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The Meanings and Measurement of Clinical Significance
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The previous articles in this special section make the case for the importance of evaluating the clinical
significance of therapeutic change, present key measures and innovative ways in which they are applied,
and more generally provide important guidelines for evaluating therapeutic change. Fundamental issues
raised by the concept of clinical significance and the methods discussed in the previous articles serve as
the basis of the present comments. Salient among these issues are ambiguities regarding the meaning of
current measures of clinical significance, the importance of relating assessment of clinical significance
fo the goals of therapy, and evaluation of the construct(s) that clinical significance reflects. Research
directions that are discussed include developing a typology of therapy goals, evaluating cutoff scores and
thresholds for clinical significance, and attending to social as well as clinical impact of treatment.

Clinical significance refers to the practical or applied value or
importance of the effect of an intervention—that is, whether the
intervention makes a real (e.g., genuine, palpable, practical, no-
ticeable) difference in everyday life to the clients or to others with
whom the clients interact. The assessment of clinical significance
represents an important advance in the evaluation of intervention
effects, including treatment but extending to prevention, education,
and rehabilitation as well. Apart from reliability of change or
group differences (e.g., statistical significance) and the magnitude
of experimental effects (e.g., effect size or correlation), the impor-
tance of the change and the impact on client functioning add
critical dimensions. Treatments that produce reliable effects may
be quite different in their impact on client functioning, and clinical
significance brings this issue to light.

The methods of evaluating clinical significance have advanced
as well, in no small part by the authors of the previous articles in
this series (e.g., Jacobson & Revenstorf, 1988; Kendall & Grove,
1988). In the present series, the authors elaborate on the measures
of clinical significance; provide advances in their use, application,
and computation; and identify issues pertinent to treatment eval-
nation more generally. They raise several fundamental issues that
serve as the basis of the present comments. Specifically, in the
present article, I examine the meaning and interpretation of mea-
sures of clinical significance, the importance of relating assess-
ment of clinical significance to the goals of therapy, and the
construct(s) that clinical significance reflects. Recommended di-
rections for research are also highlighted and include developing a
typology of therapy goals, evaluating cutoff scores and thresholds
for clinical significance, and attending to social as well as clinical
impact of treatment.
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Meanings of Clinical Significance

There are key issues that influence or determine whether a
change is clinically significant. The issues reflect consideration of
the question “What do mental health professionals mean when
they refer to change as clinically significant?” The answers to
which the question is directed are not, of course, the operational
definitions in use but rather the concepts and constructs these
definitions are designed to represent.

Amount or Degree of Change

The amount or degree of change is the most striking character-
istic of the meaning of clinical significance. Measures reviewed in
the previous articles indicate that a rather large, reliable change in
symptoms and return to normative levels are primary indexes of
clinical significance. Although a large change of the type referred
to in the previous articles is important, I believe a more paradox-
ical claim can be made about the relation of the amount of change
and clinical significance. Specifically, I suggest a clinically sig-
nificant change can occur when there is a large change in symp-
toms, a medium change in symptoms, and no change in symptoms.
The suggestion that any amount of change might be clinically
significant is not sophistry but rather conveys that clinical signif-
icance can and does mean many things, and these vary as a
function of the type of problems and the goals of treatment.

Consider three situations and how the clinical significance of
change might be demonstrated. First, consider the situation in
which the client comes to treatment with many symptoms (e.g., of
depression) and the goal is to reduce or eliminate these symptoms.
After treatment, the client’s symptoms have been reduced substan-
tially. On standardized measures of depression, and indeed on
broader measures of psychopathology, this might be reflected in a
statistically reliable change and symptom scores that fall within the
normative range. More will be said later about the meaning of a
reduction of symptoms and entry into the normative range. At this
point, it is important to begin with the notion that clinical signif-
icance can mean a large change in symptoms, as thoroughly
detailed previously (Jacobson, Roberts, Berns, & McGlinchey,
1999; Kendall, Marrs-Garcia, Nath, & Sheldrick, 1999).

Second, consider the same client but a slightly different out-
come. Here the client improves, but at the end of treatment the
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client’s behavior has not changed enough for it to fall within the
normative range. From the researcher’s standpoint, the criterion of
clinical significance may not be met. However, on a priori and
perhaps even commonsense grounds, the change may be important
and potentially clinically significant (i.e., in keeping with the
definition of making a difference and having a practical value).
After all, from the standpoint of symptoms, one can be a little
better or a lot better (e.g., fewer or less severe symptoms) without
being all better or just like most people (e.g., no symptoms,
normative range of symptoms, or recovered). If one is a little better
or a lot better, that is important to identify for research and clinical
purposes. Sometimes a little means a lot. (I mention the other
situation later when “sometimes a lot” may mean “very little.”)

