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Abstract
Problem: Measurement-based care (MBC) in psychotherapy is an evidence-based intervention
that involves routinely monitoring client-reported outcome measures and progress over time with
incorporation of feedback into sessions. At a large outpatient mental health clinic (OMHC),
therapists have no centralized method of measuring symptom changes that provides immediate
analysis to show detailed change or client progress; therefore, feedback cannot effectively be
incorporated into sessions. Purpose: This quality improvement project aims to implement and
evaluate the effectiveness of a specialized MBC software to improve client outcomes at this
OMHC. Methods: Following the software launch in April 2021, initial facilitators and barriers
to implementation were assessed. In September 2021, educational interventions on MBC and
peer-to-peer supportive consultations were integrated into all staff meetings and collaborative
education sessions, facilitated by change champions. Changes in software utilization and
aggregated outcomes were tracked by collecting data weekly from August through December
2021. Results: 100% of new intakes were enrolled into the software on 13 of the 20 weeks of
data collection with a statistically significant increase in enrollment over the course of
implementation. The assessment completion rate dropped consistently from 52% to 38% during
this time. Improvements in clinical outcomes (depression, anxiety, pediatric symptoms) were
seen among all clients cumulatively since April 2021 and among an inclusive sample of all
nineteen clients who began treatment in August 2021. Conclusions: MBC delivered through a
specialized software has been integrated as a primary tool in psychotherapy at this OMHC. This
evidence-based intervention has provided a way to show objective clinical outcome changes over
time in treatment and may help improve outcomes.
Keywords: measurement-based care, psychotherapy, outpatient mental health clinic
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Implementing Measurement-Based Care in an Outpatient Mental Health Clinic
Measurement tools for mental health symptoms such as depression or anxiety are
commonly used for screening, but not for monitoring changes over time. The Patient Health
Questionnaire (PHQ-9) is a brief depression rating scale developed to detect depression severity
for screening and diagnostic purposes (Kroenke et al., 2001). The PHQ-9 also has the sensitivity
to detect changes in depression symptoms over time, which is valuable information in mental
health treatment (Lowe et al., 2004). National surveys of mental health practitioners found that
18% of psychiatrists and 11% of psychologists use client-reported measures regularly in their
treatment (Hatfield et al., 2010; Zimmerman & McGlinchey, 2008). Measurement-based care
(MBC) is the regular use of standardized and validated tools, such as the PHQ-9, to measure
symptom severity as reported by the client, using the results to track changes over time, and
providing feedback to the client. MBC can be broken into two parts: routine outcome
measurement and progress monitoring. Routine outcome measurement refers to regularly
administering measurement tools and progress monitoring refers to the incorporating the results
in sessions.
At a large outpatient mental health clinic (OMHC), the outcome measurement process
involved administering a lengthy and non-specific survey at intake, every six months, and at the
termination of treatment. The survey was embedded within the electronic health record (EHR)
where the data was stored and not analyzed immediately. Therapists had no centralized and
objective method of measuring symptom changes which prevented them from providing
feedback. Failing to incorporate feedback on symptom changes over time left the therapists
without a critical tool for identifying and addressing clients whose symptoms may be worsening
(Fortney et al., 2015). This quality improvement project aimed to implement and evaluate the
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effectiveness of a specialized MBC software to improve client outcomes at this OMHC. See
Appendix A for process maps of the pre- and post-implementation processes for outcome
measurement.
Evidence Review
For over twenty years, research has shown the benefits of MBC for mental health
symptoms. A literature search was conducted to identify research that supports the
implementation of MBC in the OMHC setting. Four systematic reviews and three randomized
controlled trials (RCTs) were included in the evidence synthesis. All articles were published
within the last ten years with the exceptions of Knaup et al. (2009) and Poston & Hanson (2010),
which were included because they are landmark studies that served as the basis for most recent
research on MBC. The articles refer to MBC as implementing routine outcome monitoring
(ROM) via patient-reported outcome measures (PROMs) and incorporating the results into
sessions through feedback to the client and/or the therapist/provider. See Table 1 for the full
evidence review table.
Four systematic reviews concluded routine outcome measurement with progress
monitoring and feedback to clients (referred to as MBC for this project) led to improved client
outcomes, especially in clients not-on-track in treatment. Not-on-track (NOT) is a term used in
the studies to refer to clients who are not responding to treatment as expected (Gondek et al.,
2016). Client outcomes that improved include treatment effectiveness, treatment efficiency,
depression, anxiety, social functioning, quality of life, rates of treatment response, and selfesteem. Level of evidence and quality ratings were assigned according to Melnyk & FineoutOverholt (2019) guidelines. These studies are level 1 evidence and rated B (Gondek et al., 2016;
Knaup et al., 2009) or C (Lambert et al., 2018; Poston & Hanson, 2010) for quality. The RCTs
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(level II evidence) studied a more comprehensive range of aspects and settings for MBC. Still,
they had relevant results that support the conclusions of the systematic reviews and the purpose
of this project. An RCT (quality rating A) by Delgadillo et al. (2018) found that levels of
depression and anxiety significantly decreased when feedback about outcomes was provided to
both clients and therapists. Kendrick et al. (2016) conducted a small RCT (quality rating C) on
incorporating PROMs feedback into primary care practices for depression treatment. Clients in
the intervention group had improved depression symptoms and social functioning at short-term
and long-term follow-ups (Kendrick et al., 2016). Metz et al.’s (2019) RCT (quality rating B)
studied the impact of MBC on shared decision making in mental health care treatment, finding in
post-hoc analysis that clients with depression in the intervention group had significantly reduced
decisional conflict and improved treatment outcomes. See Table 2 for the full synthesis table.
Theoretical Frameworks
Bandura’s Self-Efficacy Theory (SET) was applied to this project to address therapists’
performance incorporating MBC into their practice. SET is derived from Social Learning
Theory, in which Bandura describes how individuals learn by observing others (Kretchmar,
2021). SET explains how individuals determine their expected level of ability and competence in
a task (Bandura, 1977). Since this project impacts private psychotherapy sessions where the
therapist is alone with the client, the therapist must be confident in their self-efficacy to
administer and discuss outcome measures in sessions. According to Bandura’s (1977) SelfEfficacy Theory, there are four major contributors to efficacy expectations: performance
accomplishments, vicarious experiences, social persuasion, and physiological/emotional states.
Bandura (1977) defines performance accomplishments as repeated successes that reinforce a
sense of personal mastery. Vicarious experiences are defined as self-comparison to others who
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perform a behavior (Bandura, 1977). Social persuasion is defined as increased belief of
competency due to suggestions by others, and physiological/emotional states is defined as
arousal due to stress that may cause fear and decrease feelings of competence (Bandura, 1977).
All four major contributors to efficacy expectations explain why therapists may or may
not incorporate MBC into their practice. Each contributor is leveraged to encourage further
changes to therapists’ practice in this project. Performance accomplishments were highlighted to
therapists to increase confidence by illustrating existing successes in MBC. Vicarious
experiences were provided by creating spaces for therapists to collaborate and crowdsource
solutions to common problems or hesitations, with change champions giving real-life examples
of benefits. Social persuasion was leveraged by adding monitoring of software usage in
supervisory meetings and requiring the use by all therapists. Emotional states were managed by
frequently exposing therapists to collaborative and educational situations to decrease anxiety
around using MBC in sessions. See Figure 1 for diagram of Bandura’s self-efficacy theory (Lee
& Loke, 2013).
