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CARE
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Tr a i n i n g  
O v e r v i e w

Part 1: Introduction to MBC

o Introduction to MBC model
o Benefits of MBC
o Barriers to MBC

Part 2: Implementation Troubleshooting

o Introducing new measures
o Reviewing measures 
o Troubleshooting
o Roleplay

Options for Continued Learning

o Review of MBC Training Toolkit
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Presenter Notes
Presentation Notes
This training deck was designed to be presented as 2.25-2.5 hours of content, which can be broken up into two parts – an introduction to MBC (~45-60min) and an implementation troubleshooting session (~90min). While this format worked well for our purposes, it can easily be modified for other settings. 

Following this initial training, we encourage additional self-learning through use of our MBC training toolkit, including review of the Clinical Guide, Video Demonstrations, and roleplay practice using our Practice Guide



MBC 
Training Toolkit MBC Clinical Guide

Video Demonstrations

Practice Guide
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Presenter Notes
Presentation Notes
In addition to this training, the MBC Training Toolkit includes three other resources that clinicians can use to continue learning and practicing MBC. 

Clinical Guide: Practical reference guide offers an overview of MBC and details how, when, and why to implement standard measures used at CVN, including the AUDIT-C, PCL-5, GAD-7, PHQ-9, CIS and CSI. Additional measures may be added to this guide moving forward. We encourage you to build out similar summary resources for any measures commonly used within your organization. 

Video Demonstrations: Professionally filmed videos demonstrate how to effectively review four commonly used measures (AUDIT-C, PCL-5, GAD-7, PHQ-9) within a therapy session

Practice Guide presents plans for roleplays addressing four common implementation challenges



What  i s  MBC?

“Measurement Based Care entails the systematic administration of 
symptom rating scales and uses the results to drive clinical decision 
making at the level of the individual patient” 

(Fortney et al., 2017)

Contrast to alternatives like:
• outcome measures alone
• intuition 
• non-systematic data collection
• and general client satisfaction
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Presenter Notes
Presentation Notes
Teaching Notes:
Measurement-Based Care can be defined as “the systematic administration of symptom rating scales and uses the results to drive clinical decision making at the level of the individual patient” 


This can be contrasted to alternatives like:
monthly measures 
intuition 
non-systematic data collection
and general client satisfaction

As we talk through the benefits of MBC today, keep this sorts of alternatives in your mind
Assessment is intended to use along with clinical judgment
Measurement is only a starting point, but it’s a crucial starting point




Measu remen t  Mat te rs

It is hard to know how well we are doing without 
measurement

Clinical Skill
• Asked to rate overall clinical skills and performance

compared to peers, in terms of a percentile

• “Illusory Superiority”: We’re all above average (and most in top 
10%!)

Client Outcomes
• Almost half the sample indicated that none of their clients regressed

• 21.2% of clinicians believed that 90% or more of their clients improved 
as a result of psychotherapy

Self-rated Clinical Skill 
(as compared to peers)

90th+ percentile

50-74th

75th-89th percentile

Walfish S1 , McAlister B, O'Donnell P, Lambert MJ. (2012). An investigation of self-assessment bias in mental health providers. Psychol Rep., 110(2):639-44.5

Presenter Notes
Presentation Notes
Teaching Notes: 
But why is that? Why does measurement matter. 

As therapists we owe it to our clients to constantly strive to improve our effectiveness, to be the best we can be and provide the strongest services we can. 

Unfortunately, that is difficult to do without objective data. It is hard to know how well we are doing without measurement. 


One example of this challenge comes from a 2012 paper surveying clinicians in private practice (review findings)

To be clear, any measurement – including measurement of symptoms, distress, and dysfunction and measurement of therapy outcomes - is difficult and imperfect. But we owe it to our clients to try. 


(For reference) 
Walfish: A total of 129 mental health professionals in private practice participated in this study. Of these, 39% were men and 60% were women (1% did not specify). The sample was comprised of 12 psychiatrists (9.3%), 34 psychologists (26.4%), 28 professional counselors (21.7%), 37 clinical social workers (28.7%), and 18 marriage and family therapists (14%).

