What outcomes to measure in routine mental
health services, and how to assess them:
a systematic review
Mike Slade

Objective: Routine outcome assessment in adult mental health services involves the ongoing assessment of patient-level outcomes. Use of outcomes to inform treatment is widely
recommended, but seldom implemented. The goals of this review were (i) to identify
principles that have been proposed for implementing routine outcome assessment, (ii) to
identify the full range of outcome domains that have been proposed for assessment, and
(iii) to synthesize proposals for specific outcome domains into emergent categories.
Method: A systematic review of published and unpublished research was undertaken, using
electronic databases, research registers, conference proceedings, expert informants and the
World Wide Web. For goal (i) studies were included that proposed principles for implementing
routine outcome assessment. For goal (ii) studies were included that identified at least two
patient-level outcome domains for patients using adult mental health services and made
some reference to a broader literature base.
Results: Six thousand four hundred publications matched initial search criteria. Seven
distinct sets of principles for choosing patient-level outcomes were located, which showed a
fair degree of consensus. Sixteen outcome domain proposals were identified, which were
synthesized into seven emergent categories: wellbeing, cognition/emotion, behaviour, physical health, interpersonal, society and services.
Conclusions: The findings from this review were used to develop a four-step method for
adult mental health services wishing to implement routine outcome assessment.
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A standard definition of ‘outcome’ in mental health
care is ‘the effect on a patient’s health status attributable
to an intervention by a health professional or health
service’ [1, p.3]. Despite being widely used, this definition has been challenged for several reasons – outcome
could result from self- rather than professional help, the
link between intervention and outcome is not straightforward, outcomes are not always positive, outcomes
may be influenced by the absence rather than presence of
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an intervention, and outcome may differ from different
perspectives [2]. There is as yet no consensus about an
agreed definition of outcome for individual patients.
Further complexity arises when evaluating outcome in
mental health services. Three levels of mental health
service can be identified: specific treatments, combinations of treatments (such as a community mental health
centre) and population-wide treatments (all programmes
for a defined population, such as a managed care organization) [3]. The outcome data needed to inform each
level are very different.
Perhaps because of this complexity, the systematic
measurement of outcome in mental health services has
traditionally been the preserve of researchers. In general,
most efforts to assess outcome take place in ‘research
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contexts where specifically funded and trained external raters parachute into routine clinical settings in
order to guarantee the validity and reliability of study
measures’ [4]. However, in the last decade a new
international emphasis on the ongoing measurement
of outcome in routine mental health services – routine
outcome assessment – has begun to emerge [5–8].
Internationally, a range of approaches have been taken
to assess outcome routinely. In the US, the focus on
outcomes as the measure of success for mental health
services has been driven by cost-containment. Difficulties in implementing Diagnostic Related Groups [9] and
the growth in proportion of healthcare costs spent on
mental health services from 4% in the early 1980s to
25% in the early 1990s [8] led to an emphasis on the
use of outcomes. This emphasis fits with other quality
enhancement initiatives, the increasing availability of an
information technology infrastructure, the importing of
‘learning organization’ values from business into health
care, and the pressure from consumer organizations for
issues of choice, quality and value to be considered [8].
In the UK, a similar impetus has come from the drive
towards evidence-based medicine. This is exemplified
by the development of the National Institute for Clinical
Excellence to provide cost-effectiveness information about
health interventions, and the development of national
standards for mental health care [10]. Other influences
include an emphasis on clinical governance and practice
guidelines, a political emphasis on quality and on patient
experience, the development of high-profile (if not
widely used) outcome measures for routine clinical use
[11] and a societal shift towards consumerism, with concomitantly increased expectations about mental health
services.
Most approaches to collecting data within routine
mental health services have therefore been intended to
inform programmes and systems. However, there is an
increasing recognition of the importance of treatmentlevel outcomes, which can inform the future care provided to individual patients [2]. Australia has the most
coherently developed approach to treatment-level routine
outcome assessment. A systematic review of patient
outcomes was undertaken as part of the first national
mental health strategy, resulting in proposals for specific
assessments to use routinely [1]. These assessments were
then independently field-tested, to evaluate their utility
[12]. The resulting recommendations have informed
Australian practice in routine outcome assessment.
