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Background 

Å Definition ς Measurement Based Care entails the systematic 
administration of symptom rating scales and uses the results to 
drive clinical decision making at the level of the individual patient  
ïNot intended to be a substitute for clinical judgment  
ïUsed as a starting point in the clinical evaluation 

ÅMaximize the likelihood that nonresponse to treatment is 
detected by the provider 
ïMental health providers detect deterioration for only 21.4% of their 

patients who experience increased symptom severity1 

Å The failure to detect patients who are not responding to treatment 
contributes to clinical inertia  
ïClinical Inertia - Not changing the treatment plan despite a lack of 

substantial improvement in symptom severity. 

Å For the past 30 years, leaders in the field of mental health have 
been calling for the implementation of MBC into routine care 
 
 1. Hatfield D, et al. Clinical psychology & psychotherapy, 2010 



Psychiatric Rating Scales 
Å Symptom rating scales are structured instruments that patients use to report their 

perceptions about psychiatric symptoms 

ï Patient-reported symptom rating scales are equivalent to clinician 
administered rating scales in their ability to identify treatment responders and 
remitters1 

Å Optimizes the efficiency, accuracy and consistency of symptom assessment 

Å Brief diagnostic-specific symptom rating scales have been empirically validated to 
assess the severity and change in severity of most psychiatric disorders:  
ï Depression 
ï Bipolar disorder  
ï Anxiety disorders  
ï Posttraumatic stress disorder  
ï Schizophrenia  
ï Substance abuse  

1) Rush AJ, et. al., Psychiatric Services, 2006 



Narrative Review Methods  

ÅPurpose: To review the theoretical and empirical 
support for Measurement-Based Care (MBC)  

ÅMethods: Articles were identified through search 
strategies in PubMed and GoogleScholar  

ïAdditional citations in the references of retrieved 
articles were identified 

ïConsulted with experts assembled for a focus group 
conducted by The Kennedy Forum 

ïN=51 relevant articles were reviewed 



!ǇǇǊƻŀŎƘŜǎ ¢Ƙŀǘ 5hbΩ¢ ²ƻǊƪ 

ÅScreening 

ïPatients with depression randomized to screening 
did not have better outcomes than patients 
randomized to no screening1  

ïAlerting clinicians to positive screening results and 
providing them with guideline-concordant 
treatment recommendations is no more effective 
than UC2 

1. Gilbody S, et. al. Canadian Medical Association, 2008 
2. Rollman BL, et al. JGIM, 2002 
 



aƻǊŜ !ǇǇǊƻŀŎƘŜǎ ¢Ƙŀǘ 5hbΩ¢ ²ƻǊƪ 

Å Infrequent Assessment   
ïPatients seeking treatment at an eating disorder clinic randomized to 

an intervention that fed back self-reported symptoms to their provider 
mid-way through treatment (i.e., counseling session 5 out of 10) did 
not have better outcomes than patients randomized to UC1 

Å Assessment not Concurrent with Clinical Encounter 
ïSpecialty mental health patients randomized to an intervention that 

fed back self-reported symptoms to their provider every three months 
(but not timed to coincide with a clinical encounter) had similar 
outcomes as those randomized to UC2  

ïPrimary care patients randomized to an intervention that assessed 
symptoms at 0, 3, 6 and 18 months and fed back self-reported 
symptoms to their provider at every encounter had similar outcomes 
as those randomized to UC3 

1. Schmidt U et. al. The British Journal of Clinical Psychology, 2006 
2. Slade M, The British Journal of Psychiatry, 2006 
3. Fihn SD, Am J Med, 2004 

 



Symptom Severity Feedback Must Be 
Clinically Actionable 
ÅThe symptom rating scale data must be perceived 

by providers to have a direct benefit to patients  

ïSymptom rating scale data must also be: 

ÅCurrent  

ÅInterpretable  

ÅReadily available during the clinical encounter  

ïThe scales must be  
Åreliable (i.e., consistent across repeated measurements when 

there is no actual change in severity)  

Åsensitive to change (i.e., able to detect clinically meaningful 
changes in actual severity)  

 



RCTS of Measurement Based Care 

Å14 of 15 RCTs of MBC have demonstrated that 
it improves outcomes compared to UC 

ÅThese findings are robust and are consistent 
across  
ïPatient groups: 
ÅDisorders 

ÅAge 

ïProvider types  
ÅPsychotherapists 

ÅPsychiatrists 

ÅPrimary Care Providers 

 



