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Feedback-Informed Treatment in an Addiction Treatment Agency
How We Got Here
Founded in 1961 as the Center for Problem Drinking, the now Center for Alcohol and Drug Treatment (CADT) in Duluth, Minnesota has always been progressive, pragmatic and innovative. As a treatment provider where the “Minnesota Model” reigned, introducing a client centered and feedback driven approach came with hesitation and doubt. The Minnesota Model blended both professionals and non-professionals in recovery around the 12 Steps of Alcoholics Anonymous (AA). It was a deeply imbedded model in the treatment centers not only in Minnesota, but nation-wide. It was mostly modeled on the fixed-length inpatient rehabilitation programs initially established by the Hazelden Foundation and the Johnson Institute (Treatment Improvement Protocol, 1997, p.55). 
In 1999, the paradigm shift from “one size fits all” abstinence-based treatment to a multidimensional, collaborative care model began at CADT with the introduction of a transtheoretical understanding of Stages of Change (Prochaska, DiClemente & Norcross, 1992), the American Society of Addiction Medicine (ASAM) Patient Placement Criteria (ASAM, 1996) and what was then Client-Directed, Outcome-Informed treatment using the Outcome Rating Scale (ORS) and Session Rating Scale (SRS) tools (Duncan, Miller& Sparks, 2004; Duncan, Miller, Reynolds, Sparks, Claud, Brown & Johnson, 2004a; Miller, Duncan, Brown, Sparks, J & Claud 2003). We knew treatment worked for some of the people, some of the time. Where the 12 -Step philosophy “worked” for some of the clients, it did not meet the clinical needs of others. Where Cognitive Behavior Therapies “worked” for some, it was less helpful with others. 
Utilizing our statewide normative data, we were able to conclude that our dropout or non-completion rates were higher than our completion rates. This raised a fundamental question: “How do we identify completion?” Was it by the number of hours a client completed? Was it based on the amount of time they remained abstinent? Was it when they completed a specific Step in the 12-Steps of AA? Our completion questions began to change with the introduction of what is now Feedback-Informed Treatment (FIT) (Miller & Bargmann, 2011) and Scott Miller, Ph.D. Through a series of workshops we were able to begin asking “What did the client identify as goals? How would the client know they had met their goals? What if their goals did not align with the clinical expectations? How would we align with our clients to optimize the effectiveness of treatment; increase completion rates and comply with the State and regulatory components?” 
Staff meetings before we began FIT, consisted of counselors describing client successes with pride in the counselor’s work and client struggles with blame on the client. This is not to diminish the hard and dedicated work of the counselors; it is to emphasize the belief that success rested within the therapist and “failure” was the client’s fault. Treatment planning was program-driven. If the client did not engage, relapsed or was unable to follow the rules, it often resulted in discharge. 
I (JS) remember one of my first outpatient group sessions as a counselor. A man with a history of alcohol use disorder came to group reporting he had a lapse to alcohol use over the weekend. At the time, I had a senior counselor to consult with, who stated that the client needed to be discharged; he did not remain abstinent despite programming. I remember thinking and questioning, “If he is struggling with his alcohol use, do we not have the perfect place to come and talk about this? Furthermore, if he was able to stop using alcohol with ease, he would not be here.” The client wanted to continue in treatment, yet program protocol and counselor beliefs dictated that he would be discharged and referred to a more intensive level of care. He did not have a voice in his treatment or change plan. We learned when given a choice, clients often choose the appropriate level of care. When given a voice, clients become the change agent in their own treatment plan. 
Where We Are Now
Implemented “Center-wide” the ORS (Outcome Rating Scale), SRS (Session Rating Scale) and GSRS (Group Session Rating Scale) (Quirk, Miller, Duncan & Owen, 2012) are used in assessment, as well as in individual and group substance use disorder treatment sessions. They are blended with the existing treatment planning, lessons, therapy and education sessions. Used as the primary tools for engagement, they aid in treatment planning, group discussions and coordination of services. Within individual therapy they “book-end” the session, beginning with the ORS and ending with the SRS.  Group therapy sessions vary from 2-5 times per week, dependent upon the type and intensity of the group sessions.  
The ORS is given the first day of the week, at the beginning of the session and the GSRS is given on the last day of group therapy, nearing the end of a 3-hour session. As much time as needed is allotted for the ORS process, as it is relates to the significant life areas of the client, aiding in determination of treatment planning, intensity and length of services.  Using paper and pen, each client will mark and score their ORS using a provided ruler and share their week’s score; including reasons for their scores.  Note: it is important for consistency and fidelity to the tools to use rulers.  It is something we find ourselves having to check on and get back into practice from time to time, as clients will want to make a hash mark and number, without measuring. This emphasizes the importance of counselors explaining the tool and directions each time they ask clients to complete it. 
For new clients, we make sure the theoretical approach, the purpose of seeking feedback and instructions for marking the tools are explained at each point of service. A lesson learned: clinicians became very familiar with the tools and it can lead to complacency about specific instruction to new clients. Without an explanation at the point of service, clients were often confused and unsure how to mark the tool.  In response to peers asking “what are we supposed to score?” we learned that clients developed their own inaccurate explanation. This highlights the importance of staff using a script to explain the purpose and provide direction to clients on how to use tools. (Bertolino, Axsen, Maeschalch, Miller & Babbins-Wagner, 2012.Appendix D; ICCE Manuals on Feedback Informed Treatment provides excellent script examples.) 
Approximately 30 minutes is allotted for the Group Session Rating Scales (GSRS) process in-group sessions, at the last day of service. As mentioned before, utilizing the scripts helps define the purpose of the GSRS and emphasizes the process of creating a culture of feedback. Clients complete the GSRS and share their scores with the group.  They are offered an opportunity to share any concerns and feedback. Clients who score below the clinical cutoff and do not wish to share in a group setting are given the opportunity to meet individually with their counselor.  
The counselor makes every effort to address potential problems with the alliance and group process, when indicated in the GSRS.  Counselors even write feedback on the paper forms.  Clients share what they liked about the session and what they believe would make the session a better fit.  Examples of feedback from GSRS scores below the clinical cutoff vary, but often involve problems with peers and content. This feedback is utilized to adjust and make changes to the sessions. Clients quickly learn that feedback is imbedded in the treatment culture at CADT. 
Engaging Staff, Referral Sources and the Community
