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In this Open Forum the Commit-
tee on Psychopathology within
the Group for the Advancement
of Psychiatry (GAP) strongly en-
courages clinicians and health
systems to implement standard-
ized assessments of patients’ out-
comes for mental disorders, par-
ticularly disorders such as depres-
sion. The GAP committee de-
scribes how calls for the regular

use of standardized scales in clini-
cal settings naturally follow from
the development and dissemina-
tion of treatment guidelines. It dis-
cusses the challenges involved in
implementing routine outcome
measures in clinical settings and
explains why the advantages of
measurement-based care make
addressing these challenges
worthwhile. Finally, the commit-
tee makes practical suggestions
for clinicians and systems attempt-
ing to implement routine outcome
measures in their clinics. (Psychi-
atric Services 60:1372–1375, 2009)

Getting good clinical outcomes is
what the field of psychiatry is

about. On this point, patients, provi-
ders, and payers all agree. Therefore,
regular and systematic assessment of
patient outcomes during treatment is
an important component of good
clinical work.

Payers and health systems took an
early lead in efforts to use standard-
ized scales to routinely measure pa-
tient outcomes, using aggregated data
to compare the outcomes of clini-
cians’ patient panels but also provid-
ing feedback to clinicians regarding
services use and processes of care (for
example, refill patterns) among indi-
vidual patients so that care processes
and patient outcomes might be im-
proved. Many publicly funded sub-
stance abuse and mental health pro-
grams now require reporting of stan-
dardized measures of patient out-

comes (1), and Blue Cross Blue
Shield of Massachusetts has recently
offered providers additional compen-
sation if their patients complete
symptom and functional scales during
clinical sessions and the providers re-
port these results (2).

Although many mental health clini-
cians may not share payers’ interest in
using aggregate data to compare the
outcomes of clinicians’ patient panels,
most clinicians do share the goal of
achieving good outcomes for their pa-
tients. Yet clinicians have often hesi-
tated or resisted implementing rou-
tine monitoring of outcomes in clini-
cal settings (1,2). Even providers who
work in health systems where regular
monitoring of outcomes is mandated
have not always integrated these
measures into their clinical decision
making.

In this Open Forum the Commit-
tee on Psychopathology within the
Group for the Advancement of Psy-
chiatry (GAP) follows up on its previ-
ous editorial on outcomes monitoring
published in 1994 (3). The GAP com-
mittee proposes that thoughtful sup-
plementation of clinical interviews
with standardized symptom and func-
tional measures can improve patient
care. However, the committee also
cautions that standardized scales
must always be used as supplements
rather than in place of careful clinical
interactions. This policy recommen-
dation was made after ten GAP psy-
chiatrist members attending two mul-
tiday meetings in March and Novem-
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ber 2007 reached consensus on the
advisability of routine outcomes mon-
itoring. They drafted a statement,
which was reviewed by the GAP pub-
lication board in 2008. Two revisions
of the statement were subsequently
made based on GAP board member
input.

The call for outcomes 
measurement
Although there are likely many pro-
genitors of the current call for meas-
urement-based care in clinical set-
tings (for example, payers’ concerns
about value received for health care
dollars and the long-standing use of
standardized scales in clinical re-
search), calls for measurement-based
care also follow naturally from the de-
velopment and dissemination of men-
tal health treatment guidelines.

An example of this progression is
demonstrated in how the implemen-
tation of treatment guidelines for ma-
jor depressive disorder led to the now
frequent recommendations for meas-
urement-based care for patients with
major depression (4). The Agency for
Health Care Policy and Research and
the American Psychiatric Association
published treatment guidelines for
major depression in 1993 (5,6). Al-
though these early guidelines for ma-
jor depression did not specifically rec-
ommend the use of standardized
scales, both recommended systematic
reevaluation of patients with depres-
sion at approximately six and 12
weeks after treatment initiation and
recommended that subsequent treat-
ment steps be based on whether pa-
tients had had a “full, partial, or no”
response at these junctures. Once
treatment guidelines recommended
systematic assessments and treatment
decisions based on response cate-
gories (full, partial, and no response),
the stage was set for further opera-
tionalization and quantification of
treatment response.