Lambert and Colleagues (BYU) 

ÅMeta-analysis of 6 studies (n=300 therapists, 
6,000 patients) found that those randomized 
to MBC had significantly and substantially 
better outcomes than patients randomized to 
UC 

ïaŜŘƛǳƳ όIŜŘƎŜǎΩ ƎҐ-.28) for all patients1  

ïOnly effective for patients who deteriorated or did 
NOT respond to treatment intially2 

1. Lambert MJ, et. al., Clinical Psychol Sci Prac, 2003 
2. Lambert MJ, Clinical Psychology & Psychotherapy, 2002 



Other Meta Analyses 
ÅKnaup Meta Analysis (12 trials)  
ïMBC ƘŀŘ ŀ ǎƳŀƭƭΣ ōǳǘ ǎƛƎƴƛŦƛŎŀƴǘ ŜŦŦŜŎǘ όIŜŘƎŜΩǎ Ǝ Ґ Φмлύ ƻƴ 

outcomes compared to UC 

ÅKrägeloh Meta Analysis (27 trials)  
ïAdministration of symptom severity scales with no 

feedback 
ïAdministration of symptoms severity scales with feedback 

to the provider VS provider and patient 
ïAdministration of symptom severity scales with 

unstructured feedback VS structured feedback and 
treatment guidelines  

1. Knaup C, et. al., The British Journal of Psychiatry, 2009 
2. Krageloh CU, et. al. Psychiatric Services, 2015 

 



Other Notable Studies 
Å Couples Therapy (n=906 couples)  

ï Couples randomized to MBC had significantly better outcomes than couples 
randomized to UC, ǿƛǘƘ ŀ ƳƻŘŜǊŀǘŜ ŜŦŦŜŎǘ ǎƛȊŜ ό/ƻƘŜƴΩǎ ŘҐΦ5)1  

Å Youth (n=28 clinics, n=144 providers, n=340 youth ) 
ï Youths randomized to MBC had significantly (p<.01) greater improvements in 

symptoms than those randomized to UC, ǿƛǘƘ ŀ ǎƳŀƭƭ ŜŦŦŜŎǘ ǎƛȊŜ ό/ƻƘŜƴΩǎ Ř Ґ 
.18)2 

Å Specialty Mental Healthcare Outpatient (n=1,374 adults with depression) 
ï Adults randomized to MBC had significantly (p=.04) and substantially (28%) 

greater improvement in depression symptoms than the UC group3 

Å Specialty Mental Healthcare Outpatient (n=120 adults with depression) 
ï Adults randomized to MBC from a psychiatrist had more treatment 

adjustments and higher remission rates compared to patients randomized to 
UC (73.8% versus 28.8%, p=.001)4 

1. Anker MG, et. al., J Consult Clin Psychol, 2009  
2. Bickman L, et al., Psychiatric Services, 2011 
3. Brodey BB, et. al., The American Journal of Managed Care, 2005 
4. Guo T, et. al., Am J Psychiatry, 2015 



JAMA Psychiatry. 2015 Dec 72(12):1211-8 



Why Does MBC Improve Outcomes? 
 - Provider Behavior 

ÅHelps overcome clinical inertia 
ïTriggers a change in the treatment plan 
ïPrompts for a consultation or referral 

ÅFacilitates the use of algorithms  
ïSymptom improvement can be quantified and 

operationalized into the decision points  

ÅFacilitates the detection of residual symptoms 
ïPrompts clinicians to intensify the treatment plan until the 
ǇŀǘƛŜƴǘΩǎ ǎȅƳǇǘƻƳǎ ƘŀǾŜ ŎƻƳǇƭŜǘŜƭȅ ǊŜƳƛǘǘŜŘ  
ïTreatment to target  

ÅFocuses collaboration and coordination across 
providers  



Why Does MBC Improve Outcomes? 
 - Patient Behavior 

ÅMore knowledgeable about their disorders 
ïLeading to a more informed and activated patient  
ïPrepared to participate meaningfully in shared decision making  

Å Attune to their symptoms 
ïAware of symptom fluxuation over time 
ïCognizant of the warning signs of relapse or reoccurrence 

Å Recognize improvement early in the course of treatment  
ïHelp patients feel more optimistic and hopeful 
ïMaintain better adherence to the treatment 

Å Validates feelings 
ïMitigates the self-blame that patients sometimes experience  

