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Abstract: This study examined the use of  outcome reports 
sent t o  clinicians by a managed behavioral healthcare 

organization t o  monitor patient progress and i t s  relation 
t o  treatment outcome. Results showed tha t  clinicians who 
reported using outcome information had patients who also 

reported greater improvement a t  6 months from baseline. 
Improvement per session was greatest among patients whose 

clinicians reported reading the outcome report and using 
outcome measures i n  their clinical practice. Using baseline 
and ongoing measures t o  assess patient improvement can 
provide clinicians with feedback during treatment, which 
may lead t o  better clinical outcomes and enable quality 

management systems i n  managed care t o  flag high-risk cases 
and identify failure of  adequate improvement. 
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Is this treatment working for tlus patient? Is ths 
patient getting better? These are the primary 
concerns all stakeholders in mental health treat- 
ment have about the mental health services 
a patient is receiving. Patients, their families, 
clinicians, third-party payers, and researchers 
have a vested interest in ensuring the best qual- 
ity of affordable care. 

Self-reported treatment outcome measures 
that have been used by clinicians and managed 
behavioral healthcare organizations (MBHOs) 
include the SF-36 Health Survey (Ware, Snow, 
Kosinski, & Gandek, 1993), the Brief Symptom 
Inventory (BSI) (Derogatis, 1983), and the Basis- 
32 (Eisen, Wilcox, Leff, Schaefer, & Culhane, 
1999). Other more disorder-specific measures 
used to assess patient outcomes include the 
Beck Depression Inventory (BDI) (Beck, Ward, 
Mendelson, Mock, & Erbaugh, 1961) and the 
Self-Report Anxiety Scale (SRAS) (Zung, 1971). 
However, the extent to which clinicians use 
standardized self-reports or outcome measures 
to benchmark their patients’ progress as part 
of their routine practice is unknown. In the 
past, clinicians have been solely responsible 

for monitoring the progress of their patients in 
treatment, yet as accountability demanded by 
healthcare purchasers and accreditation agen- 
cies has increased, MBHOs have begun looking 
for ways to manage and improve the quality of 
care provided by their panels of clinicians by 
objectively monitoring patient improvement 
using self-report measures. 

Patient-focused research has been hailed as 
a new paradigm for evaluating mental health 
treatment. Patient-focused research (also called 
consumer-focused research) focuses on the 
effects of treatment on the individual rather 
than on groups of patients. Using sophisti- 
ca ted analytic techniques, researchers in general 
have begun evaluating patient improvement 
throughout the course of treatment. Compared 
to normative samples, patient-focused research 
has enabled feedback to be provided to the 
treating clinician with the ultimate goal of 
enhancing treatment outcome (Howard, Moras, 
Brill, Martinovich, & Lutz, 1996; Lambert, 2001). 
Central to patient-focused research is the con- 
cept of clinically significant change, which, 
according to Jacobson and Truax (1991), can be 
defined by two criteria: (1) the patient’s clini- 
cal movement from a dysfunctional range into 
a functional range compared to a normative 
sample, and (2) how much change occurred 
in the course of treatment that is statistically 
reliable change and not due to measurement 
error-as measured by the Reliable Change 
Index (RCT) (Jacobson & Truax, 1991). Using the 
RCI, researchers can determine the number of 
points a score must move from either above or 
below the cutoff score to, say, a point beyond 
any uncertainty (measurement error), and they 
can determine whether the score change is 
statistically reliable, meaning that the patient’s 
score huly crossed the cutoff score. On the basis 
of these criteria, patients can be classified as 
achieving change that has chical significance 
and is statistically reliable (Lambert, Hansen, 
& Finch, 2001). Although for many years clini- 
cians and researchers have used standardized 
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measures for ongoing patient assessments and 
statistical techniques to evaluate the sigruficance 
of group differences, patient-focused research 
combines the use of clinically s i e c a n t  change 
with the RCI to verify the meaningfulness of 
individual therapeutic change benchmarked to 
a normative population, rather than relying on 
a single threshold score or on the statistical dif- 
ference between or witlun samples. 

