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Abstract

Objective: Feedback-informed treatment (FIT) has been shown to reduce the gap between more and less effective
therapists. This study aimed to examine therapists’ professional characteristics as potential moderators of the effect of
feedback on treatment outcomes.

Methods: TheIAPT-FIT Trial was a clinical trial where therapists were randomly assigned to a FIT group or a usual care
control group. Treatment response was monitored using measures of depression (PHQ-9), anxiety (GAD-7) and functional
impairment (WSAS). In a secondary analysis of this trial (z = 1,835 patients; z = 67 therapists), we used multilevel modelling
to examine interactions between therapists’ professional characteristics (e.g., attitude towards and self-efficacy regarding
feedback utilization, decision-making style, job satisfaction, burnout, difficulties in practice, coping styles, caseload size)
with random allocation (FIT vs. controls) to identify moderators of the effects of feedback.

Results: Between 9.6% and 10.8% of variability in treatment outcomes was attributable to therapist effects. Therapist-
level caseload sizes and external feedback propensity (EFP) moderated the effect of feedback on depression outcomes.
No statistically significant main effects were found for any of the included therapist characteristics.

Conclusion: FIT reduced variability in outcomes between therapists and was particularly effective for therapists with high
EFP and larger caseloads.

Keywords: psychotherapy; depression; anxiety; feedback-informed treatment; therapist effects

Clinical or methodological significance of this article: Findings from this secondary analysis of data from a clinical trial
of feedback-informed treatment conducted in the UK examined potential therapist-level moderators of the effects of
feedback. Overall, feedback utilization was associated with better treatment outcomes and reduced the gap between more
and less effective therapists. This observation is consistent with results from clinical trials in the USA, cumulatively
indicating that the implementation of feedback reduces treatment outcome inequalities that are due to variability in
therapist effectiveness. Furthermore, moderator analyses indicated that feedback was especially effective when therapists
had large caseloads and had higher external feedback propensity.

Systematic differences in treatment outcomes therapist effects (TE), have been extensively documen-
between psychological therapists, referred to as ted in narrative and meta-analytic reviews (Baldwin
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& Imel, 2013; Crits-Christoph et al., 1991; Johns
et al., 2019; Wampold & Owen, 2021). In both ran-
domized controlled trials and naturalistic studies, TE
account for approximately 5% to 10% of variability
in treatment outcomes after controlling for patients’
characteristics (Baldwin & Imel, 2013; Johns et al.,
2019). They are evident across several therapy pro-
cesses and outcomes, including early response (e.g.,
Erekson et al., 2020), alliance (e.g., Del Re et al.,
2021), dropout (e.g., Zimmermann et al., 2017),
and symptomatic change (e.g., Baldwin & Imel,
2013). Moreover, TE have been observed across
different psychotherapeutic interventions and treat-
ment settings including inpatient, outpatient, and
university counselling centres (Wampold & Owen,
2021). Motivated by this body of evidence, studies
have sought to identify therapist characteristics that
might explain TE. Contemporary reviews of this lit-
erature suggest that there are two broad domains
that may be relevant: [1] interpersonal and [2] pro-
fessional characteristics (Castonguay & Hill, 2017;
Heinonen & Nissen-Lie, 2020; Wampold & Owen,
2021).

The first domain refers to personal or interpersonal
characteristics, which reflect how therapists relate to
people and deal with relational difficulties. There is
replicated evidence that clinical outcomes are associ-
ated with interpersonal skills such as collaboration,
empathy, positive regard, alliance building and alli-
ance rupture-repair ability, among others (Norcross
& Lambert, 2018). Consistent with this literature,
TE studies examining interpersonal behaviours have
found that therapists displaying greater facilitative
interpersonal skills (e.g., emotional expressiveness,
warmth, positive regard, hopefulness, empathy,
verbal fluency, capacity to repair alliance ruptures)
are more effective than others, and this applies to
both professionally qualified therapists and lay
helpers (Anderson et al., 2009, 2016). Therapists
experiencing lower indices of negative personal reaction
(e.g., areaction of dislike or intolerance) towards their
patients have been found to attain better treatment
response (Nissen-Lie et al., 2013). Heinonen et al.
(2014) found that the use of constructive coping skills
(e.g., self-reflection, consultation, problem-solving)
is advantageous, while the use of avoidant coping
(e.g., avoiding stressful interactions) is disadvanta-
geous to therapist effectiveness. Furthermore, thera-
pists with a greater capacity for reflective functioning
(i.e., ability to conceptualize one’s own and others’
mental states) were found to attain better treatment
outcomes in one study (Cologon et al., 2017).