Å Empowers patients  
ïHelps them communicate more effectively with their providers 
ïEnhanced therapeutic relationship 



Evidence about Feasibility of MBC for Providers 

ÅMBC was the cornerstone of STAR*D 
ïImplemented MBC for 2,876 patients with depression in 23 

specialty mental health and 18 primary care clinics1 
ïReplication (n=17 clinics, n=1,763 patients) found that 

psychiatrists found MBC helpful:2 
ÅMonitoring response to treatment (100%) 
ÅAssessing severity (94%) 
ÅMaking treatment decisions (93%) 
ÅTailoring treatment (82%) 
ÅMonitoring suicide risk (71%)  
ÅTreatment changed in 40% of the patient encounters 

ÅMBC was the cornerstone of  STEP-BD 
ïImplemented MBC for 3,158 patients with bipolar disorder 

treated in 22 specialty mental health clinics3  

1. Trivedi MH, et. al., Am J of Psychiatry, 2006 
2. Katzelnick DJ, et. al., Psychiatric Services, 2011 
3. Sachs GS, et. al., Biological Psychiatry, 2003 



Provider Concerns About MBC 

ÅPractical factors are the most common reason providers 
report for not implementing MBC1: 
ïPaperwork burden 
ïTakes too much time  
ïLack of personnel resources 

ÅProvider acceptability is lower when symptom severity 
scores are collected and fed back by an outside 
organization2 
ï47% of the providers thought that the symptom data collected 

and fed back by a managed care organization was helpful 
ïProviders felt that the managed care organization was intruding 

on the patient-provider relationship 

1. Hatfield DR, et. al., Administration and Policy in Mental Health, 2007 
2. Brodey BB, et. al., The American Journal of Managed Care, 2005 



Evidence about Acceptability of MBC 
to Patients 

ÅPatients with depression perceived scales to be1:  

ïEfficient 

ïComplementary ƻŦ ǘƘŜƛǊ ǇǊƻǾƛŘŜǊΩǎ ŎƭƛƴƛŎŀƭ judgment  

ïEvidence that their provider was taking their mental 
health problems seriously  

ïHelped them to better understand their illness  

ïHelped them express themselves to their provider 

1. Dowrick C, et. al., BMJ, 2009 



Benefits of MBC to Practices & Purchasers 

Å Patient reported outcomes data can be aggregated across patients 
to benefit providers, practices and purchasers 

ïProviders 
ÅProfessional development 

ïPractices  
ÅAggregated outcomes data can be used for Continuous 

Quality Improvement 
ÅAggregated outcomes data can be used to demonstrate 

value to purchasers 

ïPurchasers 
ÅAggregated outcomes data can be used to identify the most 

effective clinics and health systems 
ÅAggregated outcomes data can be used to create and 

evaluate financial incentives to improve outcomes 



WA Mental Health Integration Program - Pay for 
Performance initiative  
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Unutzer J et al, American Journal of Public Health, 2012. 



Summary 
Å Numerous brief structured symptom rating scales have been 

validated in diverse patient populations 

Å Technological innovations have increased the efficiency of routinely 
collecting symptom severity data from patients and feeding it back 
to providers during the clinical encounter  

Å Evidence from RCTs - patients randomized to MBC have better 
outcomes than patients randomized to UC  

Å Evidence from large pragmatic trials and clinical demonstration 
projects - MBC is acceptable to both patients and providers  

Å Secondary (and Tertiary) gains include the potential to use 
aggregated symptom rating scale data to enhance:  
ïProfessional development  
ïFacilitate practice level quality improvement 
ïDemonstrate the value of the mental health services to purchasers  
ïPositively influence reimbursement policies 



ÅEncounterless Utilization 
ÅAsynchronous digital patient-to-provider 

communication 

ÅImproves Provider Capacity 

ïSmarter encounter scheduling 

ÅImproves Population Health 

ïImproved Access 

ïImproved Capacity 

Future Directions - Remote Measurement 
Based Care 

Greater Reach 



Questions and Comments 



Rating Scale Administration 
ÅAdministration of Symptom Rating Scales 

ïPaper and pencil 

ïKiosks 

ïHandheld Devices 

ïSecure Messaging 

ïEHR Patient Portal 

ïSmartphone Apps 
ÅSelf Report 

ÅPassive Data  
ïCall frequency/duration 

ïVocal prosody 

ïTime-Space Activity 
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