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Abstract

Clinicians who collect progress monitoring data from their clients to guide their clinical
work are accruing valuable data that can contribute to the research literature. Our goal in this
article is to help clinicians create a research database from the data they collect to guide their
clinical work. We begin by offering a rationale to clinicians for undertaking the effort to create a
research database. We describe our own experience creating a research database based on our
clinical data, and we describe the published empirical studies based on the database. In the main
body of the article, we offer step by step guidance to clinicians who wish to create their own
research database. We list thirteen steps, beginning with “Select a measure or measures you want
to use for progress monitoring . . .” that clinicians can take to build a research database from the
data they collect to guide their clinical work. Finally, we offer a brief description of resources
that can help clinician-researchers with some of the other elements of the research process,
including obtaining library access and handling ethical issues.
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How to Build a Research Database from Data You Collect to Guide Your Clinical Work

When clinicians who rely on evidence-based practices (that is, they are consumers of
science) collect progress monitoring data to guide their work, they can aggregate these data into
a database that can serve research purposes, and these same clinicians can become producers of
science. Clinicians may feel uncertain how to proceed to create a research database, and they
may feel unconvinced the task is worth the trouble. We offer guidance in this article. We
highlight the advantages to clinicians of creating a research database. We describe a research
database we created from data collected in routine clinical practice, and the empirical studies we
published using data from the database. Our major goal in this paper is to provide step by step
guidance to clinicians who wish to create their own research database from data they collect for
clinical purposes. Of course, collecting the data is only one element of the research process. We
conclude our paper with a brief description of resources to help the clinician with other aspects
of the research enterprise that are outside the scope of this paper. We work in a private practice
setting, and the methods we describe arise from our experiences in that setting; however, we
expect them to be useful to providers working in other clinical settings.

Why do it?

Creating a research database from the data you collect for clinical purposes is worth
doing for several reasons. First, the effort to create a research database can increase your
motivation to collect progress monitoring data to guide your clinical work. Progress monitoring
is an essential element of evidence-based practice (American Psychological Association, 2005).
Progress monitoring has been shown to lead to better patient outcomes; a recent review paper
(Lewis et al., 2018) showed that patients treated by clinicians who use measurement based care
(defined as “the systematic evaluation of patient symptoms before or during each clinical
encounter to inform behavioral health treatment” (p. E2) have better outcomes than patients
whose clinicians do not do this. For example, as part of a discussion with the client about her
lack of progress, the last author reviewed with her client the plot of her Depression scores on the
Depression Anxiety Stress Scores (DASS; Lovibond & Lovibond, 1995). Because the therapist
was collecting data at every session (rather than monthly or on an ad hoc basis), she and her
client, when viewing the plot of the client’s data, were able to identify a reliable increase in
symptoms that occurred every month. Further investigation revealed that this monthly blip was
tied to the client’s menstrual cycle. Armed with this information, the client consulted with her
pharmacotherapist, who made some adjustments in the client’s medication that led to a large
reduction in her symptoms.

Second, if you aggregate your data into a database, you can use it to learn things that will
help you improve the quality of the care you provide. For example, you can find out whether
your outcomes are similar to those of comparable patients treated in the randomized controlled
trials (Persons, Bostrom, & Bertagnolli, 1999) and whether your outcomes vary as a function of
the problem domain of the patient you are treating (Kraus et al., 2016; Boswell, Constantino,
Kraus, & Coyne, 2020). Learning that you have better or worse outcomes with some problem
domains can help you select which patients you want to treat, and what additional training you
might wish to obtain.
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Third, creating a database gives you the opportunity to influence the field and contribute
to science (Kazdin, 2008). You can contribute to studies of research questions that flow out of
your clinical experience and your unique vantage point as a clinician. For example, the first
author’s clinical experiences led her to the hypothesis that the case formulation is a useful tool
for solving clinical problems, and systematic data collection in her practice allowed her to
publish empirical papers to test that hypothesis. She published an open trial showing that
depressed outpatients treated with case formulation-driven CBT for depression had outcomes
comparable to those of patients who received CBT guided by a standardized protocol in
randomized controlled trials (Persons, Roberts, Zalecki, & Brechwald, 2006) and a paper
showing that a written case formulation in the clinical record was associated with reduced rates
of dropout (Gates, Hsiao, Zieve, Courry, & Persons, 2021). Think about what you have learned
from your clinical experience that you believe could contribute to knowledge in the field, and use
that idea to guide your data collection.