The second domain of professional characteristics
broadly reflects how therapists relate to their work
and practice development. Therapists that spend
more time on their professional development through

deliberate practice of skills may be more effective than
those who spend less time according to Chow et al.
(2015). One interpretation is that deliberate practice
is a proxy indicator of training and experience;
however, years of experience and professional qualifi-
cations typically have been found to be unrelated to
treatment outcomes (Beutler et al., 2004; Goldberg
etal., 2016). Hence, engagement in deliberate practice
may possibly reflect an attitude of commitment
towards learning and improving, which may be favour-
able for clinical performance (see Ericsson, 2004). In
another line of research on professional characteristics,
Nissen-Lie etal. (2017) examined therapists’ reports of
their difficulties in practice (such as feeling frustration
or self-doubt in one’s clinical work) and different
coping mechanisms. This study found that therapists
with higher professional self-doubt (doubting one’s effi-
cacy in helping clients) attained better treatment out-
comes. This finding is consistent with evidence from
another study showing that therapists who underesti-
mated their effectiveness attained better treatment out-
comes compared to therapists who overestimated their
effectiveness (Constantino et al., 2023). Contextual
factors, such as job satisfaction and occupational
burnout, have also been studied in relation to patients’
outcomes. In one study, therapists with low job satis-
faction and high occupational burnout (specifically
an attitude of disengagement with work) were found to
be less effective than those who reported lower levels
of burnout (Delgadillo et al., 2018a).

Another aspect related to professional attitudes
and practice concerns the use of outcome monitoring
and feedback. The effectiveness of progress feedback as
a method to improve clinical outcomes is supported
by numerous meta-analyses of clinical trials (see
review by Barkham et al., 2023). According to a
meta-analysis of clinical trials conducted in the
USA, feedback utilization also narrows the gap
between more and less effective therapists, helping
services to be more equitable and effective (Delga-
dillo et al., 2022). Furthermore, the combination of
feedback and deliberate practice has been found to
improve treatment outcomes at an organizational
level (Goldberg et al., 2016). This is an area with
much promise in terms of improving the overall
effectiveness of mental health services as well as the
performance of individual therapists (Wampold &
Owen, 2021). However, some studies indicate that
therapists who are more committed to using progress
feedback obtain better treatment outcomes (e.g., de
Jong et al., 2012; Lutz et al., 2021). Such evidence
indicates that the effects of feedback vary between
therapists, and it is plausible that effective feedback
utilization is moderated by therapist-level variables,
although there are few studies examining potential
moderator variables (de Jong et al., 2021).



While the available findings provide some basis
for characterizing effective therapists, the research
base is fragmented, with some replicated findings
regarding interpersonal skills, some findings
derived from a single study, and other findings
with mixed and inconclusive evidence. Importantly,
very few studies to date have attempted to examine
characteristics such as those described above in
multivariable analyses. To address this research
gap, the present study collected a broad set of thera-
pist variables selected a priori based on the literature
reviewed above, and which were feasible to obtain
through self-reported measures (rather than
observed tasks or practice) in a sample of psycho-
logical therapists that participated in a clinical trial
of feedback-informed treatment (FIT). We aimed
to identify potential therapist-level moderators of
the effective use of FIT taking an exploratory,
inductive and data-driven approach to analysis.
This exploratory approach included literature-
based professional characteristics described above,
demographic characteristics, and additional vari-
ables plausibly related to feedback utilization, such
as feedback propensity, self-efficacy, decision-
making style, alliance in clinical supervision, and
clinical caseload size.

Methods
Design and Setting

The IAPT-FIT Trial was a multi-site cluster ran-
domized controlled trial that included N =2,233
patients treated by 77 psychological therapists
across eight healthcare organizations in England.
These services were part of the Improving Access to
Psychological Therapies (IAPT) programme in
England, a national treatment system offering evi-
dence-based interventions for depression and
anxiety disorders (Clark, 2018), and which is now
known as NHS Talking Therapies Services. Participat-
ing therapists were randomly assigned to a FIT group
or a usual care control group. All patients who
received at least two sessions of individual therapy
with participating therapists during a one-year
study period were included in the trial sample,
including completers and dropouts. Patients attend-
ing group therapies were excluded; and those who
only attended a single therapy session were excluded
since the FIT technology only starts to provide feed-
back signals after session 1. The trial was pre-regis-
tered in the international register of controlled trials
(ISRCTN12459454) and approved by an indepen-
dent NHS Research Ethics Committee (Ref: 15/
LO/2200). Further details about the study design,
inclusion and exclusion criteria, consort diagram,
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sample size calculation and primary results are avail-
able elsewhere (Delgadillo et al., 2018b).