Compared to other mental health professionals within your field (with similar credentials), how would you rate your overall clinical skills and performance in terms of a percentile (0–100%, e.g., 25% = below average, 50% = average, 75% = above average)? 

	Most endorsed being better than 75% of their peers and NONE believed they were below average. 

(2) What percentage (0–100%) of your clients gets better (i.e., experience significant symptom reduction) during treatment? What percentage stays the same? What percentage gets worse?

On average we think 77% of our clients improve and estimate 3.7% deteriorate 
58.4% said 80% of their clients improved 
21.2% said 90% or more of their clients improved 

* We probably need to believe this to stay positive and keep working but its important to be aware of our blind spots! 

Note to trainers: If you wish to expand on this can discuss the following from Smith, T and Kearney, L.K. Measurement-based care [PowerPointslides]. Retreived from https://conference.avapl.org/pubs/2018%20Conference%20Presentations/MBC%20Slides%20for%20VAPL%20-%20Kearney%20%20Smith%205-23-18.pdf

How well do we really do?

REALITY is in routine care about: 
35-48% of our clients improve 
48-57% don’t change 
3-8% deteriorated 

We are NOT good at telling when patients are deteriorating (miss about 75-100% of them) nor are we good at recognizing when patients recover early 
When rated objectively, less competent therapists over-rate their abilities more than competent therapists 

Parker ZJ1, Waller G2. (2015). Factors related to psychotherapists' self-assessment when treating anxiety and other disorders. Behav Res Ther. 66:1-7. doi: 10.1016/j.brat.2014.12.010. 


Hansen, et al. (2002) found that in routine care (based on multiple treatment settings from EAP to Community Mental Health and a 6,000-patient sample), only one-third of clients improved and 8% (range = 3–14%) deteriorated. 
Okiishi, Lambert, Eggett, Nielsen, Dayton, and Vermeersch, (2006), in a study of outcome across 71 therapists, found a proportion of clients deteriorated even within the top 10% of most effective therapists. 
Outcomes in the Hannan, et al. (2005) study were closer to benchmark outcomes reported by Hansen, et al. (2002), with client deterioration present across the entire sample of therapists






Awareness  o f  Bl ind  Spots

Without accurate objective information: 

• May assume we do NOT need to make changes or try alternative approaches 
(clinical inertia)

• Patients may be deteriorating and we won’t act to change course before they 
drop out 

• Our patients may be showing reliable recovery and should be discharged to 
another level of care

Slide source: Smith, T and Kearney, L.K. Measurement-based care [PowerPointslides]. Retreived from 
https://conference.avapl.org/pubs/2018%20Conference%20Presentations/MBC%20Slides%20for%20VAPL%20-
%20Kearney%20%20Smith%205-23-18.pdf
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Presenter Notes
Presentation Notes
Teaching Notes: 
So why is that – why is it necessary to be aware of these blind spots?

Clinical Inertia – Situation where we don’t change the treatment plan despite a lack of substantial improvement in symptom severity.

We are NOT good at telling when patients are deteriorating (with some research suggesting we miss about 80%% of them – see below) 

nor are we good at recognizing when patients recover early

Basically, measurement helps us maximize the likelihood that nonresponse to treatment is detected by the provider


References for more information:
As cited in Fortney, J. C., Unützer, J., Wrenn, G., Pyne, J. M., Smith, G. R., Schoenbaum, M., & Harbin, H. T. (2017). A Tipping Point for Measurement-Based Care. Psychiatric services (Washington, D.C.), 68(2), 179–188. https://doi.org/10.1176/appi.ps.201500439

“On the basis of clinical judgment alone, mental health providers detect deterioration for only 21.4% of their patients who experience increased symptom severity” (Hatfield D, McCullough L, Frantz SH, et al. (2010). Do we know when our clients get worse? An investigation of therapists’ ability to detect negative client change. Clinical Psychology and Psychotherapy 17: 25–32)

Detection rates are even worse for patients whose symptoms are not deteriorating but who also are not improving as expected” (Hannan C, Lambert MJ, Harmon C, et al. (2005). A lab test and algorithms for identifying clients at risk for treatment failure. Journal of Clinical Psychology 61:155–163)



How Does  MBC Work?