For example, a review of psychotherapy for depression suggests
that treated cases change but at the end of treatment clients are still
more depressed than are normative samples (Robinson, Berman, &
Neimeyer, 1990). For severely depressed and suicidal patients,
perhaps those who are hospitalized, an improvement might be
sufficient to return them to everyday functioning, even though
their depressive symptoms are hardly near normative levels (cf.
Tingey, Lambert, Burlingame, & Hansen, 1996). For less severely
depressed patients, a small change in symptoms also may keep
them out of the normative range. Could it be that such individuals
have made a clinically important change, even though they do not
fall within the normative range? The clients themselves might
judge the changes to be quite significant, if clinical researchers
introduce the client’s perspective on the matter, as raised by
previous articles (Foster & Mash, 1999; Gladis, Gosch, Dishuk, &
Crits-Cristoph, 1999). The perspective of the person judging clin-
ical significance is relevant and raises a broader issue discussed
later. Nevertheless, it is conceivable that a little change goes a long
way, could make a great difference to the client (i.e., be clinically
significant), and affect his or her functioning in everyday life.

Finally, consider a different situation that arises in psychother-
apy in which symptom change is not at issue. Several circum-
stances may make symptom change not relevant or not the main
objective of therapy. It might be that the symptoms are deteriorat-
ing and an effective treatment stops or postpones the deterioration.
In another situation, perhaps the symptoms cannot be changed very
much or at all (e.g., Tourette’s syndrome or self-mutilation). The
absence of effective treatments or the failure of ordinarily effective
treatments that have been applied may lead us to consider that the
symptoms are not likely to change. Alternatively, the impetus for
seeking therapy may be a personality or character trait that one’s
dear friends and relatives find annoying. Many of these character-
istics are stable and lifelong and might not be expected to change
or to change very much. For each of these situations, researchers
and clinicians may not be able to do very much in terms of
changing symptoms, but they may do a lot in terms of helping
people cope with symptoms or improve the quality of life (Gladis
et al., 1999).

Helping people cope is relevant to a wide range of issues
brought to treatment, as reflected in coping with a personal dis-
ability (e.g., disfigurement or loss of mobility); with emergent and
emotionally wrenching challenges (e.g., care of a child or spouse
with an acute trauma or chronic disability); or with one’s past (e.g.,
guilt, remorse in relation to a parent, or abuse by a parent), present
(e.g., diagnosis of a terminal disease or loss of a relative), or future
(e.g., angst over a personal crossroads or an impending major life
event). For purposes of discussion, one might say that the symp-

toms of the client are not the problem. Rather, the goals of therapy
include coping with the situation, altering one’s views, and taking
action to manage the situation.

The three situations converge to make one point; namely, it is
conceivable that therapeutic change can be important (i.e., clini-
cally significant) when symptoms change a lot; when they change
a little; and when they do not change at all, but the client is better
able to cope with them. The determination of clinical significance
in these situations is not arbitrary and does not challenge existing
measures. Rather, the illustrations convey that clinical significance
depends on the problems that are brought to treatment and the
goals of treatment, a point underscored by Foster and Mash (1999).
The challenge is developing a method of connecting outcome
measures and clinical significance on these measures to the goals
of treatment.

Key Constructs

A marked change in symptoms could readily signal a clinically
significant effect, but few would say that clinical significance is
restricted to changes in symptoms. What are the constructs that
underlie clinical significance, or what are the defining dimensions?
Each of the articles in this series takes up the matter, and several
constructs are noted, including symptom change, meeting role
demands, functioning in everyday life, quality of life, and subjec-
tive judgments. To date, evaluation of clinical significance in
treatment outcome research has emphasized symptom reduction
and has used one of the procedures developed and discussed in the
first two articles in this series (Jacobson et al., 1999; Kendall et al.,
1999). In research, clients are usually recruited on the basis of
meeting inclusion criteria for a particular level of symptoms, and
hence symptom reduction may be especially relevant.

Symptoms are important, but it is interesting to consider their
role in treatment referral and treatment more generally. The num-
ber of people with symptoms in everyday life (and who are not in
treatment) is probably quite high. Researchers know that approx-
imately 18% to 20% of children, adolescents, and adults in every-
day life meet criteria for a psychiatric disorder in a given year (e.g.,
Burke, Burke, Regier, & Rae, 1990; United States Congress,
Office of Technology Assessment, 1991). These refer to diagnoses
(sets of multiple symptoms). The rates of people having one or two
symptoms or having subsyndromal disorders (sets of symptoms
that fall below meeting diagnostic criteria) necessarily must be
higher. Most people with symptoms and disorders are not referred
to or receive psychotherapy. Of course, just because individuals do
not come to treatment does not mean they are functioning well,
Seeking treatments depends on a number of factors, including the
nature of the clinical problem, the availability of resources, and
cultural views about seeking treatment. Yet it is quite feasible that
large numbers of individuals with disorders or sets of symptoms
are managing or functioning adaptively, even if not optimally.
Level of symptoms may not be the basis of receiving or evaluating
treatment or the primary determinant of functioning adaptively or
well,