The Center was one of the first agencies to implement Group Session Rating Scales. Not all clinical staff working at the agency believed in FIT. Clinicians were skeptical at first but eventually learned to trust the data.  Building opportunities for staff to question their experiences with the data was critical in weekly clinical meetings with supervisors. Counseling staff found it difficult to change their existing structures and processes and did not trust that the feedback tools would provide valuable or useful information. 
Our primary obstacle seemed to be what we later identified as “story telling.” Counseling staff, trained to understand the fundamentals of how to implement, use and interpret the ORS/SRS; would however often not listen to the client and in turn make up their own story of why the client scored as they did; or they would even challenge the client’s score. Clinical staff meetings often consisted of counselors talking about “problem” clients; using language like “resistant, denial, uncooperative and manipulative.”  A focus of clinical supervision was to help the clinicians understand that the client’s perception of the problem and the therapeutic alliance is critical, if we were going to aid in meaningful and lasting change. Clinicians had to learn that it is possible for a client to be incarcerated and score a 36 on an ORS. They came to realize that despite our personal beliefs that incarceration and all it entails may sound terrible, that the client may not perceive their situation as bad and undesirable as we do.
Clients in the criminal justice system, whether incarcerated or required to attend treatment; with scores above the clinical cut-off, offer an opportunity to engage community agents and collateral sources.  When a client shares with us s/he does not perceive distress; we explore collateral ORS scores. For example using a client’s probation officer; (with appropriate releases of information in place) we are able to not only gain an alternative perception as to the concerns; but also use this as an opportunity to share our philosophy and clinical practice using the ORS and SRS/GSRS tools with the referring agencies. Often the collateral source will aid in gained insight for the client.  Clinical updates provided to referring parties include the client’s score, collateral scores and clinical interpretation.  It is often an opportunity to advocate for the client’s strengths and progress.  The data is also a tool used to aid in the determination of discharge and/or transfer to a different level of care.  
Additional places that we engaged the community with FIT included the local social service conference.  We provided several workshops utilizing the research, data and practice of Feedback Informed Treatment.  Sharing with other social workers, community mental health providers, corrections agents and other treatment providers provided an opportunity to engage the community in the paradigm shift in clinical practice at CADT.  It was important to share that client directed and outcome informed treatment was not a drive-through asking “do you want fries with that?”  We had to explain that understanding the client’s perceptions of problems and the alliance, does not mean that clients are not challenged to explore the discrepancies in their behavior with their goals.  FIT aligns with the goals and practices of Motivational Interviewing, ASAM Criteria individualized treatment, Cognitive Behavioral Therapies and others models.  It allows and encourages the perspective that giving the client a voice in their change plan, results in better outcomes. 
External stakeholders include family members, social workers, physicians, criminal justice system, and others who may refer clients to the agency. Efforts to engage family and others at the onset of a treatment episode include obtaining the appropriate releases and a discussion about our clinical model and a culture of feedback.  While some family members can be difficult to engage for a multitude of reasons, efforts are made. When a family member does participate, with permission of the client, we describe our practice and tools. We utilize the same approach we do with clients to engage collateral raters and stakeholders.  
Collateral rating scores are sought when working with mandated clients whose Outcome Rating Scale scores are at or above the clinical cut-off. Having the two scores, often differing, provides an opportunity to identify discrepancies with the client between how they view their situation versus others such as family or probation officers. The client may articulate they do not experience distress regarding the areas measured. However when the counselor is able to explore why the collateral rater may have scored differently, it opens a dialogue.  This dialogue becomes a catalyst for enhancing “change talk” in the client (Miller & Rollnick, 2013, p. 159).  
Creating a Culture of Feedback
Fundamental to getting started is the need to engender ‘buy-in’ from management, clinical supervisors, therapists and line staff. We instituted supervisory practices that included weekly staff meetings and individual supervision sessions, where it is a priority that the clinical focus utilizes the data provided by the ORS/SRS tools. We learned over the years of trial and transition, not to assume other provider staff can or will train the new staff. This was an assumption that came with negative consequences; including decrease in effect sizes and increase in client drop out rates. 
As the Center grew, so did our training needs. Hiring counselors from other agencies, backgrounds and life and career histories often began a lot like a first session with a client. We needed to establish swiftly and certainly, that counselors not only understood; but also were able to put into practice feedback informed treatment. For us, this meant starting an interview much like we would a therapy session: “We do things very differently here. We believe feedback from the client is fundamental to establishing good outcomes. You will find we are exactly what we say we are, when we say we are client and outcome-driven, rather than program-driven. In order to do this we utilize tools called the Outcome Rating Scale and the Session Rating Scales.” 
Clinical supervisors must not only have the fundamental knowledge of feedback informed treatment, they must be able to translate the data into clinical supervision sessions. Without supervision utilizing the data to guide clinical supervision sessions, fidelity to the tools and clinical practice will falter. A recent and ongoing example involves when there is a clinical difference of opinion in the level of care needed for a client. We had a woman drop out of one of the residential treatment programs. She immediately sought reassessment and placement in an outpatient level of care.  Counselors had wanted the client to stay in residential services. When supervisors requested the clinical reasons for the recommendation of the more intensive residential level of care, they received only anecdotal information and historical behaviors exhibited by the client. Upon reviewing the outcome data however, the client had been consistently scoring in the “successful zone” and began to indicate problems with the therapeutic alliance, with lower GSRS scores. 
It is with the objective data and ASAM placement criteria (Mee-Lee, Shulman, Fishman, Gastfriend & Miller, 2013) that we are able to make informed clinical decisions. Clinical supervisors should have access to a data management system at a level that not only allows them to review the clinicians’ individual effect sizes, but also the agency averages and norms. This data is not used for performance or disciplinary purposes; it is used to identify cases at risk for dropout to be discussed in clinical supervision sessions. The data allows for the supervisor to discuss client progress, lack of progress or alliance issues in an objective manner. Counselors often describe their supervision sessions as helpful, aiding in treatment planning and redirecting the focus back to the client’s stated treatment goals. 

