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Abstract: The purpose of this study was to examine the perceptions of the Outcome
Questionnaire (OQ) following its implementation in a university-based psycho
logical services training centre. Participants were doctoral-level student clinicians
(n = 49), clinical supervisors (n = 17), and clients (n = 24). Data was collected
through surveys, semi-structured interviews, and focus groups. Findings indicated
that the majority of clinicians used the OQ to monitor outcomes and the majority of
stakeholders perceived it as useful. However, the extent to which the information pro
vided by the OQ was being used was variable. Lessons learned for implementation
of performance measurement systems within mental health services are discussed.
Keywords: outcome monitoring, performance measurement, training
Résumé : Cette étude vise à examiner les perceptions relatives à l’utilité d’un ques
tionnaire portant sur les résultats (Outcome Questionnaire) après sa mise en œuvre
dans un centre de formation universitaire axé sur les services psychologiques. Les
participants sont des doctorants en psychologie clinique (n = 49), des superviseurs
cliniques (n = 17) et des clients (n = 24). Les données ont été recueillies par sond
ages, entretiens semi-dirigés et groupes de discussion. Les résultats indiquent que la
majorité des cliniciens utilisent le questionnaire pour suivre le progrès de leurs clients
et le considèrent comme utile. Cependant, l’utilisation de l’information fournie par
le questionnaire pour les décisions cliniques n’est pas constante. Nous discutons des
leçons à tirer de la mise en œuvre des systèmes de mesure du rendement dans les
services de santé mentale.
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The integration of performance measurement into the delivery of mental health
services has grown in popularity over the past decade (Boswell, Kraus, Miller, &
Lambert, 2015). However, it is increasingly recognized that the implementation
of performance measurement systems in mental health services is no easy task,
and that there are many challenges that make obtaining complete and useful data
difficult (Boswell et al., 2015). The current paper outlines lessons learned from
implementing and using an outcome monitoring tool in a clinical psychology
training centre. It describes the perceptions and experiences of student clinicians,
supervisors, and clients involved with using this tool. Our goal is to highlight
some factors that may be important to consider for practitioners wishing to
implement such measures within mental health service settings for performance
measurement and program evaluation purposes.
“Performance measurement” involves the collection of information on the
delivery and outcomes of services with the intention of using this information to
inform decision making about these services, ensure their quality, and improve
their results (Poister, 2003). Within the context of mental health services, one
approach to performance measurement that can allow for the collection of useful
data in a way that is practically feasible involves using “routine outcome moni
toring” (ROM) measures. ROM entails measuring client mental health outcome
indicators on a contact by contact basis (Boswell et al., 2015; Howard, Moras, Brill,
Martinovich, & Lutz, 1996; Lambert, 2001, 2005; Lambert et al., 2003; MellorClark, Cross, Macdonald, & Skjulsvik, 2016; Youn, Kraus, & Castonguay, 2012).
The Outcome Questionnaire (OQ; Lambert et al., 2004) developed by Lam
bert and colleagues is an example of an instrument that can be used for routine
outcome monitoring. It is designed to be administered repeatedly in order to
assess changes in clients’ mental health functioning and their progress in coun
selling over time (Lambert et al., 2004). Versions of the questionnaire have been
developed for children and youth (Y-OQ; Burlingame et al., 2001) and adults
(OQ; Lambert, Okiishi, Finch, & Johnson, 1998) and are available in paper format
or online. The online version provides clinicians and clients with individualized
feedback regarding progress compared to expected outcomes. Those clients at
risk of failing to make progress are flagged, which can be used to inform and
potentially adjust the therapeutic process (Lambert et al., 2004; Slade, Lambert,
Harmon, Smart, & Bailey, 2008).
There are several reasons that the Outcome Questionnaire instruments are
well suited for performance measurement in mental health service contexts. First,
using these instruments for collecting performance data is practical because of the
brief format of the questionnaires and the automatic, computer-assisted scoring
of the electronic forms. Second, administering the OQ measures on a routine,
contact-by-contact basis helps reduce missing or incomplete data. Lambert and
colleagues (2004) suggest that administering OQ questionnaires at every therapy
contact ensures that the clients’ level of distress is evaluated at the end of treat
ment even if they terminate treatment unexpectedly. Third, the OQ instruments
measure clients’ mental health outcomes, which is a variable that is highly relevant
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and meaningful within mental health services (Hodges & Wotring, 2012). Fourth,
the OQ instruments provide timely information that is actionable at multiple
levels within a mental health organization. If the online/electronic versions of the
instruments are used, an interpretive report is available to clinicians immediately
after the client completes and submits the questionnaire. The information can be
used by the clinician to adjust clinical interventions as necessary, particularly to
identify and prevent deterioration (Lambert et al., 2004). In addition to the utility
of this information for clinicians working with individual clients, the collected
data can be summarized and analyzed for the purpose of quality assurance, pro
gram evaluation, and research on different client groups and in a wide range of
treatment contexts (Howard et al., 1996).