Impairment may be much more critical than symptoms for
entering treatment. ir‘npainnent includes difficulties in meeting
role demands, interacting with others, and being restricted by what
one can do in settings, situations, and activities in which one is
involved. Impairment is related to, but readily distinguishable
from, symptoms and disorders (Sanford, Offord, Boyle, Peace, &
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Racine, 1992). Moreover, impairment is related to seeking treat-
ment. In the case of child treatment, for example, impairment more
than symptoms predicts the likelihood of being referred for treat-
ment (Bird et al., 1990). Among adolescents, level of impairment
at the end of treatment predicts the likelihood of relapse (Lewin-
sohn, Seeley, Hibbard, Rohde, & Sack, 1996). In adult therapy,
many individuals who do come for therapy do not meet criteria for
diagnoses, at least when assessed through standardized methods
(e.g., Howard, Lueger, & Kolden, 1997). Quite possibly, function-
ing in everyday life, apart from or in combination with symptoms,
is the basis for secking treatment.

Clearly, symptoms and impairment can be related, and often
both are core diagnostic features of various disorders (e.g., sub-
stance abuse and schizophrenia, to mention two; American Psy-
chiatric Association, 1994). However, symptoms and impairment
may not invariably be related or, in any given case, necessarily
highly related. This is worth mentioning because treatment might
reduce symptoms (e.g., to normative levels) and not necessarily
affect impairment in important (clinically significant) ways or fail
to reduce symptoms to a clinically significant degree but improve
functioning in daily life.

Symptoms and symptom changes are important as indexes of
clinical significance, as the previous articles convey. At the same
time, there are reasons to be cautious because of the impetus for
and conditions related to seeking treatment, the goals of treatment,
and the possibility that important therapeutic changes may be
unrelated to symptom change. It is meaningful to ask what are the
key constructs or dimensions along which clinical significance
ought to be evaluated. There are likely to be many constructs and
dimensions. Quality of life is a candidate or critical component. A
detailed analysis of quality of life nicely illustrates the complexi-
ties in conceptualization and assessment of just one of these
constructs that may be central to clinical significance (Gladis et al.,
1999). Impairment, and no doubt other constructs, might be pro-
posed as well.

Perspectives and Convergence of Measures

In psychotherapy research, there is a long-standing recognition
that evaluation of treatment effects entails many different perspec-
tives, including those of the client, those in contact with the client
(e.g., spouse, parents, or coworkers), mental health professionals,
and society at large (e.g., Kazdin & Wilson, 1978; Strupp &
Hadley, 1977). Clinical significance invariably includes a frame of
reference or perspective. It is quite appropriate for many treatment
goals to ask, “To whom is the treatment effect clinically
significant?”

Emphasis on symptom change may reflect the perspective of the
investigator. The outcomes regarded as clinically significant are
based on what researchers have decided as reasonable definitions
and conventions. Symptom change may not reflect what is actually
important to the client from his or her perspective. Moreover, a
large symptom change may not be reflected in other indexes of
practical or applied importance.

The perspective of the client has not been well attended to in the
evaluation of clinical significance.’ Indeed, the client has been
largely excluded from the process of defining a clinically signifi-
cant change. Does the client, at the end of treatment, consider the
change to be very important or one that has had palpable impact on
his or her life? Of course, there are many cases in which one might

not want the opinion of the client (e.g., a young child with autism,
an adolescent with conduct disorder, an adult with borderline
personality disorder). Also, as noted by others in this series (Foster
& Mash, 1999; Gladis et al., 1999), client opinions (e.g., global
ratings or judgments) can be influenced by a variety of factors and
biases that could indicate significant change when, in fact, these
changes are not reflected in other domains. Indeed, client satisfac-
tion with treatment is not invariably related to changes in symp-
toms (Lunnen & Ogles, 1998; Pekarik & Wolff, 1996). Thus,
assessment and interpretation of the client’s perspective raise their
own challenges and, hence, cannot be considered as the singular or
unambiguous criterion for whether or not treatment has had gen-
uine impact on functioning. Even so, in outpatient treatment for
adults, for example, it would seem that the client’s perspective is
absolutely critical.