The implementation process framework described by Helfrich et al. (2007) applies to this
project by describing critical factors needed for sustainability. The framework reinforces the
importance of the OMHC administrators and supervisors clearly communicating the rationale for
implementing MBC. An essential concept of the framework is the innovation-values fit which
refers to the perception by the organization of how the innovation fits the values of the
organization and its members (Helfrich et al., 2007). The innovation-values fit was instrumental
in communicating how the practice change will ultimately help therapists align their practice
with their own and the OMHC’s values. Helfrich et al.’s (2007) framework supported the goals
of this project by emphasizing the importance of addressing barriers of why therapists may not
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initially change. This framework ensures that evaluation of the implementation will continually
inform the long-term implementation strategies, which will eventually lead to the desired
improved client outcomes (Helfrich et al., 2007). Another key concept is the implementation
climate, defined as perceptions of the innovation (Helfrich et al., 2007). Routine monitoring of
therapists informed what interventions were successful and gauged the implementation climate
throughout the project to ensure sustainability. See Figure 2 for a diagram of the complex
implementation framework.
Methods
This quality improvement project occurred in the OMHC of a mental health organization
located on the outskirts of a major urban area in a Mid-Atlantic state. The organization has nine
programs and serves clients across the lifespan focusing on children and families from lower
socioeconomic backgrounds. The OMHC includes outpatient psychotherapy treatment and the
Expanded School-Based Mental Health (ESMH) program, which provides psychotherapy in city
public schools. The area has a high need for mental health services, leading to the organization
receiving many referrals especially in the later stages of the COVID-19 pandemic. The MBC
software was chosen in part for its ability to include all OMHC clients regardless of technology
competence, age, other socioeconomic or vulnerability factors. If clients were unable to complete
assessments on a personal device, the software allows assessments to be completed in session or
on-site in the waiting room. No population was excluded from the intervention.
An implementation team was formed to facilitate the MBC intervention. The group
consisted of the OMHC clinic and program directors, two data analysts, information technology
(IT) director and specialist, a customer support representative from the software company, and
two change champions, both therapists and supervisors at the organization. Therapists were
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oriented to the software via interactive virtual training sessions with the software company in
March 2021 and the software went live in early April 2021. Therapists were expected to add
their caseloads to the software and begin using it by May 3rd, 2021. Therapists were instructed to
complete the mandatory assessments initially for their clients and repeat them every four to six
weeks, depending on the frequency of psychotherapy sessions. Mandatory assessments for adults
were the PHQ-9 for depression, Generalized Anxiety Disorder-7 (GAD-7) for anxiety, and
Working Alliance Inventory (WAI-BR) for therapeutic alliance. The mandatory assessment for
children and teenagers under the age of eighteen was the Pediatric Symptoms Checklist (PSC),
completed by both child and a parent or caretaker. May to August 2021 was considered an
onboarding period considering the large client population of the OMHC. During this time,
therapists were contacted if they were not compliant and were assisted or remediated with
training. At the commencement of the implementation period in September 2021, change
champions began incorporating the software (updates, tips, troubleshooting, reminders) into
meetings and supervision sessions. The software was presented at organizational meetings and
educational sessions to encourage collaboration and increase software utilization. Educational
sessions were held twice monthly. Throughout the implementation period, reminders and
resources were sent out to therapists regularly.
The structure measure assessed if therapists had completed orientation to the software.
Strategies included clear communication with the OMHC clinic director and planning to ensure
the software would be implemented on an appropriate schedule. Resources from the software
company such as tutorial videos, articles, and how-to guides were made available on Microsoft
Teams files. Process measures tracked new intakes that were enrolled into the software and the
percentage of assessments completed. At staff meetings, emphasis was placed on the importance
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of follow-through and sequential assessments after initial intake to increase the assessment
completion rate. A “cheat sheet” for the ESMH assessment schedule, information sheets
providing guidance on MBC for therapists, and MBC information for clients were added to the
Microsoft Teams files. See Appendix B for implementation tools.
The software aggregated the outcome measures automatically. The average outcomes of
the assessments (therapeutic alliance, depression, anxiety, and pediatric symptoms) for all clients
were tracked weekly during implementation. A sample of clients who began treatment in August
2021 were tracked over the implementation period. Evidence that supports MBC improving
client outcomes was presented to the organization and therapists as a strategy utilized for the
outcome measure. Notably, a video developed by a local behavioral health policy organization
that is coordinating sixteen organizations to implement MBC was shared with therapists to
improve understanding of the rationale for MBC related to improving clinical outcomes.
Data was collected weekly from the software administrative dashboard except for intake
data which was collected weekly from the admissions coordinator. No client-specific or
therapist-specific data was collected, only aggregated and non-identifiable data. Data was
entered onto a private Excel file on a password-protected laptop in a private room on-site. Data
has not been shared other than reporting to administrators and class purposes. Patient privacy and
data confidentiality have been maintained as planned in the Human Resources Protective Office
approval at the University of Maryland Baltimore. Run charts and line graphs were used to
analyze changes in data over time.
Results
As of August 30th, 2021, 100% of therapists had been oriented to the software. The
software and tutorials were available to all therapists. During implementation, new therapists
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were oriented to the software as a part of onboarding. For the process goal of intake enrollment
in the software, the number of new intakes in the software was compared to the number of clinic
intakes that occurred each week, converted into a percentage. After three weeks of 100%
enrollment, there was a shift below 100% on the fourth week that continued for five weeks,
followed by nine weeks of meeting the goal of 100%. This streak was broken by 2 weeks at 75%
enrollment with 100% enrollment in the last week of data collection. Statistical significance
between the proportion of new intakes enrolled into the software in the first half of
implementation (53 out of 69 intakes were enrolled into the software on the same week)
compared to the second half (78 out of 81) was calculated using a two-tailed z-score test for two
population proportions. This test revealed a statistically significant (p=0.0003) increase in intake
enrollment into the software throughout the implementation period at the 0.01 significance level.
This data is complicated due to tracking of aggregated data only, resulting in the inability to
match new intakes in the clinic to their enrollment in the software by name or another identifier.
For the process goal of maximizing assessment completion, there was a continual
downward shift throughout the implementation period. The assessment completion rate was
calculated and reported by the software as the number of completed assessments over the number
of assessments assigned, converted to a percentage. The overall assessment completion rate in
mid-August 2021 was 52% and by early December it was 38%. Each week the rate dropped
slightly with no increases on any week. The same downward shift was seen among all the
tracked assessments (PHQ-9, GAD-7, WAI-BR, and PSC). The initial assessment completion of
52% was attributed to a high rate of therapists assigning and clients completing the initial
assessments. The decline in the assessment completion rate over time was attributed to a lack of
follow-through on the following assessments four or six weeks later. Therapists had the option of
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setting up automatic assessment assignments, but it was not mandatory. Also, client failure to
complete assessments was not followed up with unless the therapist sent reminders to each of
their clients. During the implementation period, therapists reported a lack of time to remind