A number of studies provide evidence supporting the utility of the OQ in
struments for improving the outcomes of mental health services for clients (e.g.,
Shimokawa, Lambert, & Smart, 2010). Shimokawa and colleagues (2010) found
that having access to feedback on client functioning and suggestions for altering
or continuing the same treatment approach enhanced outcomes, particularly in
those clients who were not making progress in treatment.
It has also been proposed that assessing outcomes can serve to improve thera
peutic skills by examining clinicians’ own aggregate client data (Clement, 1994;
Sapyta, Riemer, & Bickman, 2005). Researchers have only begun to consider the
utility of implementing outcome monitoring of client functioning within a train
ing context (Sapyta et al., 2005). Sapyta and colleagues (2005) argued that feed
back on the effects of mental health interventions is essential for clinical trainees
to learn, as it provides objective information about treatment response from the
client’s perspective. The availability of immediate client feedback further permits
the identification of client difficulties and a subsequent evaluation of whether the
treatment has been effective (Sapyta et al., 2005). However, researchers have not
yet examined the experience of implementing an outcome monitoring system
within a training context.
Despite the demonstrated benefits associated with using this performance
measurement approach within mental health services, outcome monitoring tools
can be difficult to implement. Surveys suggest that the majority of practicing clini
cians have not integrated outcome monitoring tools into their practices and that
they continue to rely primarily on their own clinical observations and intuition
to evaluate client outcomes (Garland, Kruse, & Aarons, 2003; Hatfield & Ogles,
2004; Zimmerman & McGlinchey, 2008). Furthermore, based on their experience
leading national outcome monitoring efforts, Mellor-Clark and colleagues (2016)
found that when clinicians do integrate outcome monitoring within their work,
the quality and quantity of outcome data they collect is highly variable, with only
40–50% of clients having complete outcome data.
Garland et al. (2003) reported that many clinicians felt that it was impossible
to use quantitative measures to assess change in treatment due to the complex
nature of human behaviour and psychotherapy outcomes. In their study, the re
ported barriers to the use of standardized measures included feasibility concerns,
© 2019 CJPE 34.1, 84–101
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perceived invalidity of the measures for evaluating outcomes, and difficulties with
interpretation. In a similar study, Hatfield and Ogles (2004) found that clinicians
cited practical reasons, such as too much paperwork, too little time, or placing
too great of a burden on clients, for why they chose not to use outcome measures
in their clinical work. Another common reason cited by clinicians for not using
outcome monitoring measures was the belief that outcome measures were not
helpful or useful (Hatfield & Ogles, 2004).
Building on these studies, in a recent article, members of several research
teams leading outcome monitoring efforts discussed other “practical” and “philo
sophical” barriers that they had collectively observed when attempting to imple
ment outcome monitoring tools in routine practice (Boswell et al., 2015, p. 10).
For example, Boswell and colleagues (2015) noted that one challenge to imple
mentation is balancing the needs and wants of different stakeholder groups, such
as the clients’ wish for brief measures with high face validity and the clinicians’
and administrators’ need for reliable and actionable data. Another practical bar
rier they describe is frequent staff turnover and the need for “ongoing training,
education, and seemingly never-ending ‘buy-in’ discussions” (p. 11). Further
more, they reported that clinicians often assume that outcome measures will
interfere with rapport or that they worry that the data will be used to cut funding
or to judge their clinical skills.
The goal of the current study was to evaluate the implementation of the
Outcome Questionnaire instruments at a university training centre for doctoral
students in clinical psychology. Conducting a study of the implementation of
ROM in a training centre is particularly unique in that it provides a perspective
on the process from trainees who represent the next generation of mental health
professionals and their supervisors, who should be committed to providing “state
of the art” training using evidence-based practices.
The current study was undertaken to answer the following questions: (1) How
are clinicians and supervisors integrating outcome monitoring into the delivery of
psychological services at a training centre? (2) What are the perceived benefits of
using outcome monitoring in the delivery of psychological services? (3) What are
the perceived drawbacks of using outcome monitoring in the delivery of psycho
logical services? It was hypothesized that student clinicians and their supervisors
would perceive several benefits, and few drawbacks, to using the OQ instruments
and that they would report regular use of the tools as a result. We discuss the les
sons that this study offers for effectively implementing performance measurement
systems within mental health services.