Fourth, building a research database can help you build a network of colleagues that can
provide you with a rewarding antidote to the isolation that many practitioners, especially those in
solo private practice, experience. As a clinician-researcher you can join the community of
scientists and scholars as you work with assistants and collaborators and journal editors and
reviewers on your projects, and present them at national or, if you like to travel, international
conferences. The ABCT (and its Special Interest Group for Research in Clinical Practice)
provides an excellent home for clinician-scientists, as do several other professional societies,
including the Society for a Science of Clinical Psychology (SSCP) and the Society for
Psychotherapy Research.

Fifth, building a research database allows you to contribute to reducing the oft-described
gap between science and practice, fulfilling the ideal of the scientist practitioner described in the
Boulder model of clinical psychology (Benjamin Jr & Baker, 2000).

Finally, creating a research database helps clinicians meet the obligations laid out by their
professions’ codes of ethics. For example, both the American Psychological Association (2017)
and the American Association for Marriage and Family Therapy (2015) state that members
should devote a portion of their efforts to activities that benefit the community for which there is
little or no financial return. Clinicians often meet this obligation by providing sliding scale direct
services. Building a database and contributing to research is another way to meet this ethical
obligation. In fact, the code of ethics of the National Association of Social Workers (2008)
specifically calls for clinicians to “contribute to the profession’s literature and to share their
knowledge at professional meetings and conferences.”

Our Experience Building a Research Database from Data Collected for Clinical
Purposes

The first author was trained (by Aaron T. Beck) to ask her depressed patients to complete
a standardized symptom scale at the beginning of every therapy session, to plot the scores on a
graph, to review the plot with the patient in the session, and to use the data to guide
decision-making. She was trained in a university medical center (that is, a research center),
where another of her teachers (David D. Burns), modelled the practice of conducting research in
his clinical practice and taught her to include in her treatment agreement a section asking the
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patient to give permission for use of the clinical data for research purposes. From the years 1981
to 2009, she collected these symptom data and consent documents and stored them in her paper
clinical records. During part of that time, she worked in a group practice with nineteen other
clinicians who were part of the practice for varying lengths of time. Many were her trainees, and
others were colleagues who adopted her approach to collecting symptom data and consent for
research. As a result, after many years of data collection, the clinicians in the practice had
accrued symptom tracking data from nearly 1500 patients.

These data were gathered for clinical purposes. At the same time, the first author, dating
from her training experiences, anticipated the potential of conducting research based on the
clinical data, and for that reason always included in her first treatment agreement a section in
which she asked her patients for permission to use their data for research purposes. Without this
informed consent document, it would not have been possible to create a research database from
the clinical data. Over time, the practice developed other procedures that supported both good
clinical work and research goals. For example, in 2001 the practice developed a standard packet
for gathering demographic and background information that was completed prior to intake by all
patients from that date onward.

The data remained in the (paper) clinical files until 2007, when the first two authors,
aided by many volunteer research assistants and by the clinicians in the practice, undertook the
laborious process of culling the data from the files and integrating it into the Naturalistic CBT
Archival Database. Every patient aged 18 and over who had given consent for use of their data
for research purposes and who had completed at least one Beck Depression Inventory (BDI) or
Burns Anxiety Inventory (Burns AI) was included in the database. Because the BDI and Burns
AI were administered to every client prior to intake and were the core outcome measures used
for tracking progress, the database included the vast majority of cases treated by the first author
and her colleagues over those 27 years: 1470 cases in all. We included in the database item-level
data for every standardized measure administered to each client. In addition to the primary
measures, we included item-by-item scores on 10 additional measures we found in the clinical
files (e.g., the Yale-Brown Obsessive-Compulsive Scale). The BDI was by far the most common
measure used for symptom tracking, with a total of 18,602 administrations. In addition to the
symptom measures, we included in the database demographic and background information for
every patient (trauma history, current substance use and abuse history, family history, psychiatric
history, etc.). For the roughly two thirds of patients who had completed a standard intake packet,
we used their responses to the standard questions to complete this information. Otherwise, the
information was gleaned from the written file wherever possible. We also recorded the
psychiatric diagnosis given by the clinician at intake and termination, whether certain decision
support tools were present in the file (a written case formulation, a list of treatment goals, and a
plot of progress monitoring data with at least one score on it), and a few therapist-rated
judgments about the nature of the termination and the reasons for termination.