Interventions

Participating services delivered evidence-based
psychological interventions for common mental dis-
orders organized in a stepped care model, following
national guidelines (WNational Institute for Health
and Care Excellence, 2011). These were protocol-
driven interventions delivered under regular supervi-
sion (equivalent of 1h per week) to ensure adherence
to treatment-specific = competency  standards
(National IAPT Team, 2015; Roth & Pilling,
2008). In this stepped care model, most patients
initially accessed low intensity treatments, which
were brief (<8 sessions) psychoeducational interven-
tions based on principles of cognitive behavioural
therapy (CBT). High intensity treatments were
offered to patients whose symptoms persisted after
receiving a low intensity treatment, and to patients
with more severe symptoms or with conditions for
which only psychotherapy is indicated (e.g., post-
traumatic stress disorder). High intensity treatments
included empirically supported therapies lasting up
to 20 sessions, such as CBT, interpersonal psy-
chotherapy and person-centred experiential counsel-
ling for depression. All participating therapists had
post-graduate qualifications to deliver one of the
above interventions. Some therapists had specialist
training in clinical areas such as the treatment of
post-traumatic stress disorder, couples therapy for
marital problems, or mental health problems compli-
cated by comorbid chronic illnesses.

Therapists randomized to the FIT group had
access to a computerized outcome monitoring and
feedback tool that compared patients’ depression
and anxiety symptoms to normative clinical data,
classifying patients as “on track” or “not on track”.
These therapists were trained to monitor and
discuss this feedback with patients at the start of
every therapy session, and they were instructed to
prioritize “not on track” cases for discussion with
their clinical supervisors, in order to identify
obstacles for improvement and to adjust the treat-
ment plan accordingly. All other aspects of treatment
(e.g., interventions, frequency of clinical supervision)
were standardized across the FIT and the control
group.

Measures

Patient-level data. Trial participants completed
two patient-reported outcome measures at the start
of each therapy session. The PHQ-9 is a measure
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of depression symptoms, where each of 9 questions is
rated from 0 to 3, yielding an overall severity score
between 0 and 27, and a cut-off of >10 is used to
screen for clinically significant symptoms (Kroenke
et al., 2001). Cronbach’s alpha as an index of
reliability (i.e., internal consistency) in the present
sample was 0=0.86. The GAD-7 is a 7-item
measure of generalized anxiety disorder. Each item
is rated between 0 and 3, with a total severity score
between 0 and 21, and a cut-off score >8 is rec-
ommended to screen for clinically significant
anxiety disorders (Kroenke et al., 2007). The
sample reliability was o= 0.86.

Patient-reported demographic data included age,
gender, ethnicity, employment status, comorbid
long-term conditions (chronic illnesses such as dia-
betes, heart disease, pulmonary disease, etc.). The
index of multiple deprivation (IMD) is a neighbour-
hood-level index of socioeconomic deprivation
derived from each patient’s home postcode (Depart-
ment for Communities & Local Government, 2011).
The Work and Social Adjustment Scale (WSAS) is a
composite measure of functional impairment
(Mundt et al., 2002) across five domains (work,
home management, social life, leisure activities,
family and relationships); reliability in the present
sample was o= 0.79. Additional clinical information
retrieved from healthcare records included the level
of intensity of treatment (low vs. high intensity) and
use of antidepressant medications.

Therapist-level data. A battery of self-reported
measures was completed by participating therapists
prior to randomization. The selection of measures
was chosen to gather self-reported information
about each therapist’s role, training, approach to
practice development, use of supervision, attitude
towards and self-efficacy regarding feedback utiliz-
ation, decision-making style, job satisfaction,
burnout, difficulties in practice and coping styles.

Demographic variables included age, gender and
ethnicity. Occupational variables included years of
clinical training, years of clinical experience, the
level of intensity of treatment they delivered (low or
high intensity in the stepped care model), the
number of monthly hours of clinical supervision
they received in a typical month.