Given its emphasis on effectiveness, patient- 
focused research is a paradigm that shows 
promise for improving the quality of care in 
mental health services. However, integrating 
patient-focused research into quality manage- 
ment systems that can monitor patients’ prog- 
ress is in the development stage and needs 
further evaluation (Lambert, 2001). Within the 
United States, at least two quality manage- 
ment systems have been studied empirically, 
the Systematic Treatment Selection (STS) and the 
Outcome Questionnaire45 (OQ45). The STS, 
developed by Beutler and colleagues, empha- 
sizes the need to match patient characteristics 
to speclfic treatment modalities before assessing 
outcome; however, the system has been tested 
using only small groups of clirucians (12 = 284) 
(Beutler, Clarkin, & Bongar, 2000; Beutler & 
Harwood, 2000). However, the OQ-45 has been 
tested extensively using data from more than 
10,000 community mental health, university 
counseling center, and health maintenance orga- 
nization (HMO) patients to develop recovery 
curves and idenhfy patients with a less than 
adequate response to treatment. A meta-analysis 
of three large-scale studies of 2,500 patients 
conducted by Lambert and colleagues (2003) 
examined whether monitoring patient progress 
and providing feedback to clirucians is associ- 
ated with improvement in treatment outcome. 
Results showed reliable and clinically sigruficant 
rates of improvement of 21% in the no-feedback 
group and 35% in the feedback group, with a 
moderate effect size of .39. Specifically, among 
patients whose progress was poor, feedback in 
the form of graphs and progress markers led 
to an increase in the number of sessions and 
improved outcomes as compared to a control 
group. Among patients predicted to have a 
positive response, feedback to therapists led to a 
decrease in number of sessions without decreas- 
ing expected outcomes (Lambert et al., 2003; 
Lambert, Whipple, et al., 2001). Similarly, in a 
nonrandomized naturalistic study, an MBHO 

tested the use of feedback letters using a shorter 
version of the OQ-45 and found improvement 
in the concordance rates of substance abuse 
items and substance abuse diagnosis in claims, 
showing that the clinicians were willing to 
use the information on the outcome question- 
naires (Brown, Hermann, Jones, & Wu, 2004). 
Although initial results are promising, further 
research is needed to examine the feasibility 
and acceptance of integrating patient-focused 
research into quality management w i t h  open 
systems of care made up of networks of inde- 
pendent practice clinicians. 

Managed behavioral healthcare organi- 
zations administer the mental healthcare of 
approximately 75”/0 of the 180 million insured 
Americans (American Federation of State, 
County and Municipal Employees Public Policy 
Department, 1998). With their large networks of 
independent clinicians, MBHOs are in a unique 
position to examine whether a quality manage- 
ment system that monitors patient progress 
and provides feedback to the treating clinician 
is accepted and used in real-world settings, and 
whether the use of a quality management sys- 
tem relates to improvement in treatment out- 
comes. This study examined two questions: (1) 
whether independent-practice clirucians would 
read outcome reports of their patients’ respons- 
es to a self-report measure sent to them by an 
MBHO, and (2) whether use of outcome infor- 
mation was related to patient improvement. 

Methods 
The Member Wellness Survey 
Tlus study used data from a study funded by 
the National Institute of Mental Health (NIMH) 
on the effects of administering patient assess- 
ments and delivering feedback reports to clini- 
cians of an MBHO, United Behavioral Health 
(UBH). Results from the parent study have been 
reported elsewhere (Brodey et al., 2005). Patients 
were recruited wlule seeking telephonic authori- 
zation for outpatient behavioral health services. 
Informed consent and baseline measures were 
obtained using an interactive voice response 
(IVR) system or by mail. Patient assessments 
were repeated at 6 weeks and 6 months after 
baseline assessment, by either IVR or mail. 