METHOD
Description of setting
The training centre is located on a university campus in a medium-sized Canadian
city and provides psychological services to members of the community from the
doi: 10.3138/cjpe.52823
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surrounding region. At the training centre, all services are provided by student
clinicians who are registered in a Ph.D. program in clinical psychology and are
supervised by registered clinical psychologists (from the College of Psychologists
of Ontario). The student clinicians provide a variety of theoretically guided psy
chological treatments, including cognitive behavioural therapy, emotion-focused
therapy, and interpersonal therapy.
When the outcome monitoring system using the OQ and Y-OQ was imple
mented at the university training centre, clinicians and supervisors were provided
with a 90-minute training session to introduce them to the tool and to review the
administration, scoring, and interpretation of the OQ and Y-OQ as well as the use
of the OQ Analyst software. In addition, the manuals and relevant literature for
the OQ and Y-OQ measures were made available at the training centre. Clinicians
were expected to integrate the use of these tools in their delivery of psychological
services to children, adolescents, and adults.

Participants
Three different groups were sampled for the evaluation: student clinicians (n =
49), clinical supervisors (n = 17), and clients (n = 24). A total of 71 student clini
cians were invited to provide their perceptions by participating in focus groups
and completing an online survey. A total of 11 student clinicians (15.5%) partici
pated in focus groups, and a total of 49 student clinicians (69%) completed the
online survey. Among survey respondents, 92% identified themselves as being
female. On average, they had worked with six clients each, with the majority of the
cases being adult individual therapy cases, followed by career counselling, child
and family assessment and treatment, and couples therapy.
Seventeen of the 20 (85%) clinical supervisors at the training centre agreed
to participate in an interview. A total of 24 clients at the centre responded to a
brief self-report questionnaire in the waiting room about their perception of the
use of the Y-OQ and OQ to monitor their outcomes while they were receiving
services. Twenty-three of the 24 participants were receiving individual therapy for
adults and had experience completing the OQ. Only one client reported receiving
child/family services and had experience completing the Y-OQ. A requirement
for completing the survey was that clients had to have had at least two sessions
at the training centre and completed the OQ at least once. The number of times
that clients had completed the OQ ranged from once to 52 times, with an average
of about 13 times. Nine (38%) had completed the OQ electronically, nine (38%)
using paper and pencil, and six (25%) using both methods.

Materials
Outcome Questionnaire-45 (OQ-45)
The 45-item version of the OQ was used by student clinicians working with
adult clients. The OQ-45 is the most commonly used version in clinical settings
for monitoring client progress and is also the most heavily researched version
© 2019 CJPE 34.1, 84–101
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(Lambert et al., 2004). The items on the OQ ask about mental health functioning
in three domains: (1) symptom distress (e.g., symptoms of anxiety and depres
sion), (2) interpersonal relations (i.e., satisfaction with and problems in relation
ships with friends, family, and romantic partner), and (3) social role (i.e., how
the client is functioning with regards to work, family, and leisure tasks). Research
utilizing this measure has demonstrated that it has high internal reliability, is
highly correlated to other symptom-based and global functioning measures, and
is a useful, accurate measure of therapeutic change (Lambert & Finch, 1999).
Youth Outcome Questionnaire (Y-OQ)
The 64-item version of the Y-OQ was used by student clinicians working with
child clients. In determining the mental health functioning of children and ado
lescents, the items comprising the Y-OQ focus on issues in six different areas:
(1) intrapersonal distress, (2) somatic symptoms, (3) interpersonal relations, (4)
social problems, (5) behavioural dysfunction, and (6) critical items (i.e., severe
symptoms) (Burlingame et al., 2001). Research on the Y-OQ has shown it to have
strong internal consistency and very good test-retest reliability, as well as excellent
content, criterion, and construct validity (Burlingame et al., 2001).
Focus groups and online survey for student clinicians
Three 90-minute focus groups were conducted. Focus groups were led by a team
of four graduate-level students using a standardized question format. In the focus
groups, student clinicians were asked about how and how often they used the OQ
in sessions and in supervision; how useful they found the OQ; and what problems
they encountered with its use, including any gaps in training and any issues related
to client receptiveness.
The online survey inquired in greater detail about student clinicians’ practices
concerning their use of the OQ with clients. Specifically, multiple-choice ques
tions touched on frequency, time (start or end of session), and method (paper or
electronic) of OQ administration; how and when student clinicians score the OQ;
what information from the OQ they use to inform sessions; what information they
discuss with clients; how often they review OQ results to plan for sessions; how
often and what OQ content they discuss in supervision; adequacy of OQ training
received; and overall satisfaction with the OQ.
Interview with clinical supervisors
The interview with clinical supervisors included questions about how they direct
students to use the OQ with clients; what information from the OQ they use in
supervision and how often they discuss OQ results; the usefulness of the OQ in
supervision; any concerns or barriers related to using the OQ tools; and any gaps
in training regarding using the OQ as supervisors.