It is worth distinguishing for a moment actual change and
perceived change.” As an example of actual change, consider that
the client has improved substantially in symptoms at the end of
treatment. The actual changes in functioning, as reflected on
objective and standardized tests, are obviously important (Jacob-
son et al., 1999; Kendall et al., 1999). Perceived change on the part
of the client or those with whom the client interacts are critical as
well (Foster & Mash, 1999; Gladis et al., 1999). The difference
between actual and perceived characteristics are readily evident
and recognized as important in everyday life as, for example,
reflected in being competent and feeling (perceiving oneself as)
competent, in being in control and feeling in control, and in being
attractive and feeling attractive. In the context of therapy, actual
change or level of symptoms at the end of treatment (e.g., dem-
onstrated on standardized measures) is distinguishable from per-
ceived change (e.g., views about how much one has changed along
the same dimension as the standardized measures). Actual and
perceived change may be correlated. Whatever the correlation is,
there may be no relation in a particular individual, and the relation
might well be altered with therapy (e.g., because one changes and
the other does not or the changes are in different directions). That
is, a client may retain his or her symptoms, social ineptness, and
brutish demeanor but feel or perceive himself or herself as much
better, as noticeably happier, and as having a better quality of life.

To simplify (and dichotomize) for purposes of presentation,
envision a 2 X 2 matrix in which the rows are actual changes
(clinically significant vs. not clinically significant) in the clients
and the columns are perceived changes (clinically significant vs.
not clinically significant). Among the four cells that combine
these, the cases in which there are discrepancies are perhaps
especially interesting (e.g., the data show that there is a clinically
significant change but no change or modest change in client
perceptions, and vice versa). The 2 X 2 matrix is simple because
only two perspectives and a single construct (symptom change) are

!By “perspective of the client,” I do not mean merely the use of
self-report measures. Changes on a self-report measure of symptom change
do not address the points noted here; to wit, do the changes reflect everyday
functioning beyond the symptom measure?

2 I recognize that making a distinction between actual and perceived change
is equivalent to epistemological hara-kiri. On psychological grounds, the
distinction requires care as well. Actual and perceived changes are likely to be
related in dynamic and reciprocal ways so that change in either one is very
likely to prompt a sequence in which many other changes occur.



SPECIAL SECTION: COMMENTARY 335

included. Even so, the illustration raises the issue of perspective
and correspondence of measures of clinical significance, and both
of these relate to the goals of treatment.

Much of psychotherapy research focuses on cognitively based
treatments. These treatments underscore the importance of beliefs,
attributions, and thought processes in relation to disorder or bases
of therapeutic change. At the same time, there has been less
appreciation of cognitive processes as a focus of treatment;
changes in such processes are often an end in themselves rather
than a means of reducing symptoms or changing disorders. How
individuals view themselves, the world, and others are not only
critical because they influence depression, but they are also critical
by themselves because they are related to the misery that many
people bring to treatment, whether or not they are depressed. There
are many reasons to be wary of ratings and global judgments,
which have been eschewed as major outcome criteria as a way of
improving precision in outcome assessment (Kazdin, 1998). Con-
sequently, it would be a mistake, I believe, to turn backward and
to reduce outcome assessment to a few ratings of “how was that for
you” on a 5-point scale ranging from 1 (this was fun, but I'm no
better) to 5 (what an amazing [clinically significant] change). That
said, the client’s views of the benefits of treatment are also critical
to ensure that the benefits are demonstrated in some other way
(Foster & Mash, 1999; Wolf, 1978). Moreover, it is not difficult to
validate client views by demonstrating their empirical connections
to standardized measures (e.g., Kazdin & Wassell, 1998). Simi-
larly, client views of change could be validated against measures
of impact in everyday life.

In statistical evaluation, one recognizes that a result may be
statistically significant (p < .05), even though the null hypothesis
(H,) is true. That is, the results show that there is a difference, even
though there really is no difference in the world, a circumstance
referred to as a Type I error. One also recognizes that the results
of a study may not be statistically significant, even though H, is
false (i.e., there really is a difference in the world), a circumstance
called a Type II error. No doubt there are conceptually equivalent
errors in relation to clinical significance, mutatis mutandis. These
errors may be evident with a single index of clinical significance,
such as symptom scores falling in the normative range. For a given
client whose scores fall within the normative range, there may be
no real change or a change that is large in everyday life, which the
symptom score is assumed to reflect. That is, there is a clinical
Type I error in which one finds a change and entry into normative
range on the hypothetical “how was that for you” measure, but the
symptoms these scores are designed to reflect in everyday life may
not have changed for this individual or changed as much as the
data suggest. The equivalent of Type I and Type II errors may also
be evident when one compares different perspectives (client or
mental health practitioner) and when one perspective reflects
change and the other does not. To call these “errors” is of course
questionable, but Type I and Type II errors convey the concept of
discrepancies among criteria and measures and the extent to which
conclusions based on one measure of clinical significance corre-
spond to those based on a criterion or another measure.