1. ASSESS: Clinically appropriate, evidence-based measures* administered during 
screening, intake and at regular intervals throughout treatment. 

2. USE: With the information collected from standardized measures, clinicians and 
patients review together and work collaboratively to make informed decisions 
about patients’ care including tailoring treatment to address patients’ specific needs. 

3. SHARE: Information gathered from standardized measures are shared not only with 
patients but with other clinicians involved in treatment to better coordinate care. 

*may additionally include idiographic/individualized measures where appropriate
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Presenter Notes
Presentation Notes

ASSESS: Note that both clinician-administered and patient self-report measures may be used. In addition to standardized measures, MBC can also include the use of client-specific assessments to track on symptoms or goals particularly relevant to that individual (but this is not what we will be focusing on in this training.





Targe ted  Trea tment

MBC is a natural fit for any targeted treatment model:

Choosing measures helps to identify a problem focus

Assessment tools help us to measure improvement 
in target area

Weekly repetition simplifies data collection
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Presenter Notes
Presentation Notes
MBC is a natural fit for targeted for shorter term treatment models: 

The process of selecting measures helps to identify a problem focus, which is a crucial step of assessment and treatment planning

MBC helps us to measure improvement in a target area, to maximize treatment gains over a short time period

Moving to weekly assessment actually helps us simplify data collection so we don’t have to keep monitoring who requires monthly measures




Why  MBC :  Improved  Outcomes

• Over 20 RCTs of MBC with at least 9 review articles demonstrating 
improved outcomes compared to UC, including:

• Greater improvement in specific symptom and general outcome rating scores pre to post treatment
• Greater % of clients demonstrating clinically significant and reliable change (couples and indiv)
• Faster initial response to treatment and faster overall rate of improvement
• Fewer clients demonstrating no change or deterioration at 6 week mark

• Findings are robust and have been demonstrated across:
• multiple settings
• diagnosis
• age
• provider type 

(Lewis et al., 2019; Fortney, 2015)
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Presenter Notes
Presentation Notes
The biggest selling point for using MBC is that it WORKS! 


There have now been over 20 RCTs on MBC with at least 9 review articles demonstrating generally improved outcomes of MBC compared to UC. 

As clinicians, our top priority is seeing client’s make progress toward their stated goals. That is, we want improved treatment outcomes. Research consistently demonstrates that using regular repeated assessment to guide treatment decisions leads to improved outcomes as compared to treatment as usual that does not include the use of repeated measures. 


Findings are robust and have been demonstrated across:
Multiple settings (including academic counseling center, private practice, hospital setting, as well as both individual and couples therapy)
Diagnosis (including depression, anxiety, stress, ADHD, substance use disorders, psychosis)
Age (including children, adolescents, and adults)
provider type (including psychotherapists, psychiatrists, PCPs)






Bene f i t s  o f  MBC

Client
• Helps clients better 

understand their symptoms
• Allows clients to more 

easily quantify and 
communicate their 
experience

• Encourages active 
involvement in treatment 
process

Clinician
• Alert us to lack of progress
• Direct us to recognize 

important treatment 
targets

• Observe factors associated 
with change

• Inform treatment decisions
• Facilitate care coordination 

or collaboration

Organization
• Aggregate data can yield 

practice-based evidence, 
data for accreditation or 
insurance bodies, and 
objective measures of 
quality improvement 
efforts. 

• Can facilitate a population 
health approach

(Lewis et al., 2019)
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Presenter Notes
Presentation Notes
(From 2019 review article on Implementing MBC in Behavioral Health)

***NOTE TO TRAINER: Animation is set up so screen comes in blank, as opportunity to first ask clients to generate benefits before reviewing these

On this slide, we will be reviewing some of the research-based benefits of MBC as outlined in a 2019 review article on implementing MBC in behavioral health. Importantly, this is not even an exhaustive list of benefits, but covers some of the most common benefits reported over 15 studies.  

