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Abstract Introduction: The Lambert’s Outcomes Questionnaire (0Q-45) is a 45-item self-ad-
ministered instrument used to measure clinical outcomes in psychotherapy. It measures func-
tioning through three areas: symptoms distress, interpersonal relations and social role. The
objective of this paper is to assess the reliability and the validity of its Spanish version. Method:
A sample of 639 subjects, non-clinical and clinical, completed the instrument. Results: The
psychometric evidences of the questionnaire showed an adequate internal consistency (.97 and
.91) and acceptable convergent validity with the BDI, STAI, PSS and SF-12. The Confirmatory
Factor Analyses suggested a bifactor structure. The cut-off points have been established for
the subscales and total score (54.5), considering the clinical criterion, which means, prioriti-
zing slightly the sensibility over the specificity. The RCI was 3.80 and Minimum Change Score
17.56. Conclusion: The 0Q-45 showed acceptable psychometric properties, providing support
for using this version of the questionnaire to assess Spanish’s functionality. Given these findings,
this tool could help clinicians evaluate treatment efficacy and establish psychotherapy goals.

© 2021 Fundacion Universitaria Konrad Lorenz. This is an open access article under the CC BY-
NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Evaluacion de resultados en el tratamiento psicologico: adaptacion espafnola del 0Q-45
(Outcome Questionnaire)

Resumen: Introduccién: El instrumento Outcome Questionnaire (0Q-45) desarrollado por
Lambert, se trata de una escala auto-administrada de 45-items que se utiliza para medir los
resultados clinicos en psicoterapia. Esta herramienta evalla el funcionamiento por medio de
tres areas: sintomas de malestar, relaciones interpersonales y rol social. El objetivo de este ar-
ticulo es evaluar la fiabilidad y la validez de la version espanola. Método: Una muestra de 639
personas, clinica y no clinica, cumplimentaron dicho instrumento. Resultados: Las evidencias
psicométricas del cuestionario mostraron una consistencia interna adecuada (.97 y .91) y una
validez convergente aceptable con las siguientes escalas: BDI, STAI, PSS y SF-12. Los analisis
factoriales confirmatorios han sugerido una estructura bifactorial. Los puntos de corte se han
establecido para las subescalas y la puntuacion total (54.5), teniendo en cuenta el criterio
clinico, lo que significa que se ha priorizado ligeramente la sensibilidad sobre la especifici-
dad. El RCI ha sido de 3.80 y la puntuacion minima de cambio de 17.56. Conclusion: El 0Q-45
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ha mostrado propiedades psicométricas aceptables, que apoyan el uso de esta version para
valorar la funcionalidad de los espafoles y, como consecuencia, podria ayudar a los clinicos
a evaluar la eficacia del tratamiento y establecer objetivos en psicoterapia.

© 2021 Fundacion Universitaria Konrad Lorenz. Este es un articulo Open Access bajo la licencia
CC BY-NC-ND (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Assessing the effectiveness of a treatment, and subse-
quently the patient’s evolution is considered a breakthrough
in the field of clinical practice. Traditionally, outcome as-
sessment was based on efficacy research which evaluated
discrete treatment interventions for specific groups of pa-
tients (McGlynn, 1996). Nevertheless, the focus has moved
into the assessment of patients under real conditions, which
is known as effectiveness research (Sederer et al., 1996).

Moreover, it has been a shift in the measures used to es-
tablish outcome in clinical practice. Researchers have used
different tools to assess changes at symptomatologic levels
in experimental trials. However, there has been a shift in
the field and the patient’s social capacity and adjustment
are considered to be equally important to clinical change
(Palomo-Vélez et al., 2020; Sederer et al., 1996). Thus,
when measuring clinical assessment, the symptomatic and
functional dimension should be considered given that the
assessment of these different domains helps clinicians to
have more positive outcomes in their daily practice, as it
offers a useful methodology to know whether their efforts
are consistent with the patient’s psychotherapy process
(Lambert, 2012; Sederer et al., 1996).

