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Toward a personalized approach to psychotherapy outcome
and the study of therapeutic change

Cuijpers’ highlights that, in spite of ma-
jor progress in mental health research,
there are still many important unanswered
questions regarding psychotherapies. He
emphasizes the significance of looking
beyond symptomatic reduction and study-
ing arange of treatment outcomes. He sug-
gests (and we agree) that symptom re-
duction does not necessarily reflect many
crucial and sustainable aspects of thera-
peutic change.

One of the reasons why change in symp-
toms is the most widely studied outcome is
thatresearchers conducting randomized
controlled trials (RCTs) are required to
define their primary outcome a priori. De-
fining multiple primary outcomes results
in an increase of the number of individuals
to be included in a study to satisfy statisti-
cal power requirements. Thus, selecting a
broader more representative range of out-
comes becomes expensive, impractical and
strategically problematic within the current
major funding mechanisms. Additionally,
reports of conflicting findings when similar
research questions are examined using dif-
ferent measures make it difficult to deter-
mine which measures are to be prioritized
conceptually and psychometrically.

It is indeed crucial to conceptualize
and measure outcomes from the patient’s
perspective. Even patients who experi-
ence reductions in symptoms and meet
remission criteria may still struggle in ma-
jor domains such as navigating relation-
ships, regulating emotions, maintaining
consistent employment, and coping with
stress. Other aspects of outcome, such as
patients’ capacity to cope with stressors
and to use strategies learned in therapy in
the face of adversity, should also be evalu-
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ated. Another understudied outcome is
patients’ gained subjective sense of free-
dom - one’s ability to confront and resolve
conflicting demands that arise from per-
ceptions of the outer and inner worlds and
make “choices” that are not determined by
unconscious forces’. A patient-centered ap-
proach suggests that the treatment course
should be guided by patients’ specific
needs, preferences, and perspectives on
their own therapeutic change®.

Many medical specialties are now shift-
ing towards a “precision medicine” mod-
el - tailoring treatment to the individual
patient. In psychotherapy, this model re-
quires a comprehensive assessment of
the individual patient’s functioning across
multiple domains in order to develop a
personalized treatment plan®. Some pro-
gress has been made in the development
of computerized algorithms, with prelim-
inary evidence for efficacy of matching
patients with the optimal treatment pack-
age’. However, implementing these algo-
rithms requires the availability of skilled
therapists who can deliver the selected
“optimal” complex treatment modality.
Treatment packages involve extensive
clinical training and supervision, which
limits their feasibility and applicability,
especially for large populations of patients
who reside in areas with limited access to
experienced mental health professionals.

Thus, in addition to focusing on match-
ing patients with treatment packages, re-
searchers could focus on matching specific
treatment components with specific pa-
tients’ needs. One of the big unanswered
questions is whether therapy should focus
on the patients’ strengths or remedy their
deficits. For example, do patients who

struggle with interpersonal relationships
benefit more from treatments focusing on
social and interpersonal skills? Similarly,
will patients who struggle with avoidance
or apathy benefit more from exposure to
rewarding and meaningful activities? Al-
ternatively, a personalized approach may
focus on reinforcing existing strengths and
resources’. For example, patients who are
naturally aware of their thought processes
may benefit from focusing on distorted
cognitions (even if they do not receive a
full manualized protocol of cognitive be-
havioural therapy). On the other hand,
patients who have a strong social sup-
port system and connections with help-
ful significant others may benefit from
behavioral activation focusing on social
and interpersonal engagement. These are
important research issues that have rarely
been addressed.

One of the challenges in studying the
benefits of particular treatment compo-
nents (or mechanisms of change) is that
researchers rarely include in their stud-
ies components that are not part of their
declared treatment approach (although
there are some exceptions’). This creates
a gap between the relatively clean studies
on treatment components associated with
change and a clinical practice where most
therapists flexibly integrate techniques
from various approaches. Studies reflect-
ing clinical practice could facilitate our
understanding of which particular com-
ponents of treatment are beneficial to pa-
tients with specific clinical presentations.