Informed by previous research on deliberate practice
(Chow et al., 2015), we assessed the amount of time
therapists spent in practice outside of work aimed at
improving clinical knowledge and skills. Therapists
self-reported how often they engaged in the following
practice development activities during the last year
(Likert scale from 0 = notatall, to 5 = very often): inde-
pendent professional reading; journal club or

discussion group with colleagues; clinical training
seminars/courses; experiential workshops; practice of
therapy skills (items = 5; sample o = 0.68).

The Leeds Alliance in Supervision Scale (LLASS) is
a brief questionnaire based on 3 visual analogue
scales that together assess respondents’ impressions
about the approach, relationship and helpfulness of
clinical supervision sessions (Wainwright, 2010).
The sample reliability was o =0.71.

The internal and external feedback propensity scale
is a 12-item questionnaire by Herold and Fedor
(2003). Internal feedback propensity (items = 6;
sample a. = 0.76) refers to a preference for evaluating
task performance based on one’s own perspective
rather than other people’s opinions or perspectives.
External feedback propensity (items = 6; sample o =
0.69) refers to a preference for evaluating task perform-
ance based on other peoples’ perspective and opinions.

An adapted version of the Contextualized Feed-
back Intervention Theory (CFIT) questionnaire
(items =7; sample o =0.86) was used to measure
therapists’ self-efficacy in engaging patients in
therapy, establishing a collaborative relationship,
monitoring progress and identifying and resolving
difficulties (Riemer & Bickman, 2011).

The decision-making style (DMS) questionnaire is
based on the literature on rational and intuitive
decision styles (Hamilton et al., 2016), clinical
decision-making in stepped care services (Delgadillo
et al., 2015), and was developed for the present
study. The questionnaire measures two domains.
Intuitive decision-making (items=9; sample o=
0.87) reflects a proclivity for reliance on clinical
intuition, “gut instinct”, feelings and perceptions
about the therapist-patient relationship. Empirical
decision-making reflects a proclivity for reliance on
outcome measures, clinical guidelines and research
evidence (items = 9; sample o = 0.83).

The Oldenburg Burnout Inventory (OLBI; Demer-
outi et al., 2001) is a 16-item questionnaire that
measures two facets of burnout, emotional exhaustion
(OLBI-E; items = 8; sample a = 0.70) and disengage-
ment (OLBI-D; items = 8; sample o = 0.79). The Job
Discrepancy and Satisfaction Scale (JDSS; sample a
=0.64) is an 8-item measure that addresses the
extent to which practitioners are satisfied with their
current working conditions (Nagy, 2002).

The Development of Psychotherapists Common
Core Questionnaire (DPCCQ) is a multi-domain
self-assessment designed to collect information
about therapists’ professional characteristics, atti-
tudes and practice (Orlinsky & Rennestad, 2005).
We included four DPCCQ domains: professional
self-doubt (PSD; items =9; sample a = 0.86), nega-
tive personal reaction (NPR; items = 6; sample o =
0.79), constructive coping (items = 10; sample o =



0.73) and unconstructive coping (items = 8; sample a
=0.66).

Sample Selection and Characteristics

To meet the minimal sample size criteria to investi-
gate therapist effects using multilevel modelling
(Schiefele et al., 2017), we only included therapists
that treated a minimum of four patients. Therefore,
the present study analysed a subsample (z= 1,835
patients; t= 67 therapists) of the IAPT-FIT Trial
(N =2,233; t=77). Table I summarizes participat-
ing therapists’ characteristics in the full sample, and
subsamples of therapists randomized to the feedback
and control groups. Most therapists were white
British (83.6%) females (83.6%), with a mean age
of 41.01 (SD =11.33) and with an average of 7.56
(SD=5.68) years of clinical experience. The
majority were qualified cognitive behavioural thera-
pists (58.2%) or psychological wellbeing prac-
titioners (31.3%). Caseload sizes ranged widely (4—
101), with an average of 35.57 (SD =24.08) for
psychological wellbeing practitioners delivering low

Table I. Therapist sample characteristics.
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intensity treatments, and 23.65 (SD=17.31) for
therapists delivering high intensity treatments.

Most patients were white British (88.4%) females
(66.4%), with a mean age of 39.82 (SD =15.10),
of whom 20.7% were unemployed and 35.5% had
a comorbid long-term chronic health problem.
Primary problems recorded in clinical records
included affective disorders (34.7%), generalized
anxiety disorder (13.6%), mixed anxiety and
depressive disorder (15.6%), and other common
mental health problems. In total, 41.2% accessed a
low intensity treatment, 58.8% accessed a high inten-
sity treatment, and no participants in this study
sample accessed both types of treatment. Additional
sample characteristics of the full sample and sub-
groups (feedback vs. controls) are available in the
Supplemental Materials (S1).