From the onset of implementing a data management system, we have been able to utilize the data in clinical supervision sessions both individually and in staff meetings and trainings. During weekly staff meetings, the supervisor has reviewed and has access to the most recent and current data of both the therapist and the agency. We are able to identify clients who are at risk for dropout; “stuck” and how this helps in continued treatment planning. We learned it was important to discuss three client trends: “Red clients” refers to the data management systems we have used that alert us when clients are at risk for dropping out or disengaging.  Secondly, in addition to clients at risk for dropout, the data management system tells the clinician who is in the successful zone or on track; and thirdly, those whose trajectory is uncertain because there has been smaller than expected change. Discussions happen in both group meeting sessions and individual supervision sessions. 
Successes

It was a warm July Friday in Duluth, Minnesota where we had a mandated training in a windowless basement of a local hotel. We were required to sit through training on “Client Directed Outcome Informed Treatment” with Scott Miller who captured his audience’s attention immediately.  He began sharing the research findings of the effectiveness of the varied therapies pointing out that there is no one theory or model that is best. He introduced the concept of “listening to your clients” to a room full of skeptical addiction treatment counselors: “Our clients lie.”  “Our clients manipulate.” “They only want to keep using.” These attitudes highlighted that the counselors saw themselves as the experts regarding their clients’ lives and that clients did not deserve a voice in their change plan. Further emphasizing the perspective of the treatment field in general – we know best, our clients are broken. 