A benefit associated to measuring outcomes assessment is
obtained by given the feedback, since it optimizes the treat-
ment (Hawkins et al., 2004; Miller et al., 2013; Shimokawa
et al., 2010). Lambert and his group suggested that regularly
assessing the patient’s psychotherapeutic process have ben-
eficial effects on the treatment outcomes, since they proved
that if the clinicians have feedback regarding their patients’
process twice the clinically significant and reliable change
rate and decrease both deterioration and the number of
treatment sessions (Lambert et al., 2001). Additionally, it is
especially helpful in the cases where a patient’s treatment
is not advancing well (Shimokawa et al., 2010). Many differ-
ent researchers pointed out (Lambert, 2012; Walfish et al.,
2012) that clinicians tend to have an optimistic view of their
patients’ processes, and the feedback allows them to notice
those cases that are having a poor response to treatment,
offering the therapist the chance to adjust the actual treat-
ment to a more adequate one (Lambert, 2013). Likewise, the
data obtained from the assessment is usually a more reliable
option than the clinical judgment in order to recognise pa-
tients whose treatment is failing (Hannan et al., 2005).

As a consequence of the increasing demand for assessing
outcomes in psychotherapy, during the 1900s the Outcome
Questionnaire (0Q-45) was developed by Lambert and his
group (Lambert et al., 1996). And nowadays, it has become
one of the most used psychotherapy outcome instruments
(Hatfield & Ogles, 2004). It is a 45-item self-report measure,
designed for repeated administration during the course of a
treatment. It is divided into three domains of patient func-
tioning: symptoms and psychological distress (anxiety and
depression), interpersonal relationships (problems related

to loneliness or conflict with others) and social role perfor-
mance (daily activities or quality of life) (Lambert et al.,
1996). The 0Q-45 is a psychometrically appropriate instru-
ment that has demonstrated to be sensitive to change in di-
verse populations over short intervals, and also, it remains
relatively stable in untreated individuals (Vermeersch et
al., 2000; Vermeersch et al., 2004). Therefore, the 0Q-45
could be used by clinicians in their day-to-day work, to ob-
tain the patients’ perspective regarding the course of their
treatment (Lambert, 2013). Due to its growing popularity,
the 0Q-45 has been translated into and validated in several
languages, like: Japanese, Italian, German, Dutch and Nor-
wegian, among others. Von Bergen and De la Parra (2002)
have developed the Spanish version for the Chilean culture.

Given that the 0Q-45 is not adapted for the Spanish popu-
lation, and also, due to the high value that has been demon-
strated in other countries, the objective of the present work
is to adapt and validate the instrument for this culture. More-
over, with the aim of having an effective tool for assessing out-
comes in clinical practice, a non-clinical and a clinical sample
is going to be used in the procedure. The values of internal
consistency are expected to be good and similar to the previ-
ous studies. In terms of the concurrent validity, it is expected
that OQ-45 scores would correlate positively with clinical indi-
cators and negatively with mental and physical health scores.
Regarding the factorial structure, different models have been
tested in previous researches (Lo Coco et al., 2008; Kim et al.,
2010). So, three correlated factor, four-factor hierarchical and
bi-factor models are going to be tested, with the expectation
of obtaining appropriate adjustment indexes for a structure
that would allow the explanation of the theoretical solution.
Finally, through this study, criteria and norms to interpret the
scores are going to be provided.

Method

Participants

The study included 639 adult participants, divided into
two samples. The clinical sample was comprised of 139 pa-
tients who attended mental health centres with a demand
for therapeutic assistance (most of them with affective
symptomology), 88 of which were female and 51 males who
were aged were between 19 and 61 years old (Mean - M =
33.45). The non-clinical sample (n = 500) included peo-
ple from the community, between 17 and 82 years of age
(M = 44.45), 53.4% were females and 46.6% males.

Instruments

The Outcome Questionnaire (0Q-45; Lambert et al.,
1996) is a 45-item self-report measure, which is scored using
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a five-point Likert Scale. The questionnaire generates a
general dimension, taking into account all the items: 0Q-45
total, but also, three subscales are generated. High scores
indicate a perceived worse state. The psychometric prop-
erties of the scale have been widely investigated, resulting
in an adequate internal consistency reliability coefficient
(@ = .93) and concurrent validity with SCL-90-R and BDI with
coefficients (persons’ r) about .80 (Lambert et al., 2004).
Although, there is a lack of support in its factor structure;
users of the 0Q-45 consider the total score and the scores
obtained from the three subscales (Kim et al., 2010). The
translation and preliminary analyses were developed by
Iraurgi et al. (2009) and Penas et al. (2017), who found a
high internal consistency (.88 to .91), an adequate concur-
rent validity, and an appropriate factorial structure.