clients. Clients reported to their therapists that they did not understand the reason for filling out
the same assessment, especially if depression, anxiety, or therapeutic alliance were not the main
issues being treated in psychotherapy. At the end of data collection, PSC-Child had the highest
rate of completion at 50%, which may indicate the benefit of facilitating assessment completion
in session, which was often done with young clients. PSC-Parent has the lowest rate of
completion at 19%, which may indicate a lack of parental/caregiver engagement in treatment.
For the outcome goals of improved clinical outcomes at the OMHC, data was analyzed
by overall client data and a sub-sample of clients. Overall client data represented all clients
treated at the OMHC (including ESMH) since the software went live in April 2021. The overall
client data indicated increases in all tracked assessment scores over the first six months of
treatment: depression, anxiety, therapeutic alliance, and pediatric symptoms. Each assessment
was scored differently, and the software converted all scores into a standardized score ranging
from 0 to 100, where higher is better. A higher standardized score indicated improved outcomes,
or improved symptoms. Depression in particular saw the most dramatic increase. In the clients’
first month in treatment, the average depression score, representing 120 clients, was 60.5. After
six months of treatment, the average depression score, representing 30 clients, was 77.2, a 28%
increase. Anxiety scores increased by 19%. Pediatric symptom scores increased by 18%.
Therapeutic alliance increased mildly during this period by 6.5%. It is important to note that
existing clients onboarded onto the software’s initial assessments will be considered their initial
assessment, though they are already established in therapy at the OMHC.
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In an inclusive and blind sample of all nineteen clients who began therapy in August
2021, depression, anxiety, and pediatric symptoms scores improved during the implementation
period, indicating that these symptoms lessened over the initial three or four months of their
treatment. Anxiety saw the most dramatic increase, beginning at 46.4 and ending at 64.3, a 39%
increase in four months. Depression scores in this sample increased by 19% over four months.
Pediatric symptoms also improved in this sample with a 24% increase over three months.
Therapeutic alliance scores decreased slightly by 8% over the first four months of treatment in
this sample. See Appendix C for run charts and graphs displaying process and outcome data.
Discussion
Overall, this quality improvement project was successful in implementing the MBC
software as a primary tool at the OMHC. The goals of this project to enroll new intakes into the
software and show improved clinical outcomes were met. The initial task of incorporating the
software into the intake process and facilitating initial assessments was rapidly met and sustained
throughout implementation. The goal of maximizing the assessment completion rate was not
met, indicating difficulty with consistent use and follow-through by therapists and clients.
Despite a lack of consistent assessment completion, clinical outcomes improved over time in
treatment in all cumulative and all but one sample outcome (therapeutic alliance scores dropped
by 8% in the client sample). The finding that clinical outcomes improved over time in treatment
with an MBC intervention is consistent with findings in the literature (Knaup et al., 2009; Poston
& Hanson, 2010).
Limitations of the project include the use of pre-aggregated data which limited analysis
and a lack of comparison to pre-implementation outcomes. The overall low assessment
completion rate decreased data availability and limited the number of clients whose outcomes
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were included in the analysis. There was also potential for a bias in that clinical outcomes may
have been skewed due to low assessment completion. The period of data collection relative to the
large scope of the practice change was short and may not have captured the full extent of
changes. Lastly, the low rates of assessment completion among the sample in particular
decreases the quality of the sample outcome data.
Based on the findings from this project and lessons learned, future MBC implementations
in OMHCs may consider the following tactics. Administrations may consider providing therapist
incentives for higher client completion rates to motivate therapists to fully integrate the MBC
software into their practice following the initial session. Client engagement, as evidenced by low
assessment completion rates, was a concern in this project. Future projects may consider
providing enhanced client-aimed education on MBC beyond information sheets. Therapists may
also benefit from formal education on incorporating feedback in sessions to avoid therapists
feeling that their sessions are disrupted. Therapist feedback during the project indicated issues
with the WAI-BR assessment, specifically the wording and changes between positive and
negative answers. Trialing assessments, garnering client feedback, and seeking therapist
approval prior to determining mandatory assessments may also be helpful in future projects.
Conclusion
MBC is an evidenced-based intervention that may help improve outcomes in this and
other OMHCs. Improved clinical outcomes were seen for all measures of clinical symptombased outcomes (depression, anxiety, and pediatric symptoms). Based on the data collected,
causation of the MBC software improving outcomes cannot be concluded because preimplementation outcomes are not available; however, the implementation of the MBC has
provided an innovative, objective, and comprehensive method to show that their clients’
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symptoms improve in treatment over time. The visual representation displayed by the software is
easy to read and interpret, which allows clients to view their symptom changes over time
objectively. The software is helpful for therapists to view their clients’ progress as well as trends
overall in their caseloads. OMHCs benefit from MBC by having cumulative outcomes analyzed
and easily available as needed for organizational or administrative needs.
MBC has been integrated as a primary tool in treatment at this OMHC through this
project’s methods and has remained following the end of data collection. The successful
establishment of the MBC software into the intake process will foster future sustainability
despite barriers and limitations. This project shows that MBC can be implemented in a large,
diverse organization in the midst of telehealth and working from home. This project’s strategies
and tactics can be replicated in other OMHCs to further expand the use of MBC to improve
clinical outcomes.
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Purpose/Hypothesis
Design
Sample
Intervention
Outcomes
Purpose: “To assess
Multisite open-label
Sampling Technique:
Control Protocol:
Dependent Variable:
the clinical effects of
(non-blind) cluster
Convenience
Therapists not trained,
Client outcomes as
feedback-informed
randomized controlled
Eligible Participants:
utilized feedback tool
defined as levels of
psychological
trial.
Therapists who deliver
only to administer tools depression, anxiety, and
treatments for patients
evidence-based low- or (weekly) and view
functional impairment.
who are classed as
Conducted at 8
high-intensity (LI/HI)
graphs, no access to
Measure:
not on track through a
different large primary
individual
‘risk signals’ or
Depression was
multisite randomized
care sites across
psychotherapy to adults expected treatment
measured by Patient
controlled trial
England through the
18+
response curves.
Health Questionnaire
applied in primary care NHS over 1-year.
Excluded: Therapists
Intervention Protocol: (PHQ-9) where a
psychological services
with contracts for <1
Therapists attended a
difference of 6+ points
for common mental
year or new, did not
6.5-hour training
indicate reliable
health problems.”
consent or were
program for education
change; Anxiety was
unavailable to attend
and training on the
measured by
Hypothesis: “Patients
training (2); Patients
progress feedback tool. Generalized Anxiety
with depression /
(651) who attended
Therapists instructed to Disorder (GAD-7)
anxiety symptoms who
group (not individual)
review outcome
where a difference of
are potentially at risk of
therapy or attended <2
graphs/risk
5+ points indicate
poor outcomes (not-onsessions.
signals/expected
reliable change.
track) will be less likely
Accepted: 77 therapists response curves at the
Functional Impairment:
to deteriorate if they are
(54 HI; 23 LI); 2233
beginning of every
Work and Social
treated by therapists
clients
session, discuss any
Adjustment Scale
that have access to
Control: 38 (27 HI; 11 ‘risk signals’
(WSAS).
Outcome Feedback
LI); 1057 patients
collaboratively with
(OF) technology, by
Intervention: 39
client, discuss NOT
comparison to usual
therapists (23 HI; 12
patient with their
psychological care
LI); 1176 patients
supervisor, and use the
(without OF).”
Power Analysis: 60
feedback information to
therapists each treating
plan for obstacles.
10 patients needed to

