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Why Data Reflection?

“To be data effective… 

we need to be data reflective”
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Context of Reflective Practice



Why Data Reflection?

➢We aim to change the ‘usual’ cycle 

of data reflection.

➢We engage in collaborative data 

reflection.



➢Reflecting on data about our clients potentially increases our 

effectiveness. Two studies highlighted the need for data reflection:

1. Do psychotherapists improve with time and experience? A 

longitudinal analysis of outcomes in a clinical setting. (Goldberg et 

al., 2016) 

2. As good as it gets? Therapy outcomes of trainees over time. 

(Owen et al., 2016)

Why Data Reflection?



Highlights of the two studies:

➢Slightly poorer outcomes as experience increased. 

39% improved, 61% got worse over time. 

➢This contradicts therapists' self-report that they 

experience themselves getting better over time. 

Therapists tended to overestimate their 

effectiveness (i.e., Research shows 65% on 

average).

➢Training programs might use client outcomes as 

an indicator of clinicians’ and trainees' competence. 

Why Data Reflection?



➢Use Data to improve 

Effective Effectives (Miller, 

2015)

1. Give yourself ‘The Benefit 

of Doubt.” This is also 

called Professional Self-

Doubt. Reflecting on data 

to be aware and accept 

strengths and needs as a 

clinician or a program. 

Why Data Reflection?

“We are surprised that 

Family Functioning is barely 

above 50% improvement, 

and we reflected on why 

this may be. Clinicians 

discussed that we have a 

strong family focus in our 

approaches, but that we 

often target specific 

symptoms/disorders first, 

before we begin family 

therapy approaches”



2. Slow and steady 

wins the race. Use 

reflection on data to 

inform Deliberate 

Practice.

Why Data Reflection?

“Overall, we did very well on 

improving our impact on 

functioning on several items 

as well as improving several 

items on reducing risk 

behaviors. Where we could 

continue to improve upon is 
the area of strengths because 

many of our clients come in 

with low levels of self-esteem, 

which impacts various aspects 

of their lives. “



3. Engage or 

connect for 

Success. Use 

joint reflection of 

data to improve 

Therapeutic 

Alliance and 

Collaboration

with client and 

program.

Common Factors Theory
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What Data do we Reflect on?

The CYF Example

Item-Level Report at SFDPH website: https://www.sfdph.org/dph/files/CBHSdocs/CANS-

CalOMS/FY17-18ObjA.2_CANS_Item-Level_Report_Q2_FY1718_Prog.pdf



“If you are doing good work when you meet a client 

and/or their family, you have them tell their story. 

Based on that story, you come up with a plan for 

how they will work on it. If the plan is effective, the 

story changes over time. The CANS is the 

measure of that story. You can’t do a good plan 

without the story, and you can’t have an outcome 

unless you change that story. The CANS is a 

treatment planning and outcome tool because it is 

a measure of the client’s story.”

~ John Lyons (2017) ~
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Story-telling with the CANS
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Story-telling with the CANS



Story-telling with the CANS
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Story-telling with the CANS

➢People are 
willing to invest 
more in 
experiences
than in services 
or commodities 
(Pine & Gilmore, 
2010)
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Story-telling with the CANS
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Story-telling with the CANS

Narrative Therapy Techniques:

➢Telling One’s Story – re-telling the 
client or program’s story to find new 
meaning

➢Externalization – separate from the 
problems to make it easier to change 
something

➢Deconstruction – breaking problems 
to smaller more specific issues.

➢Unique Outcomes Technique –
broaden view to see storylines
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How do programs tell a story

about their CANS data?
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How do programs tell a story

about their CANS data?



Sandtray Therapy Processing

➢What is the title of this scene?
➢What is happening in here?
➢ Are you in this scene? If you were, is there a miniature that might 

represent you?
➢What has the most power in here?  Where is the energy here?



Data “Sandtray” Processing

➢What is the title of this scene?
➢What is happening in here?
➢ Are you, your client, or your program in this scene? Can you show me 

where?
➢Where is the energy here? What has the most power in here?



How has the Story 

Changed through Time?



How has the Story 

Changed through Time?



The Needs Story Tray
5 to 18

➢Most prevalent 
needs are 
Anxiety and 
Depression

➢In the context of 
more prevalent 
needs, most 
improvement is 
in Anger 
Control and  
Adjustment to 
Trauma.
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The Strengths Story Tray
5 to 18

➢Strength item 
that needs the 
most 
identifying and 
building efforts 
is Spiritual or 
Religious

➢Most 
improvement 
around 
Talents or 
Interests and 
Interpersonal.
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The Impact on Functioning 
Story Tray 5 to 18

➢Family and 
School 
Achievement are 
most impacted by 
a Child or Youth’s 
Needs

➢Most 
improvement in 
Recreational and 
Living Situation, 
given higher 
frequency of 
actionable ratings
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The Risks Story Tray
5 to 18

➢Children and youth 

are most at risk for 

Social Behavior 

problems.