Beck Depression Inventory (BDI; Beck et al., 1996) is
21-item self-report rating instruments that assess character-
istics, attitudes and symptoms of depression. The Spanish
version was developed by Sanz and Vazquez (1998) with an
internal consistency of .87. The internal consistency of the
current study was .90.

State-Trait Anxiety Inventory (STAI; Spielberg et al., 1970)
is a self-report instrument that includes 20-items for assess-
ing trait anxiety and 20 for state anxiety. The instrument was
adapted to the Spanish population (Spielberg et al., 1982). In
the present study an Alpha coefficient of .95 was obtained
for the state dimension and .93 for the trait dimension.

The Perceived Stress Scale (PSS; Cohen et al., 1983)
is 14-item self-report questionnaire which assesses the de-
gree to which individuals consider situations in their lives to
be stressful. The Spanish version was developed by Remor
(2006) obtaining a reliability of .81. The Alpha the Cronbach
of the current research has been .93.

Finally, the Short-Form Health Survey (SF-12; Ware et al.,
1996) is a shortened version of the 36-items Short Form of
a Health Survey (SF-36), which measures health related qual-
ity of life. Its Spanish version was developed by Vilagut et al.
(2008). In the present study, the Alpha Cronbach obtained for
the physical component was .78 and mental component .82.

Procedure

All the participants completed the 0Q-45 in its Spanish
version (Iraurgi et al., 2009). Apart from the 0Q-45 the clin-
ical sample completed the BDI, STAI and PSS, whereas, the
non-clinical data filled out SF-12. The clinical sample was
recruited from people attending outpatient Mental Health
Services, whereas the non-clinical sample was composed of
university students and their relatives. The characteristics
and the purpose of the scale were explained to all of the par-
ticipants. Informed consent was obtained, and participants
were ensured that their responses would be confidential and
anonymous. Additionally, all of the ethical requirements for
conducting this type of the study were followed.

Statistical Analyses

The following descriptive statistics of the 0Q-45 items of
both samples were calculated with the SPSS program: mean
(M), standard deviation (SD), asymmetry (As), the value
of the Cronbach’s alpha if the item was removed from each

dimension of the scale (a). Furthermore, the differences be-
tween clinical and non-clinical scores were obtained through
the t-student and its effect size by Cohen’s d. Finally, the
Felps test was used to compare the alpha of each dimension
with the others. To address the concurrent validity, the cor-
relation between the total scores and the three dimensions
of 0Q-45 with the scores obtained in the following instru-
ments were measured: BDI, STAI-S and STAI-R and PSS for the
clinical sample and SF-12 for the non-clinical one.

The factorial validity was analysed conducting a con-
firmatory factor analysis (CFA), using Mplus 7. In this pro-
cess, the three-factor correlated model, four-factor hierar-
chical model and four-factor bi-level model were proved for
both samples. The following indicators were used to assess
the level of goodness of fit: the x? chi-square, the degrees
of freedom (df), the Akaike Information Criterion (AIC),
the Adjusted Goodness-of-Fit Index (AGFI), the Normed Fit
Index (NFI), the Comparative Fit Index (CFl), Standardized
Root-Mean-Square Residual (SRMSR), the Root-Mean-Square
Error of Approximation (RMSEA) and its confidence interval
(90% Cl).

Furthermore, for the cut-off points for the total score
of the 0Q-45 and each of the subscales the ROC curve (Re-
ceiver Operating Characteristics; Cerda & Cifuentes, 2012)
was used to estimate the four proposed cut-off points be-
tween the clinical and non-clinical sample. The procedure
is developed by searching on the curve for the higher val-
ues of specificity and sensitivity. This point is determined
by the Youden Index (Sensitivity + specificity -1) (Schis-
terman et al., 2005), which indicates the point where the
sensitivity and specificity represents the highest value.
Likewise, this type of methodology allows selecting cut-
off points that are better suited to the objective of our
study, knowing that the reduction or increase in sensi-
tivity implies an increase or reduction of specificity, and
vice versa.