Level II
Results
Statistical Result:
When comparing the
Not on Track (NOT)
clients between groups
(sub-analysis), the
differences were
statistically significant
for depression
(p=0.012) and for
anxiety (p=0.019) in
that the NOT clients in
the intervention groups
had significantly less
depression and anxiety.
Conclusion:
Supplementing therapy
with feedback
technology may
improve outcomes in
clients considered “not
on track/NOT” (not
improving despite
being in therapy)
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size (alpha=0.05) for
80% power. Power is
adequate, minimizing
risk of Type II error.
Group Homogeneity:
Groups homogenous
based on demographic
and clinical data.
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Treatment Fidelity:
No large gaps in data.
No objective data
available on
competence in use of
the feedback or
discussion with clients
or supervisors.
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Design
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Intervention
Outcomes
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Systematic Review
Search Strategy: A
Control: Most (n=30,
DV: Included studies
systematically
with Narrative Analysis search was conducted
94%) studies used lack
were required to
review evidence of the
of RCTs (9% of articles using the databases
of feedback for the
measure at least one of
impact of feedback
were non-randomized
PsycINFO,
control group. Others
the following
from outcome
controlled trials)
PsycEXTRA, Medline,
gave feedback to
outcomes: treatment
measures on treatment
Health Management
clinician but not client.
effectiveness (27
effectiveness, treatment
Information
Intervention: All
studies), treatment
efficiency,
Consortium, Social,
intervention groups
efficiency (10 studies),
and collaborative
Policy and Practice, and measured outcomes and and collaborative
practice.”
the Cochrane Library.
provided feedback to
practice (7 studies).
Opengray, Basesearch,
clinicians and/or
Measure: The tools
Google Scholar, and 4
clients. Interventions
used to measure
trial registries were
differed in who
outcomes varied among
searched for
received the feedback,
the studies.
unpublished literature.
frequency of feedback
Treatment
Search terms were
being provided,
Effectiveness: Outcome
based in the concepts
whether clinicians were Questionnaire-45 (OQ“mental health” and
given training on the
45) or Outcome Rating
“feedback” using
use the feedback in
Scale (ORS)
diverse and expanded
treatment, and the
Treatment Efficiency &
keyword and MeSH
measurement tool used
Collaborative Practice:
phrases for each.
to generate information specific measurement
Complete list of search
to provide in the
tools not stated.
terms not provided.
feedback.
Eligible Studies: 4075
Protocol: Not
studies after duplicates
applicable to SR