CLIENTS
Helps clients better understand their symptoms
Clients become more knowledgeable about their symptom presentation, 
Through the act of regular monitoring they become more aware of symptom fluctuation over time 
And more cognizant of the warning signs of relapse or reoccurrence 
Allows clients to more easily quantify and communicate their experience
The focus on repeated assessment of specific symptoms can help clients to develop a shared language and improve communication about symptom changes
This can feel empowering to clients and can support the therapeutic relationship
Encourages active involvement in treatment process
Continuously returning to measures each session leads to a more informed and activated patient 
Clients become better prepared to participate meaningfully in shared decision making regarding their care


CLINICIAN
Alert us to lack of progress
We as clinicians frequently miss the signs for clinician deterioration. Think back to that research on illusory superiority where about half of clinicians believed NONE of their clients deteriorate during treatment. That is a problem. 
MBC can help to maximize the likelihood that nonresponse to treatment is detected by the provider
Direct us to recognize important treatment targets (e.g., sleep, suicidality)
This might be specific symptoms that are of top clinical concern or seem to be resistant to treatment 
Observe factors associated with change
Inform treatment decisions
This could be the inclusion of additional specialized treatment, either a different EBP or perhaps the addition of a focused group, such as a sleep-focused treatment group
Facilitate care coordination or collaboration
Having objective data gives us a shared language with other providers and a way to more easily assess progress across treatment modalities to stay on the same page. 


ORGANIZATIONAL
Aggregate data can yield practice-based evidence, data for accreditation or insurance bodies, and objective measures of quality improvement efforts. 
MBC can also facilitate a population health approach
A population health approach aims to improve the health of an entire population  or community and to reduce health inequities among population groups. The data from MBC can ultimately be used at the organizational level to highlight trends and identify needs across a population. 


OTHERS: (trainer can raise these if they aren’t brought up by participants)
Recognize improvement early in the course of treatment 
Help clients AND clinicians feel more optimistic and hopeful 
Maintain better adherence to the treatment 




Accep tab i l i t y  t o  Cl ien ts

Specifically, clients perceive use of assessment scales as:

• Efficient 
• Complementary of their provider’s clinical judgment 
• Evidence that clinician is taking their problems seriously 
• Helpful to them in better understanding their illness 
• Helpful to them in expressing themselves to their 

provider

Dowrick C, et. al., BMJ, 2009

Clients tend to like measurement!
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Presenter Notes
Presentation Notes
Another benefit not noted on that table is that repeated measures can improve buy-in and motivation for continued progress. And a lot of people enjoy measurement! (Can joke:  “How many of you here have taken an online quiz of some sort of your own volition in your spare time?”)

While many clinicians express concerns that their clients won’t accept the regular use of measures, there is actually research indicating that clients generally find measures to be not only acceptable but actively beneficial. We already touched on this in the last slide, but clients in this study were specifically asked about their reactions to the use of assessment in their treatment. Clients perceived use of repeated measures to be:
– Efficient 
– Complementary of their provider’s clinical judgment 
– Evidence that clinician is taking their mental health problems seriously 
– Helpful to them in better understanding their illness 
– Helpful to them in expressing themselves to their provider  




Bar r i e r s  t o  MBC

Client
• Time for completing 

measures
• Concerns that responses 

might affect clinical 
relationship

• Patient symptoms (e.g., 
suicidality, psychosis) 
and/or disability (e.g., 
cognitive impairment, 
visual impairment)

• Concerns about breach of 
confidentiality

Clinician
• Admin burden; time, 

human resources
• Attitudes
• Lack of clarity on the 

clinical utility
• Concern with how the data 

will be used (e.g., 
performance review) 

Organization
• Resources for training
• Guidance on selecting 

standardized self-report 
measures

• Staff turnover
• Leadership support
• Organizational norms, 

culture, and climate

(Lewis et al., 2019)
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Presenter Notes
Presentation Notes
(From 2019 review article on Implementing MBC in Behavioral Health)