Client survey
The brief paper survey that was administered to clients included questions about
the extent to which OQ measures were used in sessions and how they were used.
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The survey also included three open-ended questions asking what they liked
about the OQ, what they disliked about the OQ, and suggestions for improvement.

Procedures
All student clinicians providing services at the university training centre at the
time of data collection were invited to participate in a series of focus groups
and in an online survey. Information about focus groups and the online anony
mous survey were distributed by email with a series of follow-up reminders.
The online survey was generated with “Survey Monkey” software and was sent
by email to all student clinicians. Students were sent a series of three follow-up
reminders over a period of one month to complete the survey. Several aspects
of these methods likely facilitated student clinicians openly reporting their ex
periences and views without fear of repercussions, including the anonymity of
surveys, focus groups being led by other students as opposed to supervisors or
administrators, and a clear statement about the purpose for which their input
was being sought.
All clinical supervisors working at the centre at the time of data collection
were invited by email to participate in a brief interview. Depending on supervisor
preference, interviews were conducted either in person or by telephone, or the
questions were sent by email.
Over a period of four weeks, clients who were presenting for services at the
centre were asked if they were interested in completing a brief self-report ques
tionnaire. If they were interested, they were provided with a questionnaire to fill
out in the waiting room and return to the reception desk.
Prior to the start of the research, the Research Ethics Office at the university
in which the training centre was located was consulted about the required pro
cedures for conducting a program evaluation and the Tri-Council Guidelines for
conducting research were closely followed.

Data analysis
The qualitative data from the interviews and focus groups were transcribed for
coding. Two coders, who were graduate-student members of the research team,
generated themes from the qualitative data. This was accomplished by reading the
data and assigning line-by-line themes. The research team and the supervisor then
met to discuss the themes and to reach conciliation where discrepancies existed
between the two coders. The frequency of themes was then calculated. Quantita
tive data were collected through the online survey. Descriptive statistical analyses
were then conducted on the online survey data.

RESULTS
This section presents the results organized according to the answers given to
evaluation questions.
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What are the perceived benefits of integrating outcome monitoring in
the delivery of psychological services?
Student clinicians
Data from the online survey indicated that almost all of the surveyed student
clinicians (96%) perceived the use of the outcome measures as being “very useful”
or “somewhat useful.” When asked in the focus groups, “How useful is regular
administration of the OQ as a clinician doing therapy?,” student clinicians de
scribed that the OQ-45 and Y-OQ provided an additional piece of information for
understanding the client’s presenting difficulties. The OQ instruments were also
viewed as providing a useful indicator of increasing client distress, particularly
when clients were hesitant to discuss those issues in session.
Many student clinicians also perceived that the OQ-45 and Y-OQ provided
new information about changes being experienced by clients. In particular, they
were described as being useful for assessing improvement as well as deterioration,
as one clinician noted: “when things go wrong, a flag goes up.” Moreover, according
to student clinicians, the usefulness of the outcome measures extended to clients, as
it was described as allowing them to visually track their own progress in treatment.
When asked about client response to completing the OQ or Y-OQ, many of
the student clinicians noted that clients are generally accepting, and that at times
clients looked forward to seeing their results. One student clinician noted that
“clients seem to enjoy getting the feedback and seeing how they are doing.”
Supervisors
The majority of supervisors felt that the OQ-45 and Y-OQ were useful tools when
the information they produced was combined with clinical judgement and other
information. Supervisors perceived the OQ-45 and Y-OQ as being useful as tools
to monitor change over time and stated that this can help inform decisions regard
ing the direction of treatment. One supervisor noted that the OQ is “important
for gaining a sense of therapeutic progress, or lack thereof ... [and student clini
cians] may use scores as a means of deciding whether to shift focus of therapy or
remain on track.”
At the same time, supervisors generally indicated that the usefulness of an
outcome-monitoring tool such as the OQ-45 or Y-OQ was dependent on client
characteristics such as level of insight, ability to communicate experiences, and
symptom severity. They also felt that the tool was particularly useful for beginner
therapists to “learn to match mood states with numbers to get a sense of where
to go” clinically, and that administration of outcome measures helped to “ground
what to be on the lookout for.”
Clients
Seventeen clients (71%) made a positive comment about the OQ-45 in response
to an open-ended question asking what they liked about the OQ. Four clients
(17%) wrote that they felt positively about the level of clarity of the items in the
OQ-45 and/or its ease of completion. They also reported viewing many benefits
doi: 10.3138/cjpe.52823
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of using the measure as a therapeutic tool. Nine clients (38%) indicated that
they felt that the completion of such a measure allowed them to reflect on the
past week and/or served as a useful way to determine which topic to address in
session. Five clients (21%) also saw the benefit of using the tool to monitor their
own progress in therapy. One client reported that the OQ is “a rubric for judging
personal emotional progress,” while another client added that “it gives a global
idea of our development.”