Assessment of Clinical Significance

Interpretation of Current Indexes

The meaning of current measures of clinical significance is not
entirely clear, in part because there has been little validation of the

measures. The reason for the paucity of validity studies may be due
to the fact that the measures of clinical significance are not really
new or different measures; rather, measures of clinical significance
are ways of using other measures, many of which are often well
validated. Thus, clinical significance might be inferred by a change
on the Minnesota Multiphasic Personality Inventory, the Beck
Depression Inventory, or the Child Behavior Checklist. There
seems to be no need to validate these measures anew because of
the enormous amount of background research, including data on
normative samples. Nevertheless, there remain problems in the use
of clinical significance indexes even when they are based on
well-validated measures.

It might seem obvious that a client whose symptoms are outside
the normal range before treatment and within that range after
treatment has made a clinically significant change. Assume, for the
moment, that the standardization and normative data for the mea-
sure have firmly established some normative range, leaving aside
the important issues related to deciding the range and cutoffs noted
previously (Kendall et al., 1999). At the end of treatment, what
does a score in the normal range mean? First, the normative data
from standardization samples are rarely based on the scores of
individuals tested on two separate occasions. In contrast, when
used to evaluate treatment, the measures are typically based on
repeated assessment (pre- and posttreatment). The repetition of the
measures combined with the context in which the measures are
completed (treatment evaluation) makes the score at posttreatment
for the clients not necessarily comparable with the data obtained in
community samples. Simply stated, the assessment conditions of
the normative sample and the client sample at posttreatment are
quite different.

Second, identical scores within the normative range from some-
one in a community sample and someone referred for treatment
who has improved may not have the same meaning or correlates.
For example, adolescents who met criteria for major depression
before treatment may show a clinically significant change insofar
as they achieve a cutoff that places them in the nonpsychiatric
disorder range once treatment is completed. However, adolescents
who no longer meet diagnostic criteria, but who once did, remain
different from those who never met these criteria in terms of
current impairment and long-term functioning (Gotlib, Lewinsohn,
& Seeley, 1995; Lewinsohn et al., 1994).

In general, scores from community and clinical samples that fall
within the same range (at the end of treatment) do not necessarily
have the same meaning (e.g., concurrent and predictive validity).
The quick reply to this concern is that in a treatment study, the use
of a no-treatment contro} handles these ambiguities because clients
in this group have repeated assessments and hence provide a basis
of comparison. A control group is not relevant here. What is
relevant is whether these clients (who fall within the normal range
or who made a large change) function well or show palpable
effects of treatment. It seems to me that even on the basis of scores
on standardized and well-validated measures, one cannot tell.

Interpretation of measures of clinical significance depend on the
extent to which they relate to other criteria that reflect an impact on
a client’s functioning in everyday life or perceived functioning,
depending, again, on the configuration of constructs that compose
clinical significance. Currently, there are operational definitions of
clinical significance, many of which have been refined in remark-
able ways. However, the operations to measure clinical signifi-
cance ought not to be confused with the constructs they operation-
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alize. Refinements in how these indexes are computed, statistical
niceties (such as controlling for regression to the mean), and
tinkering with cutoff scores are all methodologically interesting
and perhaps even important, but they do not address the over-
arching question of clinical impact. The question for any measure
or index of clinical significance is the extent to which the measure
in fact reflects a change that does have an impact on the individ-
ual’s functioning in everyday life or a change that makes a differ-
ence. Validation is needed to attest to the fact that the measure
relates to other indexes of everyday functioning. Stated another
way, clinical significance is not being measured because research-
ers call the measures clinically significant or adopt them for
~ convention. The measures must relate to the construct of interest.
Measures of clinical significance require supporting evidence to
establish that they actually do reflect important, practical, worth-
while, and genuine changes in functioning in everyday life.

The Criterion Issue or Problem

It is easy to state that current measures ought to be validated, but
there is no clear criterion against which to validate the measures.
Indeed, there are likely to be muitiple criteria, goals of therapy, and
perspectives, as raised earlier. Validation steps might begin by
comparing treated patients who do show a clinically significant
change with those who do not, as reflected on measures suggested
in the previous articles. One could show that those who have made
a clinically significant change (e.g., fall into the normative range
on symptoms) have higher mean scores on measures of marital
adjustment, adaptive functioning, quality of life, and other such
outcomes when compared with those who have not made a clini-
cally significant change. Yet this does not establish that those
identified as showing a clinically significant effect are doing better
in their everyday lives.

Among the alternatives for selection of criteria against which
measures could be validated would be to identify the clients who
state that they have made an important, worthwhile, and genuine
change over the course of treatment. What are the predictors and
correlates of these statements? A similar case might be made by
asking others (i.e., persons with whom the clients interact) whether
differences in treatment are clear and important; this, too, could be
a criterion to help develop the construct or latent variable (clini-
cally significant change) and determine how various measures
relate to that construct.