The Texas Implementation of Med-
ication Algorithms (TIMA) project,
which was designed to improve the
treatment of major depression in
publicly funded settings, took the
next logical step. TIMA not only spec-
ified critical decision points when pa-
tients’ symptoms should be reevaluat-
ed, but it also specified the percent-

age of change in depressive symp-
toms that should prompt alternative
treatment interventions (<25% re-
sponse, 25%–50%, 50%–75%, or a
>75% symptom response), essentially
basing treatment recommendations
on a quantitative version of the “full,
partial, or no response” categories
outlined in earlier guidelines (7). De-
termining patients’ treatment re-
sponse with this degree of precision
clearly required the use of standard-
ized scales in addition to clinical as-
sessments. When TIMA ‘s concrete
and precise measurement-based al-
gorithms were implemented in usual
care, patients with major depression
showed improved outcomes, demon-
strating the clinical value of precisely
measuring symptoms and following
an evidence-based sequence in deci-
sion making (7).

Challenges in implementing 
outcomes measurement
There are many important chal-
lenges in implementing standardized
measurements in clinical settings.
Many clinicians may not be familiar
with standardized scales, other than
the Global Assessment of Function-
ing, which is used as the clinician’s
overall assessment of a patient’s level
of functioning for axis V of the DSM-
IV multiaxial assessment. These cli-
nicians will require assistance in

choosing standardized measures for
their patients in addition to training
in administering the chosen meas-
ures, interpreting measure scores,
and integrating measurement data
into their clinical work. Some clini-
cians may also need assistance with
computer technology that will allow
them to track patients’ scores over
time.

Clinician and patient concerns re-
garding the relevance and utility of
standardized scales may also need to
be addressed. For example, standard-
ized scales for depression may not
capture an individual patient’s charac-
teristic symptoms of depression (for
example, some patients experience
angry rather than sad mood, but sev-
eral depression scales do not include
items for angry mood). Conversely,
standardized scales may include
items that are not germane to indi-
vidual patients (for example, a loss of
libido is a common item on depres-
sion scales, but individual patients
may not experience this symptom).
Patients also must complete the same
scale at several time points to mean-
ingfully measure change. Standard-
ized scales may also be less germane
in specialized practices, such as psy-
choanalytic practices. All such factors
may diminish clinician and patient
willingness to participate in regular
symptom measurement.

Addressing the 
challenges and benefits
Despite these real challenges, the ad-
vantages of moving to measurement-
based care in clinical settings out-
weigh the drawbacks. Supplementing
the clinical interview with rating
scales allows the clinician to follow
the lead of the patient during the clin-
ical interview while using standard-
ized scales to ask the same questions
in the same manner to more reliably
assess how treatment has had an im-
pact on the key symptoms of the pa-
tient’s psychiatric condition.

Incorporating standardized meas-
ures into the clinical workflow may fa-
cilitate a more balanced clinical inter-
action where time is spent systemati-
cally assessing both the disorder af-
fecting the patient and the patient
who has the disorder. As Sir William
Osler, a physician who has been
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Editor’s Note: This Open For-
um is the first contribution to an
occasional series in which the
Group for the Advancement of
Psychiatry (GAP) (www.ourgap.
org) will present ideas to further
the understanding of mental ill-
ness and improve access to care
and quality of treatment for per-
sons with mental disorders. Since
its beginnings in the post–World
War II era of providing modern
psychiatric care, GAP has contin-
ued to be a think tank operating
through its committee structure
of national experts to present re-
ports and position statements
that are disseminated nationally
and internationally.



called the Father of Modern Medi-
cine, observed, “The good physician
treats the disease; the great physician
treats the patient who has the dis-
ease.” Traditionally, mental health cli-
nicians have excelled at focusing on
the whole person but have sometimes
failed to routinely and systematically
assess core symptoms of their pa-
tients’ psychiatric illnesses or func-
tional capacities. Medical and psychi-
atric comorbidities, such as concur-
rent substance use, may remain un-
recognized even though they can re-
duce treatment effectiveness or re-
quire the addition of alternative serv-
ices. Clinicians may also fail to rou-
tinely ask about suicidal ideation,
even though it can emerge unexpect-
edly and requires immediate atten-
tion. If these critical clinical factors
are routinely assessed with standard-
ized scales and detected in a timely
manner, patients may be safer and cli-
nicians’ medical-legal liability may be
reduced.