What are the perceived drawbacks of using the OQ?
Student clinicians
Some student clinicians expressed concerns that administration of an outcome
measure at the onset of a session might interfere with rapport. For instance, one
student clinician suggested that perhaps clients might be thinking, “I’m here to
talk to you, not fill in a form.” Other student clinicians felt that if a client arrived
distressed, it might not be appropriate to hand them a questionnaire.
Student clinicians also expressed concerns about the practical components of
administering the measures. Some shared concerns that the outcome monitoring
was taking time away from sessions. Student clinicians also reported that they
found that the Y-OQ was particularly laborious for parents and youth to complete.
As well, a few student clinicians expressed concerns about having to administer
the OQ-45 on a weekly basis, stating that they did not see the purpose of having
clients complete the OQ-45 so frequently, since “the OQ does not pick up any
thing that does not come out in session.”
Student clinicians questioned the usefulness of using outcome measures with
every client, highlighting examples of clients for whom the OQ-45 and Y-OQ
might not be helpful. For instance, clinicians questioned whether administra
tion of the Y-OQ was helpful or even relevant for family therapy cases, where
the wording of the Y-OQ might send the message that the child is the problem,
thus “pathologizing the child.” Other types of clients mentioned by student clini
cians for whom the use of the OQ-45 might not be helpful included clients with
extremely high or extremely low levels of distress, clients with anxiety about how
their responses might be used, or clients with problems reading and/or writing.
Another set of perceived barriers to using the OQ pertained less to the
questionnaires themselves and more to the way in which they were introduced to
student clinicians and supervisors and implemented within the training centre.
Student clinicians expressed some concerns about their own lack of knowledge
regarding how to use the OQ-45 or Y-OQ, as well as their supervisors’ familiarity
with the measure. Student clinicians also reported that they were unsure of how
to discuss the results with clients and how often they should do so. Finally, student
clinicians mentioned variability between supervisors in terms of perceived knowl
edge of and interest in outcome monitoring. Some students commented that the
OQ-45 or Y-OQ was rarely discussed in supervision, explaining, “If we bring it
up, we can discuss it, but it is usually not queried by supervisors.”
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Supervisors
In their interviews, supervisors raised many of the same concerns about the OQ
and Y-OQ as clinicians did. For instance, some supervisors suggested that ad
ministration of outcome measures could possibly affect rapport. Supervisors also
reported that the usefulness of outcome measures was dependent on the type of
case as well as the theoretical approach. For example, one supervisor said that be
cause of their theoretical orientation, “I don't like starting the session and ending
it with a form.” Some supervisors also suggested that using a measure such as the
OQ might not be useful for clients with chronic trauma, clients with personality
issues, or clients with lower levels of insight.
Supervisors expressed concerns about a perceived lack of consensus on the
part of the training centre administration regarding outcome-monitoring pro
cedures. For instance, some supervisors were unclear about whether they were
required to administer the OQ-45 or Y-OQ at the beginning of the initial session
or whether they could choose to direct students to have clients complete the out
come measure at the end of a session. There were questions about how to utilize
the OQ with families (e.g., if youth complete the self-report version of the Y-OQ,
should their parents also complete the parent Y-OQ or the OQ?). Supervisors felt
they lacked training with using the tools and also raised concerns about students’
lack of training and knowledge about them.
Clients
Clients had few complaints about the OQ other than general comments about
the repetitiveness of the questions and the non-applicability of certain items to
themselves. One client complained that “the majority of questions do not apply
to me.” Some suggested providing clients with a questionnaire tailored to their in
dividual problems, while others suggested that they would prefer to complete the
OQ either at home or in the waiting room prior to commencing sessions: “would
prefer to do online once a week and forward to counsellor.”

How are student clinicians and supervisors integrating outcome moni
toring into the delivery of psychological services?
As we predicted, given that student clinicians and supervisors perceived several
benefits to using the OQ tools and relatively fewer drawbacks, there was a high re
ported rate of uptake for the tools. Almost all of the student clinicians (46 out of 49
[94%]) at the training centre reported in the online survey that they administered
the OQ-45 or Y-OQ during most or every session. In focus groups, student clini
cians noted that there was some variability in administration depending on the
type of services provided. Student clinicians agreed that the OQ-45 or Y-OQ was
regularly administered in individual therapy but was less frequently administered
in other types of services such as family therapy and couples’ therapy.