The Reliable Change Index (RCl, Jacobson & Truax,
1991) and the clinically significant change were calculated
following the procedure proposed by the aforementioned
authors. The algorism is: RCI = ([ X nicat = Xon-ctinicat | Sair
where S, is the standard error of the mean differences
&Sd,., =DT x m x /2], DT is the poled deviation of the

linical and non-clinical samples, and R _ is the reliabili-
ty of the OQ-45. Moreover, considering this algorism and
the confidence interval of 95%, the Minimum Change Score
was calculated (MCS =S m.fx1,96). The cut-off point (CP) has been

calculated following this formula: CP = (X nicar — SDetinicat)
+(Xnon-c[inical - SDnon-clinical)/ (SDclinical + SDnon-clinicalj'
Results

Table 1 shows the differences between the clinical and
the non-clinical scores in the global dimension and in the
three subscales; all of the differences are statistically sig-
nificant [t ., = 12.65, p < .001], with the clinical scores
being higher. Also, there were differences in each item of
the scale, with most of them being statistically significant.
Moreover, the effect sizes are considerably high. Regard-
ing internal consistency of the 0Q-45, Cronbach’s Alpha
coefficients are calculated for the global score (.95) and
also for the three dimensions. With the aim of comparing
the Alpha Cronbach values, the Feldt test was calculated



Outcomes Assessment in Psychological Treatment: Spanish adaptation of 0Q-45 (Outcome Questionnaire) 59
Table 1 Differences between clinical and non-clinical samples and internal consistency
Clinical (N = 139) Non-clinical (N = 500) Comparison
M SD As A M sD Sk a t d.f. p d Feldt p

2 127 110 031 .75 135 089 0.38 .88 -0.80 191.38 .430 0.09
3 1.06 112 053 .75 118 0.84 0.61 .88 -117 183.88 .240 0.13
5 222 1.04 022 .75 166 0.8 -0.06 .88 577 188.99 .001 0.64
6 232 123 022 .75 153 076 0.02 .88 718 168.18 .001 0.90
8 0.29 0.61 196 .76 0.15 0.49 423 .88 2.46 191.37 .015 0.27
9 244 1.06 020 .75 113 0.8 039 .88 13.51 187.83 .001 1.48
10 230 135 -0.07 .75 0.87 0.8 0.87 .88 1194 168.06 .001 1.48
1 034 087 240 .76 020 056 3.46 .88 1.82 170.42 .071 0.22
13r 172 111 -023 .75 0.76 077 0.86 .88 953 17696 .001 1.12
15 212 146 -080 .75 045 072 176 .88 1298 15718 .001 1.80
22 234 1.1 027 75 142 098 0.64 .88 890 201.79 .001 0.91
23 1.88 139 033 .75 124 1.01 048 .88 515 180.06 .001 0.58
0Q-45 24r  2.71 116 -020 .75 0.83 084 093 .88 1785 179.85 .001 2.05
Symptoms 25 229 114 024 .75 1.04 094 0.65 .87 1194 193.25 .001 1.27
27 1.00 .83 0.00 .76 1.01 092 077 .88 -0.15 241.20 .880 0.01
29 1.59 1.07 -0.06 .75 0.83 094 1.03 .88 7.60 201.71 .001 0.79
3r  2.03 122 062 .75 0.79 0.8 1.00 .88 11.25 177.62 .001 1.31
33 242 116 091 .75 0.81 0.86 1.05 .88 1521 182.43 .001 1.73
34 0.81 078 036 .76 138 1.00 0.47 .89 -7.20 276.94 .001 0.60
35 137 1.02 024 .75 0.27 065 276 .88 1195 170.25 .001 1.48
36 245 1.02 007 .75 161 09 0.23 .88 886 201.38 .001 091
40 219 131 -014 75 0.64 086 133 .88 13.24 172.30 .001 1.59
41 2.1 1.05 043 .75 122 098 0.53 .88 892 209.86 .001 0.90
42 272 116 -021 .75 110 0.83 0.43 .88 1547 179.11 .001 1.78
45 0.65 081 079 .76 111 096 0.72 .88 -5.70 256.65 .001 0.50