***NOTE TO TRAINER: Animation is set up so screen comes in blank, as opportunity to first ask clients to generate barriers before reviewing these


Barriers = "factors that impede the adoption, implementation, or sustainment of a practice“

Note: Admin barriers are greatest concern for clinicians
 

Client Obstacles:
Time:    
Probably the most common concern, both for clients and clinicians. The subjective response burden is especially high if results were not discussed and integrated into treatment or if some items on a scale do not seem relevant to a particular patient
Reported outcomes might affect relationship with clinician  
There can be concerns that reporting minimum progress will impact the therapeutic relationship or lead to clinicians being disappointed with their clients 
Patient symptoms: 
Certain symptoms can present unique challenges to the completion of MBC. Specifically, suicidality and psychosis have both been raised by researchers as potential barriers. I would note that use of repeated assessment is particularly crucial in regards to suicidality. I’ve seen one study raised concerns about using repeated measures with clients with Cluster B personality disorders BUT, MBC is a hallmark of Dialectical Behavior Therapy, one of the most widely researched and efficacious treatments of BPD
Breach of confidentiality    
This concern relates to use of paper measures where clients are asked to monitor symptoms using a form they bring home, which is not typically going to be the case in our use of MBC



Clinician Obstacles:
Admin burden: time, human resources for using MBC
Attitudes. Attitudes and biases against MBC can come from many places, but is often tied to our experiences in training. Most of us weren’t taught this as a standard part of our graduate coursework or clinical training. In fact, the idea of routine repeated measurement may be antithetical to our training. 
Lack of clarity on the clinical utility. Part of this lack of clarity can come from self-assessment bias or illusory superiority effect we talked about earlier, which can lead to inflated estimates of our own performance AND of our patient’s improvement. 
Concern with how the data will be used. Specifically, concerns that lack of sufficient therapy progress as measured solely by weekly assessment could have an impact on employment 

Organizational Obstacles:
Resources for training
Guidance on selecting standardized self-report measures
Staff turnover  - continued training of new staff following initial training like we’re doing now can be a problem
Leadership support – Leadership matters and the tone is set at the top
Organizational norms, culture, and climate – And, at the same time that we recognize the importance of strong leadership, we also need to recognize the contribution of peers to shaping organizational norms and culture

Others?
Client preference: while most people find measuring progress rewarding, some don’t. Particularly true if the measures do not feel immediately applicable, which highlights the need for thoughtful measurement selection and continual review
Training



A d d r e s s i n g  B a r r i e r s :
C V N  E x a m p l e s  

• Pilot process to allow us to learn more (we 
expect bumps in the road)

• Two network-wide clinical trainings to review 
benefits and begin practice

• Development of MBC Toolkit to support 
additional tailored clinic-based training 

• Ongoing consultation to clinic by CVN Clinical 
Programs and identified MBC leaders across 
network

• Process support from CQI team and NIS
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Presenter Notes
Presentation Notes
Note to trainer: Replace this slide with examples from your host org

We at headquarters are actively working to address as many of these barriers as we can, both the logistical ones and the more culture-based. We want to provide resources and support through every step of this process. Here are some of the ways we plan to do that. 





A d d r e s s i n g  B a r r i e r s :  
C l i n i c i a n s

W h a t  c o n c e r n s d o  
y o u  h a v e  a n d  w h a t  

b a r r i e r s d o  
y o u  a n t i c i p a t e  i n  

i m p l e m e n t i n g

MBC?
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Presenter Notes
Presentation Notes
We have tried in this training to address common clinician barriers related to attitudes toward routine measurement and lack of clarity on clinical utility, but what we would love to hear specific concerns that you have as you anticipate moving to MBC

Notes to Trainer: 
There may not be time to address individual concerns directly in this training, but have a notetaker write down any specific concerns to be raised directly with the clinic and incorporate those concerns into the specific clinic’s training plan. 
Also emphasize that you fully expect there will be outstanding concerns at the end of this training. Often these concerns are addressed in the course of implementation. 