The process of pulling these data from the clinical records and entering them into the
database required many hundred person-hours of work. But the resulting database is large and
unique and has contributed (at the time of this writing) to the publication of nine empirical
papers, with one more project underway (see Appendix). The papers have made useful
contributions to the study of the effectiveness of naturalistic CBT and case formulation-driven
CBT; the predictors of dropout and outcome of naturalistic CBT; and the trajectory of change,
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including sudden gains in CBT. Of course, the process of collecting data is only one part of the
work needed to produce publishable research. At the end of this paper, we point readers to
resources to help with other aspects of the research process. We focus here on the details
involved in creating a database.

Our experience creating the Naturalistic CBT Archival Database has taught us a great
deal about how to make the process of accruing clinical data for scientific purposes more
effective and efficient. With the assistance of modern technology and some forethought, we
believe the task of constructing a research database from data that were collected for clinical
purposes can be accomplished more effectively with a fraction of the time and effort we spent. In
the next section we offer our recommendations to clinicians who wish to use the data they collect
for clinical purposes to create a research database.

How to Create a Research Database in a Clinical Practice Setting

We list here in approximate order of importance the steps required to create a research
database from the data you collect to guide your clinical work. You can do the work gradually.
Just take one step at a time, and if you have colleagues in your group practice or organization,
divide up the work.

1. Select a measure or measures that you want to use for progress monitoring, and an
online tool to administer them. The single most important lesson we learned from our work to
create the Archival Database is that an online tool is needed so that patients can enter their data,
thus saving the clinician the work of entering it, and reducing the potential for errors. We
recommend selecting an online tool that has these features: HIPAA-compliant; access to a library
of symptom measures that are clinically-useful and widely used by researchers; patients can
enter data on their smartphones or browser; the tool creates a plot of the scores; data can be
downloaded by the therapist in comma separated values (CSV) format or a similar format that
can easily be exported to a software tool for statistical analyses; affordable; good customer
support. The tool we’ve discovered that has all these features and have used successfully for
about 18 months is PsychSurveys (www.psychsurveys.com).

We recommend that clinicians who plan to create a research database select one measure
that all or nearly all the patients in the practice will complete, in order to create a database
suitable for group-based studies. Persons and Courry at the Oakland CBT Center selected the
twenty-one item Depression Anxiety Stress Subscale (DASS; Lovibond & Lovibond, 1995) for
several reasons. First, its three subscales were based on Clark & Watson's (1991) tripartite theory
and thus permit assessment of negative affect (the Stress scale), low positive affect (the
Depression Scale) and physiological arousal (the Anxiety scale) that the tripartite theory viewed
as independent; the strategy of assessing three relatively independent sets of symptoms in one
measure was appealing to us. Second, the scales assess symptoms of anxiety and depression,
which are the most common symptoms encountered at our Center and in most private or
community practice settings. Third, the scales are responsive to change during treatment. Fourth,
the measure has been shown in several published studies to have good psychometric properties
(e. g., Antony, Bieling, Cox, Enns, & Swinson, 1998; Brown, Chorpita, Korotitsch, & Barlow,
1997). Finally, the measure is in the public domain, and is available free of cost. A disadvantage
of the DASS-21 for routine outcome monitoring is that it does not assess suicide. We added two
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suicide items to the DASS-21, creating what we call the DASS-23 (the measure is posted on our
website at https://oaklandcbt.com/forms-and-tools-for-clinicians).

In addition to the DASS-23, the therapists at the Oakland CBT Center also use the Patient
Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001), which assesses depressive
symptoms, and the GAD-7 (Spitzer, Kroenke, WIlliams, & Löwe, 2006), which assesses
symptoms of Generalized Anxiety Disorder and anxiety symptoms more generally. The PHQ-9
has a 10th item that assesses the degree to which the symptoms interfere with functioning. The
PHQ-9 and GAD-7 are in the public domain and available at no cost and can be downloaded at
https://www.phqscreeners.com/, where a drop-down menu provides access to the measures in
dozens of languages. Other clinically-useful measures in a typical outpatient population include
the Yale-Brown Obsessive Compulsive Inventory (Goodman et al., 1989), and the Posttraumatic
Stress Disorder Checklist for DSM-5 (PCL-5; Blevins, Weathers, Davis, Witte, & Domino,
2015).