There may be no single criterion that can be used to validate
existing measures of clinical significance. No doubt some treat-
ment effects and clinical foci may be more easily validated than

others. For example, therapy as applied to health domains may

provide criteria that are more readily assessed. Treatment of obe-
sity or cigarette smoking, as two examples, might be able to
connect status at posttreatment (e.g., percentage overweight or
number of cigarettes smoked) to other outcomes that can serve as
validation for deciding if a clinically significant change or im-
provement has occurred. Falling within a range of 10% above
normal body weight, as opposed to 50% above normal body
weight at pretreatment, may greatly reduce the risk for all sorts of
diseases and be used as a reasonable criterion for clinical signifi-
cance. Here the use of normative data has validation evidence in its
behalf because the data (10% above body weight) can be related to
all sorts of other criteria (e.g., morbidity and mortality). Of course,
just because health measures are available does not invariably

provide a rock-solid criterion for clinically significant change, but
the grounding is better if one can relate level of functioning to the
likelihood (risk) of other outcomes.

In general, much more attention ought to be given to the criteria
that are used to define clinical significance. Measures in current
use warrant validation in relation to those criteria. Without such
validation, it is unclear what these measures assess beyond the
descriptive statement of an individual’s score on that measure.
Stated another way, one can say that the results of treatment
produced clinically significant changes, but one must bear in mind
that these changes may not have any impact on client functioning
in everyday life, unless the indexes have been related to such other
measures.

General Comments

A standard assessment recommendation is to convey the need
for multiple measures. This is intended to refer to multiple mea-
sures of a given construct because no single measure can capture
all of the components and each individual measure has a method
component (e.g., type of measure or reactivity of assessment) that
can contribute to the score and its interpretation. These concerns
are relevant to the assessment of clinical significance. However,
there are prior concerns that warrant assessment consideration.
First, there are multiple constructs and meanings of clinical sig-
nificance in light of the various clinical problems and goals of
therapy. These warrant elaboration at the conceptual level. Second,
can one translate these meanings into criteria to validate measures
or indexes of clinical significance? What index can be used to
reliably and validly reflect the likelihood that someone has made
an important change? Also, one ought to ask the same questions
about the indexes that are used to reflect the likelihood that the
client (or others affected by the client) perceives that there has
been an important change.

These questions are fundamental to assessment and evaluation
of clinical significance. However, they raise broad issues about the
multiple purposes and goals of treatment and the feasible, realistic,
and ideal outcomes that may result. The implications are broad
because they have bearing on such weighty topics as identifying
empirically supported treatments. One may wish to judge treat-
ments on the extent to which they change symptoms, but the
results could be quite different if other criteria were used, such as
impairment, quality of life, or impact on others (see Kazdin, in
press).

Research Directions: Briefly Noted
Classification of Goals and Problems

There are many reasons for seeking treatment, and no doubt
these can vary widely over the course of childhood, adolescence,
and adulthood. Clinically significant therapeutic change is proba-
bly quite different in meaning as a function of the different foci of
treatment. Perhaps even when the focus is similar (e.g., anxiety
and depression), the meaning and measure of clinical impact may
vary over the course of development. A key question for research
is whether the problems, goals, or foci of treatment can be cate-
gorized in some way to alert psychologists to the most relevant
means of assessing clinical significance.
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Perhaps a typology of treatment goals or treatment foci can be
developed. This is not a classification of clinical problems (such as
disorders) but a typology at a higher level of abstraction to address
the main goals of treatment. As an illustration, one might say that
treatment goals include (a) reducing symptoms; (b) improving
interpersonal relations and role functioning; (c¢) enhancing self-
esteem and confidence; (d) enhancing the capacity to cope with or
reconcile a particular situation, crisis, or problem; and (e) clarify-
ing or addressing issues related to a past, current, or impending
situation. These are not listed to propose a complete typology but
rather to convey the broader issue that a typology of goals may be
instructive. Needless to say, treatment may have many goals, goals
are not independent, and goals can and do change.

The purpose of a typology would be to call forth those types of
clinical significance that are most relevant. Making a large change
in symptoms and falling into the normative range could be the
primary or exclusive index of clinical significance, but it is not
necessarily relevant when the primary goals of treatment are Goals
b through e above. Also, for some therapy, the outcome is not as
critical as the process (i.e., working on issues, clarifying meaning,
soliciting someone else’s perspective, and having a friend). The
ride, as it were, may be as or more important than arriving at a
destination. This may not be the focus of therapy in outcome
research, but it addresses situations in which clients search for
meaning and do so through psychotherapy. There is no reason to
empbhasize this latter focus here except to convey how the goals of
therapy can vary. Perhaps researchers and clinicians would profit
from a way of identifying the primary domains of clinical signif-
icance to which they ought to attend and from a set of measures to
operationalize these. Current measures of clinical significance do
not begin with the view that there are multiple goals of therapy and
that clinical significance is defined in relation to those goals.
Measures also do not begin with the clients’ views of what an
important change would denote if treatment were helpful or wildly
successful.