Common barriers:

-Attitudes
-Lack of clarity on the clinical utility
-Admin burden: time, human resources
-Concern with how the data will be used




Imp lemen t i ng  MBC

• Choosing measures
• Standardized measures
• Developing idiographic (client-specific) measures

• Introducing measures
• How to introduce in a way that improves buy-in

• Troubleshooting
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Presenter Notes
Presentation Notes
Last two points we’ll discuss in part II of this clinical training



Add ing  Add i t i ona l  Measures

• Additional idiographic/client-specific measures
• Behavioral monitoring outside of standardized measures will typically be 

tracked within the note in most EHR  systems (e.g., # of drinks)

Remember: Measures must be clinically actionable to be useful
• Measure most important symptoms
• Current (ideally day of session)
• Easily interpretable
• Readily available during the encounter
• Scales must be reliable and sensitive to clinical change
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Presenter Notes
Presentation Notes
Please let us know if there are others you regularly use and we can add to MBC Clinical Guide



• I n t r o d u c i n g  M e a s u r e s

• R e v i e w i n g  M e a s u r e s

• T r o u b l e s h o o t i n g

• R o l e p l a y  p r a c t i c e s

N e x t  t i m e …

PART I I
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PART I I
• I n t r o d u c i n g  M e a s u r e s

• R e v i e w i n g  M e a s u r e s

• T r o u b l e s h o o t i n g

• A d d i t i o n a l  p r a c t i c e

• W r a p - u p
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MBC 
Training Toolkit

MBC Clinical Guide

Video Demonstrations

Practice Guide
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Presenter Notes
Presentation Notes
The MBC Training Toolkit includes three, that clinicians can use to continue learning and practicing MBC. 

Clinical Guide: Practical reference guide offers an overview of MBC and details how, when, and why to implement standard measures used at CVN, including the AUDIT-C, PCL-5, GAD-7, PHQ-9, CIS and CSI. 
Additional measures may be added to this guide moving forward. We encourage you to build out similar summary resources for any measures commonly used within your organization. 

Video Demonstrations: Professionally filmed videos demonstrate how to effectively review four commonly used measures (AUDIT-C, PCL-5, GAD-7, PHQ-9) within a therapy session

Practice Guide presents plans for roleplays addressing four common implementation challenges



I n t r oduc ing  Measures

What Works:
• Remember your commitment and attitude is contagious!
• Link use of measure to client’s major symptoms and treatment goals
• Communicate utility of repeated measures for clinical care 
• Normalize MBC as an effective gold-standard of care, and part of treatment
• Address questions and concerns in empathetic manner, while maintaining 

commitment to MBC model
• Familiarize yourself with all standard measures in advance so you can move fluently 

and efficiently through them 

What DOESN’T Work:
• “Supervisor/CVN told me we have to do this”
• “I don’t really want to either”
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P o p  Q u i z :
So what  are  the  

benefits  of
MBC?
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Presenter Notes
Presentation Notes
Last webinar we reviewed a LOT of benefits across stakeholders – clients, providers, and the broader organization. 

Which points would you want to emphasize for clients? What are the KEYS for you?



I n t r oduc to r y  Scr ip ts

From TherapyMeetsNumbers.com
‘In addition to us talking here about what’s brought you today, I 
also use a standard scale that’s used widely in therapy. This 
helps us get a wider sense of the areas you’re facing right now 
and how much they’re affecting you. I’ll ask you to fill one in 
now, and if it seems appropriate, to complete one at the 
beginning of each session to see how you seem to be progressing. 
That can help us to know whether we’re focusing on what is 
really going to make a difference for you. How does that sound 
to you?’
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I n t r oduc to r y  Scr ip ts

How I might introduce measurement:

“It’s really important to me that we’re doing all we can to help you make the most progress possible. And one of the 

best ways to know if we are making progress in treatment is to regularly measure it. So we’re going to start that 

measurement today and then repeat it at every session so that we can assess whether things are moving in the right 

direction, or whether we need to make adjustments to our approach.