Outcome reports were sent to clinicians at the 
outset of treatment and 6 weeks and 6 months 
later. Patient progress was measured using 
the Member Wellness Survey (MWS), a brief 
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self-report instrument that was developed for 
the study. The MWS comprises 32 items from 
commonly used and validated instruments 
(SCL-90, SF-36, and CAGE-AID) designed to 
assess and monitor mental health and substance 
abuse patients in seven domains: total symp- 
toms, functioning, wellness, global outcome, 
absenteeism, substance abuse risk, and alcohol 
consumption. Total symptoms, functioning, 
wellness, and global outcome were rated using 
a 5-point scale ranging from 0 to 4. The total 
symptoms score was computed using the mean 
of 11 items assessing depression and anxiety 
(a = .91). The functioning score was computed 
using the mean of 3 items assessing interfer- 
ence with family, work, and social activities 
(a = .67). Wellness was computed as the mean 
of 3 items pertaining to feeling good about 
oneself, ability to cope, and ability to maintain 
control (a = 33). A global outcome score was 
computed across 17 items comprising the total 
symptoms, functioning, and wellness scores 
(a = .93). Absenteeism was computed as the 
sum of the number of full workdays missed 
(6-week retest intraclass correlation coefficient 
[ICC] = .58). Substance abuse risk for drugs or 
alcohol was computed as the sum of 5 dichot- 
omous (yes, no) questions from the CAGE 
(6-week retest kappa = .47). Alcohol consump- 
tion was computed as the product of the num- 
ber of days the patient self-reported having a 
drink in the previous week and the number of 
drinks in a typical day (baseline to 6-week Y = .73 
and baseline to 6-month r = .a). 

To determine whether the degree of patient 
improvement was clinically significant and 
indicated reliable change for each domain, the 
two criteria offered by Jacobson and Truax 
(1991) were used. Baseline community nonpa- 
tient and patient sample means (M1 and M2, 
respectively) and standard deviations (SD1 and 
SD2, respectively) were used in the formula 
[(SDl x M2) + (SD2 x Ml)]/(SD1 + SD2) to 
estimate clinically sigruficant change for each 
domain. For the global outcome score of the 
MWS, the cutoff score was determined as need- 
ing to be equal to or below 1.02 = {[(.56 x 1.58) 
+ (.80 x .63)]/(.56 + 30)). This cutoff score deter- 
mined whether a patient’s global outcome score 
had moved from a dysfunctional to a functional 
level. To determine the RCI using a 1-tailed test, 
the formula (1.65 x sqrt(1 - reliability) x SD2) 
was used. The RCI for the global outcome 
score was determined as needing to exceed 

.35. = [1.65 x sqrt(1 - .93) x .80 = .35], meaning 
that patients with a score change exceeding 
.35 in either the positive or negative direction 
were considered to have made reliable change 
beyond that of measurement error, whereas 
those whose mean score change did not exceed 
.35 were considered unchanged. Finally, UBH 
administrative claims data were used to com- 
pute demographic information and the total 
number of outpatient sessions in the 6 months 
following the baseline administration. 

Pa tien t Sample 
Of 681 adult patients, 467 (79%) completed the 
MWS at 6 weeks, and 361 (53%) completed the 
6-month MWS. Patients who did not complete 
the 6-week or 6-month follow-up survey were 
more likely to have not followed through with 
treatment after their referral from UBH, more 
likely to be male, and less likely to have adjust- 
ment disorder. No other symptom or demo- 
graphic characteristic predicted completion of 
either the 6-week or the 6-month MWS. There 
were no differences by gender, age, or ethnicity 
or in symptoms at baseline between these two 
groups. The majority of participants were the 
insured members (68%), white (89%), female 
(67%), and those between 30 and 55 years old 
(75%) and primarily from the Midwest (40%) or 
East Coast (36%). 

Sample of Clinicians 
Clinicians received outcome reports following 
each patient’s completion of the MWS. A cover 
letter stated that their patients had consented 
to participate in the study and share their out- 
comes, and that the outcomes data would not 
be used to evaluate any clinician’s performance 
or to make any medical necessity decisions. The 
reports presented three kinds of information to 
clinicians: (1) summary scores benchmarked 
against age- and gender-adjusted normative 
data, (2) narrative comments on extreme scores, 
and (3) a bar chart of the 32 MWS items at the 
three time intervals. (Samples of the report are 
available from Benjamin Brodey at bbbrodey@ 
telesage.com.) 

After clinicians were sent the baseline and 
6-week reports, they were surveyed regard- 
ing the report’s utility (results are presented 
in Brodey et al., 2005) and asked whether they 
had read and used the feedback report. In addi- 
tion, a subsample of 244 clinicians was asked 
whether they ”routinely,” ”occasionally,” or 



”never” used outcome measures, independent 
of those sent by an MBHO, in their clinical 
practice. The responses were dichotomized 
into ”Yes” if clinicians reported “routine” or 
”occasional” use of outcome measures, and 
”No” otherwise. 