Mental health services implementing routine outcome
assessment will want to base their efforts on principles
developed through the experience of other services. One
specific decision will be the outcome domains (conceptually distinct components of outcome, such as quality of

life, symptomatology or satisfaction with care) to assess.
This article is intended to assist adult mental health
services in implementing routine outcome assessment,
by using a systematic review of the available literature
to inform a proposed method for implementation. The
review goals were (i) to identify the principles that have
been proposed for implementing routine outcome assessment, (ii) to identify the full range of outcome domains
that have been proposed for assessment, and (iii) to
synthesize proposals for specific outcome domains into
emergent categories.
Method
Study selection
The main sources for published information were the electronic databases shown in Table 1. However, electronic searching will not identify
all relevant research, partly through missing relevant indexed journal
papers, and partly through not accessing technical reports, discussion
papers and other forms of ‘grey literature’ [13]. Efforts were made to
access these studies using three methods. First, researchers active in the
field were consulted, and findings presented at the four European
Network for Mental Health Service Evaluation conferences were
reviewed. Second, the World Wide Web was searched using Copernic
2000, an internet search engine which collates the findings from other
search engines. Third, the UK National Research Register and the
Research Findings Electronic Register were searched. No language
restrictions were employed in any search, and non-English articles were
included where an abstract in English was available. Pre-publication
and ‘in press’ manuscripts were included and the literature review was
completed by the author.
It was not possible to identify a search strategy that differentiated
between publications relating to mental health research and to routine
mental health services. Both were therefore included. Some of the
outcome domains identified were described as models of ‘health
status’, ‘wellbeing’ or ‘quality of life’, but no search strategy was
identified that allowed searching on any of these key words with
sufficient specificity. Similarly, no satisfactory synonym for routine
(as in ‘routine mental health services’) could be found, so this aspect
was incorporated where possible when reviewing abstracts (although
often the distinction between research and routine clinical uses was not
made). To maximize sensitivity, the search strategy was deliberately
over-inclusive.
Several electronic databases were searched and the MEDLINE
search engine allowed the most comprehensive search strategy. For the
MEDLINE search, all studies relating to mental health or psychiatry
(identified from title, abstract or medical subject heading (MeSH)
heading) with either the word ‘outcome’ in their title or abstract or a
MeSH heading of ‘Outcome and process assessment (mental health)’
were identified. Treatment trials and animal-only studies were
excluded. The search was then adapted for other electronic databases,
which were less sophisticated. For instance, the IBSS engine only
allowed one search term, so ‘outcome’ was used. Duplicates of all
identified articles were removed using Reference Manager Professional Edition, Version 9.5 (ISI ResearchSoft, Berkeley, California).
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Since a high-quality review was published in 1994 [1], the electronic
search was restricted to publications in or since 1993. The review was
undertaken between September and October 2000.

Data extraction

Name of database
Primary sources
Medline

Table 1.

Electronic databases used for the literature review, and number of publications from each database matching initial search criteria
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The inclusion criterion for principles was that (potentially) measurable principles were proposed for implementing routine outcome
assessment. The main reasons for exclusion were that proposals were
too narrow (e.g. relating to minimizing staff resistance to outcome
measurement, relating to measuring outcome of psychotherapy, relating to outcome data solely for service funders, and (most commonly)
relating to desirable psychometric properties of assessments) or too
general (e.g. relating to measuring outcome in all medical settings).
The inclusion criteria for outcome domains was that the proposal
identified a range of (i.e. more than one) treatment-level outcome
domains for patients using adult mental health service, and made some
reference to a broader literature base beyond personal experience or
expertise. Proposals relating to other areas of medicine were only
included if the proposal was sufficiently generic to have relevance to
mental health services, as rated by the reviewer. Exclusion criteria
included a focus on choosing outcome measures (rather than domains),
proposals relating to patient groups other than adults of working age or
outcome domains for programmes (e.g. service uptake) or systems
(e.g. interagency working) and reports of individual treatment trials.