We strive to collect symptom progress monitoring measures at every therapy session.
From a clinical point of view, data collection at every session is important because even when
the patient’s scores on the DASS or the PHQ-9 are in the normal range, ongoing assessment can
alert you to flareups. From a research point of view, collecting measures at every session is
important to reduce biases that occur if measures are not missing at random, such as when the
clinician’s decision to collect the measure is based on the patient’s clinical status.

One weakness of the Archival Database is that there is a substantial amount of missing
data, and the missing data cannot be assumed to be random. The database has many cases where
measures were given at the beginning of treatment, then were not given for several sessions, and
then were given again. The decision to give or not give the measures in these cases may well
have been driven by clinical considerations. For example, a clinician might be less likely to give
measures when patients are less symptomatic, and then resume giving the measure when
symptoms flare up. This type of decision-making about administering the measures can affect the
results of research relying on the database. In this example, data analyses would show less
improvement than actually occurred, because measures were administered only when symptoms
were more severe. To prevent these sorts of biases, we strongly recommend developing a clear
protocol for gathering data at pre-determined intervals (every session or monthly, for example)
and developing procedures to maximize adherence. If a measure cannot be completed at a
particular session, it is important to record the reason the data are missing, in order to promote
clinician adherence to progress monitoring and help interpret the missing data when writing up a
research study based on the data.

2. Build data collection into your routine clinical practice.

Building a research database in a clinical practice setting is feasible only if data collection
is an essential element of the clinical work. At the Oakland CBT Center, we collect one or two or
three standardized symptom monitoring measures at every session for almost every patient. We
also collect a standard set of intake measures (described below, in item 5), and rely on a standard
progress note (described below, in item 6), and a standard feedback tool at every session
(described below, in step 6).

https://oaklandcbt.com/forms-and-tools-for-clinicians
https://www.phqscreeners.com/
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In our experience, patients rarely balk at data collection. They are generally eager to save
time during the assessment interview by completing measures before the interview, and to
provide data to monitor their progress in therapy. When clients do exhibit ambivalence about
completing measures, the clinician can increase the client’s motivation to provide the data by
reviewing the client’s scores on the measures with the client in the session and using the data to
guide the treatment, so the client sees that the clinician is actually using the data the client
provides. Providing a user-friendly online tool (see item 1 in this list) also promotes compliance
with data collection procedures. And when clinicians learn how useful the data can be to
demonstrate their effectiveness and guide their work, data collection becomes a helpful part of
the clinical work rather than a tiresome obligation.

3. Request consent for research in your standard Treatment Agreement.

International codes of ethics view informed consent as an essential element of ethical
research (Amdur & Bankert, 2010), and those ethical standards have been adopted by our
professional associations. The elements of informed consent listed in the APA Ethical Code
(section 8.02; American Psychological Association, 2017) are: the purposes of the research,
expected duration, and procedures; the right to decline to participate and to withdraw; any
consequences of declining or withdrawing; factors that may influence the client’s decision to
participate, such as risks or adverse effects; any potential benefits of participating; limits of
confidentiality; incentives to participate; whom to contact to ask any questions about the
research, and participants’ rights. At the Oakland CBT Center, we recently re-wrote the section
of our treatment agreement in which we ask for research so that it provides all of the elements
required by the APA Ethical Code (section 8.02; American Psychological Association, 2017) and
the NASW Code of Ethics (National Association of Social Workers [NASW], 2017), and we
have posted it at https://oaklandcbt.com/resources-for-clinician-researchers for readers to access.

4. If your practice is a HIPAA-covered entity, add a HIPAA authorization for research to your
intake documents.

The Oakland CBT Center developed a HIPAA authorization for research, and we post it
at https://oaklandcbt.com/forms-and-tools-for-clinicians.

