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Recent trends in youth care

e Ultimate question:
* What works, for whom, when and why?

* |n order:

* To become a better practitioner: professionalization
* To be better accountable: profiling

* Thou shall be evidence-based!
e Researching practices became important

* Practitioner-researcher model



Corresponding trends in chaplaincy care

e Evidence for research needs to inform pastoral care

* The chaplain practices evidence-based care including ongoing
evaluation of new practices

* Chaplains should be involved in research
e Research in the direct proximity to daily practice

* Important research questions:
* Who was the patient, what was the intervention, what changed?
* What do chaplains do, for what reasons and to what ends?

Quotes taken from Fitchett (2011) and Walton & Korver (2017)
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Lessons | want to share

Evidence-based is not the same as research-based
Research-based is not the same as RCT-based

The need for various levels of evidence

Outcome monitoring is part of practice

From interventions to core elements

Common elements and common factors

Beyond the case: aggregating from case studies



1. Evidence-based is hot the same as research-based

Evidence-based practice in psychology is the integration of the best
available research with clinical expertise in the context of patient
characteristics, culture, and preferences (American Psychological

Association, 1995)
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2. Research-based is not the same as RCT-based

* RCT=randomized controlled trial
* RCT has become the gold standard for establishing evidence

* Most interventions in the practice of youth care are not RCT-proof (3-
5% have evidence from RCT’s)

* There are significant obstacles to the implementation of RCT-based
interventions

* The definition of evidence-based does not ask for RCT’s, but for the
‘best available evidence’

* This calls for various levels of evidence



3. The need for various levels evidence

The effect ladder — 2017 version
(Van Yperen, Veerman & Bijl, 2017)

W Level of evidence Developmental level of the intervention

5 Strong empirical indications Efficacious
4 Good empirical inidications Plausible
3 First empirical indications Promising
2 Theoretical indications Possible

1 Descriptive indications Plain

0 No indications Unknown



The best available research at each step:
The “good enough study”

) I X

5 Strong empirical indications RCT’s, Quasi-experimental designs, > 9
“Efficacious” Quantitative case studies (N=1)

4 Good empirical inidications Dose-respons, Benchmarking, Theory of
“Plausible” change, > 3 Quantitative case studies (N=1)

3 First empirical indications Outcome monitoring, Pre-post studies, 1-3
“Promising” Quantitative case studies (N=1)

2 Theoretical indications Meta-analyses, Reviews of the literature,
“Possible” Focus groups, Qualitative case studies

1 Descriptive indications Descriptive studies, Interviews, Delphi panels,
“Plain” Qualitative case studies

0 No indications No research

“Unknown”



N=1 AB design
(Taken from Delsing & Van Yperen, 2017)
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4. Outcome monitoring is part of practice

| Achance for change:
~ Building-an outcome monitoring feedback

for outpatient mental health care

Feedback conditions

M Treatment as usual B Feedback therapist
M Feedback ther. & cliént  m Feedback & support tools

Taken from: Shimokawa, Lambert & Smart (2010)

Kimde Jong




Outcome Rating Scale (ORS)

Individually

(Personal well-being)

Interpersonally
(Family, close relationships)

[ |
Socially
(Work, school, friendships)
I I
Overall

(General sense of well-being)

I PRS- S I I

Institute for the Study of Therapeutic Change

www.talkingcure.com

© 2000, Scott D. Miller and Barry L. Duncan




Patient Reported Outcome Measure of Spiritual Care
(Snowden & Telfer, 2017)

In the last two weeks | have felt:

1. | could be honest with myself about how | was really feeling
| had a positive outlook on my situation

In control of my life

A sense of peace

A

Anxious

None of the time — Rarely — Some of the time — Often — All of the time



5. From interventions to core elements

e Reasons for this shift
* The number of interventions is no longer manageable
 Many interventions show considerable overlap
* Implementationis a huge problem
* Practitioners usually take from interventions those elements that they need

* A core element is a discrete clinical technique or strategy used as part
of a larger intervention plan



Selected core elements
(Taken from Chorpita & Daleiden, 2009)

Assertiveness training
Behavioral contracting
Biofeedback, neurofeedback
Communication skills
Differential reinforcement
Educational support
Exposure

Goal setting

Modeling

Physical exercise

Praise

Problem solving

Psychoeducational-child
Psychoeducational-parent
Relaxation

Response cost
Response prevention
Self-monitoring
Self-reward/self-praise
Social skills training
Stimulus control

Talent or skill building
Therapist praise/rewards
Time out




6. Common elements and common factors

* Acommon elements framework conceptualizes practice in terms of
core elements that cut across many distinct interventions, and

focuses on identifying specific clinical procedures common to these
Interventions

* The common factors framework asserts that personal and
interpersonal components common to all therapeutic interventions
are responsible for treatment outcomes

e Which of these two matters most?