Emergent categories of outcome domains were identified, comprising
the smallest conceptually distinct set of categories which could encompass all proposed outcome domains.
The titles of all publications identified in the initial electronic search
were read, to identify those with possible relevance. The abstracts from
these identified publications were then reviewed, and where they
appeared to meet inclusion criteria the full publication was obtained
and read, following which a decision was made as to its inclusion. The
reference lists from all obtained articles were also hand-searched for
relevant earlier publications. Where more than one publication referred
to the same piece of work, only the earliest was included, even where
the apparently later one indicated that it was the first publication (e.g
[14,15]). Where the date of ‘publication’ for grey literature was not
clear, the date of the latest citation was used (e.g [16]).

Results
The databases searched are shown in Table 1, with the number of
publications matching search criteria shown in the final column.
As well as the 6357 publications identified electronically, approximately 50 were identified from nonelectronic sources. Approximately
150 full papers were obtained. Seven papers presenting distinct sets of
principles for implementing routine outcome assessment were located
[5,12,14,17–20], which together identified 18 principles. Table 2
orders these principles by degree of consensus (with one principle
identified in 6 of the 7 studies, two identified in 5 studies, etc.).
The authors of six of the studies worked in North American institutions and one [12] in Australia. Five studies were conducted under the
auspices of national bodies – the National Institute for Mental Health
[17,18] and the National Alliance for the Mentally Ill [14], university
departments [20] and Government departments [12], and two by individuals [4,19]. Studies [14] and [17] are based on the findings of task
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forces, studies [18] and [20] on expert panels, study [12] on a literature
review (strongly based on [17] and [21]), and studies [9] and [19] on
personal expertise.
Sixteen specific and distinct proposals for outcome domains to
measure were identified. These are shown chronologically in Figure 1,
organized using seven categories that emerged from the review process. The original terms for proposed outcome domains are shown,
with vertical lines indicating the span of the outcome domain across
the emergent categories.
All literature reviews used as justification for the proposed domains
were selective – no systematic review was identified. Study [34] stood
out as being underpinned by a sound (though not systematic) literature
review. It included aspects such as sentinel events (undesirable outcomes of a magnitude to always warrant a detailed investigation of a
clinician’s actions) and technical proficiency (of the clinician), which
featured prominently in the general medical but not the mental health
literature. (Technical proficiency is regarded as a process rather than
an outcome domain in most mental health-focused literature).
The affiliations of the authors of studies [13,19–23,25–28,31]
were North American, of study [24] was Italian, of studies [29,30]
were English, and of studies [32,33] were English and Italian. Studies
[19,20] described domains of health-related quality of life, studies
[21,28,30] described domains of health status, and the remainder
described treatment outcome domains. Study [19] related to a cardiovascular patient group, studies [20,21,31] to general medicine, [28] to
psychotherapy, [30] to clinical trials, and the remainder to patients of
mental health services.
Most proposals defined the meaning of the outcome domain. For
example, Ware [25] defined ‘mental health’ as both behavioural dysfunction and the frequency and intensity of symptoms of psychological
distress and feelings of psychological wellbeing; ‘physical health’ as
limitations in performance, ability to perform daily self-care, or undertake a range of physical activities; ‘social functioning’ as both social
contacts and social ties or resources; and ‘role functioning’ as performance of role activities such as employment, school and housework. Hargreaves and Shumway [24] stated that humanistic goals are
to maximize the patient’s and the family member’s sense of wellbeing
and personal fulfillment; clinical goals are to improve or cure an illness
or disorder, reducing or eliminating its signs and symptoms; rehabilitative goals are to restore or improve social and vocational functioning; and public safety goals are to prevent injury whether from
assaultive or self-destructive behaviours that arise out of illness, or
from ‘destructive’ (i.e. iatrogenic) side-effects of the services themselves. Finally, Campbell [16] described wellbeing as linked to the
protection of a person’s basic human freedoms, safety and privacy;
personhood as a recognition of common humanity and a tolerance for
individual differences; self-help as including both self-help groups and
provision of specific services by consumers; recovery as the maximization of a consumer’s life and the minimization of their illness with
appropriate, relevant and continuous flexible service and supports
collaboratively developed and chosen; empowerment as involving the
help receiver having direct control over the help and there being
reciprocity between help givers and receivers; iatrogenic effects and
negative outcomes being undesired consequences from or side-effects
of receiving certain public mental health services or treatments; and
satisfaction and dissatisfaction (both being important to measure)
relating to the consumer’s view of services received and the results of
the treatment.