Statistical Analysis

The statistical analysis aimed to identify therapist-
level moderators of feedback effects, including all
available variables listed in the measures section.

Variables

Full sample

Feedback group Control group

Age: mean (SD)
Females (%)
White British background (%)

41.01 (11.33)

56 (83.6%)
56 (83.6%)

Qualifications*
PWP (%) 21 (31.3%)
CBT (%) 39 (58.2%)
Counsellor (%) 5 (7.5%)
IPT (%) 6 (9.0%)
EMDR (%) 7 (10.4%)
DClinPsy (%) 2 (3.0%)

Training: mean years (SD) 4.41 (2.79)

Experience: mean years (SD) 7.56 (5.68)

Caseload size: mean (SD)

27.39 (20.27)

Supervision: mean hours / month (SD) 3.19 (1.42)
LASS mean (SD) 4.05 (0.71)
Deliberate practice mean (SD) 2.69 (0.98)
OLBI-E mean (SD) 2.39 (0.45)
OLBI-D mean (SD) 2.17 (0.52)
JDSS mean (SD) 2.77 (0.42)
PSD mean (SD) 1.32 (0.70)
NPR mean (SD) 0.81 (0.60)
Constructive coping mean (SD) 3.44 (0.64)
Unconstructive coping mean (SD) 1.08 (0.59)
Self-efficacy mean (SD) 21.16 (3.99)
Internal FP mean (SD) 19.04 (3.66)
External FP mean (SD) 13.10 (3.38)
Intuitive DMS mean (SD) 1.56 (0.67)
Empirical DMS mean (SD) 2.80 (0.57)

41.67 (11.47)
25 (75.8%)
27 (81.8%)

40.38 (11.34)
31 (91.2%)
29 (85.3%)

10 (30.3%)
18 (54.5%)

11 (32.4%)
21 (61.8%)

4 (12.1%) 1 (2.9%)
3 (9.1%) 3 (8.8%)
5 (15.2%) 2 (5.9%)
0 2 (5.9%)
4.29 (2.81) 452 (2.82)
7.87 (5.91) 7.25 (5.51)
26.73 (20.18) 28.03 (20.65)
3.32 (1.33) 3.07 (1.51)
4.03 (0.74) 4.08 (0.70)
2.61 (1.10) 2.76 (0.87)
2.39 (0.46) 2.39 (0.45)
2.19 (0.57) 2.14 (0.48)
2.92 (0.47) 2.63 (0.32)
1.43 (0.72) 1.20 (0.66)
0.87 (0.64) 0.74 (0.56)
3.25 (0.68) 3.62 (0.55)
1.19 (0.49) 0.97 (0.67)
20.21 (4.26) 22.09 (3.52)
18.58 (3.91) 19.50 (3.40)
13.21 (3.42) 13.00 (3.39)
1.71 (0.65) 1.42 (0.66)
2.64 (0.64) 2.96 (0.43)

*Percentages for qualifications do not add to exactly 100% because some participants had more than one qualification; PWP = psychological
wellbeing practitioner; CBT = cognitive behavioural therapy; Counsellor = person-centred experiential counselling for depression; IPT =
interpersonal psychotherapy; EMDR = eye-movement desensitization and reprocessing; DClinPsy = doctorate in clinical psychology;

LASS = Leeds alliance in supervision
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This enabled us to examine variables that may be
plausible moderators of feedback effects (e.g.,
internal/external feedback propensity, self-efficacy,
decision-making style, etc.), while controlling for
variables which we expected to be related to therapist
effectsd (e.g., deliberate practice, therapeutic self-
doubt, burnout, etc.). This analysis followed an
exploratory (i.e., data-driven) approach, and investi-
gated interactions between therapist-level variables
and feedback utilization (feedback vs. control
group). The analysis followed an iterative model-
building process described below.

Model-building approach and estimation of
therapist effects. We applied multilevel model-
ling (MLM) nesting patients (level 1) within
therapists (level 2) within services (level 3). Con-
sistent with conventional model-building guide-
lines (Raudenbush, 1993), continuous predictors
were grand mean-centred and MLM was per-
formed in sequential steps, starting with single-
level models and eventually developing multi-
level and covariate-adjusted models that opti-
mized goodness-of-fit. Model fit was examined
after each modelling step by inspecting the stan-
dard error of regression coefficients and the -2
log-likelihood ratio test. The intraclass correlation
coefficient (ICC) was also calculated at each step,
as an index of variability in treatment outcomes
attributable to higher-level nesting variables
(therapists, services). We retained and interpreted
the best-fitting and most parsimonious model
achieved through this stepwise process.