Because some patients had seen more than 
one chician, a total of 691 clinicians received 
outcome reports and were surveyed to assess 
whether they had read the report and used it 
in their treatment. A total of 488 (71%) clini- 
cians responded; most were female (64%) psy- 
chologists (38%) with 15-24 years of clinical 
experience postlicensure. Psychologists (77%) 
and master’s-level therapists (75%) were sig- 
nificantly more likely to respond to the survey 
than psychiatrists (39%), x2 (1, N = 691) = 50.2, 
p < do1, as were female clinicians (75%) 
compared to male clinicians (65%), x2 
(1, N = 691) = 7.6, p < .005. No other demographic 
or practice characteristic differentiated respond- 
ing cluucians from nonresponding clinicians. 

This study compares the 6-week and 6- 
month improvement of four groups of patients 
whose clinicians reported that they (1) did not 
read the outcome report, (2) read the outcome 
report, (3) used an outcome measure in their 
clinical practice, or (4) used both the outcome 
report and an outcome measure in their prac- 
tice. Groups were compared on number of 
outpatient visits in addition to treatment out- 
comes. 

Statistical Analysis 
Ch-square tests of association were used to 
examine the rela tionship between clinician- 
reported use of outcomes information and 
nominal variables such as clinician gender, 
professional degree, region of the country, and 
dichotomous patient outcome measures such 
as presence or absence of substance abuse 
risk. Similarly, Student’s t tests were used to 
examine the rela tionship of clinician-reported 
use of outcome information and continuous 
measures such as change in total symptoms 
between baseline and 6 weeks and 6 months, 
and total number of outpatient sessions. Chi- 
square tests of association were used to exam- 
ine the relationshp between clinician-reported 
use of outcomes dormation and the reliable 
change index for the global outcome score. 
The statistical cutoff point for significance was 
established at p < .05, although actual p values 
were reported. 
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Furthermore, a general linear model (GLM) 
using SAS (version 8.02, SAS Institute, Inc., 
Cary, NC) tested whether reading reports and 
using outcome measures in clinical practice 
predicted global outcome scores. Another GLM 
tested whether gender or years of clinical expe- 
rience predicted global outcome scores. 

Results 
Use of Outcome Reports and Outcome 
Measures 
The first question examined in ths  study was 
whether clinicians would read outcome reports 
sent by UBH. Among clinicians who responded 
to the survey (n = 488), more than three quarters 
(n  = 338, 77%) reported reading at least one of 
the outcome reports sent to them by UBH. Next, 
we examined the use of the outcome report 
among the subsample of clinicians whom we 
asked about use of outcome measures in their 
routine clinical practice (n = 244). Seventy-nine 
percent of clinicians in the subsample reported 
reading the outcome report, indicating congru- 
ence between the subsample and the whole 
sample. The percentage of clinicians reading the 
outcome report was higher than the percentage 
who reported using outcome measures in their 
clinical practice (56%) or who reported both 
reading the outcome report and using outcome 
measures in their practice (44%). Clinicians who 
reported reading the outcome report were just 
as likely to use an outcome measure in their 
practice, unlike clinicians who did not read the 
outcome report. 

Results also showed significant differences 
by professional degree and gender among cli- 
nicians who read and those who did not read 
the outcome reports. Psychologists (n  = 134, 
82%) and master’s-level therapists (n  = 191, 
79%) were sigruficantly more likely to report 
reading the outcome reports than psychiatrists 
(n  = 13,41%) x2 (2, n = 338) = 26.3, p < .001, and 
female clinicians (n = 222,81%) were more like- 
ly to report reading outcome reports than male 
clinicians (n  = 107, 70%) x2 (1, n = 338) = 6.8, p 
= .009. Neither years of experience in clinical 
practice nor geographic location significantly 
differed among clinician users or nonusers of 
the outcome reports. But clinicians in prac- 
tice between 5 to 14 years (66%) and those in 
practice 15 to 24 years (61%) were significantly 
more likely to report using outcome measures 
alone or in combination with the outcome 
reports (53% and 50%, respectively); however, 
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clinicians who had been in practice for more 
than 25 years reported lower use of outcome 
measures alone (36%, x2 (2, n = 244) = 14.3, 
p = .006) or in combination 19%, x2 (2, n = 244) 
= 14.5, p < .001). 