Total 44.63 21.23 0.08 .76 24.56 10.89 0.61 .88 10.76 158.73 .001 1.45 2 .001
1r 0.84 0.8 08 .85 045 057 093 .74 506 173.25 .001 0.61
7 096 098 069 .85 087 1.03 129 .73 -0.85 637¢  .400 0.09
16 144 1.02 o011 .86 2.00 097 015 .76 -5.77 21196 .001 0.57
17 173 1.03 -021 .86 115 119 090 .73 525 635* .001 0.50
0Q-45 18 260 094 -0.02 .84 097 089 0.80 .71 18.33 212.26 .001 1.81
Inter- 19 260 097 -011 .85 142 0.84 030 .74 13.10 199.42 .001 1.36
personal 20r 113 100 044 .8 067 073 0.8 .72 5.08 180.75 .001 0.58
relationships  7¢ 045 089 195 .88 034 073 249 76 1.26 192.60 .210 0.14
30 119 108 053 .85 063 073 136 .74 5.84 17492 .001 0.69
37r 236 1.00 024 .85 127 118 074 .72 995 636* .001 0.95
43r 237 1.03 020 .84 0.76 0.8 106 .72 17.01 188.38 .001 1.87

Total 17.68 705 0.09 .86 10.53 531 048 .75 1110 18390 .001 1.5 .56 .001
4 194 098 0.65 .82 1.67 097 015 .52 2.80 635* .005 0.28
12r 238 094 0.08 .82 113 098 0.83 .56 13.39 633* .001 1.29
14 246 090 -0.03 .83 218 1.07 -011 .65 2.85 637* .004 0.27
0Q-45 2r 239 097 020 .80 0.81 0.8 0.8 .59 1730 200.30 .001 1.80
Social rol 28 249 096 0.03 .82 119 096 0.67 .54 1417 633* .001 1.36
(functiona- 32 0.53 094 164 .88 010 034 3.77 .60 536 148.06 .001 0.81
lity) 38 227 095 031 .81 096 093 095 .54 1468 634 .001 1.40
39 159 095 0.09 .80 113 086 0.78 .53 5.2  205.10 .001 0.52
44 032 064 195 .83 0.26 059 252 .56 1.05 634*  .300 0.10

Total 16.37 549 0.05 .84 942 378 046 .60 14.01 176.36 .001 1.48 .40 .001

g&;;? Total 78.69 30.44 013 .97 4448 1772 54 91 12.65 16509 .001 137 .33 .01

Note. r = the item has been recoded; *Levene’s test of variances has not been significative; « =Alpha if element is eliminated for each item and

the Alpha the Cronbach for the total of the scale.
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Table 2 Concurrent validity

0Q-45 — Global measure Symptoms ?:;1?5;:??:; Social Role
Physical Function -.51 -.49 -.37 -.46
Physical Role -.33 -.30 -.24 -.29
Body Ache -.31 -.29 -.22 -.28
SF12 General Health -.40 -.38 -.33 -.28
Vitality -.39 -.38 -.32 -.25
Social Function -.50 -.46 -43 -.40
Emotional Role -.56 -.55 -.42 -.44
Mental Health -.61 -.61 -.49 -.45
Physical Component -.32 -.28 -23 -.29
Mental Component -.60 -.59 -.49 -.43
BDI .54 .54 .34 .45
STAl-State .23 18 .23 .29
STAI-Trait .66 .68 .44 .51
PSS .79 .76 .62 .66

Note. Pearson correlation coefficient - * not significative, all the rest are statistically significative for p < .001. The SF-12 was
administered to the non-clinical sample and the BDI, STAI and PSS to the clinical sample.

given that it is statistically significant for the global mea-
sure (Feldt = .33, p < .001) and for the three dimensions.