As you start making progress, we’ll get to watch these numbers shift. And if it ever feels like we’re not making the 

progress you’re hoping for, or if the things we’re focusing on in our assessments don’t reflect your top treatment 

goals, that’ll be important for us to discuss too. My only goal is to help you reach yours, and regularly assessing 

progress helps me do my very best as well. How does all that sound? (answer) What questions do you have for me 

at this stage?”

(Then introduce specific measure, tying to treatment goals)
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Presenter Notes
Presentation Notes
Trainer – update this script to reflect how you would introduce measurement. The idea is to give examples of multiple clinical voices. 



Exe rc i se

• Write up your own script

• What are the key points to 
convey? 

• Find the language that feels 
authentic
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Presenter Notes
Presentation Notes
Note to trainers: Roleplay practice included at end of training can also be moved here



Rev iew ing  Measures

• Normalize starting with assessment
• Can put as first line of agenda if you typically begin with a treatment agenda, 

or can review measure prior to setting agenda

• Review collaboratively
• Link current scores to previous scores and overall trend
• Link measurement back to client’s original goals for treatment

• Adjust treatment if needed
• If measure feels irrelevant, brainstorm what could be added to better capture 

client’s main concerns
• If scores aren’t improving, brainstorm/suggest change of course

25



Troub leshoo t i ng

4 Common challenges:

1. Improving buy-in (both for initial completion of measure and weekly)

2. Measures not completed prior to session

3. Suspected over or under-reporting

4. Minimal change

26

Presenter Notes
Presentation Notes
Set stage that we will be role-playing some of these. 

Each of these scenarios is also covered in our roleplay Practice Guide, part of the MBC Training Toolkit. The Practice Guide includes scenarios for mock clients and competencies for mock clinicians. 



T r o u b l e s h o o t i n g

I m p r o v i n g  
B u y - I n
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Presenter Notes
Presentation Notes





Tr o u b l e s h o o t i n g
I m p r o v i n g  B u y - I n

Client hesitant to complete or skeptical of measures:
• Reiterate utility of repeated measures for clinical care

• Helps clinician be the best they can be
• Helps client maximize progress 

• Move along quickly without over-explanation

• Link use of current measure to client’s major symptoms and treatment goals or even to in-
session behaviors

• Address client’s questions and concerns in empathetic manner, while maintaining 
commitment to measurement-based care

• Validate client’s preferences and reaction, while maintaining allegiance to MBC
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Tr o u b l e s h o o t i n g
I m p r o v i n g  B u y - i n

Once client agrees to complete together:
• Move through assessment quickly and fluently

• Reinforce! 
• Link responses back to original client goals and treatment plan
• Demonstrate utility to set stage for continue use of repeated measures
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Tr o u b l e s h o o t i n g :  
I m p r o v i n g  B u y - I n  ( G A D - 7 )
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Presenter Notes
Presentation Notes
0:39 – 3:32

https://www.cohenveteransnetwork.org/mbc/



T r o u b l e s h o o t i n g

M e a s u r e s  n o t  
c o m p l e t e d  i n  a d v a n c e
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Presenter Notes
Presentation Notes

Before showing video, can elicit thoughts from clinicians



Tr o u b l e s h o o t i n g :  
N o t  C o m p l e t e d  I n  A d v a n c e

• Immediately complete in session, if not done in advance:
• This is not a punishment, but can be an aversive natural consequence
• Early on, validate and move quickly into the assessment

• Briefly troubleshoot what got in the way of completion
“What do you think got in the way of completing this measure before today’s session? I want to 
understand where our plan broke down so we can be sure to troubleshoot that going forward”

- can adjust when forms are sent
- can have client schedule the 15m before appt to complete measure
- reminders on client’s phone

• Maintain commitment and find reinforcers to increase buy-in.
• can remind client completing in advance means more session time focused on other 

interactions
• connect measurement back to client’s goals
• reiterate that measurement helps us to maximize treatment progress 
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Presenter Notes
Presentation Notes
Item by item tracking
Helps to focus on specific concerns of client



Tr o u b l e s h o o t i n g :  
N o t  C o m p l e t e d  I n  A d v a n c e ( P H Q - 9 )
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Presenter Notes
Presentation Notes
0:55-3:15

https://www.cohenveteransnetwork.org/mbc/


ASK: What did you notice? What did the clinician do to address the issue of measures not being completed in advance? 