Perhaps insufficient appreciation of client views about the goals
of treatment also contributes to some of the discrepancies in
treatment outcomes more broadly. For example, among clients
who drop out of treatment “prematurely” and against therapeutic
advice, a rather significant proportion has definitely improved
(Kazdin & Wassell, 1998). It is likely that the goals of treatment of
the clients were achieved, even though the goals of the therapist
may not have been. Lack of correspondence between client and
therapist or other measures is not a methodological “problem” but
rather a substantive and conceptual issue about the goals of treat-
ment and the criteria for evaluating impact.

Cutoff Scores and Thresholds of Clinical Significance

There may be use in referring to clinical significance categori-
cally (e.g., in or out of the normative range, recovered or not
recovered). This may be particularly useful or clear when symp-
toms are eliminated (e.g., no more panic attacks, tics, or encopre-
sis). More often than not, the changes are on a continuum. Any
cutoff point to determine whether the change is clinically signifi-
cant will raise the same issue. (For example, some individuals who
are considered to have changed to a clinically significant degree
did not change on the criterion; others who did not change to a
clinically significant degree on the measure did change on the
criterion.) One can investigate the classification of individuals at

the end of treatment to determine which cutoff is the best at
capturing those cases that made a clinically significant change.
Using some cutoff based on normative data or a degree of change
from pre- to posttreatment may not necessarily capture that.

Research is needed that evaluates alternative cutoff points and
their utility in defining a clinically significant change. Central to
this research is development of a criterion (or set of criteria) on
which to judge the extent to which a particular cutoff in fact
identifies individuals who have changed in marked ways, as dis-
cussed previously. On the measure of clinical significance (e.g.,
normative data), any particular cutoff score (or range) is likely to
identify frue positives (those who are correctly identified as having
made a clinically significant change on the measure, such as falling
within the normative range, and who show an impact on the
criterion measure from everyday life), false positives (those who
are considered to have made a clinically change on the measure but
not on the criterion measure), true negatives (those correctly
identified as not having made a clinically significant change on the
measure or on the criterion), and false negatives (those who did not
show a clinically significant change on the measure when, in fact,
treatment clearly had an important impact on the criterion). The
cutoff point to maximize correct identification of cases that make
a clinically significant change can be determined empirically.?

Insofar as clinical significance includes client report, there is a
related matter of the threshold that individuals have for saying,
perceiving, and believing that an important (clinically significant)
change was made in treatment. It is readily conceivable that two
clients coming to treatment with the same set of symptoms and
who change equally (and fall within the normal range) will view
their change quite differently. One might see the change as clini-
cally important, and the other might see the change as nugatory.
This is why client perception (e.g., the person seeking treatment)
may be critical in many applications of therapy.

The point about thresholds extends beyond the perception of the
client. It is quite possible that a given change in symptoms or
functioning for two clients may in fact have a different impact on
their lives. A reduction in marital conflict that is medium to large
for two couples may be quite sufficient to improve and preserve
the marriage for one couple but not enough to achieve these ends
for the other couple. The reason might be driven by variation
between the families in other factors, including characteristics of
the parents (e.g., parent history of divorce or psychopathology) and
family (e.g., socioeconomic disadvantage or strains of child rear-
ing), and contextual influences (e.g., availability of social support
or adequate day care), to mention a few. The larger point is that the
value, significance, and impact of a therapeutic change of a given
magnitude may vary considerably. Theory and research that elab-
orate the impact of diverse influences on clinically significant

* Tests of sensitivity and specificity are used to delineate different
cutpoints to identify cases. In the present context, sensitivity is the proba-
bility of showing a clinically significant change on an outcome measure
(e.g., falling within the normative range) among those individuals who
have made a clinically significant change in everyday life (e.g., on another
criterion). Specificity is the probability of not showing a clinically signif-
icant change on an outcome measure (e.g., not falling within the normative
range) among those individuals who have nof made a clinically significant
change in everyday life. Methods for evaluating sensitivity and specificity,
elaborated elsewhere (see Kraemer, 1992), are quite relevant to the eval-
uation and validation of measures of clinical significance.
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change could have rather important implications for therapy more
generally.

Social Significance

Clinical significance focuses on the importance or applied value
of the change in everyday life. Although the emphasis has been on
the individual client in therapy, the thrust of the concept draws
attention to a broader question. Is there an equivalent domain of
interest that focuses on the importance of the impact of treatment
for society at large? The notion of social validity encompasses
evaluation of treatment goals, procedures, and outcomes, as elab-
orated by Foster and Mash (1999). Social significance as noted
here is restricted to the outcome focus; that is, to what extent does
the intervention produce outcomes that are important to or have an
impact on society?

