / 34 21 -6.12* 54 22 -6.59* 

Patient 22 6 No change 128 / / 12 19 +3.30* 58 48 -2.06* 

Patient 26 5 No change 120 100 -1.33 20 15 -2.35* 28 22 -1.24 

Patient 29 23 No change 155 120 -2.32* / / / 37 20 -3.50* 

Patient 12 23 No change 105 107 .13 14 8 -2.83* 15 10 -1.03 

Patient 21 10 No change 213 139 -4.90* 16 18 .94 39 6 -6.80* 

Patient 11 88 Bad 139 202 +4.18* 18 21 1.41 20 49 +5.97* 

 

Note. * = p < .05; SCL-90-R = Symptom Check List-90-R; GHQ-12 = General Health Questionnaire-12; IIP-32 

= Inventory of Interpersonal Problems-32; RCI = Reliable Change Index; Pre = Pre-treatment score; Post = Post-

treatment score.
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Table 2 

Mean pre-to-post differences in scores on outcome measures across clinical ranking 

quartiles 

 Mean pre-to-post 

difference SCL-90-R 

Mean pre-to-post 

difference GHQ-12 

Mean pre-to-post 

difference IIP-32 

Quartile 1: Patients 

ranked 1-7 

-76,00 -7,87 -17,75 

Quartile 2: Patients 

ranked 8-14 

-62,83 -2,85 -9,57 

Quartile 3: Patients 

ranked 15-21 

-17,33 -2,71 -0,28 

Quartile 4: Patients 

ranked 22-29 

-6,20 -2,00 -10,57 

 