Student clinicians also reported that there were some instances where the
measures were used less frequently or not at all because of the characteristics
of clients. For example, a student clinician reported abandoning the use of the
doi: 10.3138/cjpe.52823
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OQ-45 with a client because of the client’s cognitive difficulties. Thus, the OQ
instruments were not used in situations in which the perceived drawbacks to
using them outweighed the perceived benefits, such as when the measures were
perceived to be a poor fit for services or when there were practical barriers that
interfered with their completion.
In response to the online survey, virtually all of the student clinicians (47 out of
49 [96%]) reported administering the OQ-45 or Y-OQ at the beginning of therapy
sessions. However, a much smaller percentage of students reported engaging in
practices that would allow them to make the most effective use of the measures. For
example, only a minority (17 [35%]) scored or reviewed the measures at the begin
ning of the session. In terms of providing feedback to clients in therapy regarding
their scores, most student clinicians reported in focus groups that they provided
feedback only when a significant change occurred from previous therapy sessions.
When student clinicians were asked what types of information they discussed
with clients in session, almost one-quarter (12 [24%]) stated that they did not dis
cuss results with clients in session. About one-half of student clinicians (27 [55%])
indicated that they talked to clients about critical items (i.e., items referring to selfharm, substance use, aggressive behaviour), (22 [45%]) discussed total score, and
approximately two-thirds (32 [65%]) reported to clients changes in their scores.
Only a small number of student clinicians (8 [16%]) stated that they discussed
the alert status (i.e., prediction of client outcome by software based on algorithms
developed from previous client data) with clients in session.
A majority of student clinicians (33 [67%]) indicated that they discussed OQ
45 and Y-OQ scores in some supervisions. About a quarter of student clinicians
(12 [24%]) stated that they never or almost never discussed the OQ or Y-OQ
scores in supervision. At the other extreme, the online survey results suggested
that only a small number of student clinicians (4 [8%]) discussed client progress
as reflected in OQ results in either every supervision or most supervisions. Finally,
when student clinicians were asked in an online survey what types of informa
tion they discuss in supervision, they stated that they reviewed the responses on
critical items (24 [49%]), discussed the overall score (21 [43%]), reviewed change
over time (32 [65%]), and reported the alert status (10 [20%]).
There is evidence that student clinicians did refer to clients’ OQ scores on
their own and that they made use of the information when planning for sessions.
Most (28 [57%]) reported looking at the computer-generated clinician report
outlining the OQ results, or documenting the OQ score in their session note
(33 [67%]). Furthermore, most student clinicians indicated that they reviewed
the change in a client’s OQ scores over time (30 [61%]), and/or the critical items
endorsed by a client (25 [51%]) when planning for sessions on their own.

DISCUSSION
The presented research is the first study to examine the perceptions of student
clinicians, supervisors, and clients about outcome monitoring in the context of a
© 2019 CJPE 34.1, 84–101
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clinical psychology training centre that has integrated it into its practices. Overall,
the findings are mixed in terms of achieving successful integration and use of out
come monitoring in the centre. On the one hand, the findings suggest that there
is receptivity among student clinicians, supervisors, and clients to administering
brief self-report measures during sessions in order to monitor client progress.
These positive perceptions are in line with previous research showing the clinical
utility of outcome monitoring (Shimokawa et al., 2010). Moreover, a majority of
student clinicians were administering outcome measures in most of the individual
therapy sessions for adults.
On the other hand, despite this receptivity, student clinicians and supervisors
reported administration and scoring practices that were at odds with those recom
mended for informing clinical decision making in a way that contributes to better
outcomes (Lambert, 2010). Moreover, clinicians and supervisors reported variable
use of the information on client progress produced by the monitoring. In some
cases, student clinicians indicated tracking client change closely and frequently
as well as using the information to inform their service planning. In other cases,
student clinicians reported examining changes in scores infrequently and not nec
essarily in a timely fashion. Interestingly, although most adult clients stated that
they completed the OQ-45 in most sessions, they indicated not receiving regular
feedback on their progress based on the results of the measure. As well, there ap
peared to be limited use in supervision by student clinicians and supervisors of
the information produced by the outcome measures.
The variable clinical use of the OQ measures is inconsistent with our finding
that the measures were generally perceived to be useful. Student clinicians, super
visors, and clients reported that the use of outcome measures provided them with
important information regarding changes in functioning in a positive or negative
direction, which allows them to modify their treatment plan accordingly if neces
sary. These findings are in line with previous research, as psychologists in clinical
practice cited tracking client progress and determining if there is a need to alter
treatment as the most important reasons for using outcome measures (Boswell et
al., 2015). Many clinicians and supervisors perceived the OQ-45 and Y-OQ as use
ful tools in working with clients because they serve as good indicators of distress,
particularly in those clients who are less open with their clinicians.