Use of Outcome Information and Patient 
Improvement 
The second question examined in this study 
involved whether reading outcome reports or 
using outcome measures in clinical practice 
was associated with patient improvement at 
6 weeks and 6 months. Three comparisons 
were made to address this question: (1) the 
first involved the entire sample of clinicians 
(n  = 488) and compared clinicians who reported 
reading the outcome reports to clirucians who 
reported not reading the reports, (2) the second 
involved a subsample of clinicians (n  = 244) and 
compared clinicians who reported using out- 
come measures in their practices at least occa- 
sionally to clinicians who reported never doing 
so, and (3) the final comparison was made 
between clinicians who reported both reading 
the outcome reports and using outcome mea- 
sures in their practice and those clinicians who 
reported using neither or only one of these. 
To ensure between-group comparability, pre- 
liminary analyses of the baseline measure were 
conducted to make sure that clinicians who 
read the outcome reports and/or used outcome 
measures in their practice were treating similar 
patients. No significant differences in patients’ 
basehe M W S  scores were observed across 
any of the clinician groups, suggesting that the 
groups were similar and therefore comparable. 

Results show that clinicians’ reading of out- 
come reports was not correlated with patient 
improvement at 6 weeks, but that reading 
outcome reports was correlated with patient 
improvement at 6 months. In particular, patients 
treated by clinicians who reported reading the 
outcome reports showed significantly greater 
improvement at 6 months on total symptoms 
( t  [214] = 2.96, p = .003), wellness ( t  [214] = 2.20, 
p = .03), and the global outcome score ( t  [214] 
= 2.96, p = .003) than patients whose clinicians 
reported not reading the outcome reports. 
In addition, a greater proportion of patients 
treated by clinicians who reported reading the 
outcome reports (n = 108, 63%) had global out- 
come scores that exceeded the reliable change 
index, indicating that their improvement was 
clinically significant x2 (2, n = 214) = 10.8, 

p = .005. However, there was no significant 
difference in the proportion of patients who 
moved from a dysfunctional range to a func- 
tional range ( n  = 57, 30%) on the global out- 
come score. Figure 1 shows the mean improve- 
ment scores on all M W S  scores at 6 weeks and 
6 months for clinicians who read and did not 
read the outcome reports. 

Among the subcohort of clirucians asked 
about their use of outcome measures in clini- 
cal practice, Figure 2 shows that use was 
associated with significantly better outcomes 
at 6 months in total symptoms ( t  [94] = 2.16, 
p=.03),functioning(t [94] =2.50,p= .Ol),wellness 
( t  [94] = 2.50, p = .Ol),  and global outcome scores 
( t  [94] = 3.20, p = ,002). Again, this improvement 
was not apparent at the 6-week measure. 

Similarly, Figure 3 shows that clinicians 
using both outcome reports and outcome mea- 
sures had patients who reported the greatest 
improvement at 6 months in total symptoms 
( t  [94] = 3.03, p = .003), functioning ( t  [94] = 2.46, 
p = .02), wellness ( t  [94] = 2.79, p = .006), and 
global outcome scores ( t  [94] = 3.50, p > .001). 
Notably, a greater proportion of patients treat- 
ed by clinicians who reported using outcome 
measures (n  = 30, 60%) or using both outcome 
reports and outcome measures (n  = 30, 60%) 
had global outcome scores indicating clirucally 
sigruhcant improvement x2 (2, n = 75) = 7.17, 
p = .03 and x2 = 7.3, p = .03, respectively. 

Results of a generalized linear model 
showed that reading reports ( F  = 3.34, 
p = .07) and using outcome measures (F = 7.88, 
p = .006) did not interact in predicting global 
outcome scores, and that each independently 
contributed variance to the model, suggesting 
that using outcome measures predicted global 
outcome scores over and above reading the 
outcome reports. Yet again, there was no sig- 
nificant difference in the proportion of patients 
who moved from a dysfunctional range to a 
functional range on the global outcome score. 