Another crucial challenge raised by
Cuijpers is the high rates of non-response
to treatment. Whereas meta-analyses pro-
vide valuable information regarding the
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group-level rates of non-response, it is
difficult to translate this information into
meaningful clinical recommendations for
individual patients. An important develop-
ing area of research is early detection of risk
for non-response. Conventionally, non-
response studies are conducted after the
trial has closed and patients are no longer
receiving treatment; i.e. treatment failure
is studied retrospectively. We propose that
efforts should be focused on detecting
non-response or deterioration early on,
after the first several sessions. Then, a step-
wise treatment approach could be used in
order to intervene (e.g., augment specific
treatment components or shifting towards
a different treatment focus)*.

Data from RCTs are valuable as they
provide opportunities to test various treat-
ment components and outcomes over
time within distinct controlled treatments.
However, as funding for psychotherapy
research rapidly declines in the US and
around the world, researchers are faced
with a significant crisis®. Some are shifting
towards naturalistic studies through the
development of practice research net-
works. Such networks are based on the

premise that research thrives on true con-
tinuous communication between stake-
holders and collaboration between clini-
cians in the community and researchers
in academia. Studies developed are in-
formed and guided by clinicians’ observa-
tions and input, and findings are integrat-
ed in clinical settings’. These studies also
promote greater diversity and representa-
tion of individuals from minority groups,
who often do not have access to academic
medical centers where RCTs are conduct-
ed. We anticipate that, in the future, more
of our data will emerge from such stud-
ies.

Overall, future research should include
combinations of rigorous methodologies
and personalized approaches to psycho-
therapy. Studies should identify non-re-
sponders early on and develop protocols
to address risk of non-response or dete-
rioration before the trial ends. These studies
should be done in collaboration between
clinicians, researchers, policy makers and
patients. Outcomes should include not only
symptomatic changes but also a range of
intermediate outcomes/mechanisms that
may go beyond the researcher’s theoretical

orientation. Such collaboration can expand
our understanding of the complex and
nuanced aspects of “therapeutic change”
and move us closer towards answering
the question: “what makes psychotherapy
work?”.
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Putting the psychotherapy spotlight back on the self-reflecting actors

who make it work

After decades of research, there is no
general consensus on what the targets
and outcomes of psychotherapy should
be'. While this may seem a rather disap-
pointing aftermath of much hard work,
we should not despair. Psychotherapy
research has come a long way and many
effective therapies have been developed.
The challenge now is to employ these
therapies in such a way that the individ-
ual patients benefit from them optimally.

During the initial psychotherapy ses-
sion, patient and therapist usually discuss
the targets and outcomes of therapy and
how they will go about achieving them.
Subsequently, the patient is treated in ac-
cordance with the “treatment plan”. For
instance, in the case of depression, loss of
interest and low mood are often formu-
lated as the targets of therapy. This is not
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surprising, given the enormous success of
academic psychology and psychiatry in
presenting mental suffering and its treat-
ment within the “specialist” diagnosis/
evidence-based practice/symptom reduc-
tion/outcome monitoring model of men-
tal health care?. As a result, treatments
such as cognitive behaviour therapy are
mostly oriented towards the specific target
of symptom reduction.

Implicit in this approach is the assump-
tion that the psychotherapeutic setting is
a static environment, in which the prob-
lems present themselves as symptoms,
and that a specific solution exists to re-
mediate these: the theoretical protocol.
The elephant in the psychotherapy room,
however, is that the psychotherapeutic
environment is infinitely more dynamic.
Patient perspectives are likely to evolve

over the course of therapy, along with the
impact, burden, meaning and acceptance
of symptoms, and the theoretical protocol
almost by definition cannot accommodate
all this. It cannot be predicted how the pa-
tient perspectives and wishes will dynami-
cally and non-linearly evolve over time,
but it seems unavoidable that they will.
While the process of non-linear change
is inherent to the practice of real-life psy-
chotherapy, the theoretical framework
underlying modern “evidence-based”
psychotherapeutic approaches does not
explicitly address this.

Routine process monitoring (RPM)
may be required in psychotherapy to over-
see the patient’s satisfaction and desired
direction, on a session by session basis®,
ideally combined with monitoring of con-
textual mental states in real life’. RPM
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