In terms of training student clinicians, supervisors felt that the OQ meas
ures were particularly useful for beginning therapists, as they allowed them to
become more in tune with the mood states of their clients. Supervisors, however,
cautioned that the usefulness of the measures depends on their use in conjunc
tion with clinical judgement. Clinicians and supervisors appeared well aware of
the potential added value of using outcome monitoring in psychological services.
However, this awareness has not translated into regular and optimal use of out
come monitoring in the delivery of services.
Despite the perceived benefits, several drawbacks of using outcome measures
in therapy were raised by student clinicians and supervisors. Student clinicians
and supervisors expressed concerns that administration of the measures might
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interfere with rapport or take valuable time away from sessions. Student clinicians
and supervisors also raised concerns about the utility of administering outcome
measures to specific clients, and some questioned the utility of administering
them every week. With respect to the Y-OQ, clinicians and supervisors reported
that it took a long time for parents and youth to complete the questionnaire, and
it was not always clear who the “client” was in family therapy cases. Both clinicians
and supervisors expressed concerns about their own lack of knowledge regarding
how to use the OQ-45 and Y-OQ, including questions about software usage and
how to provide clients with useful feedback.
Despite suggestions in the literature that a significant barrier to implementa
tion is clinician “fear and mistrust” about use of outcome data at a program or
agency level (Boswell et al., 2015; de Jong, 2016; Mellor-Clark et al., 2016), the
student clinicians and supervisors in this study did not report such concerns
or insecurities about what the outcome data would reveal about their ability as
clinicians. This is surprising, given that one expects student clinicians to be more
concerned than non-student clinicians about their competence as clinicians.
Interestingly, clients expressed few complaints about the OQ other than gen
eral comments about the repetitiveness of the questions and the non-applicability
of certain items to themselves. There was no feedback from clients that using out
come monitoring affected therapeutic rapport or alliance. However, some clients
did suggest that therapy time could be better utilized if they were able to complete
the OQ either at home or in the waiting room prior to commencing sessions. The
finding that clinicians were more concerned than clients about a potential nega
tive impact on rapport is similar to findings from Unsworth, Cowie, and Green’s
(2012) study, which assessed perceptions of clinicians and clients related to the use
of outcome-monitoring instruments in a mental health service agency context.
The drawbacks of outcome monitoring raised in the current study, notably
concerns about the feasibility of integrating it into the clinical process, difficul
ties in the clinical interpretation of results, and questions regarding the overall
usefulness of such a tool, are in line with the primary reasons cited by clinicians
in previous research for not using outcome measures in the delivery of mental
health services (Boswell et al., 2015; Garland et al., 2003; Hatfield & Ogles, 2004).

Limitations
One limitation of our methods is that voluntary participation of students, super
visors, and clients may have led to the selection of participants who had more
favourable views toward the OQ. However, given that the majority of student
clinicians and supervisors participated (69% of students and 85% of supervisors),
individuals with a range of views toward the OQ were likely represented in the
sample, at least for these groups. Additionally, students and supervisors who had
concerns about using the OQ within the training centre may have participated
in order to make sure that their concerns were heard and considered when mak
ing future decisions about using OQ measures within the training centre. How
ever, clients who were dissatisfied or disinterested in the OQ may have had few
© 2019 CJPE 34.1, 84–101
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incentives to participate, and the resulting selection bias may have contributed to
our finding that clients reported relatively fewer drawbacks to using the OQ than
student clinicians or supervisors.
Other limitations included relying on self-report data to assess rates of OQ
administration and viewing of OQ interpretive reports, and not interviewing or
surveying individuals who used the data at a program or clinic level to assess
usefulness of the data for this stakeholder group. Additionally, it is possible that
the methods used (surveys and focus groups) to gather student clinician input
may not have been sufficient for accessing deeper concerns about the OQ, such
as performance evaluation fears.

Implications
A number of important implications regarding the implementation of perfor
mance measures within a mental health service clinic can be drawn from the
current study. Firstly, our results suggest that performance measures are likely to
be accepted and administered within mental health service settings if clinicians
perceive clinical benefits to administering them and relatively few drawbacks. Per
haps one of the biggest incentives for staff to participate in performance measure
ment is the sense that they can meaningfully use information from the measures
in their work. When measures are not perceived to be useful for a specific service
that clinicians are providing, as was the case with clients receiving family therapy
in this study, there are likely to be problems with consistent administration of
the measures. Thus, measures selected for performance measurement in mental
health service settings not only need to be useful at a program or agency level but
must also serve some clinical benefits to the clinicians administering them.