* Both are needed to produce change!



45

40

35

30

25

2

o

=
(€]

=
o

(6]

/. Beyond the case: aggregating from case studies
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Learning from aggregating case-based evidence

e Talking about outcomes is essential
* |n Dutch: “Tellen en vertellen”, count and tell
* Qutcomes don’t speak for themselves, they have to be discussed

* By all relevant parties around the “outcome table”
* Practitioners
* Researchers
* Directors

Policy makers

Financers

* Clients

* Benchmarking: threat or chance for change?




Conclusions

* Lessons learned:
1. Evidence-based is not the same as research-based
Research-based is not the same as RCT-based
The need for various levels of evidence
Outcome monitoring is part of practice
From interventions to core elements
Common elements and common factors
7. Beyond the case: aggregating from case studies

* Common theme: practice-driven research in order ‘to make things
better’

* From practice-based evidence to evidence-based practice

* The ‘best available evidence’ can be found on every step of the effect
ladder

o ue WwWwN



References

APA Presidential Task Force on Evidence-Based Practic (2006). Evidence-based practice in psychology.
American Psychologist, 61, 272-285.

Chorpita, B.F., & Daleiden, E.L. (2009). Mappingevidence-based treatments for childeren and adolescents.
Application ofthe distillation and matchingmodel to 615 treatments from 322 randomized trials. Journal of
Consulting and Clinical Psychology, 77, 566-579.

De Jong, K. (2012). A chance for change. Building an outcome monitoring feedback system for outpatient
mental health care. Doctoral dissertation, Leiden University.

Delsin%, M., & Van Yperen, T. (2017). Wat werkt voor wie? De kracht van N=1 onderzoek. (What works for

whom? The power of N=1 research.) In T.A.van Yperen, J.W. Veerman & B. Bijl (Red.), Zicht op effectiviteit.

II:Iandboek voor resultaatgerichte ontwikkeling van interventies in de jeugdsector (pp. 331-356). Rotterdam:
emniscaat.

Fitchett, G. (2011). Makingour case(s). Journal of Health Care Chaplaincy, 17, 3-18.

Shimokawa, K., Lambert, M.J., & Smart, D.W. (2010). Enhancingtreatment outcome of patients at risk of
treatment failure: Meta-analyticand mega-analyticreview of a psychotherapy quality assurance system.
Journal of Consulting and Clinical Psychology, 78, 298-311.

Snowden, A. & Telfer, I. (2017) Patient reported outcome measure of spiritual care as delivered by chaplains.
Journal of Health Care Chaplaincy, 23, 131-155.

Van Yperen, T.A., Veerman, JW., & Bijl, B. (Eds.). (2017). Zicht op effectiviteit. Handboek voor
resultaatgerichte ontwikkeling van interventies in de jeugdsector (2¢ geheel herziene druk). Rotterdam:
Lemniscaat. (Viewing Effectiveness. Handbook of result-based development of interventionsfor youth.)

Walton, M., & Korver, J. (2017). Dutch Case Studies Project in chaplaincy care: A description and theoretical
explanation ofthe format and procedures. Health and Social Care Chaplaincy, 5, 257-280.



	Researching Practices�Lessons from Dutch youth care
	Recent trends in youth care
	Corresponding trends in chaplaincy care
	Lessons I want to share
	1. Evidence-based is not the same as research-based
	2. Research-based is not the same as RCT-based
	�3. The need for various levels evidence�
	The best available research at each step:�The “good enough study”
	N=1 AB design�(Taken from Delsing & Van Yperen, 2017)
	4. Outcome monitoring is part of practice�
	Outcome Rating Scale (ORS)
	Patient Reported Outcome Measure of Spiritual Care�(Snowden & Telfer, 2017)
	5. From interventions to core elements
	Selected core elements�(Taken from Chorpita & Daleiden, 2009)
	6. Common elements and common factors
	7. Beyond the case: aggregating from case studies
	Learning from aggregating case-based evidence
	Conclusions
	References