T r o u b l e s h o o t i n g

S u s p e c t e d
o v e r / u n d e r r e p o r t i n g
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Before showing video, can elicit thoughts from clinicians



Tr o u b l e s h o o t i n g :  
S u s p e c t e d  O v e r / U n d e r r e p o r t i n g

• Stay curious and non-judgmental
• Can help to review client’s answers as a question or ask “does that still sound 

right?” Check voice tone!
• “You mentioned at intake that you have a drink of alcohol 2 to 3 times a week?” 

• Attempt to clarify whether misunderstanding or motivated under/overreporting
• Clarify measurement terms

- E.g., in SUD clients frequently underreport due to misunderstanding/comparison to 
group norms 

• Assess possible motivations for over/underreporting
• Normalize such motivation given real reinforcers
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Tr o u b l e s h o o t i n g
S u s p e c t e d u n d e r r e p o r t i n g ( A U D I T - C )
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T r o u b l e s h o o t i n g

M i n i m a l  c h a n g e s
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Tr o u b l e s h o o t i n g
M i n i m a l  c h a n g e s  o n  a s s e s s m e n t

• Use as opportunity to reflect, learn, and course-correct
• Validate client’s frustration and barriers to progress
• Reinforce their honesty
• Demonstrate curiosity
• Align with shared goals of improvement and demonstrate willingness to shift 

course to meet their needs
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Tr o u b l e s h o o t i n g
M i n i m a l  c h a n g e s  ( P C L - 5 )
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How to  Improve

• Clinicians do NOT reliably improve over time 
(Goldberg et al., 2016; Owen, Wampold, Rousmaniere, Kopta, & Miller, 2016; Erekson, Janis, 
Bailey, Cattani, & Pedersen, 2017)

Improvement takes 
focused practice…

not just repeated 
performance
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De l i be ra te Prac t ice

• “Deliberate Practice” is:
• Purposeful and systematic
• Requires focused attention
• Is conducted with the specific goal of improving performance

• Opportunities for deliberate practice:
• Formal self-monitoring on specific areas for improvement
• Role plays – in supervision, in team meetings, with peers
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Today’s training is just an introduction! MBC is new and may feel uncomfortable. That’s ok! In fact, to be expected. 

As we talked about before, we will all have blindspots. Way we get better is by actively working to both identify and remedy those blindspots. And the best way to improve skill in any area is through deliberate practice. 

In the next two slides, we will present a way of using deliberate practice in your clinic or even on your own to strengthen your ability to introduce measurement effectively. Seasoned clinicians may have done this many hundreds or even thousands of times; we still encourage you to go through this practice, as you may realize when you lay out your introductory script that there is room for further improvement. Remember, every one of us can improve. 



R o l e p l a y :  
I n t r o d u c i n g  A s s e s s m e n t

Groups of 3: Clinician, Client, Observer

Repetitions: Run through at least 2 times (can do a third after 
all turns if time). Pause enough between reps to reflect on what 
you want to improve.

Observer: Take notes on wording 

Feedback: After last repetition. “Two likes and a wish” format
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R o l e p l a y :  
I n t r o d u c i n g  A s s e s s m e n t

CLINICIAN

Present your introductory script, 
including rationale for doing weekly 
assessment. 

E.g., “It’s really important to me that 
we’re doing all we can to help you 
make the most progress possible…”

CLIENT

“So I’m going to have to do this every 
session?”

CLINICIAN

Responds 
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MBC 
Training Toolkit

MBC Clinical Guide

Video Demonstrations

Practice Guide
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QUESTIONS?
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