What captured and resonated with CADT clinical staff was how Scott shared his own struggles and videos. The particular story that resonated with our clinicians was a case he was called to consult on. It was a woman who had been a fire fighter, was injured and acquired a brain injury. She had been in therapy for quite some time with less than predicted success using the outcome measures. The client shared repeatedly with her therapist that she wanted to get back to fire fighting to which the therapist would reply it was not a likely option given her injury. Dr. Miller came in; consulted and was able to identify her goal, support it and help her make a change plan. Ultimately, the woman went back to the fire hall to work, not in the same capacity; but in a meaningful way for her. This story emulates how someone listening changed a life forever; not for what was wrong with her, but what was right with her. 
At our agency, we had a young woman in the extended-care residential program with a history of amphetamine use disorder. She had been convicted for possession, a felony in Minnesota and was on probation. Prior to her arrest she was in college and employed. During her three months in treatment she had seen a mental health therapist and was diagnosed with Bipolar Disorder. Her treatment plan included medications and therapy. Throughout the course of her treatment, her Outcome Rating Scale scores remained in the successful zone while her Session Rating Scale and Group Session Rating Scale scores were indicative of problems with the therapeutic alliance.  
The client was reporting that she believed things were going well in her life. She identified one goal of wanting to become a social worker and go into substance use disorder counseling. At the time she was told that she would never be able to pursue the career because of her felony. Enter discussion on the alliance and a fresh perspective.  During clinical supervision sessions it was suggested that they encourage the client to explore her career goals, mainly to determine what she would need to do. Allowing her the autonomy to explore this career path strengthened the therapeutic alliance and increased her outcome measures. Following treatment, she was able to get back into school. Fast-forward four years and she is a graduate of the social work program and a professional in the community, living a life of recovery and wellness. This example illustrates how we are able to integrate this approach when working with clients in any of our programs - building on their strengths and what they already have, versus a focus on problems, barriers and disorders. 
Feedback from clients confirms that our approach is different from anything else they may have experienced in previous treatment programs. We have a formalized, long-established satisfaction survey. One comment that typifies the spirit and content of feedback we receive was offered by a CADT Outpatient Program client in 2015: “I feel like part of the solution now, not the main part of the problem.” Traditional addiction treatment has focused on problems. State regulations and payers indicate we need to identify “problems” with our clients in order to treat. At CADT we are able to focus on what is right with the client, what they all ready have, rather than what is wrong with them, while maintaining fidelity to both regulatory practices and our core care model..
Have We Become More Effective? 

Implementing an outcome-driven, feedback informed process and maintaining fidelity to the State and Federal regulations is not only possible, but now encouraged. At CADT we have been able to utilize the data and demonstrate with both State regulatory and third party payers, that feedback informed treatment planning results in improved outcomes, decreased dropout rates, and cost savings.  