The use of patient self-rating scales
may also give patients a new role in
the medical encounter as their re-
ports of symptom levels are acknowl-
edged and recorded. Patients who
regularly complete standardized as-
sessments may become more knowl-
edgeable about their disorders and
feel more comfortable assessing their
own treatment progress, a key aspect
of disease self-management. Assess-
ments over time may also allow pa-
tients to gain a longer-term perspec-
tive of their symptom trajectory and
recognize periods of better and poor-
er functioning. Indeed, the regular
use of rating scales has been consid-
ered integral to some forms of psy-
chotherapy, such as cognitive-behav-
ioral therapy.

Fortunately, given a modest but
growing body of literature suggesting
that regular monitoring with feed-
back may improve patient outcomes,
particularly if the monitoring is em-
bedded within evidence-based algo-
rithms, most of the challenges in-
volved in implementing standardized
scales in clinical practice can be suc-
cessfully met.

For example, clinicians can use re-
cently published books to familiarize
themselves with a variety of standard-
ized scales. The American Psychiatric

Association’s Handbook of Psychiatric
Measures outlines the advantages and
disadvantages of rating instruments
for a variety of common mental
health disorders and provides copies
of well-validated instruments in the
public domain (8). For clinicians who
do not work in environments with in-
formation technology support, simple
personal computer programs such as
Excel or Access might be adapted for
outcomes measures, or Web-based
outcomes programs can be used (9).
Clinician time limitations might be
addressed by emphasizing patient
self-report scales rather than clini-
cian-rated scales. Many self-report
scales have been validated, correlate
with clinician-rated scales, show
change in response to treatment, and
can be completed in less than ten
minutes (8).

Well-informed clinicians can also
explain the rationale for scale com-
pletion to patients. Regularly sharing
patients’ progress with them and in-
corporating information from out-
come measures into clinical decision
making is likely to increase patients’
willingness to regularly complete
standardized measures. Advances in
the field, such as computer-adapted
testing and item banks for common
mental health symptoms, are being
actively pursued by the National In-
stitutes of Health and may soon de-
crease patient burden by reducing
the number of questions needed to
place patients along a continuum of
symptom severity (10).

Two scales that measure depression
severity, the nine-item Patient Health
Questionnaire (PHQ-9) and the
Quick Inventory of Depressive Symp-
tomatology (QIDS), may be relatively
easy to use for clinicians and health
systems testing measurement-based
care. Both scales measure depression
severity and the PHQ-9 maps direct-
ly onto the diagnostic criteria for ma-
jor depressive disorder (11). These
scales have gained wider acceptance
by clinicians than many other self-re-
port measures, have been validated in
clinical populations, and are sensitive
to change (11,12). Neither scale re-
quires extensive training to adminis-
ter or interpret, nor do they impose
substantial time burdens on clinicians
or patients.

Conclusions
In summary the GAP committee
notes that regular outcomes assess-
ment represents a structural change
in health care delivery that may alter
the patient-provider interaction but
may also improve patient outcomes
and facilitate the systematic applica-
tion of step-based care—that is, care
in which the “next treatment step” is
based on response of patient’s symp-
toms to treatment and sequenced
evidence-based treatments. The ef-
fects of measurement- and algo-
rithm-based approaches to care con-
tinue to need careful assessment,
and the cost-effectiveness of these
approaches is not yet known. Al-
though early studies suggest that
more patients have positive out-
comes with the use of routine stan-
dardized measures (7,13) and the
face validity for measuring patient
outcomes is high, the evidence for
and barriers to routine outcomes
measurement may differ for the var-
ious mental health disorders. How-
ever, the GAP committee strongly
encourages clinicians and health sys-
tems to implement standardized as-
sessments of patients’ outcomes for
mental health disorders, such as de-
pression, for which there is evidence
for benefit.

Acknowledgments and disclosures

The authors report no competing interests.