Level I
Results
Level of
Measurement:
Frequencies
(descriptive statistics)
were used to summarize
article characteristics.
Narrative Synthesis was
used to compare the
impact of feedback vs.
non-feedback on
treatment effectiveness,
treatment efficiency,
and collaborative
practice.
Outcome Data
Retrieval: Utilization
of a data extraction
form developed for this
review.
Analysis: Broken down
by outcome measure.
Treatment
Effectiveness: 56%
(n=15) of studies found
significantly higher
levels of treatment
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removed. All published
in English, controlled,
specific to mental
health, used feedbackbased measures, and
assessed impact of
feedback. Titles and
abstracts were screened
by 2 authors. The interrater reliability was
high
(Cohen’s kappa = .80).
Full texts were
reviewed by first author
and another author.
Disagreements resolved
through discussion.
Excluded: 4,049 due to
measures being used for
diagnosis or screening,
feedback not provided
or not evaluated in
relation to at least one
outcome (treatment
effectiveness, treatment
efficiency, or
collaborative practice)
Included: 34 total
studies included. 26
studies from literature
search as described. 8
were identified through
hand-searching
reference lists
PRISMA: Included
and clearly displays
information about
search process.
Power analysis: not
applicable to SR
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effectiveness in the
feedback (intervention)
group, including NOT
clients.
Treatment Efficiency:
20% (n=2) found that
the feedback group had
significantly increased
treatment efficiency
Collaborative Practice:
Across the 7 studies,
clients in the feedback
groups showed higher
levels of satisfaction
with treatment, selfefficacy, among other
measures
Conclusions: There is
evidence that using
feedback may benefit
clients. Outcome
feedback interventions
may result in higher
levels of treatment
effectiveness and
treatment efficiency,
especially for patients
who are NOT and when
feedback is provided to
clients.
SR Bias Risk: Most
studies did not report
enough information to
make a valid judgment
of bias based on
Cochrane’s
Collaboration’s tool.
Based on the methods
described risk of bias
within this SR is low.
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Kendrick, T., Stuart, B., Leydon, G.M., Geraghty, A.W.A., Yao, L., Ryves, R., Williams, S., Zhu, S., Dowrick, C., Lewis, G., &
Moore, M. (2017). Patient-reported outcome measures for monitoring primary care patients with depression: PROMDEP feasibility
randomized trial. BMJ Open, 7:e015266. DOI: 10.1136/bmjopen-2016-015266
Purpose/Hypothesis
Design
Sample
Intervention
Outcomes
Purpose: “To test the
Non-blind Randomized Sampling Technique:
Control Protocol: No
Dependent Variable:
feasibility of
Controlled Trial with
Convenience/recruited
PROM questionnaires
Levels of depression
conducting a
part-individual/partby General Practitioner completed. All clients
[primary], social
randomized controlled
cluster randomization.
(GP) or through
completed “research
functioning, quality of
of PROMs (Patientmedical record.
outcome measures” at
life) at 12- and 26Reported Outcome
Conducted at 9 General Eligible Participants:
baseline, 12-week, and
week follow-up
Measurements) for
Practices (primary care
18yo+ newly diagnosed 26-week follow-up.
Measures:
monitoring outcomes
facilities) in Southern
with depression
Intervention Protocol: Research Outcome
for patients
England.
Excluded: depression
GP given 30min
Measures (Control):
with depression in
treatment in last year,
training on the
Depressive symptoms
primary care.”
certain comorbidities
meanings of the
measured on Beck
(dementia, psychosis,
PROMs and asked to
Depression Inventory
substance misuse), or
consider them in their
2nd edition (BDI-II).
active suicidal ideation
treatment for those in
Social Functioning was
Accepted: 47 clients
intervention group.
measured on the Work
Control: 18 clients
Clients completed 3
and Social Adjustment
analyzed at 12 weeks;
questionnaires
Scale (WSAS).
15 clients analyzed at
(PROMs) immediately
Quality of life was
26-week follow-up
prior to each follow-up
measured on the
Intervention: 18
visit (10-35 days from
EuroQol 5-item/5-level
clients analyzed at 12
last visit) on paper and
scale.
weeks; 15 clients
provide to GP at visit,
analyzed at 26-weeks
in addition to “research PROMs given to
Power Analysis: No
outcome measures.”
intervention group:
formal power analysis.
Treatment Fidelity:
Depression measured
Sample size of 30 at
No objective data was
by Patient Health
week 26 is inadequate.
collected on how GP’s
Questionnaire (PHQ-9).
Group Homogeneity:
adhered to instructions
Distress level measured
Groups homogenous
to consider PROMs in
on a Distress 1-item
except for married
their treatment and
rapid screen (scale 0status (more in
nature of discussions
10). Description of
intervention group) and with the client.
problem(s) elicited with
depression, social
PSYCHLOPS
functioning, anxiety
psychological outcomes
scores (slightly worse
profile, which is highly
in control group).
sensitive to changes.
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Level II
Results
Statistical Result:
12-week follow-up:
Intervention group
mean depression score
was 5.8 points lower
(better) than the control
group, a statistically
significant difference.
Intervention group
mean WSAS (social
functioning) score was
lower (better) by 3
points than control
group, not a statistically
significant difference.
Conclusions:
Using PROMs
throughout treatment
for patients with
depression may be
beneficial at least in the
short-term.
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Knaup, C., Koesters, M., Schoefer, D., Becker, T., & Puschner, B. (2009). Effect of feedback of treatment outcome in specialist
mental healthcare: meta-analysis. The British Journal of Psychiatry, 195, 15-22. DOI: 10.1192/bjp.bp.108.053967
Purpose/Hypothesis
Design
Sample
Intervention
Outcomes
Purpose: “To review
Systematic review and
Search Strategy: A
Control: Most studies
DV: All studies
the impact of feedback
meta-analysis of
search was conducted
had Treatment as Usual measured patient
of outcome to
controlled trials
using the databases
(TAU) control groups.
outcomes as the
practitioners and/or
17% (n=2) studies were Medline, PSYNDEX,
Intervention: All
outcome variable. The
patients in specialist
non-randomized
PsycINFO, the
studies’ interventions
specific outcomes
mental health services” controlled trials
Cochrane Central
included the application measured varied among
Register of Controlled
of feedback systems in
studies and included
Trials, the Cochrane
mental health treatment. mental health status,
Database of Systematic Studies varied in
met and unmet needs,
Reviews, the Current
measures used, timing
physical impairments,
Controlled Trials
and frequency of
social functioning,
Register, and Google
feedback, and how the
quality of life, patient
Scholar using keywords feedback was presented satisfaction, acceptance
“mental disorder” AND (text, lists, graphs)
or appraisal of
“feedback” OR
Protocol: Not
feedback, rates of
“treatment outcome”.
applicable to SR
significance clinical
Other synonymous
change, and rates of
terms were added, no
treatment response.
complete list. Authors
Measurement tools:
hand-searched using
Depending on the
reference lists for
specific outcomes
additional articles
measured, studies used
Eligible Studies: 1078
13 different tools:
Excluded: duplicates,
Outcome
monitoring outcomes
Questionnaire-45/OQwithout feedback
45 (6), Symptom
component (1066)
Checklist/SCL-11) (2),
Included: (12) English
Health of the Nation
and German language,
Outcome
controlled design,
Scales/HoNOS (2),
evaluated the effects of
Brief Psychiatric Rating
feedback interventions
Scale/BPRS (2), among
on patient outcomes
others
according to
standardized measures
in mental health.
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Level I
Results
Level of
Measurement:
Quantitative data
synthesis.
2 separate metaanalyses conducted
based on length of trial:
short-term (up to 9
weeks after intake) and
long-term (3-12 months
after intake).
Outcome Data
Retrieval: data on
study characteristics
extracted by one author
and checked by another
author through a
standard coding form
Analysis:
Short-term: Overall
effect size was small
but statistically
significant; d=0.10
(05% CI 0.01-0.19) for
improvements in the
feedback intervention
Long-term: Mean
weighted effect size
was small and not
statistically significant
d=-0.06 (95% CI 0.220.11) for improvement
in the control group
Conclusions: Outcome
feedback in mental
health treatment
improves symptomatic
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Short-term group: 9
studies with 4,009 total
participants
Long-term group: 5
studies with 573 total
participants
PRISMA: not included
Power analysis: not
applicable to SR
Lambert, M.J., Whipple, J.L., & Kleinstauber, M. (2018). Collecting and delivering progress feedback: a meta-analysis of routine
outcome monitoring. Psychotherapy, 55(4), 520-537. https://doi.org/10.1037/pst0000167
Purpose/Hypothesis
Design
Sample
Intervention
Outcomes
Purpose: To “examine
Systematic Review and Search Strategy:
Control: Controls in 23 DV: Rates and odds of
the impact of
Meta-Analysis
Searched electronic
studies were
deterioration based on
measuring, monitoring, conducted by experts in databases (Medline,
psychotherapy as
feedback information
and feeding back
the field, who have
PsycINFO,
usually delivered
from ROM
information on client
conducted similar study PsycEXTRA, Google
(Treatment As Usual
technologies based on
progress to clinicians
together in 2003.
Scholar) in addition to
[TAU]). 1 study (OQmeasurement tools
while they deliver
past reviews and hand
System) used an
specific to the
psychotherapy.”
One author has
searches for studies
archival TAU group.
technology (Reliable
professional
about mental health
Change Index)
connections with the
outcomes using one of
Intervention:
Measurement tool:
OQ-System.
two specific
Interventions in all
OQ System: OQ-45, a
technologies.
studies was the same
45-item self-report
Search Terms:
psychotherapy with
measure designed to be
Outcome
enhanced by a type of
used with adults
Questionnaire-45; OQprogress feedback. 15
throughout treatment.
45, OQ-System, OQstudies used OQAssesses client
Analyst,
System for progress
functioning through 3
Outcome Feedback,
feedback; 9 studies
target areas: symptoms
Progress Feedback,
used PCOMS System
of psychological
Routine Outcome
for progress feedback
disturbance
Monitoring, PROM,
(particularly anxiety
Client Feedback,
Protocol: Not
and depression,
Feedback Informed
applicable to SR
interpersonal problems,
Psychotherapy,
and social role
Treatment Monitoring,
functioning.
Outcome Rating Scale,
Cronbach’s alpha=.93),
Session Rating Scale,
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impairment. Providing
feedback on treatment
progress regularly and
continuously may
improve outcomes.
SR Bias Risk: Funnel
plots and Egger’s
regression test show no
evidence of publication
bias.
Level: I
Results
Statistical
Procedures(s):
Treatment effects
calculated by
contrasting the rates
and odds of
deterioration and
significant
improvement between
intervention and control
groups as reported by
the technologies. An
Odds Ratio for each
study was calculated,
and then compared to
the other studies.
Results:
OQ-System: Progress
feedback intervention
showed more client
improvement than TAU
by a statistically
significant effect
(SMD=.14, 95% CI .08,
.20).
PCOMS: feedback
groups show a
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and Partners for Change
Outcome Management
System
Eligibility criteria: used
OQ System or PCOMS
to provide mental
health feedback, mental
health setting/clients
receiving a well-known
type of therapy, groups
included psychotherapy
with feedback and
psychotherapy without
feedback (TAU) and
included data on client
outcomes and statistics
to conduct metaanalysis. Studies
without randomization
were included.
Eligible Studies: not
specified
# Accepted: 24 studies
OQ System: 15 studies
including 8,649 clients.
PCOMS: 9 studies from
8 articles including
2,272 clients.
PRISMA: not included
Power analysis: not
applicable to SR
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PCOMS: Outcome
Rating Scale (ORS) and
the Session Rating
Scale (SRS), each have
4-items. ORS measures
client functioning, SRS
measures therapeutic
alliance.
ORS Cronbach’s
alpha=.93
SRS Cronbach’s alpha
not stated.