➢Most improvement 

in Suicide Risk 

and Other Self-

Harm, given 

higher frequency 

of actionable 

ratings.
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CANS Data Reflection Example



Data Reflection Example



Data Reflection Prompts

1. How can we understand this data? 
Please discuss findings. 

2. What other information do you use to 
understand your clients’ needs, 
strengths, and progress?

3. What is your plan moving forward
after reflecting on your program’s CANS 
outcomes?

4. What are the successes and challenges 
that your program has experienced in 
implementing any plans generated from 
a previous data reflection activity?
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Reasons for Improvement

Improvement

Trauma-
Informed

Attention to 
Risks

Focus on 
Externalizing 
Symptoms

Therapeutic 
Relationship
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Reasons for Lack of Improvement

Lack of 
Improvement

Underlying 
Trauma

Cultural or 
Systemic 

Stress

Internalizing 
Symptoms 
take time

Challenging

Family and 

School 

Collaboration
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Underlying Trauma

“…The majority of our 

clients have a history of 

abuse and/or neglect, 

the enduring trauma of 

separation, and potential 

trauma under other 

caregivers. We 

anticipate that the most 

prevalent need for our 

population will continue 

to be the impact of 

trauma.”

“…Working with family 

systems has proven to be 

very challenging with this 

population, as they have 

endured significant trauma 

by the time we begin 

working with them, and 

their relationship patterns 

have become very 

ingrained in their ways of 

life.  This takes time and 

effort to help make change 
in this domain”
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Cultural or Systemic Stress

“This year has been 

greatly impacted by 

the political arena, 

immigrations issues, 

people leaving their 

violence ridden country 

of origin, fears of 

deportation. This in turn 

has had significant 

impact in the progress 

of our clients.”

“…are confronted on a daily 

basis both on an individual 

and communal level to 

stressors such as 

discrimination, poverty, 

limited access to resources, 

violence, etc.  It is difficult to 

elaborate on the magnitude 

of this on the 

CANS…continuous trauma 

may negate the progress 

made due to new or ongoing 

stressors and losses”
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Plan of Action Themes

Plan of 
Action

Reflection on 
CANS Process

Convergent 
Validity 

(Complementary Tools)

Qualitative 
Analysis

Clinical Practice 
Innovation
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Reflect on CANS Process

“Be more 

reflective and 

thoughtful of 

progress and 

changes when 

updating CANS, 

looking at 

previous CANS, 

and Traffic Light 

Report”

“Reflect on limitations 

of mental health 

services on several of 

the CANS categories, 

such as relationship 

permanence, 

developmental issues, 

spiritual/religious 

interests and school 

achievement.”
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Qualitative Analysis

“One thing we would like to advocate for on behalf of 

our clinicians is that there be more acknowledgement 

made of the narrative portions of the CANS 

assessments.  We understand that from a data 

analysis perspective, it is difficult (perhaps impossible) 

to analyze the content of the narratives written 

alongside the ratings within an assessment.  However, 

our clinicians put a lot of thought, time, and care into 

writing these narratives as they are aware of the 

responsibility of representing their clients as accurately 

as possible.”
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Clinical Practice Innovation

➢Family interventions, Increased 

Collaboration with Family Members, 

Caregiver Engagement 

➢Evidence-Based Interventions

➢School Collateral

➢ Include Strengths in Treatment Planning

38

Program Plan of Action Themes



Clinical Practice Innovation

“Continue to 

make efforts to 

engage 
caregivers in 

treatment as the 

client’s 

functioning within 

the family can be 

positively 

impacted by the 

collateral work”

“These could include 

art therapy, DBT, 

motivational 

interviewing, 

Emotionally-Focused 

Therapy, EMDR, and 

any other Evidence 

Based Practices that 

have been shown to 

work with adolescents 

and families”
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Program Plan of Action Themes

Convergent Validity 

(Complementary Tools)

➢Standardized Measures to 

complement/ supplement and/or 

inform CANS ratings

➢Cultural Factors Assessment

➢Developmental Assessments

➢Genograms
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Convergent Validity
(Complementary Tools)

“we would like to use 

standardized measures 

for different cultural 

factors that might be 

relevant to our 

immigrant and second-

generation youth such 

as acculturative stress, 

acculturation, and 

language use 

measures. 

