
Outcome measurement “gamed”

Decreased use of 
routine outcomes

Outcome measures show 
signs of validity, e.g., roughly 
correspond with qualitative 

views of how well 
interventions have helped

Clinicians unsure 
whether what they do 

works

Increased use of 
routine outcomes 

monitoring
Payment for performance

Outcomes perceived as top-
down bureaucratic exercise

Data can’t be used to learn

Evidence that feedback on 
patient-reported outcomes 

can help improve care

Inadequate IT systems

No/slow feedback to 
clinicians

Data misinterpreted
Incomplete coverage of 

outcomes

Too much data 
collection burden 

on SUs & staff

Increase number of 
measures for more 

comprehensive 
evaluation

Distrust of clinicians

Perceived 
need for 

“efficiency 
saving”

Schemes 
devised to 

reduce cost

“Manualisation” 
of interventions

Undertrained staff
Increased use of 
voluntary staff

Poor evidence for 
interventions

Little feedback 
from service users

Poor actual outcomes

Prediction intervals 
recognised as too wide for 

individual cases

Intervention 
duration 

decreased

Waiting times 
increased

Experienced 
staff numbers 

decrease

SUs perceive 
interventions as 
overly-simplistic

Economic 
crisis

Service users have 
material problems, 
e.g., poverty, which 

therapy can’t 
improve

Outcomes difficult to 
measure

Psychotherapy RCTs difficult 
to implement (e.g., blinding 

and control groups)

Poor understanding of 
psychometrics

Psychological 
interventions applied 

to problems they 
can’t solve

Improved IT systems

Easier data collection

Rapid analysis and 
visualisation

Funding made available for 
outcome monitoring

Better understanding 
of psychometrics

Measures and 
analysis improve

Poor clinical 
decision 
making

Poor data on 
clinical 

process (at 
best tickbox

for e.g. 
“CBT”)

Clinicians 
unpersuasive 

when asking SUs 
to complete 

Poor psychological theory

Many varied types of 
training, the 

effectiveness of which 
is difficult to judge
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Self-report measures noisy 
and difficult to interpret

Use physiological measures like skin 
conductance response and salivary 

cortisol levels

Development of behaviour change 
technique taxonomy

Qualitative analysis of 
individual cases

Improved information 
on process

Process linked to 
outcome 

measurement

Avoid randomisation

Number of services using outcomes
Number of clinicians

Number of service users

Frequency How long  is post-
treatment follow up?

Use “objective” measures like 
employment and 

education/training

Indices for outcomes usage

What are the measures 
used for?

Benchmarking 
services/teams?

Treatment decisions with 
individual people?

Who uses them?

Commissioners Service managers “Performance leads” Clinicians Service users

Service users see mental 
health services as pushing 

capitalist agenda

Little evidence of validity

Mysticism around 
mechanisms of 

change in therapy

Amateur 
epistemology on 

basis of short 
intros to clever-
sounding isms

Anecdote-based evidence