statistically significant
and small-to-moderate
benefit in comparison
with the TAU in
the total sample
(SMD=.40, 95% CI .29,
.51).
Conclusions: Research
supports the use of
routine and formal
monitoring of client
outcome measures,
including but not
limited to the two
systems studied in this
article, to potentially
improve chances of
client improvement in
mental health treatment.
SR Bias Risk:
Funnel plot shows
indicates asymmetry
and publication bias for
studies on both
systems. Lack of
description of search
process and author
conflict of interest
crease moderate SR
bias risk.
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Metz, M.J., Veerbeek, M.A., Twisk, J.W.R., van der Feltz-Cornelis, C.M., de Beurs, E., & Beekman, A.T.F. (2019). Shared
decision-making in mental health care using routine outcome monitoring: results of a cluster randomized-controlled trial. Social
Psychiatry and Psychiatric Epidemiology, 54, 209-219. https://doi.org/10.1007/s00127-018-1589-8
Purpose/Hypothesis
Design
Sample
Intervention
Outcomes
Purpose: “to
2-arm, non-blind,
Sampling Technique:
Control Protocol:
Dependent Variable:
investigate the effects
match-paired cluster
Convenience, every
Treatment as Usual
The primary outcome
of this approach
randomized-controlled
new client was
Intervention Protocol: was decision conflict
[Shared Decisiontrial (RCT) conducted
recruited at intake as
Clinicians of
(DC). Secondary
Making using Routine
in multiple Dutch
well as continuing
intervention teams had
outcomes were working
Outcome Monitoring]
specialist mental
clients at annual
1-day training, a
alliance and treatment
on Decisional Conflict
healthcare centers
treatment evaluation.
booster training during
outcomes. All were
(DC), the working
Eligible Participants:
study, and organized
measured (all selfalliance between
14 teams with 7
any client at a
independent
report questionnaires)
patients and clinicians,
intervention groups and participating clinic
supervision sessions.
in both groups at
and treatment
7 control groups at 4
Excluded: Clients who Clinicians used a ROM baseline (T0) and at 6outcomes.”
different mental health
could not speak or read model with 5 steps at
months (T1)
organizations in rural,
Dutch, were unable to
intake and throughout
Measures:
Hypothesis: “SDMR
semi-urban, and urban
complete questionnaires treatment process
Primary: DC measured
(Shared Decisionareas of the
due to crisis or
(Introduction, Give
with validated Decision
Making using Routine
Netherlands.
cognitive function, or if meaning to ROM,
Conflict Scale (DCS),
Outcome Monitoring)
they did not consent.
explore options, weight translated into Dutch.
diminishes patients’
Accepted: 186 clients
options, shared
DCS reported to have
perception of decisional
were randomized to
decision.)
“good” internal
conflict, improves the
clusters.
Treatment Fidelity:
consistency. Higher
working alliance
Control: 92 clients
Process outcomes
score indicates more
between patients and
across 7 control group
measured through
DC.
clinicians, and leads to
teams; lost 15 leaving
questionnaires to
Secondary: Working
better treatment
77 at follow-up
measure integrity of the Alliance Short Form
outcomes.”
Intervention: 94
SDMR process, which
(WAI-S) to all patients,
clients across 7 control
was found to be
Outcome Questionnaire
group teams; lost 13
reliable.
(OQ-45) to clients in
leaving 81 at follow-up
short-term treatment,
Power Analysis: 65
and Manchester Short
clients per arm needed
Quality of Life
to achieve B=.80 power
Measurement
(alpha=0.05, two-tailed)
(MANSA-VN-16) to
indicating adequate
clients in long-term
power for detecting
treatment. All reported
medium effect size
to be validated.
between intervention
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Level II
Results
Statistical Result:
Outcomes analyzed
using multi-level
regression analysis
(MLA).
Post-hoc analysis:
Significant decreases in
DC were seen in
intervention group
compared to control
group specifically in
clients with depression
(p=0.047, 95%CI: -22.2
to -0.2)
Better use of SDM and
ROM (measured by
process outcomes),
according to patients,
led to significantly less
DC (SDM: p=0.000,
95%CI: -0.3 to -0.1;
ROM: p=0.021,
95%CI: -0.21 to 0.017).
Conclusions: SDMR
appears to have a
positive effect on DC
specifically for clients
with depression.
Among all clients,
those who reported
better application of
SDMR in their
treatment also showed
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and control group.
However, when
corrected for clustering,
136 clients per arm
needed for adequate
power, which was not
met.
Group Homogeneity:
Groups homogenous at
baseline. Teams
matched into pairs
based on clinic
Poston, J.M., & Hanson, W.E. (2010) Meta-analysis of psychological assessment as a therapeutic intervention. Psychological
Assessment, 22(2), 203-212. DOI: 10.1037/a0018679
Purpose/Hypothesis
Design
Sample
Intervention
Outcomes
Purpose: To address
Systematic Review &
Search Strategy:
Control: Most studies
DV: therapeutic benefit
the following research
Meta-Analysis
Multiple literature
used treatment as usual (any measure designed
questions:
searches were
(TAU) as a control
to demonstrate potential
“1. Does psychological All studies are
conducted. The authors group, with no
client improvement or
testing, when combined experimental design
utilized the database
assessment or feedback enhanced therapy
with personalized,
and controlled. No
PsycINFO using search Intervention: All
process). Examples of
collaborative feedback
statement on if included terms: assessment
interventions involved
measures include but
of some sort, affect
studies were
utility, therapeutic
administering a
not limited to
treatment processes and randomized.
assessment,
psychological
symptomology, selfoutcomes and,
collaborative
assessment regularly
esteem, session depth,
ultimately, benefit
assessment, test
throughout treatment.
self-understanding,
clients?
feedback, assessment
Specific types of
change of career goal,
2. What variables
feedback, and test
assessments differed
number of suicide
account for significant
interpretation.
but not described in this attempts, and days
variances across
Eligible Studies: 1,394 article.
drinking per week.
studies?”
articles; address at least Protocol: Not
Measurement tool:
1 research question,
applicable to SR
The specific tools used
Hypotheses:
English-language,
to measure the various
“1. Psychological
published in peer
dependent variable
testing, when conducted
reviewed journal,
measures were not
in this manner,
experimental design
described in this article.
will significantly affect
with adequate data to
treatment-related
calculate Cohen’s d
processes and
effect size(s), measure
therapeutic benefit
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less DC and had better
treatment outcomes.