Because female therapists were more hkely to 
report reading the outcome report, and therapists 
with fewer years in clinical practice were more 
likely to report using outcome measures alone 
or in combination with outcome reports, the role 
of these variables was also tested. However, the 
results showed that neither gender nor years of 
clinical experience added additional explained 
variance over the use of outcome reports, use of 
outcome measures, or use of both in predicting 
global outcome scores. 
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Figure 1. Relationship of Patients' Improvement to Clinicians' Reading 

of Outcome Reports 
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- Figure 2. Relationship of Patients' Improvement to Clinicians' Use 
of Outcome Measures 
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Although in all three comparisons, using 
outcome information was not associated with 
patient improvement at either 6 weeks or 6 
months in the absenteeism domain, CAGE 
risk score, or amount of alcohol consumed, 
outcome information was associated with great- 
er improvement in total symptoms, wellness, 
and functioning at 6 months from baseline. 

Service Use Associated with the Use of 
Outcome Information 
Improvement per patient per session was cal- 
culated based on each patient's individual 
improvement score divided by the number 
of sessions each patient attended. Despite 
similar amounts of treatment at 6 months 

after baseline (M = 8.9, SD = 6.0 outpatient 
sessions) and average total costs per patient 
( M  = $617.89, SD = $599.96), greater improve- 
ment per patient per session on the global 
outcome score was observed among patients 
whose clinicians reported reading the out- 
come reports and/or using outcome measures 
than patients whose clinicians did not use 
this information. These results provide addi- 
tional evidence for the potential usefulness of 
reading outcome reports and using outcome 
measures to improve care. In fact, patient 
improvement per session was greatest among 
patients of clinicians who reported using both 
the outcome reports and outcome measures 
(see Table 1). 
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- Figure 3. Relationship of Patients’ Improvement t o  Clinicians‘ Use 

o f  Both Outcome Reports and Outcome Measures 
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‘Statistically significant change ( p  < .05) 
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Discussion 
Th~s study showed evidence that monitoring 
patient progress and giving clinicians feedback 
during treatment may be related to improved 
clinical outcomes, an important finding for 
healthcare quality professionals, healthcare 
administrators, and clinicians in general. 
Results suggest that clinicians who report read- 
ing outcome reports or using outcome mea- 
sures to monitor their patients’ progress during 
treatment may be more effective in their treat- 
ment than clinicians who report that they do 
not monitor their patients’ progress. However, 
given the correlational nature of this study, it is 
also possible that clinicians who report that they 

-Table 1. Patient Improvement per Session Related - 
t o  Clinician’s Use o f  Outcome Information 

Mean Change 
in Global Score 

Use of Outcome Information n per Session 
Read outcome reports 
Yes 172 .26 
No 42 .21 

Used outcome measures 
Yes 60 .32 
No 34 .14 

Used both 
Yes 
No 

50 .37 
44 .13 

monitor their patient‘s outcomes are simply 
better clinicians or more meticulous clinicians 
regardless of whether they report reading the 
outcome reports or using outcome measures. 

This study replicates prior research on the 
usefulness of monitoring patient improvement 
during treatment, and as such, it carries sev- 
eral implications for both chicians and MBHOs 
(Lambert, Hansen, et al., 2001; Lambert, Whipple, 
et al., 2001). The findings of ths  study also carry 
several implications for clinical quality adminis- 
trators who are looking for scientific methodol- 
ogy to improve the quality of care. Providing 
clirucians with feedback about their patients’ 
progress during treatment can allow clinicians 
to make changes or adjustments in the treatment 
plan if needed to improve clinical outcomes. 
First, collecting information on a patient’s prog- 
ress may allow a clinician to idenhfy potential 
treatment failures. A lack of adequate clinical 
improvement thus may prompt a change in the 
course of treatment, thereby avoiding treatment 
dropout or premature termination of treatment. 
Chcians who do not collect monitoring or 
outcome information run a greater risk of 
misperceiving their patient’s clinical improve- 
ment as either better or worse than actual 
(Lambert, Whipple, et al., 2001). Second, early 
detection of nonresponse to treatment may be a 
sign of problems in the therapeutic ahance that 
could be resolved by seeking consultation or 
supervision. Third, decisions made by clirucians 



Vol. 29 No. 2 March/April 2007 11 I 
who are informed about patients’ clinical and 
functional status are more likely to be tailored to 
the specific needs of individual patients and 
more likely to ultimately enhance treatment 
outcomes. Finally, in our study, clinicians 
using outcome information had patients who 
reported greater improvement per session 
than patients whose clinicians did not use this 
information, suggesting that detection of early 
treatment response may lead to more cost- 
effective treatment. 