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Figure 1. Outcome domain proposals from 16 studies for use in mental health services, grouped into 7 emergent categories.
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Discussion
This study reviewed principles and outcome domains
for routine outcome assessment in adult mental health
services. Some agreement exists about the key principles
for routine outcome assessment. There is consensus on
the need for scientific rigour in routinely collected data
to be achieved through the research strategies of standardized and relevant measures and methods, assessment
from multiple perspectives, and that putting outcome
information into context requires information on treatment received. There is also consensus about the need to
ensure that the collection of data requires minimal effort
and provides relevant information. There is less consensus about the specifics, since routine outcome assessment can be done for different purposes. Where the goal
is to provide outcomes to inform the comprehensive
provision of mental health care for a defined population,
there is a need for benchmarking and cost information.
Where the goal is to inform the planning, development
and evaluation of a specific service (such as a community mental health team), the focus is more on casemix
and treatment leavers. Finally, at the treatment level it is
important to collect data longitudinally, and to consider
the preferences (utility) of individual patients.
Two themes emerged from the review of outcome
domains. First, early proposals did not include assessment of the experience of receiving services, which only
came to prominence in the mid-1990s. Second, two
distinct perspectives can be identified. Publications within
the medical literature used a more psychiatric language,
emphasized the staff perspective, and had a focus on
the amelioration of disability. The only publication that
was located from outside the medical literature [16] used
a more phenomenological language emphasizing the
patient’s experience of care, and focused on increasing
the patient’s wellbeing and avoiding harm from and
dependence on mental health services. The search strategy was systematic within the psychiatric literature but
not within the broader social science or user movement
literature. Therefore other well-developed proposals for
outcome domains probably exist that were not identified
in this review.
Synthesizing previous work led to the emergence
of seven categories of outcome domains: wellbeing,
cognition/emotion, behaviour, physical health, interpersonal, society and services. Wellbeing relates to the
patient’s sense of subjective wellbeing in their life (not
about services), and by definition can only be assessed
by the patient. This may involve considering individual
life domains, or be a single global outcome. The next
three categories relate to the patient as an individual –
their cognition/emotion, their behaviour and their physical

health. For all three of these the clinician and the patient
may have their own assessment, and their assessments
may differ. For example, in the cognition/emotion category the self-reported level of depression may not accord
with the clinician’s assessment of ‘objective’ signs of
depression. The interpersonal category refers to aspects
of the patient in relationship to others, both in individual
social interactions and in performance of social roles.
The society category describes aspects of a patient’s mental health problems that may impinge on wider society,
both at the individual level of the burden of care, and the
macro-level of costs (e.g. welfare benefits, reduced public safety). Finally, the services category emerged as a
distinct outcome domain to consider, including both
positive and negative aspects of receiving mental health
care.
Internal validity
The internal validity of this review can be considered in
terms of the criteria outlined in the Quality of Reporting of
Meta-analyses guidelines [37]. The review could be
improved in a number of ways. The inclusion criteria could
not be formally specified beyond the conceptual level,
since relevant principles and outcome domain proposals
appeared in different contexts. This difficulty in constructing a precise search strategy for a non-quantitative
search has been acknowledged by systematic review
specialists: ‘when searching for qualitative research for
the purpose of systematic reviews, it is often not practicable to construct strategies to capture the many ways in
which such research may be described [38].’ Similarly,
characterizing the identified studies was problematic.