Initial model-building followed five steps. Step 1
was a single-level null model (i.e., with no predic-
tors), including post-treatment PHQ-9 as the depen-
dent variable. Step 2 was a two-level model including
a random intercept for the therapist level. Step 3 was
a three-level model additionally including a random
intercept for the service level. These initial steps con-
firmed that a two-level model had the best goodness-
of-fit, and this structure was retained in the remain-
ing steps. Step 4 entered all available patient-level
variables (age, gender, ethnicity, IMD, employment
status, comorbid chronic illness, use of antidepress-
ant medication, intensity of treatment [low =0,
high =1], baseline PHQ-9, GAD-7, WSAS). In
step 5, non-significant patient-level predictors were
removed to attain a parsimonious case-mix adjusted
model. The same stepwise analysis strategy was
applied to examine therapist effects in post-treatment
anxiety (GAD-7) and functional impairment
(WSAS). These models were performed in the full
sample, without modelling the effects of feedback,
and this enabled us to obtain parsimonious case-
mix adjusted models.

Examination of moderators of the effects of
feedback. The exploration of potential moderators
followed four steps. First, a two-level case-mix
adjusted model (including only significant patient-
level variables) was fitted in the control group
sample, entering all available treatment (treatment
intensity and type) and therapist-level variables.
Second, the same model was fitted in the feedback
group sample. We compared the outputs from both
samples to select potential prognostic indicators (sig-
nificant predictors in both samples) and potential
moderators of feedback effects (significant predictors
in only one of the models). This variable selection
approach offers a parsimonious way to identify
potential moderators, avoiding the need to introduce
a large number of interaction terms into an explora-
tory model (e.g., 21 interaction terms in addition to
31 main effects) or to resort to bias-prone forward
selection approaches (Heinze et al., 2018). In the
third step, we introduced the selected main (i.e.,
fixed) effects and interaction terms (moderator*feed-
back) into a two-level model that was fitted in the full
sample, controlling for the main effect feedback (vs.
control group). Finally, in the fourth step we refitted
a parsimonious and best-fitting model only retaining
statistically significant predictors. This strategy
enabled us to avoid fitting noise variables into the
final models, so as to model therapist effects and
main effects with higher precision. This modelling
strategy was repeated with each of the three
outcome measures (PHQ-9, GAD-7, WSAS) as the
dependent variable.

Results

Statistical outputs from all steps in the modelling
process are available in the Supplemental Materials
(Tables S1-28). Parsimonious models controlling
for statistically significant patient-level predictors
indicated that therapist effects accounted for 9.6%
of variability in depression outcomes (supplement
S6), 9.9% of variability in anxiety outcomes (S15),
and 10.8% of variability in functional impairment
(S24). The most consistent predictors of treatment
response across all outcome measures were patients’
age, employment status, baseline depression (PHQ-
9) and anxiety (GAD-7). Comorbidity of chronic ill-
nesses predicted poor outcomes in depression (PHQ-
9) and functional impairment (WSAS) models. Min-
ority ethnic group also predicted higher post-treat-
ment functional impairment (WSAS).

The effect of feedback on depression treatment
outcomes was significantly moderated by only
two therapist-level variables: [1] caseload size and
[2] external feedback propensity (see Table II).



Table II. Moderators of feedback effects on depression (PHQ-9) treatment outcomes.
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Fixed effects

Variables B SE t P Cl-low Ci-high

Intercept 8.669 0.372 23.333 <0.001 7.941 9.398

Age (mc) —-0.027 0.009 -2.922 0.004 —0.045 —0.009

Unemployed 2.726 0.330 8.260 <0.001 2.078 3.373

LTC 0.849 0.286 2.967 0.003 0.288 1.411

PHQ-9 (mc) 0.395 0.033 11.818 <0.001 0.330 0.461

GAD-7 (mc) 0.088 0.035 2.512 0.012 0.019 0.156

WSAS (mc) 0.063 0.020 3.161 0.002 0.024 0.103

Caseload size (mc) 0.028 0.015 1.843 0.066 -0.002 0.058

External FP (mc) 0.343 0.095 3.601 <0.001 0.156 0.530

Group=FB -0.944 0.509 —1.855 0.064 —1.942 0.054

Caseload size (mc) * FB —0.069 0.022 —-3.223 0.001 -0.112 —-0.027

External FP (mc) * FB —-0.326 0.135 —2.427 0.015 —-0.590 —-0.063

Covariance parameters

Effects Variance SE VA P CI-low Ci-high ICC
Residual effect 29.476 0.992 29.721 <0.001 27.595 31.486