During sites visits with managed care auditors, state regulators and external stakeholders, an introduction to our model and tools is included. Not only are they interested in the regulatory process, but often impressed that we have a formalized, up-to-date feedback system that streamlines and improves outcomes for both the client and the interested parties. Stakeholders have been impacted and now ask for the data. We include current ORS/SRS scores with continued authorization for services with managed care companies interested in measurable outcomes.  
Addiction treatment is traditionally a field where outcomes have not been well measured; and what outcomes have been recorded have not been consistent with viewing addiction as an ongoing disease process. McLellan, McKay, Forman, Cacciola, & Kemp
argued for a shift away from conventional methods of retrospective follow-up and post-treatment outcome evaluation to what they called Concurrent Recovery Monitoring. (McLellan et al, 2005). In keeping with that shift, incorporating the ORS/SRS has provided us with a validated, reliable tool to aid in treatment planning and outcomes evaluation in real time. Using the feedback, we are able to effectively advocate for a client’s treatment plan with stakeholders. This process was important with buy-in from external agencies to understand that a client-driven model of care is more effective, improves outcomes and is more likely to produce lasting results; and to help referral sources understand that program and time-driven programs develop compliance, not change. 
The addiction treatment field is traditionally steeped in fixed length of stay, program-driven scheduling and language: 28 day residential programs, 90 day extended care, 7 day detoxification, 48 hour outpatient program to name a few. Although, we have not entirely divorced ourselves from the language (we are still required to request days/hours/time with payers); we strive to recognize when a client appears to have reached maximum therapeutic benefit; is at risk for dropout; or is likely to get worse with treatment. Additionally, we have implemented this “change language” with probation and parole officers, social workers and other external stakeholders. We now have a community culture that does not expect a certain amount of time from CADT; rather they have come to expect transparency and positive outcomes.  
A feedback-informed treatment culture, however does require ongoing maintenance, as it can be easy to fall back into time and program-driven treatment planning. Recently, I (JS) was consulted regarding a client in a medium intensity program, where the counselor was discussing the client’s treatment plan in terms of length of stay rather than trajectory and motivation for change. It is a simple redirect that includes a reminder that we are not a time-driven program and asking where the client is scoring within the trajectory (successful, unsuccessful or unknown). Upon redirect, I learned the client was not scoring within the predicted trajectory and the alliance scores were indicative of problems. The client’s treatment plan was focused on program-driven tasks rather than the client’s own goals. A discussion with the client to review the scoring trajectory, adjust the treatment plan and tasks resulted in improved outcome and alliance data. Additionally, the counselor was able to use the data to help determine when this level of treatment could be completed, rather than focusing on how many days the client had been in the program. 
Implementing an Outcome Management System - FIT-Outcomes ß

At initial implementation CADT relied on the client’s paper and pen graphs to alert us to failing cases. Utilized in group and individual sessions, the scores would inform us of client progress or lack thereof. It was left to the counselor and clinical team to determine if the client was within the predicted trajectory of change or not. Although this was a much more informed way of practice, and aided in the clinical “buy-in”; it was difficult to track the aggregated data utilized in measuring the effect sizes. Counselors did not track the data, therefore did not have a way to compare their own effectiveness with others in the agency.  

Our first data entry program system began with ASIST (Automated Scoring, Interpretation and Storage Tool) created by David Elliott, in which CADT was chosen as a beta testing site. Used to determine the effectiveness of the counselors individually and overall as an agency, we began with a clinical assistant assigned to data entry. The ASIST program was on one workstation. Counselors would send in the client’s weekly graph, the data would be entered manually and the results printed and returned to the counselor for informed feedback. This process took about a week and provided objective data of clients at risk for dropout, those who were below the predicted trajectory, and those whose alliance scores may have indicated problems. Clinical supervision sessions were able to take a directed, data-informed path. 
 