The intended type of study was clearly described –
related to routine outcome assessment in adult mental
health services. In practice, included publications often
were not clear about their remit, and hence were difficult
to characterize. No flow profile was maintained, to show
the points of and reasons for attrition. Approximately
6400 publications matched initial search criteria, but
no record was then kept of numbers excluded at each
stage (e.g. removal of duplicates, initial screening,
removal following retrieval). The rationale for this was
that such information would not be relevant to a nonquantitative review, although as the review progressed
it became clear that some synthesis was possible, and
that the attrition rate would in any case have been of
interest for identifying the key points of exclusion.
These methodological deficits reduce the replicability
of the review.
The quality of the research was not assessed. Some
commentators suggest that no ranking of qualitative
methods is possible and each article needs to be considered
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on its own merits (e.g [39,40]). Others have developed
approaches to judging the quality of quantitative research
(e.g [41,42]), although these relate in the main to
methodological standards rather than the evaluation of
conceptual work. The requirement for some form of
literature review for outcome domains was a minimum
quality assurance approach, but this could be strengthened, for example by duplicate reviewing or the involvement of more than one reviewer.
Generalizability
Is the review externally valid? Eleven (73%) of the
sets of principles and six (86%) of the outcome domain
proposals come from North American authors, reflecting
that purchaser-driven pressures have stimulated more
activity in routine outcome assessment there than anywhere else. Report cards and other means of characterizing aspects of the effectiveness of a service are now
routinely used in North America, which has had a substantial impact on the types of care available, and the
length of time for which it can be offered. The findings
of this review are therefore of most relevance to North
American settings. However, the Australian, UK and
Italian studies were compatible with the North American
work, and hence the findings are likely to have external
validity more broadly.
Clearly conceptualization of health and illness differs
across cultures, with some cultures giving prominence
to domains (such as culture or spirituality) that were
not located in this study. Some population subgroups
are insufficiently researched to allow the identification
of valid understandings of what constitutes normal and
abnormal within the culture, such as the paucity of
knowledge concerning mental health for Aboriginal
youth [43]. Therefore, the values and aspirations of
individual subgroups (e.g. Maori [44]) have probably not
been captured in the outcome domains identified in this
study.
Overall, the external validity of this review for different groups is difficult to establish without a broad range
of empirical data. However, there is no reason to think
that using the seven emergent categories of outcome
domains as a starting point for implementing routine
outcome assessment would be unwise.
Clinical implications
What are the clinical implications of this review? It
provides a starting point for mental health services that
are considering the use of patient-level routine outcome
assessment. Such services might work towards decisions
about methods and measures in four steps.
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Step 1 – realism
Consider the principles for routine outcome assessment identified in Table 2. They are useful to consider
for two reasons. First, they give an indication of the
range of issues that will need to be addressed. The
psychometric properties of any outcome measures should
be established – locally developed assessments are unlikely
to be appropriate – and they will need to be administered
in a standard way. As a minimum, both patients and staff
will be used as informants, and all collected data must
either inform the treatment of individual patients or the
development and evaluation of services. To make sense
of the data, some characterization of the treatment
received will be necessary, and mechanisms for analysing the data and producing feedback will be required.
Second, consideration of these issues gives an indication of the resources required. Resources include leadership, expertise, support staff, information technology
(e.g. access to computers, easy-to-use software) and
clinical time. If these resources are not available then
routine outcome assessment should not be undertaken.
Starting to use outcome measures without the requisite
resources typically results in the haphazard collection of
low-quality data that is not analysed or used, until the
endeavour is either abandoned or covertly sabotaged
(e.g. by 100% non-response rate). Such effort is of no
benefit to patients, and creates an unhelpful belief for
clinicians that outcome assessment is a clinical burden
rather than providing useful data to inform treatment
planning.