The data related to the concurrent validity is presented in
the Table 2. For the clinical sample, all instruments correlated
significantly, except the ones of the STAl-State with the
symptomatology dimension of the 0Q-45. In the non-clinical
sample, the two components and the eight dimensions of the
SF-12 correlated significantly in a negative way with the glob-
al score of the 0Q-45, and also, with the three dimensions.
All of these correlations are consistent with what would
be expected, that is, higher scores for depression, anxiety
and stress in the clinical sample, and higher 0Q-45 scores.
While the better the mental and physical health scores in the
non-clinical sample, the lower the dysfunctionality.

In the Table 3, three different models were calculated
through a CFA to support construct validity. For the two sam-
ples the bi-factorial structure suited more appropriately; only
the AGFI index was slightly inferior than the criterion index,
(X* g0y = 2641.42, p < .001, AGF = .88, CFI = .92, RMSEA = .049
[.037 to .062]) and (x? = 3930.47, p < .001, AGF = .86, CFl = .91,
RMSEA = .061 [.049 to .073]), respectively.

Figure 1 shows graphically the factor structure of the
clinical sample. The factor loadings of three items (11,
26 and 32) were lower than .10. They assess problematic
drinking or drug use, and as can be observed in the Table 1,
they have skewed scores (the majority of the participants
obtained 0). Nevertheless, each item is included in one of
the three subscales. The factor structure obtained from the
non-clinical sample is similar to the clinical one.

Table 3 Confirmatory Factor Analysis of the non-clinical sample (n=500) and the clinical sample (n = 139)

Goodness fit indexes 90% Cl
Model Ve d.f. AGFI NFI CFI SMSR  RMSEA IL SL
Three correlated factors 3310.78 942 .82 .86 .86 .062 .058 .049 .067
:':r?];)clg”ical roupfactorhierarchical 315079 92 .82 .85 .85 109 088 07 101
Bi-factorial model 2641.42 900 .88 .90 .92 .051 .049 .037 .062
Three correlated factors 4639.24 942 .81 .85 .86 .089 .083 .072 .094
f:r:‘;l‘: roupfactorhierarehical 70179 942 80 84 .85 A01 090 079 101
Bi-factorial model 3930.47 900 .86 .89 91 .053 .061 .049 .073

Note. y%: chi-square; df- degrees of freedom; AIC- Akaike Information Criterion; AGFI- Adjusted Goodness-of-Fit Index; NFI- Normed Fit
Index; CFI- Comparative Fit Index; SRMSR- Standardized Root-Mean-Square Residual; RMSEA- Root-Mean-Square Error of Approximation and

CI90%- Confidence Interval 90% RMSEA.
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< 0Q02 > .56

32 < 0QI7 > 44
67 < 0QI8 > .64
35 <= 0Q19—> 40
40 < 0Q0 —> 48
10 < 0Q26 —> .04
38 < 0Q30 > 50

43 .
42 < 0Q03 > 56
53 < 0Qo5 > 61
54 <= 0Qoe > 62
32 < 0Qo8 > 55
61 < 0Qo9 = 66
61 <= 0Qi0—> 62
04 < oQ11—> 07
61 <= o0Q13—> 74
60 < 0Q15—> .66
42 < 0Q22 > 53
59 < o0Q23 > 59
58 < 0Qua—> 59
46 < 0Q5s > b4
31 < o7 —> 35
\ 43 < 0Q29 > 53
53 < oQ31—> 73
51 <=0Q33—> 70
32 < 0Q34—> M4
37 <= 0Q35—> 37
59 < 0Q36 > 62
52 < 0Q40 > 63
A7 < 0Q41 —> 50
59 < o2 —> 75
22 < 045 > 31
52 <= 0Q37 > 60

23 < 0Q01 —> 43
Interpersonal
Relations
57 < 0Q43 > 63

Overall
Maladjustment
31 < 0Qo7 = .33
34 <= 0Qo4 > 49
36 < o0Q12—> 52
32 <= 0Q14—> 36
54 < 0Q21 > 61
Social Role 36 < 0Q28 —> 49
01 <= 0Q32—~> .09
51 < 0Q38 —> .50
49 < 0Q39 > 49
28 < 0Q44—> .30

28 < 0Q16 —> 34 /
Figure 1. Bi-factor model of the clinical sample (n = 139).