Using patient-focused research to inform 
treatment progress is based on documenting a 
patient’s subjective experience and comparing 
it to adjusted population-based norms, thus 
allowing the consistent monitoring of patients 
against a benchmark for similar patient popu- 
lations. In turn, feedback about the patient’s 
progress can be sent to the treating clinician 
and MBHO care managers so that treatment 
adjustments, if needed, can be made (Lambert 
& Brown, 1996). This approach has several 
implications for MBHOs and clinical quality 
improvement administrators. Administrative 
databases or patient registries can be enhanced 
with baseline data, and outcome clinical data 
can be used to develop a feedback loop to 
report ongoing clinical status and progress 
in patient improvement. First, the patient 
information provided at baseline allows for 
the detection of patients who are at high risk 
because of the degree of symptomatology or 
comorbidity of psychiatric symptoms with 
alcohol or drug use, which can in turn be used 
to alert the clinician. Second, high-risk clinical 
information among patients who fail to fol- 
low through with treatment can prompt an 
outreach protocol for MBHO care managers 
who can work collaboratively with a clinician 
to get the patient back in treatment. Third, 
data on patients who are not improving at 
expected rates can prompt a care manager or 
medical supervisor to consult with a clinician 
on intensifying the number of sessions or aug- 
menting or switching treatment modalities. 

This study carries limitations by virtue 
of being based, in part, on self-report mea- 
sures. First, results from the study may be 
confounded by selection bias because clini- 
cians who responded to the survey may have 
been those who were also more likely to 
use outcome information. Furthermore, how 
clinicians who self-reported reading the out- 
come reports actually used the information 
is unknown. Second, the outcome analysis of 

patients whose clinicians reported using or 
not using outcome measures was based on 
a small subsample. Third, the MWS assessed 
several clinical domains, potentially making 
the scales too nonspecific to assess actual 
improvement in clinical symptomatology, and 
may have produced reports not clinically rel- 
evant to the treating clinician. 

Although most evidence-based practice 
guidelines recommend the continual assess- 
ment of patient progress during treatment, 
results from this study show that use of objective 
measures of patient outcomes is not the norm 
among independent private-practice clinicians. 
Yet, taken together, the results of this study 
suggest that clinicians who monitor treatment 
progress may have patients who report greater 
improvement than those who do not. MBHOs 
are in a position in which they have the clini- 
cal and fiduciary responsibility to monitor the 
quality of care provided to their members, and 
they have the organizational infrastructure 
to provide clinical outcome data to a large 
number of geographically dispersed clinicians. 
However, a number of attitudinal and organi- 
zational factors appear to limit collaboration 
between MBHOs and their provider panels in 
the quality improvement process. Attitudinal 
barriers are multiple; many clinicians are con- 
cerned about the burden of paperwork, and cli- 
nicians complain of MBHOs intruding on their 
clinical work yet not providing sufficient finan- 
cial incentives, thus contributing to job dissat- 
isfaction and turnover rates of provider panels. 
On the other hand, MBHOs are accountable 
to members and customers for quality of care 
despite great variations in clinician practice 
and lack of clinical monitoring. Future research 
on the use of patient-focused research needs to 
examine ways of improving outcome reports 
to provide feedback that is useful to clinicians 
and leads to improved quality of care. Most 
important, research needs to focus on dissemi- 
nation methods that promote clinicians’ use of 
outcome information. Currently, the MWS has 
been used to assess patient improvement in 
more than 48,000 UBH members seeking men- 
tal health services. Effective dissemination and 
diffusion methods, such as requiring clinicians 
to administer the M W S  in lieu of an authoriza- 
tion request, are being tested. 

In the interest of maximizing the qual- 
ity of care for their patients, clinicians and 
MBHOs should work together to achieve 
better outcomes. Using patient-focused 
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research to give clinicians feedback on their 
patients’ progress in treatment bridges the 
gap between research and practice and may 
lead to a common language for monitoring 
and improving quality of care and ultimately 
improving treatment outcomes. 
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