“Standardized Measures 

(Beck Depression Inventory; 

Ages and Stages Social-

Emotional Questionnaire; 

BASC, CDI, TSCC; CRAFFT; 

UCLA PTSD questionnaire; 

SDQ; AADIS) seem to be 

more sensitive to 

improvement than CANS.”
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What did we Learn from 

Data Reflection?

➢Enthusiasm and engagement in the process

…we plan to continue the new conversation 

as new quarterly data arrives.

…after reflecting…identify areas of training for 

our staff…for tools they need to support 

our clients.

…have clinicians focus more on building 

strengths while also addressing needs.

…agreed to be more mindful of our assessment.



Next Steps for CYF

➢Continue qualitative analyses 
of data reflection forms, and 
aggregate reviews.

➢Feedback will be provided at a 
CYF Provider’s meeting and to 
individual programs upon 
request.

➢QM and CYF staff will visit 
programs or agencies 
throughout the year to assist in 
data reflection activities.
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➢Collecting ANSAs since 2010

➢ Implementation of ANSA was timed to coincide with 
the introduction of our new EHR, (seemed like a 
good idea at the time!)

➢But EHR implementation was very problematic, and 
the dislike for Avatar got focused elements in the 
Avatar, including the ANSA.

➢ANSA shortened, due to complaints about too much 
clicking and wrist strain 

➢Completing ANSAs became an after-thought, done 
for compliance purposes, with little clinical meaning 
drawn.

Adult / Older Adult 

System of Care



➢Created performance objectives incentivizing 

achieving change (started with RCI, switched to 

easier-to-understand face valid method due to 

provider feedback)

➢Created item-level and summary reports by 

program

➢Monthly super-user calls/meetings to try to 

generate conversations about best practices, 

problem areas revealed by ANSA.

How to generate 

enthusiasm for the ANSA?



How to generate 

enthusiasm for the ANSA?

System and program-level reports produced and posted quarterly, but it 

was still difficult to generate buy-in/interest



➢ Learning from CYF SOC success with data reflection, A/OA SOC 

(Adult/Older Adult – System of Care) decided to try it!

➢Exploratory provider interviews in Sept-Dec 2015 revealed that 

clinic-level reports were too distal to generate enthusiasm.  

➢Provider-guided report 

development prioritized

➢A/OA’s data reflection process 

centered on new Traffic Light 

Report featuring client-level data

from ANSA

Data Reflection in the A/OA SOC



➢A/OA focused on the new 
Traffic Light Report which 
features client-level data
from the ANSA.

➢Traffic light report shows 
change over time.

➢Provider can pick any two 
ANSAs, and compare.

➢Can easily see areas of 
improvement, stasis, and 
deterioration.

What Data did we Reflect 

On? The A/OA Example



➢Before the reflection meetings (held at the clinics), 

providers were asked to pick a few clients and we ran 

the Traffic Light report (color printers).  

➢Emphasized that they could choose clients doing well, 

poorly, up for annual review – wanted to put control in 

providers’ hands.

➢Reflection meetings consisted of us explaining how to 

read the report and then just asking questions –

what did they see? 

What Data did we Reflect 

On? The A/OA Example



What Data did we Reflect 

On? The A/OA Example



Data Reflection in 

the A/OA SOC

➢Our working group has crafted 

a communication and rollout 

plan including “sneak peeks” at 

provider meetings. 

➢Ultimately, we held reflection 

meetings at 14 clinics and 

residential settings.



What did we Learn 

from Data Reflection?

➢ [D]iscussion [was] well formulated, [and] I 

like the approach of reflection and focus 

on [the] client rather than compliance. 

53

➢ Interesting to hear other people’s views, perspective and 

meaningful use of [the ANSA] tool. 

➢ I’m an ANSA skeptic but my example pretty 

clearly showed the impact of a new stress on 

adult functioning. Useful.

➢ Case conferencing

➢ Focus on improvement areas  



Outcomes from Data 

Reflection so far

➢ANSA items will be re-integrated into the Assessment form (rather than 

standing alone).

➢Five strengths that had been removed will be restored.
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➢Burgeoning interest in doing the ANSA 

with the client.  Need to develop training to 

support.

➢Interest in creating caseload dashboard 

(similar to panel management approach)



Next Steps for A/OA

➢Learnings will inform the rollout of 

data-reflective environment 

training for the wider A/OA-SOC

55

➢We continue to build 

momentum, 

recruiting volunteer 

clinics for data 

reflection workshops.



Questions? Thoughts?
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