One usually considers impact on society to apply to large-scale
interventions or programs (e.g., prevention, education, legislation,
or social and public health policy). Psychotherapy is conducted on
a relatively small scale, and hence having a significant impact in
this way (e.g., reducing the proportion of people with a disorder at
a given point in time [prevalence]) may be unlikely. Of course,
large-scale impact ought not to be ruled out as new technologies
deliver therapeutic interventions through computers, the Internet,
and television (see Marks, Shaw, & Parkin, 1998; Newman, Con-
soli, & Taylor, 1997).

Rather than large-scale impact, social significance can also refer
to changes on measures that are important to society. Clearly one
example might be cost, particularly, cost savings or cost benefit
(Yates, 1995). However, there are also other measures, including
rates of arrest, truancy, driving while intoxicated, illness, hospi-
talization, and death. Does an intervention have an impact on
measures for which there is social interest? Sometimes the mea-
sures and criteria for clinical and social significance may be the
same or at least very similar. For example, reduction of antisocial
behavior can be relevant to the individual (e.g., measures of
symptoms) and to society (e.g., arrest rates). Often the measures
and indexes will not be the same, and clinical and social signifi-
cance address different dimensions. For example, individuals who
abuse alcohol may stop drinking (clinically significant change) but
not show any reductions in driving accidents (in light of the abuse
of another substance that impairs driving).

The research agenda needed to clarify and elaborate the mean-
ing of clinical significance is sufficiently long. Adding a line of
research on social significance is hardly needed. However, I am
not suggesting anything new. The practical, applied, and real-
world impact of interventions has always been a concern in ther-
apy. The societal, rather than the clinical, aspect has come to the
fore in light of issues related to managed care, reimbursement, and
accountability. As already mentioned, measures of cost, which are
included in many outcome studies, reflect this concern. It is not a
leap to evaluate the impact of treatment on measures of interest to
society as an extension of clinical significance.

Discussion and Perspective

The measures of clinical significance have evolved and include
many refinements developed and documented by the authors in
this series. As measures have evolved, there has been an expansion
of the meaning of the concept. Of course, there is no fixed or single

meaning of clinical significance. For example, within this series,
concepts encompassed by clinical significance include functioning
within the normative range after treatment, the persuasiveness of
treatment effects, quality of life, and social importance of the
change, to mention a few.

Clinical significance has been intended to reflect the extent to
which treatment makes a difference, one of practical or applied
value in everyday life. A number of measures of clinical signifi-
cance are available, but researchers do not have a clear idea of the
meaning of resuits that are clinically significant (i.e., beyond
meeting the criteria for the operational definition). Also, it is still
quite possible that multiple clients meet the operational definitions
of clinically significant change but, in fact, are not functioning
much better, do not feel better, or are not seen as improved by
significant others.

Some of the early studies (e.g., during 1970s) using normative
data to evaluate treatment outcome directly assessed how individ-
uals were functioning at home, at school, and in the community
(see Kazdin, 1977, for a review). When clients returned to within
normative ranges at the end of treatment, the effects were persua-
sive because functioning reflected performance in everyday set-
tings. Direct assessment in daily life does not resolve all ambigu-
ities because the measure may not relate to functioning outside of
the assessment context (e.g., situation, setting, or conditions of
assessment). Yet such observations appeared closer to the defini-
tion of clinical significance as a change that has an impact on daily
functioning. Any other type of measure can be just as or indeed
more useful, valid, and meaningful, as long as evidence is provided
showing that the measure or cutoff used to define clinical signif-
icance relates to other criteria that more directly reflect real-world
impact.

There are enormous research opportunities for the assessment
and evaluation of clinical significance. It would be valuable to
begin with a definition and conceptual view of clinical significance
and to derive and validate measures or indexes in keeping with that
conceptualization. What is, in fact, a clinically significant change
as defined by clients or consumers of treatment (e.g., through focus
group or qualitative research)? A conceptual view is needed to
organize the many facets (e.g., subjective evaluation and reports of
others) and to permit tests that go beyond merely correlating
measures with each other. Perhaps research ought to begin with the
idea that clinical significance is multidimensional. The dimensions
and their interrelations can be identified. The purpose in identify-
ing multiple dimensions would be to evaluate clinical significance
somewhat differently from current practices. Once key dimensions
were identified and operationalized, researchers might use the data
to obtain a profile of individual functioning (i.e., the client’s score
on each dimension that defines clinical significance). Alterna-
tively, it may be that the goals of treatment will prompt the
relevant dimensions or prioritize the dimensions along which
clinically significant change ought to be measured. Clearly, im-
portant questions wait to be addressed in relation to the meaning
and measurement of clinical significance.
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