Figure 2 shows the ROC curve obtained for 0Q-45 scale,
the continued curve represents the scale’s capacity to
discriminate between the global scores of the functional
and non-functional populations. Likewise, the discontinued
curves represent each of the dimensions of the scale: symp-
tomology (short lines), interpersonal relationships (medium
lines) and social role (the longest lines). The diagonal of the

1.0

0.8
>‘0.6
=
=
b=,
7]
c
&
0.4
——0Q Total
------ 0Q Sint
----0Q Rel
0.2 —0Q Func
Reference line
0.0
0.0 0.2 0.4 0.6 0.8 1.0

1-Specifity
Figure 2. ROC Curve of the 0Q-45.

figure symbolizes the condition of zero discrimination, so
any curve that stays away from such diagonal and covers an
area towards the upper left corner would indicate a better
diagnostic utility.

Table 4 presents the values obtained for the area under
the curve (ADC), sensitivity, specificity, chi-square, Youd-
en Index and the corresponding cut-off points of the global
score of the 0Q-45 and for the other three dimensions. For
the global score of the 0Q-45, the higher value of Youden
Index stands at the value 57.5 and offers a sensitivity of .71
andspecificity of .79. Likewise, the symptomatology dimension
cut-off point is 32.5 the interpersonal relationships are 14.5,
and the social role is 12.5. Furthermore, also it also showed
the results obtained after taking into consideration the sensi-
tivity prioritization criterion. For the global score, the value
of the cut-off point is 54.5, and offers a sensitivity of .74 and
specificity of .73. Likewise, the symptomatology dimension
cut-off point is 29.5, the interpersonal relationships are 12.5
and the social role is 11.5.

Moreover, the Reliable Change Index has been calculat-
ed for the total score of the 0Q-45 (RCI = 3.80 >1.96), where
the Minimum Change Score is 17.56, indicating an individual
need to gain or lose 17.56 points to be considered a statisti-
cally significant improvement or deterioration. Finally, the
cut-off point calculated considering the algorism proposed
by Jacobson and Truax (1991) is established at 57.43.

Discussion

The Outcome Questionnaire should be considered reli-
able and valid to measure psychotherapeutic outcomes. No
important differences between the original version, studies
using other versions (Von Bergen & De la Parra, 2002), and
the findings obtained in this research using the Spanish ad-
aptation have been found.

The internal consistency was satisfactory in the total 0Q-
45 score both for the clinical and non-clinical populations: .97
and .91, respectively. Those Cronbach Alpha are similar to
the research conducted by Lambert and his colleges (1996).
The lower Cronbach Alpha for the non-clinical sample com-
pared to the clinical sample could be due to its range. Fur-
thermore, the internal consistency of the three dimensions
was high and adequate. Additionally, significant differences
were found in the 0Q-45 total scores and in its three dimen-
sions, between the clinical and non-clinical group. As was
expected, higher scores were revealed in the clinical sample
(patients who came to a mental health centres with a need
for therapeutic assistance, affective symptomatology in most
cases). Those differences confirm the instrument’s ability to
discriminate between clinical and non-clinical populations.
Effects sizes reassured the size of those differences.

Regarding concurrent validity, the used instruments were
different depending on the sample. Firstly, in the clinical
population BDI, STAlI and PSS correlated significantly with
the three dimension and total scores of the scale, especially
with those scales that evaluate the stress and the depres-
sive symptomatology expressed by the individual. As was ex-
pected, the higher correlations were obtained in the symp-
tomatology and global dimension of the scale, and instead
the correlations were lower in interpersonal and social re-
lationships areas, since these dimensions are measured less
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Table 4 Area under the curve, sensitivity, specificity and chi-square values for each cut-off point considering Youden Index and

sensitivity prioritization criterion

0Q-45 ADC p Sensitivity ~ Specificity 7 Y;:\‘gli” c;‘;?ng
Total .81 .001 71 .79 125.13 .50 57.5
o Symptoms 77 .001 .67 .78 103.22 45 32.5
Youden criterion
Interpersonal .79 .001 .65 .79 98.72 .44 14.5
Social Role .85 .001 .76 .82 169.73 .58 12.5
Total .81 .001 74 73 102.54 A7 54.5
Sensitivity prioriti- Symptoms 77 .001 71 .68 68.27 .39 29.5
zation criterion Interpersonal .79 .001 72 .66 65.09 .38 12.5
Social Role .85 .001 .81 73 128.49 .54 11.5