Level I
Results
Level of
Measurement:
Cohen’s d effect size(s)
calculated for each
study. From 17 articles,
the authors derived 18
independent and 52
dependent effect sizes.
Transformations and
corrections were made
to enhance validity
when analyzed
together.
Outcome Data
Retrieval: Coding
variables and categories
were discussed among
the authors prior to and
during the coding
process to ensure
accurate and precise
coding procedure.
Analysis: A
statistically significant
(at .01 level) overall
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outcomes, in practical
and clinically
meaningful ways.
2. Relative to control
and comparison group
means, treatment group
means will be
significantly higher.
3. Certain variables,
such as type of
dependent variable
(e.g., process vs.
outcome), will account
for a significant
percentage of variance
across studies.
Note: Psychological
assessment as a
therapeutic intervention
was defined broadly as
the process of
completing any formal
psychological
test/measure and
receiving feedback on
the results.

Excluded:
Dissertations,
conference
presentations, and book
chapters
Included: 12 articles
identified in the
literature search, the
authors hand-searched
reference lists, adding 4
more studies. The
authors added 1
additional article know
to the authors’
familiarity with
literature that did not
result from their search.
Total included = 17
articles.
PRISMA: Not
included
Power analysis: not
applicable to SR
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effect size was
calculated (d=0.423; CI
0.321-0.525) using a
combined total of 1,496
participants in all
studies. 66% of
participants who
received the
psychological
assessment intervention
showered therapeutic
benefits greater than the
control group.
Conclusion:
Psychological
assessment, when used
as a therapeutic
intervention, produces
positive treatment
outcomes.
SR Bias Risk: No
analyses of publication
bias. Some risk of SR
bias since an article was
added outside of the
search without clearly
describing the
elimination process.
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Table 2: Evidence Synthesis Table
Evidence Based Practice Question (PICO): In adults (18 years or older) receiving mental health treatment (psychotherapy and/or
psychopharmacology) in the Outpatient Mental Health Clinic setting, how does providing feedback on client outcomes in real-time to
the clinician and/or client, as compared to collecting client outcomes without feedback to clinician or client (treatment as usual) affect
client outcomes, as defined as quality of life, functional impairment, and symptom severity?
Level of
Evidence