Our initial agency data indicated we increased our retention rates and had the highest completion rates in the State (at the time, State completion rates ranged from 76-78% and CADT’s maintained steady at about 86%.) It was clear Feedback Informed Treatment and a data measurement tool proved invaluable. As the feedback on counselor effectiveness and alliance became available, we were able to adjust our dose, frequency and length in treatment with client and clinical need prioritized.  
I (JS) often share my example of the importance of objective data. From the onset of FIT and the introduction of the ORS and SRS into CADT practice, it aligned with my own beliefs about therapy and treatment. Meeting clients “where they were at” regarding their stage of change, listening to their ideas and goals were inherent in my practice. This is in sharp contrast with my early training and colleagues who required a client to be discharged for relapsing. When we began data entry, I was excited to see the effect sizes of our staff, including my own.,Given my use of  the tools in my practice, treatment plans and groups discussions, I was certain my effect size would be one of the highest. To my shock, it was the opposite! I actually had one of the lowest effect sizes. Without the data in front of me, I am not sure I would have been able to recognize that objectively. Once I had weekly and ongoing data, I was able to identify client completions, successes and risk for drop out sooner. By making the necessary treatment plan adjustments, I was ultimately able to increase my effect size. I share this story frequently, when providing trainings to new clinicians at our clinic, particularly those with little to no background in feedback and outcome driven practice. It emphasizes that our beliefs and perceptions can be and often are inaccurate. 
Improving the Outcome Management System

ASIST was able to gather thousands upon thousands of data points for us. Using the latest algorithms and program updates, we continued with a data entry staff entering the data and printing out the results. But once the printout was returned to the clinician the data was already a week old. Although having the data changed the trajectory for our agency; it was time consuming and costly with data entry, faxing and delivering to the multiple clinic sites. At a FIT conference in St. Louis, Missouri, I learned about new web-based systems being utilized to administer, score and interpret the ORS and SRS tools. Upon analysis and review of our existing procedures, including cost of staff time, we were able to determine the implementation of a web-based system necessary and cost-effective.  
This review also afforded the opportunity to present our core care model and FIT to the CADT Board. As a 501(c)3 the financial commitment required Board approval. The Board was not only impressed with the immediate data we would have access to; but also with our clinical practice of using feedback to improve the treatment plan. We now have Board members who are able to advocate for and champion the work we do, using FIT language. 
Although there are several choices now available, CADT went with FIT-Outcomes.com. The primary change was clinicians would now enter their own weekly data and receive immediate feedback. CADT continues to provide paper to pen ORS and SRS/GSRS tools to clients for administration. Clinicians take the paper results (after discussion in session) and enter their data into the web-based program. The paper forms are then placed in client medical records. Clinicians then have immediate data to address predicted scores, trajectories and alliance feedback with the client; no more waiting for a week. Most systems have notification and warning systems for the counselors. The notifications alert the counselor and supervisors if the client is within the predicted trajectory of change, in the successful or unsuccessful zones. 
To assess the time requirements for counselors to complete yet another task, on top of an already burdened workload, we included a trial period. We concluded that it takes approximately 10 minutes to login and enter the data of an average caseload of 10-12 clients. (While the web-based program does have the tools programmed that allows for real time administration, CADT does not have the necessary technology and equipment at all sites). When entering the data for an individual client, it only takes a few minutes. FIT-Outcomes is very user friendly and has an existing help section. Regardless of the program, in my (JS) experience, the systems have all been user friendly and invaluable to the immediate feedback to the agency. Invest in a computerized data management system. Although most systems come with a yearly financial commitment, it will prove beneficial to long term outcomes and retention rates. With clinicians and supervisors monitoring real time outcomes, clients receive expedited treatment planning, rather than more of the same.  
Clinical Application of the Data
Our current data (3,100 clients in database since 2013) indicates 84-88% of our clients reach their targeted trajectory, the drop out rate is 18% and our average effect size for active clients is 1.04. Our average intake ORS is 26.6. The average intake score for a client entering an outpatient community mental health center is 19 (Miller, Duncan, Brown, Sorrell & Chalk, 2006). We are able to conclude from our data that we have a high percentage of mandated clients who on intake do not acknowledge significant concerns personally, interpersonally or socially.  
Our strategy when working with clients who score above the clinical cutoff is simple. We explore why the client decided to enter treatment. We do not “peel the onion” or “tear them down, to build them back up.” During an early training, Scott Miller referred to it as “scab picking.”  Scabs are a sign of healing, left alone, they often leave less of a scar; pick them and the wound is reopened and takes longer to heal. As tempting as it may be to do exploratory work with a client scoring above the clinical cutoff, the data shows this approach will likely make them worse. Instead we become solution focused and aim to understand where is the distress and obtain collateral scores when able.    
Similarly to client data informing engagement and treatment planning, utilizing feedback data allows for informed decision-making to modify program services and improve outcomes. A good example of this was Mental Health and Recovery (MHR), an outpatient program designed for persons with co-occurring disorders. Clients who enter this program have both a mental health diagnosis and a substance use disorder.  Historically, this program’s effect size had been negative. Yes, negative. The data was telling us that clients were actually getting worse in the program. With State regulatory and program requirements directing the treatment planning, little was changing to aid in improvements. This went on for years and prompted a decision to make programmatic changes including the materials used. Rather than beginning each session with a symptom checklist, clients began their sessions with ORS and ended sessions with a SRS/GSRS. The feedback from clients began to drive treatment planning. Clients began to have more say in their treatment plan and goals. The focus of treatment was no longer symptom management, but a more deliberate focus on the client’s goals. The current data for the program indicates an effect size of a much improved .95.  