Random effect (therapists) 2.098 0.627 3.345 0.001 1.168 3.769 0.066

B =regression coefficient; SE = standard error; CI = 95% confidence intervals; ICC = intraclass correlation coefficient; mc = mean centred;
LTC =long-term condition; PHQ-9 = patient health questionnaire (depression); GAD-7 = generalized anxiety disorder questionnaire
(anxiety); WSAS = work and social adjustment scale; external FP = extrenal feedback propensity; group = feedback users (vs. controls); note

that main (i.e., fixed) effects are retained for variables that have significant interaction terms; —2 log likelihood = 11515.435

Treatment outcomes were similar for therapists
with smaller caseloads (<40 patients per year).
However, as caseload sizes increased, therapists
in the feedback group had considerably better
treatment outcomes, as shown in Figure 1 -
panel A. Furthermore, average post-treatment
depression scores were in the clinical range
(PHQ-9 > 10) for control-group therapists with a
yearly caseload size above 70, whereas average
depression scores were in the sub-clinical range

Interaction of feedback * caseload size

25

20

Post-treatment PHQ-9

Feedback group

0 20 40 60 80 100 120

Caseload size

for feedback-group therapists
large caseloads.

As shown in Figure 1 - panel B, post-treatment
depression scores were generally higher for therapists
with a high external feedback propensity. However,
this general trend for poorer outcomes at high-
levels of external feedback propensity was mitigated
by feedback utilization, since feedback-group thera-
pists had significantly better treatment outcomes
relative to those in the control group. Furthermore,

with comparably

Interaction of feedback * external feedback propensity

25

20

Post-treatment PHQ-9

Feedback group

5 10 15 20 25

External feedback propensity

Figure 1. Moderators of the effect of feedback on depression (PHQ-9) treatment outcome.
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only caseload size was a significant moderator of the
effect of feedback in models examining anxiety (sup-
plement S19) and functional impairment (sup-
plement S28) as treatment outcomes. These
models which included feedback and moderators of
feedback utilization had smaller TE indices (ICC =
0.066 for depression, 0.088 for anxiety, 0.099 for
functional impairment) in comparison to the initial
models that only adjusted for patient-level variables
(86, S15, S24). No other therapist-level character-
istics had replicated support as statistically significant
main effects when they were examined in the feed-
back and control samples, nor in the full sample.

Discussion

The literature on TE has identified several interperso-
nal and professional characteristics that may charac-
terize effective therapists (Wampold & Owen,
2021). However, few of these findings have been repli-
cated and there is a lack of multivariable analyses
testing the robustness of multiple therapist character-
istics in the same sample. Furthermore, there are few
investigations of therapist characteristics as potential
moderators of treatment effects in psychotherapy
studies (Heinonen & Nissen-Lie, 2020) and in
studies of feedback-informed treatment (de Jong
etal.,2021). This study aimed to contribute to this lit-
erature by examining a selection of therapist charac-
teristics that have been associated with treatment
outcomes in prior studies, and by exploring potential
moderators of the effects of progress feedback.

The results do not provide any support for the
included variables that have been associated with treat-
ment outcomes in prior studies. It is important to note
that the majority of variables collected in this study are
related to therapists’ professional characteristics, and
only few variables provided information about inter-
personal aspects (negative personal reaction, construc-
tive and unconstructive coping). Overall, the variables
assessed in this study do not seem to enable us to
reliably differentiate between more and less effective
therapists in this treatment setting.