I

# of
Studies

4

Summary of Findings

Overall Quality

Gondek et al. (2016) found that using outcome feedback
in mental health treatment may increase treatment
effectiveness and treatment efficiency. As measured by
validated tools, more than half of the studies included in
their SR/MA found that the use of outcome feedback
made the treatment more effective. Positive effects on
patient outcomes were seen predominantly in not-ontrack (NOT) clients and in cases where the feedback was
provided to the client as well as the clinician.

B. Extensive literature review introduced the topic of outcome
feedback in mental health treatment. The search process is
extensively described narratively and through a detailed
PRIMSA diagram. The studies were reviewed methodically
with little risk of bias. Adequate number of studies were
included with consistent results. Due to the heterogeneity of
the studies, this review can only make reasonably definitive
conclusions. Only narrative, not statistical analysis was
conducted.

Knaup et al. (2009) found that a patient outcomes
feedback intervention may improve symptomatic
impairment in mental health patients through their
SR/MA. Meta-analysis of a short-term intervention of 10
groups showed statistically significant improvements in
symptomatic impairment/overall better patient outcomes
in the intervention group, as measured by social
functioning, quality of life, rates of treatment response,
among others.

B. Literature review was brief but detailed. Search was
comprehensive and easily reproducible but lacked a PRISMA
diagram. Initially adequate number of studies; however, when
divided into 2 subgroups, it was insufficient to make
conclusions in both groups. All studies were controlled,2 were
non-randomized. This study is dated (2009); however, it is
included because it was referenced in more recent works as a
basis for research.
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Lambert et al. (2018) found that the evidence supports the
use of Routine Outcome Monitoring (ROM) tools to
monitor client’s mental health outcomes throughout the
course of psychotherapy. ~66% of the 24 included studies
found that psychotherapy with ROM improved treatment.
Specifically, in “not on track” (NOT) clients, clinical
deterioration rates were reduced, and a significant number
of positive changes were seen, as measured by
improvements in symptoms of anxiety and depression,
interpersonal problems, and social role functioning.

Poston & Hanson (2010) found, through their metaanalysis of data from 17 studies, that 66% of participants
who were in the intervention group of their study
(receiving psychological assessment with feedback)
benefited through improved outcomes in treatment, as
measured by a wide range of measures including but not
limited to symptomology, self-esteem, session depth, selfunderstanding, change of career goal, number of suicide
attempts, and days drinking per week.

II

3

Delgadillo et al. (2018) found that there was no
significant effect of outcome feedback technology
(another term for ROM) overall between groups with and
without the advanced feedback. However, upon subanalysis of on-track vs. not-on-track (NOT) clients, NOT
clients had statistically significant improvements in
depression and anxiety compared to the control group
without advanced feedback.
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C. This SR/MA lacks a PRISMA diagram or description of
exclusion criteria or search process other than search terms
and databases. Search is not easily reproduced. Funnel plots
reveal publication bias among studies included. Lead author
has professional connection to one of technologies included.
Description of included studies was reasonably thorough,
meta-analysis statistical procedures explained in depth, and
results were consistent. Article includes in-depth discussion of
both strengths and limitations of the study.

C. Poor literature review which focused on history, not
research. Search conducted on 1 database with poor
description of search and elimination process. Unclear if any
or all studies were randomized. Outcome variables ranged
widely, measuring many different outcomes, although all
relate to potential treatment benefits. The statistical analysis
was extensive and complex, allowing the authors to compare
effect sizes between heterogenous studies. This study is dated
(2010); however, it is included because it was referenced in
more recent works as a basis for research.
C. The study is adequately powered and has sufficient
sample size with satisfactory control. The conclusions
are clear and consistent with results of other studies
based on extensive literature search.
Recommendations are consistent with findings and
literature review. Use of reliable and valid outcome
measurement tools (PHQ-9 and GAD-7). Discusses
strengths and limitations of study. The study was not
blinded, and participants were recruited as a volunteer
convenience sample.
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Kendrick et al. (2016) found that assessing clients with
new onset depression in primary care treatment with
Patient-Reported Outcome Measures (PROMs) at each
follow-up visit may be beneficial by alleviating
depression symptoms and improving social functioning at
least in the short-term. At a 12-week follow-up, clients
who completed PROMs and discussed with their PCP at
every follow-up appointment had better social
functioning and significantly fewer depressive symptoms.

Metz et al. (2019) found that there was no significant
difference between their intervention and control groups
in Decisional Conflict (DC), working alliance, and
treatment outcomes (functioning, quality of life).
Significant findings in the post-hoc analysis revealed that
clients with depression had significantly reduced DC in
the intervention group, and among all study participants
(regardless of group), those whose scores indicated better
application of Shared Decision Making using Routine
Outcome Monitoring (SDMR) also showed less DC and
improved treatment outcomes.

30

C. This study’s primary purpose was as a feasibility study for
a planned more extensive study on the same subject. It has a
small sample size, no formal power analyses (likely
inadequate), randomized, and non-blind. It includes a very
brief literature search. Strengths and limitations are primarily
discussed in relation to study design and future
implementation recommendations.

B Literature review was thorough. Strong design with
randomization, adequate control, and matched pair teams.
Limitations include lack of blinding, lack of clear description
of intervention protocol (step-by-step model, no technology),
and that it is unknown what treatments clients were in
(individual or group psychotherapy, medication treatment, or
support by nurses). Power was inadequate for the clustered
design.
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Figures
Figure 1: Bandura’s Self-Efficacy Theory Theoretical Framework (Lee & Loke, 2013)

Figure 2: Complex Innovation Implementation Conceptual Framework (Helfrich et al., 2007)

IMPLEMENTING MEASUREMENT-BASED CARE
Appendix A
Current Process (Pre-Implementation) Flow Map
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Desired Process (Post-Implementation) Flow Map
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Appendix B
“Cheat Sheet” Timeline Developed by Change Champion for ESMH
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MBC Basics Partnering: How to Explain MBC to Clients
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MBC Common Concerns
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Client Information Sheet
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Appendix C
Process Goal: New Intakes Enrollment

Process Goal: Assessment Completion
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Process Goal: Assessment Completion at End of Implementation

Outcomes: Client Sample
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Outcomes: All Clients

Cumulative Outcomes for All Clients by Time in Treatment
Average Standardized Score

100

90
80

89.6
84.1
77.2

70
60

68.5
60.5
63.8

57.5

50

53.9

40
30
1 month

2 months

4 months

6 months

Time in Treatment
Therapeutic Alliance

Depression

Anxiety

Pediatric Symptoms