References

1. Mazade NA, Glover RW: Critical priorities
confronting state mental health agencies.
Psychiatric Services 58:1148–1150, 2007

2. Cooper D: Blue Cross announces fee in-
crease and program to measure psychiatric
outcomes. Vital Signs: Member Publication
of the Massachusetts Medical Society, Aug
2007. Available at www.massmed.org

3. Committee on Psychopathology, Group for
the Advancement of Psychiatry: Outcomes
assessment and psychiatric services. Hospi-
tal and Community Psychiatry 45:1165,
1994

4. Trivedi MH, Daly EJ: Measurement-based
care for refractory depression: a clinical de-
cision support model for clinical research
and practice. Drug and Alcohol Depen-
dence 88(suppl 2):S61–S71, 2007

5. Depression Guideline Panel. Depression in
Primary Care: Vol 2. Treatment of Major
Depression. Clinical Practice Guideline,
No 5. AHCPR pub no 93-0551. Rockville,
Md, US Department of Health and Human
Services, Public Health Service, Agency for

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' October 2009   Vol. 60   No. 1011337744



PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' October 2009   Vol. 60   No. 10 11337755

Health Care Policy and Research, 1993

6. Practice guideline for major depressive dis-
order in adults. American Psychiatric Asso-
ciation. American Journal of Psychiatry 150
(suppl 4):1–26, 1993

7. Trivedi MH, Rush AJ, Crismon ML, et al:
Clinical results for patients with major de-
pressive disorder in the Texas Medication
Algorithm Project. Archives of General
Psychiatry 61:669–680, 2004

8. Rush AJ Jr, First MB, Blacker D (eds):
Handbook of Psychiatric Measures, 2nd ed.
Washington, DC, American Psychiatric As-

sociation, 2007

9. NetOutcomes for Improving Clinical Care.
Little Rock, Ark, Physician Assessment Ser-
vices and Systems, 1998. Available at www.
netoutcomes.net

10. Cella D, Yount S, Rothrock N, et al: The
Patient-Reported Outcomes Measurement
Information System (PROMIS): progress
of an NIH Roadmap cooperative group
during its first two years. Medical Care 45(5
suppl 1):S3–S11, 2007

11. Lowe B, Unützer J, Callahan CM, et al:
Monitoring depression treatment out-

comes with the Patient Health Question-
naire–9. Medical Care 42:1194–1201, 2004

12. Rush AJ, Trivedi MH, Ibrahim HM, et al:
The 16-Item Quick Inventory of Depres-
sive Symptomatology (QIDS), clinician rat-
ing (QIDS-C), and self-report (QIDS-SR):
a psychometric evaluation in patients with
chronic major depression. Biological Psy-
chiatry 54:573–583, 2003

13. Lambert MJ, Harmon C, Slade K, et al:
Providing feedback to psychotherapists on
their patients’ progress: clinical results and
practice suggestions. Journal of Clinical
Psychology 61:165–174, 2005

SSuubbmmiissssiioonnss  ffoorr  DDaattaappooiinnttss  CCoolluummnn  IInnvviitteedd

Submissions to the journal’s Datapoints column are invited. Datapoints encour-
ages the rapid dissemination of relevant and timely findings related to clinical
and policy issues in psychiatry. National data are preferred. Areas of interest in-
clude diagnosis and practice patterns, treatment modalities, treatment sites, pa-
tient characteristics, and payment sources. The analyses should be straightfor-
ward, so that the figure or figures tell the story. The text should follow the stan-
dard research format to include a brief introduction, description of the methods
and data set, description of the results, and comments on the implications or
meanings of the findings. 

Datapoints columns, which have a one-page format, are typically 350 to 400
words of text with one or two figures. The maximum total word count—includ-
ing the title, author names, affiliations, references, and acknowledgments—is
500. Because of space constraints, submissions with multiple authors are dis-
couraged; submissions with more than four authors should include justification
for additional authors.

Inquiries or submissions should be directed to column editors Amy M. Kil-
bourne, Ph.D., M.P.H. (amy.kilbourne@va.gov), or Tami L. Mark, Ph.D. (tami.
mark@thomsonreuters.com).



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (DSC Distiller 7 Basic - Non Ad Managment)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