Clinical time – a key resource
A particularly valuable resource is the clinician’s time
– is it best spent assessing outcome? Completing and
analysing simple outcome measures in routine clinical
practice can add 10% to the time spent by the clinician
per patient [45]. At present, outcome measures are not
used routinely within mental health care [46], suggesting
that clinicians remain unconvinced that this extra time
(and the consequent reduction in number of patients they
can see) is a price worth paying. Indeed, since seeing
patients is often viewed as valuable clinical activity and
filling in forms is not seen as ‘work’, there are in fact
active disincentives to staff completing outcome measures [47]. To make routine outcome assessment more
realistic, developments may be necessary in the culture
of clinical practice, the research base, and the implementation strategies.
A change in the culture of clinical practice may be
needed, in which structures (e.g. number of beds) and
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processes (e.g. number of clinical contacts) are deemphasized, and outcomes become the central influence
on decision-making about continuing, changing or
ending care. This shift would of course have a profound
impact on the way mental health services are formed,
operated and evaluated. For example, demand for mental
health services has increased by a factor of 4.5 from
1971 to 1997 [48], and presumably will continue to rise.
If mental health services operate with an increasing and
effectively unlimited caseload size, then it is unrealistic
to expect any intervention requiring more time to be
spent per patient to be implemented, whatever its
merits. Alternative models, (e.g. limiting caseload sizes
to ensure a defined level of quality of care is possible),
might need to be in place before routine outcome assessment could be realistically considered. The resulting
population-level health gain from these and other models
of service provision could be investigated, and this type
of mental health services research is urgently needed.
Other examples of approaches to changing the working
culture include the introduction of payment incentives
for clinicians who collect and use outcome information
[47], and the monitoring of outcome data during clinical
training [49,50].
Research studies are needed that quantify the effectiveness and cost-effectiveness of implementing routine
outcome assessment. This will allow informed discussion about the relative merits of different styles of clinical practice, such as providing care explicitly targeted at
improving outcomes versus providing care audited for
its conformance to good practice. Several such studies
are currently underway across Europe [e.g. 51,52] that
will provide this evidence.
Finally, creative approaches will need to be developed
that minimize the time spent by clinical staff in collecting and analysing outcome data. For instance, some uses
may only require patient-rated data. In these cases, the
use of electronic questionnaires for data collection could
be considered. For analysis, the use of automatic data
entry and analysis or the employment and training of
non-clinical staff for this purpose could be evaluated.
One approach would be the provision of a computer for
a patient to use before his/her clinical meeting, which
then analyses and prints out the resulting outcome data
(e.g. by using previously entered information to chart
progress over time) for the clinician to review at the
meeting. Such an approach would raise further questions, such as whether comparison between clinicians or
between clinics is appropriate, and how to maintain data
quality where the assessment is not undertaken by a
clinician. The costs would include the setting up and
maintenance of the computer and the clinician’s time
spent reading the results, and the potential benefits

would be reduced assessment time and more informing
of care planning [6,53–55]. Overall, minimizing the
burden and maximizing the potential benefits from using
outcomes in clinical care will make routine outcome
assessment more realistic.
Step 2 – outcome domains
Identify what outcome domains are appropriate to
monitor in the service. This decision will be informed by
considering the seven emergent categories identified in
Figure 1. Differing understandings of mental health problems lead to disagreement about the outcome domains to
consider. These understandings can be conceptualized as
lying on a spectrum, from patient-defined to professionally defined [56]. At the extreme of the patient-defined
end lies an understanding that emphasizes the importance and uniqueness of individual experience, and
accords no value to comparison of one person with
another. At the extreme of the professionally defined end
lies an understanding that emphasizes the importance of
using scientific knowledge to understand abnormal
mental experiences, and accords no value to the meaning
attached to these experiences by the patient. Most clinical practice, of course, takes place within these extremes,
but the point on the continuum will influence the
outcome domains selected for routine assessment. A
service operating towards the patient-defined end will be
more interested in outcome domains related to individual
phenomenological change, and how the health care
service is experienced. A service operating towards the
professionally defined end will be more interested in
outcome domains related to symptoms and functioning,
and ensuring that the interventions given are in accord
with research evidence. One approach to reconciling the
conflicting interests of staff and patients is to assess all
seven domains identified in this review, which runs the
risk of being impractical. Another approach is to identify
one domain for assessment, which runs the risk of being
insufficiently meaningful. Most approaches to implementing routine outcome assessment involve assessing
between two and four domains.