5. Use a standard intake packet for all your patients.
Think about what information you want at intake and ask all your patients to provide that

information in writing before your intake interview. At the Oakland CBT Center our intake
packet includes  an intake questionnaire that collects a lot of information about the patient’s
demographics, personal history and current circumstances, medical and psychiatric treatment
history, information about current and past use of substances, a diagnostic screening measure,
and several standardized scales (the DASS-23, the PHQ-9, the GAD-7, the Work and Social
Adjustment Scale (Mundt, Marks, Shear, & Greist, 2002), and the Obsessive Beliefs
Questionnaire (OBQ-44; Obsessive Compulsive Cognitions Working Group, 2003)). All of these
measures except the Work and Social Adjustment Scale are in the public domain, and we post
them on our website at https://oaklandcbt.com/forms-and-tools-for-clinicians, and you are
welcome to download and use them. We described above the research benefits of gathering
information in a standard intake packet that is administered to all patients. Collecting a lot of
basic information about the patient before the intake is helpful clinically as well. The first author

https://oaklandcbt.com/resources-for-clinician-researchers
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learned this lesson the hard way when, 10 minutes before the end of the initial assessment
interview with a new patient, she learned that the man she was interviewing had a very serious
substance abuse problem that she did not have the expertise to treat. If she had had that
information at the beginning of the interview, she would have handled the interview much
differently and been much more helpful to the patient. Each of the clinician-authors of this paper
has had innumerable experiences where substance abuse issues were overlooked until much later
in the treatment than was necessary, resulting in needless suffering.

We recommend that clinicians consider establishing some standard procedures for
collecting diagnostic information at intake. Our papers based on the Archival Database have
sometimes been criticized by peer reviewers because the procedures used to establish DSM
diagnoses were not standardized. Diagnostic information is helpful clinically as well as for
research; Youngstrom, Choukas-Bradley, Calhoun, & Jensen-Doss (2015) provided a persuasive
argument that accurate diagnosis is the foundation for effective clinical work. The clinician
might conduct a standardized diagnostic interview, identify a few specific questions to be asked
during each intake, or use a diagnostic screening tool (for example, go to
www.oaklandcbt.com/training/forms and tools for clinicians, where we post our Diagnostic
Screening Tool; you are welcome to download it and use it). The answers to standard diagnostic
questions could be recorded and added to a research database. As one example of the utility of
this procedure, consider the difference a few specific questions about symptom history could
make in the treatment of a depressed patient who has a history of previous hypomanic or manic
symptoms. The first and second authors have had the experience of learning later that they
missed a diagnosis of bipolar disorder in some of their intake evaluations, an error that resulted
in substantial suffering for their patients.

When constructing your intake packet, be sure to include your standard progress
monitoring measures (see item 1 above). Unless you collect pre-treatment data, you will not be
able to fully and accurately measure change during treatment, because quite a lot of symptom
change often happens very early in treatment. Many investigators have shown that early change
(in symptoms of depression and anxiety and eating behaviors) predicts treatment outcome (e. g.,
Grilo, White, Masheb, & Gueorguiera, 2015; Vittengl, Clark, Thase, & Jarrett, 2019). In fact, one
of the studies we conducted using our Archival Database showed that patients who remain
severely depressed after 4 weeks of treatment are very unlikely to remit (Persons & Thomas,
2019).

6. Use a standard progress note and feedback measure.

A standard progress note format allows the clinician to collect the same information in
every session and makes it easy to locate the information. At the Oakland CBT Center, the first
author has begun using a Google Form for a progress note so the data can easily be exported to
an excel document. We have not yet located an electronic health record that can support the easy
and secure transfer of progress note data.

We also use a feedback measure, the Session Assignment and Feedback Form (SAFF;
Persons, Hong, Lemle Beckner, Owen, & Eidelman, 2012), which asks patients to complete to
give us information about their compliance with homework, skills they practiced, concepts they
learned in the session, and the quality of the alliance. PsychSurveys recently developed an online
version of this measure that you can ask for if you want to use it, or you can access our paper and

http://www.oaklandcbt.com/training/forms%20and%20tools%20for%20clinicians
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pencil version at www.oaklandcbt.com/training/forms and tools for clinicians. The data provided
on the SAFF recently led to a creative study (Jensen et al., 2020) showing that homework
compliance was better when therapists assigned homework related to the content of the patient’s
main take-home message than when the homework assignment was unrelated to the patient’s
take-home message.