However, finding a measure that is perceived to be useful by all clinicians
and for all services within any given agency is likely to be challenging, given the
range of theoretical orientations, treatment modalities, and client characteristics
that are typically represented in any agency. This may be particularly difficult
within the context of an academic training centre, since in comparison with other
mental health services with defined goals and dictated processes, there may be less
consensus and more divergence among both supervisors and students in terms
of the specific intended clinical outcomes and the processes through which these
outcomes can be achieved. One solution could be to select a measure that would
be useful for the majority of clinicians and clients, and to work with minority
clinician groups to problem-solve and identify possible ways to make the measure
more useful to their work.
In addition to the selection of a clinically useful performance measure, our
results highlight the importance of reducing both practical and perceived barriers
to using the selected performance measure. For example, in our study, feedback
from all individuals in all three groups referred to the desirability of completing
the measure outside of the therapy session to conserve therapy time. Addressing
this practical barrier is likely to increase adherence to completing the measures.
Alternative methods of gathering client data may need to be investigated, such as
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having clients complete the measures on tablets or in private computer stations in
the waiting room, or asking clients to complete and submit the measures online
at home prior to their session. Exercising flexibility in how measures are admin
istered in order to minimize the disruption that measure completion causes to
clients and clinicians is consistent with implementation recommendations made
by several leading researchers in the field (Boswell et al., 2015; Douglas, Button,
& Casey, 2016).
Second, we found that although perceived usefulness of measures is impor
tant for clinician acceptance and administration of measures, it does not appear
to be sufficient for effective clinical use of the measures. In our study, student
clinicians’ and supervisors’ reports that they found the OQ measures useful were
inconsistent with their variable clinical use of the measures. One explanation for
this finding may be that student clinicians and their supervisors were not suf
ficiently informed about how to use the measures clinically. This hypothesized
explanation is supported by the finding that student clinicians and supervisors
both reported a lack of clarity in terms of the “best practice” procedures for using
outcome measures with clients. Hence, it is important that these procedures be
clarified and communicated to clinicians and supervisors. Clarifying best prac
tice procedures may be particularly important for situations in which standard
procedures do not appear to apply, such as using OQ measures within the context
of family therapy.
Another explanation for our inconsistent finding about the clinical use of
the OQ may be that some clinicians and supervisors had only a surface-level un
derstanding of the benefits of the OQ measures but had not fully integrated how
using the measures was consistent with their clinical values (Douglas et al., 2016)
and their higher-level goals (de Jong, 2016) related to providing optimal care to
clients. In fact, results suggest that some believed that use of the measures might
go against their clinical goals and values (e.g., through interfering with alliance,
“pathologizing the child”). Thus, it may be important to link use of the measures
with clinicians’ clinical values and higher-level goals in order to increase adher
ence to best-practice procedures for using OQ measures. It does not appear to be
sufficient for a measure to have demonstrated value in improving client outcomes,
since our study indicated that even a measure that has several studies supporting
its clinical utility had variable uptake. Rather, the value of the data being collected
needs to be internalized and fully understood by the staff participating in its col
lection.
Training of the clinicians and supervisors may play an important role both
in clarifying best practice procedures, ensuring that clinicians are utilizing the
measures in the most effective way (i.e., using the clinical support tools and the
ALERT system, reviewing the feedback from the measure with the client at the
start of the session), and in helping to address any perceived barriers to using the
measures (e.g., clinician perceptions that use of the measures goes against some
thing that they value in therapy). As such, appropriate training sessions focusing
on the practical aspects of the administration and on the clinical use of the OQ
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data with the client and supervisor should be developed and provided to clini
cians and their supervisors. Training can also focus on increasing clinician and
supervisor commitment to using the measures and addressing clinician concerns
about the tools (de Jong, 2016).
Another implication of our study is that supervisors and managers must
be on board with using a performance measure and must encourage its use at
the frontline level. Otherwise, there may be difficulties with staff adherence and
meaningful clinical use of the information collected. Clinical supervision may be
a critically important venue within mental health service agencies for frontline
staff to learn how to use data from measures like the OQ-45 in their clinical
work. Unlike training workshops, clinical supervision has the advantage of be
ing an ongoing venue for discussion about how to apply information from these
measures to staff members’ specific cases. When supervisors do not incorporate
discussions of these measures in supervision, as was the case for the majority of
supervisions in our study, a significant opportunity for integrating performance
measurement is missed.
The current research provides important information in understanding the
process of implementing outcome monitoring within a mental health clinic. Our
findings join those of other studies in the area that suggest that the integration of
outcome monitoring in the delivery of psychological services remains a work in
progress, even in the face of mounting empirical evidence of its contributing to
more positive outcomes.
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