Step 3 – technicalities
Consider how these outcome domains will be measured
within the service. This will require consideration of
several questions [33,57]. What constitutes a good
outcome for a patient who is not expected to recover? Is
the goal to show that the treatment caused improvement,
or just to show that improvement occurred (without reference to treatment)? Whose outcome is being considered? Cost containment, adherence to clinical protocols,
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reduced symptomatology and reduced visibility of the
mentally ill are all outcomes from different perspectives.
Is the focus just on outcome for the patient, or also for
their relatives or carers in their own right? Is the focus on
individual change, or aggregating data to investigate
changes in groups? The data required for individual or
group-level analysis may be very different. Are direct
measures (e.g. from the patient or carer) or indirect measures (e.g. from staff or service usage) to be favoured? Is
equal weighting given to externally observable measures
and private, non-observable experiences of the patient?
Are global (single-score) or multiple item measures preferred? Are generic measures (applicable to broad
groups) or specific measures (for highly characterized
conditions) preferred? Are individualized (tailored to the
individual) or standardized measures (which can be compared to group norms) preferred? Should assessment be
undertaken at ‘important’ times during the patient’s
pathway through care, or at predetermined fixed time
periods? How should ‘conflicting’ changes, such as
increased symptoms accompanied by increased quality of
life, be interpreted? The answers to these questions will
reflect underlying principles of the service.
Step 4 – outcome measures
Identify the outcome measure(s) that most meet the
requirements that have been identified in Steps 1–3. This
should be the final step. Several collations of outcome
measures exist (e.g. [36,58–61]), although these tend to
evaluate their suitability for use in research studies.
Measures for routine use also need to be ‘feasible’ [1],
for example by being brief, simple, acceptable, available, relevant and valuable [47]. It is possible to evaluate
the feasibility of outcome measures [62].
By way of example, an evaluation of routine outcome
assessment in adult mental health services is currently
taking place in London. Patients with any diagnosis are
included providing they are aged 18–65 and have been
in contact with the mental health service for at least
3 months. The optimal frequency and format of assessment and feedback for different patient populations
remains an open question, but in this study both staff and
patients are asked to complete outcome measures every
month, and treatment-level graphical feedback is provided to both people every three months. The goal of the
intervention is to beneficially influence the process and
content of care [2]. Six criteria were used for choosing
outcome measures: (i) the measure either assesses a
desired outcome (needs, quality of life) or process
measure (therapeutic alliance), allows explicit comparison between staff and patient views, or is a severity
measure leading to a desirable focus on outcome; (ii) the
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measure has peer-reviewed published evidence of acceptable psychometric properties; (iii) the measure is
designed specifically for a mental health population; (iv)
the measure is brief to administer (arbitrarily chosen as
an administration time of less than 15 min); (v) there is
no charge to use the measure; and (vi) there is no training
required to use the measure. Using these criteria, the
measures chosen for staff and patient were the Helping
Alliance Scale (HAS) to assess therapeutic alliance [63],
the Camberwell Assessment of Need Short Appraisal
Schedule (CANSAS) to assess needs [64] and the
Threshold Assessment Grid to assess severity [65]. The
patient measures chosen were the HAS, the CANSAS
and the Manchester Short Assessment to assess quality
of life [66].
Routine assessment of outcome in mental health services can indirectly benefit patients, by informing the
development of programmes and systems [8]. It also has
the potential to provide valuable treatment-level information which directly benefits patients [45]. The longterm goal is for routine outcome assessment to become
an integral component of clinical care, rather than an
administrative burden added on to the ‘real’ work of
clinicians [5]. Carefully thought-out and well-resourced
approaches to collecting and using outcome information
are therefore needed, to avoid wasting effort and clinical
goodwill. This review provides a method for service
managers and clinicians who want to assess the impact
of care on people using routine adult mental health
services.
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