A critique of some of our research papers based on the Archival database has been that
we do not have much information about what happened in the therapy sessions. Creating a
standard progress note and feedback measure provide a remedy for this problem. If you
hypothesize that a particular intervention or procedure will have an impact on compliance,
outcome, or dropout in your practice, using a simple “yes” or “no” checkbox makes it possible to
test your hypothesis. Such an approach can be the engine behind innumerable contributions to
the research literature.

Again, we note that the same procedures that produce a great research database also
contribute to excellent clinical work. Having a standard progress note template makes
documenting sessions easier and ensures that the most important information is recorded. For
example, by recording whether you performed procedures you believe to be of particular
importance to high quality therapy (e.g., setting an agenda for the therapy session), you hold
yourself accountable to your own highest standards. Following a standard template, or
“checklist,” of best practices in this way has been shown to improve performance in a wide
variety of fields (Gawande, 2009).

7. Think about what research questions are of interest to you as you design your data collection
tools.

If you collect systematic data to guide your clinical work, you can amass a database that
is useful for research purposes. That is because there is a very large overlap of questions
clinicians want to know the answer to and questions researchers want to know the answer to
(Persons, 2007). That said, we recommend thinking in advance about the questions that are most
interesting to you so you can collect the data you need to study those questions. Do you want to
measure your own outcomes over time to see if your skills improve? Test the effects of certain
interventions? Learn more about the role of the therapeutic alliance in treatment? It’s a good idea
to sit down to write down the hypotheses you’re interested in so you can plan your data
collection accordingly.

At the Oakland CBT Center, as a result of an early collaboration with Amy Sanchez
when she was a graduate student at UC Berkeley, we are interested in the relationship between
skills use and outcome. We are also interested in the relationship between the quality of the
alliance and symptom change. To tackle both of those questions, we ask our patients to report
every week (on the SAFF, described above) what skills they used during the week, and the
quality of the alliance in the previous session.

8. Document your data collection decisions and practices.

We recommend two pieces of documentation: Clinical Record Tools, and Database
Documentation. The Clinical Record Tools document is a running log of what intake and
progress monitoring, progress note, and other measures and software tools and procedures you
use in your clinical practice, and where you store this information. Write down each change you

http://www.oaklandcbt.com/training/forms%20and%20tools%20for%20clinicians
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make, the date you make it, and your rationale for making the change. In the Database
Documentation document, you can keep a running log of all the steps you take and the dates you
take them to establish and maintain your database collection procedures.

9. Create a Participant List.

We recommend creating a list of patient participants that is separate from the progress
monitoring data (see item 10). The Participant List is an Excel document that lists each patient’s
name, identification number, age at the first session, gender, race, marital status, date of first
session (a separate column for month, date, year), and whether the patient gave consent for
research. We also include (but only for patients who gave consent to provide data for research) in
the Participant List certain other information we’re interested in collecting to test our research
hypotheses, such as (in our case) whether the patient terminated treatment uncollaboratively or
prematurely, and whether the clinical record includes a written case formulation and a list of
treatment goals. The Participant List includes protected health information, so you will want to
handle it carefully. The Participant List is maintained by the therapist, and data from the
Participant List is passed to the research coordinator only for patients who gave informed
consent for research participation. If your practice includes more than one therapist, it is helpful
if each therapist in the practice uses the same format for the Participant List so the lists can be
merged (after names are omitted from the merged document). Include every patient who comes
into the therapist’s office, so that when you write the Method section of your paper, you’ll be
able to report the numbers of patients who do and do not give consent for research, and to
evaluate whether patients who do and do not agree to research differ in basic demographics. In a
recent calculation, we found that 112 of 124 patients (90.3%) treated by the first author
consented to the use in research of data from their clinical record.

10. Build a database of your progress monitoring data.

The DASS Database at the Oakland CBT Center consists of an Excel document that
includes item-by-item scores on the DASS-23 for each therapy session, where the first column of
the row is the participant ID number, and subsequent columns include the month, day, and year
of the session (a separate column for each element of the date), and the next 23 columns are the
scores on the 23 items of the DASS for that patient for that session. Many of our patients return
for more than one course of treatment, so our database has a column that indicates the number of
the course of treatment that the session corresponds to.  We define a course of treatment as
ending when there is a termination note in the clinical record or 6 months or more passes since
the previous therapy session. Only data from patients who gave written consent to provide data
for research are entered in the database. We (or our research assistants) download data from our
online progress monitoring tool into the database on a regular basis.