Our documentation includes and interprets the client’s ORS/SRS/GSRS scores using both clinical interpretation of the scores (distress levels) and client feedback. When a client shares the results of the tool, we document both the client statements of his scores and how s/he perceive the areas measured to be improving or not over the past week, including today. We also document the clinical interpretation of the data, including any warnings alerted to us by the data management system. Examples of alerts include problems with the therapeutic alliance, prompting the counselor to discuss this further with the client; client’s scores below the predicted trajectory; and those who scores are indicative that they may be prepared for transfer to continuing care. The data management system allows a counselor to have visual, objective aid in the treatment planning and continuity of care process. 
It is important that clinicians understand how to interpret the data. Counselors can encourage clients to score in one direction or another, based on how they introduce the tool, interpret and share the data with the client.  We encourage role-plays in staff meetings where the counselors introduce the tool to a mock client (peer). It is important to practice the language and create consistency.  
New Staff Training 


Creating a culture of feedback and informed practice is easy, if you bring in a trainer, have months and years of ongoing training and consultation; and once trained maintain the same path. Unfortunately, it is not that easy, but for good reason! Over the years our agency and service menu have grown significantly. We went from 9 counseling staff to 33 in less than 10 years. Much of that is attributed to the way we “do” treatment.  Creating a culture of feedback also created a larger referral base. Known within the community and at a State level for being an agency where we listen, advocate, and evoke change resulted in growth. With growth came new employees who were not familiar with this approach, or the tools. It became clear that counselors would need more that a new staff orientation training session to become competent and effective in FIT. After all, what took us years to understand, implement and practice should have a more comprehensive training agenda for staff just newly introduced to FIT.

We implemented what we call the Core Care Model. It is a 1.5-hour orientation training that we require all CADT staff to attend upon hiring. We offer it one time a month, assuring that all new staff become familiar with the model of treatment and the tools we use. Secondly, in addition to weekly clinical supervision sessions, each treatment site within the CADT system has a monthly staff meeting where general housekeeping issues are addressed and clinical cases are brought for consultation using the FIT data.  

Thirdly, we began an annual FIT Training, where the latest research and findings are presented to both experienced and new clinicians. This serves as an opportunity to discuss the fundamentals of FIT, as well as cases. Clinicians are encouraged to bring in difficult or “stuck” cases for review. This has a two-fold purpose. Not only is there additional consultation, but it serves as a training opportunity for the new staff. They see that counselors are eager to share stuck cases, where traditionally they may not have been. They see that the tools provide guidance and insight for supervision sessions, yet they are not used in a punitive manner.  
Supervision:


If alliance measures between a counselor and client are the best predictors of outcomes, it would seem it would be useful to bring that practice into supervision sessions. Much like one uses feedback data in a therapy session, this is something that would benefit supervision sessions. This is a concept we are exploring at CADT. Although the measures are indicated for therapist-client interactions, supervision sessions have a similar dynamic involving listening and feedback. The sessions are task and goal oriented; and as an agency we are also looking to retain counselors and make sure we are a “good fit” for the counselor and vice versa.  