Note. ADC = Area under the curve; p = probability value; y? = Chi square test.

by those additional instruments (BDI, STAI and PSS). None-
theless, the state subscale of the STAI questionnaire obtains
different results, where it has a non-significative correlation
with the symptomatology dimension, and also, their correla-
tions, despite being low, are higher with the interpersonal
relationships and social role dimensions, indicating that this
subscale of the STAI is more related to these areas of func-
tioning. Secondly, in the non-clinical sample, the concurrent
validity was measured by the SF-12 questionnaire, all the sub-
scales correlated negatively which means that an increase in
the 0Q-45 scores is associated with a decrease in the scores
of the SF-12. The mental component of the SF-12 is higher
related to the 0Q-45, indicating that the 0Q-45 is related to
the mental dimension in all of its subscales.

As most of the non-clinical sample was collected in a
community setting, it was considered more appropriate to
use questionnaires related to quality of life. Whereas, for
the clinical sample scales related to stress, anxiety and de-
pression symptomology were used since they are routinely
used in the clinical setting, and also because they provided
additional information about the patient’s need and prob-
lem. Thus, as a consequence of the different instruments
used in order of being adequate with the sample, the ap-
propriate concurrent validity between the 0Q-45 and the
other instruments that measure diverse areas of functioning
has been confirmed.

The results of the confirmatory factor analyses for both
samples indicated that the 0Q-45 is a bi-factorial scale
composed of one general factor and three subscales. In this
structure each item loaded on one of the three subscales,
but also, in a general factor of distress. This model offers
an appropriate description of the 0Q-45 structure, since
it fits with the interpretation process given by the authors
(Lambert et al., 1996). This structure was also provided by
Lo Coco et al. (2008) with an Italian sample.

In spite of considering the cut-off points that maximize
the sensitivity and specificity (Youden’s higher value), the
ones that prioritize the sensitivity in a slight way have been
established. The objective of the current study is to adapt
and validate a scale that is going to be used with clinical
patients, and consequently, it is important to capture all
the possible cases in order not to leave them unattended. In
other words, the clinical criterion has been chosen over the

statistical criterion, as the cut-off point suggested through
the Youden Index prioritizes the specificity over the sensi-
bility. The cut-off point (CP) obtained for the 0Q-45 in the
present study, 54.5, is lower than the result of the original
research (CP = 63) (Lambert et al., 1996). The resulting val-
ues of sensitivity and specificity after the calibration are
also smaller in the Spanish adaptation, .74 for sensitivity
and .73 for specificity. Timman et al. (2017) also reported
a smaller cut-off point for the Dutch version (CP = 55) in
comparison to the original one.

Considering the procedure for calculating the cut-off
points proposed by Jacobson and Truax (1991), 57.43, which
is 3 points superior to the one that resulted from maximiz-
ing the sensitivity. Moreover, the amount of points in 0Q-45
that an individual needs to improve are 17.56, whereas in
the American sample 14 points are necessary (Beckstead et
al., 2003). Both indexes obtained from this research would
allow the clinician to classify the patients as followed: re-
covered, improved, no change, or deteriorated. Moreover,
they will also be able to choose the most convenient cut-off
point based on their judgment, while also taking into ac-
count the person that they are working with.

Due to the differences found in terms of cut-off points,
the current study has some possible limitations in the col-
lected sample, especially in the size of the clinical sample.
As a consequence, it would be adequate to increase the
number of participants in the clinical sample. For future
research it would be interesting to track the patients’ prog-
ress and prove the instrument’s sensitivity to change.

Based on the data presented, the Spanish adaptation
of the 0Q-45 has appropriate psychometric properties
in order to be considered a useful instrument. Moreover,
it could be an adequate scale for assessing the function-
ality of Spanish patients, and consequently, it could help
clinicians to evaluate treatment efficacy and establish psy-
chotherapy goals.
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