11. Clean the database.

Once the database is up and running, it is important to establish a plan for cleaning the
database, either on a periodic basis, say quarterly, or when getting ready to analyze the data for a
study. Simple spot checks can help with this process, and calculations can be conducted to search
for out-of-range values, e.g., a score other than 0, 1, 2, or 3 on a DASS item.
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12. Store your data securely. Back it up.

It is important to establish standards for security of physical and electronic data used by
clinicians participating in data collection. Issues to consider include the physical security of the
flashdrive or computer where data are stored, the security of passwords and cloud storage, and a
review process to ensure that weak points in security are identified and addressed. We suggest
creating a shared Data Security document that includes standards agreed upon by all parties.
Questions to ask when developing your security policies include: What are the access points for
data? What are our standards for password strength? How often are we updating our passwords?
Are hard drives kept in locked cabinets? Are hard drives encrypted? Who has access to files and
keys? How would we handle a laptop or phone theft? How is access removed when an assistant
or clinician leaves a group?

To protect data, establish clear procedures for backing it up and for clearly
communicating which version of the data is the most recent one. Whenever we update our
database, we give the database a new name that includes the date the database was updated.
Also, make sure that the backup plan conforms to the aforementioned security standards.

13. Automate processes whenever possible.

We recommend you automate some of the processes described above. For example, at the
Oakland CBT Center we use a calendar application to automatically prompt security and
document reviews at regular intervals. Our progress monitoring software tool can be
programmed to prompt us to follow up if a measure is not completed by the client. We also
recommend that you regularly evaluate how much time you spend managing your research
database. Building sustainable practices is key to conducting projects that can take months or
years to complete.

Other Elements of the Research Enterprise

We described steps clinicians can follow to build a research database from the data they
collect for clinical purposes. However, conducting research entails much more than collecting
data. We briefly point here to resources to aid the clinician-researcher with other aspects of the
research process.

Attention to ethical and legal issues is an especially important element of the research
process, and the integration of research and clinical practice poses particularly challenging
issues. To address these issues, clinicians who are conducting program evaluation and research
can benefit from consulting with colleagues, especially researchers and ethics specialists, and can
obtain a review of their projects by an institutional review board or other group. A full discussion
of this issue is outside the scope of this article; Persons et al. (2021) provide helpful guidance in
handling the legal and ethical issues confronted by the practitioner who is conducting research in
a clinical setting.

LeCompte and Young (2021) describe changes in the consent process and form that were
implemented as a part of the 2017 revisions to the Federal Policy for the Protection of Human
Subjects (the Common Rule). Wilson, Persons, Reiser, Osborne, & Rizvi (2019) offer
suggestions to the clinician (and researcher) to help with the task of keeping up to date with the
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research literature. Bem (2004) offers a primer for writing an empirical journal article.
Appelbaum et al. (2019) describe journal article reporting standards for quantitative research, a
report of the APA Publications and Communications Board Task Force. Kimball & Caserta
(2004) provide a useful account of elegant strategies and guiding principles to attend to when
organizing your database. Other topics, including selecting a good question, writing up and
submitting the manuscript, finding collaborators and assistants, analyzing the data, are discussed
in Persons (2021), Codd III (2018), and Castonguay, Barkham, Lutz, & McAleavey (2013).
Useful descriptions of their business structure and infrastructure for conducting research in
clinical practice settings are provided by LeJeune & Luoma (2015), and Osborne (2018). The
ABCT Special Interest Group on Research in Clinical Practice can also be a useful resource to
readers of this ABCT journal.

Concluding Remarks

Our goal has been to convince clinician readers that creating a research database using
your clinical data is a worthwhile enterprise. We listed steps you can take to accomplish that
task. Although our list includes thirteen steps, each one is straightforward and achievable. If you
implement them, the result can be a gorgeous database that can contribute to knowledge in
clinical science.

We wish you success in your data collection. Remember that if you have established a
process for aggregating your clinical data into a research database, you are, every day, in every
therapy session you conduct, making double the contribution. You are providing high quality
care to your clients, and you are simultaneously contributing to science. What could be better
than that?
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