While we have not utilized a formal measured process, such as the ORS/SRS; we often ask if the supervisee feels heard, understood and respected and if we addressed what the counselor wanted to address in the supervision session. We take this approach with our management team as well. Although, some decisions are made independently, when making decisions we utilize feedback and alliance process. 

Approximately 4 years ago we performed a 360-degree feedback measure, where employees were able to give anonymous feedback. But the results were mixed; it emphasized the polarity of opinions. It also revealed the need for obtaining objective feedback in real-time within the supervision session. Supervision as a result became more of a collaborative process, recognizing the individual styles and preferences of the employee, while maintaining fidelity to the model and procedures of CADT. This process institutes the style and spirit of feedback, rather than formal completion of ORS/SRS forms as in treatment sessions.

A Confession

With growth and change comes distraction. Two years ago, it was evident with an increase in dropout rates and deflating agency effect sizes, that fidelity to the Core Care Model was compromised. Priorities to open additional programs, changing of supervision and consistent staff growth allowed for a regression. Although the tools have always been used or completed with a client, it is clear when they are not being integrated in treatment planning and clinical supervision sessions. Treatment plans became rote and reverted to program and time-driven considerations, becoming subjective and arbitrary. Alignment was not with the client.   

The good news is that with a strong commitment to return to the inspirational principles of FIT, it is possible to get back on track. Additionally, we found utilizing resources and training opportunities outside of the agency from time to time very helpful. We participated in webinars offered by the International Center for Clinical Excellence (ICCE) and the American Society of Addiction Medicine (ASAM) and found such activities to be both informational and rejuvenating. 
 

Expanding Services, Maintaining FIT

The only thing constant is change. We continue to grow and expand our services. In 2015 we opened ClearPath Clinic at CADT to provide maintenance medication for people with Opioid Use Disorder. We will implement the ORS/SRS/GSRS tools, which we believe will provide more actionable, real-time data than what is already required to be collected by State and Federal regulations. We know from our already expansive body of data, it will guide us in informed practice, aid in retention rates and provide important outcome measures needed to obtain and sustain licensure and accreditation. Our future is dependent on outcomes. Patients, payers, external community stakeholders, family members, third party payers, and managed care agencies want to know if the treatment they are receiving and paying for is effective.  

The development of the clinic was a four-year process of community education, meetings, collaboration and planning which included a significant financial expense. Because of our established outcomes with our treatment modality and approach; we received very substantial monetary contributions from two of our contracted managed care companies. We will be providing them with our outcome data that includes effect sizes, drop out rates, average treatment lengths and percentage of clients reaching their targeted trajectory.  

Using the ORS/SRS/GSRS data, along with other State and Federally regulated tools, we are able to not only demonstrate our effectiveness and “completion” rates; but also indicate sooner when a client is at risk for dropout and make necessary treatment plan adjustments. In contrast, the current statewide normative system in Minnesota is to complete data upon admission and discharge of clients and the information is often up for interpretation and not accurate. It also does not account for variable lengths of stay related to the service provided. For example, clients may appropriately require maintenance medication and services indefinitely; and therefore are not “discharged”. This skews the interpretation of the State-required data collected on treatment completions and discharges that don’t fit medication maintenance treatments. Additionally Statewide data is usually 1-2 years old before the data is available to the public and does not provide actionable data that can improve care in real time. 
Summary


Feedback Informed Treatment changed the landscape of how clients receive treatment at The Center for Alcohol and Drug Treatment. It is at the core of what we do and will continue to do. This approach adopted into Substance Use Disorder treatment has brought us recognition from all over the world. CADT has been asked to consult at an international, national and local level. We have shared our philosophy and approach, which has been embraced in parts of Finland and Russia; as well as locally in the United States. While other models and approaches are deemed “the best” for the substance use disorder populations, FIT truly is a model that allows for an individualized approach and person-centered and outcome-driven services. Clients present to us at different points in their lives, understanding what is important to them and listening to our clients improves outcomes. Improved outcomes are exactly what the client, their family, their referrant, their community and their payers are expecting out of treatment services. 
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