However, consistent with prior evidence (Baldwin
& Imel, 2013; Johns et al., 2019), TEs were signifi-
cant in this study sample, explaining around 10%
of variability in treatment outcomes. The magnitude
of the TE reduced once feedback utilization and
moderators were included in the analysis. For
example, this reduced from 9.6% to 6.6% in the
model of depression treatment outcomes and from
9.9% to 8.8% in the model for anxiety outcomes.
These findings indicate that feedback utilization
reduces variability in performance between thera-
pists, and that the beneficial effect of feedback is

moderated by two variables which we examined.
Specifically, the effects of feedback were more posi-
tive when therapists had larger patient caseloads.
This is plausibly explained by the experimental pro-
cedure in the FIT group, since these therapists
were specifically instructed to prioritize discussing
“not on track” cases in their clinical supervision con-
sultations. Given that therapists with large caseloads
cannot thoroughly discuss all their cases in the
limited time available for supervision, it is likely
that the FIT method of case selection optimally
prioritizes those cases where careful reflection about
the case formulation and modification of the treat-
ment plan may be necessary. Prior evidence in the
field of clinical supervision suggests that supervision
time can often be devoted to a heterogeneous set of
tasks and discussions (Milne & Gracie, 2001;
Simpson-Southward et al., 2017), and methods of
case selection and discussion are not always effective
(e.g., Milne et al., 2009). It seems that the FIT
method may correct for this potential problem,
ensuring that clinical supervision is systematic and
outcome-oriented. An alternative explanation could
be that therapists with higher caseloads also get
more practice at using the FIT method and become
more effective for this reason. Of course, these expla-
nations are not mutually exclusive, and it may be that
a combination of practice and strategic selection of
cases for clinical supervision may explain this finding.

The second moderator was external feedback pro-
pensity (EFP), referring to a preference for evaluating
one’s performance based on other people’s opinions
or perspectives (see Herold & Fedor, 2003). Therapists
with low EFP generally attained better treatment out-
comes than those with high EFP, as shown in Figure
1. However, the seemingly hindering effect of high
EFP was attenuated by feedback-utilization. As EFP
reflects a tendency to rely strongly on validation and
reassurance from others (i.e., patients, peers, supervi-
sors) in order to feel competent, it could be that thera-
pists who strongly require validation may come across
as less confident and credible to their patients, thus
undermining their expectations about improvement.
This interpretation fits with wider evidence that the
perceived credibility of therapy is associated with treat-
ment outcomes (Constantino et al., 2018). Further-
more, therapists in the FIT group were trained to
have structured discussions with patients who were
classed as “not on track”, providing them a specific
framework to explore potential obstacles to improve-
ment in a collaborative way (Delgadillo et al.,
2018b). Hence, feedback technology provided unam-
biguous information about whether patients are
responding to treatment as expected, which is a con-
crete form of external feedback. The FIT procedure
and training provided direction on how to approach



and solve difficulties in practice, potentially helping
therapists with high EFP to behave in a more decisive,
structured and credible manner.

Strengths and Limitations

To our knowledge, this is one of the few studies that
systematically gathered a wide array of therapist
characteristics in a large enough sample (including
enough patients per therapist) to model therapist
effects reliably. The experimental design simul-
taneously enabled the examination of therapist vari-
ables as outcome predictors as well as moderators
of the effect of feedback. In addition, the multi-
centre and pragmatic design of this trial enabled us
to study therapist effects in a diverse sample of
patients and therapists recruited from eight health
services from different regions of England. As
reported above, all psychometric measures had ade-
quate reliability and were selected a priori based on
prior literature and evidence.

The findings should also be interpreted in light of
some methodological shortcomings. Although we
were able to gather over 20 therapist-level variables,
these mostly reflect professional characteristics.
Hence, we cannot draw firm conclusions about inter-
personal aspects, since only few such variables were
collected. All measures collected in this study were
self-reported by patients and therapists, which may
be influenced by social desirability bias and
demand characteristics. The use of observer-rated
assessments such as the facilitative interpersonal
skills (FIS) task seems to be a promising area for
research into therapist effects (Anderson et al.,
2009, 2016). However, interpersonal variables such
as the FIS are drawn from observation and ratings
of clinical behaviours and are more difficult to
collect in large-scale studies. Furthermore, a lack of
therapy session recordings precluded us from investi-
gating therapy processes in a more direct way.

Conclusions

We found little evidence that therapists’ professional
characteristics are associated with differential treat-
ment outcomes. Consistent with prior evidence from
the USA (Delgadillo et al., 2022), feedback-informed
treatment reduced the magnitude of therapist effects
at a service-wide level in this UK treatment setting,
enhancing the effectiveness of psychological therapy
and minimizing the gap between more and less effec-
tive therapists. Therapists with a strong external feed-
back propensity benefitted most from using progress
feedback, since this provided them with a clear and
structured way to support patients who were not on
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track. These findings provide additional reasons to
implement feedback in routine care, and particularly
in services where therapists may have large caseloads.
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