
E1MDEDGE.COM/FAMILYMEDICINE VOL 72, NO 4  |  MAY 2023  |  THE JOURNAL OF FAMILY PRACTICE

David R. Kraus, PhD; 
Adrienne A. Williams, 
PhD; Keia Hobbs, MD; 
Michael J. Constantino, 
PhD; James F. Boswell, 
PhD; Kimberlee J. 
Trudeau, PhD
Outcome Referrals, Inc., 
Framingham, MA  
(Drs. Kraus and Trudeau); 
University of Illinois at 
Chicago College of 
Medicine (Drs. Williams 
and Hobbs); University of 
Massachusetts, Amherst  
(Dr. Constantino);  
University at Albany, SUNY, 
NY (Dr. Boswell)

  dkraus@
outcomereferrals.com 

Dr. Kraus is the founder, 
president, and chief scientific 
officer of Outcome Referrals, 
Inc., which processes the 
Treatment Outcome Package 
(royalty free) through 
WellnessCheck.net and owns and 
manages MatchedTherapists.
com. Dr. Trudeau is the Director 
of Research at Outcome 
Referrals, Inc. Drs. Williams, 
Hobbs, Constantino, and Boswell 
reported no potential conflict of 
interest relevant to this article.

doi: 10.12788/jfp.0588

Revisiting our approach 
to behavioral health referrals
This system of matching referrals to behavioral health 
practitioners’ historical effectiveness seeks to strengthen 
patient outcomes.

Approximately 1 in 4 people ages 18 years 
and older and 1 in 3 people ages 18 to 
25 years had a mental illness in the past 

year, according to the 2021 National Survey of 
Drug Use and Health.1 The survey also found 
that adults ages 18 to 25 years had the high-
est rate of serious mental illness but the low-
est treatment rate compared to other adult age 
groups.1 Unfortunately, more than 60% of pa-
tients receiving mental health treatment fail to 
benefit to a clinically meaningful degree.2 

However, there is growing evidence that 
referring patients to behavioral health practi-
tioners (BHPs) with outcome-measured skills 
that meet the patient’s specific needs can 
have a dramatic and positive impact. There 
are 2 main steps to pairing patients with an 
appropriate BHP: (1) use of measurement-
based care data that can be analyzed at the 
patient and therapist level, and (2) data-
driven referrals that pair patients with BHPs 
based on such routine outcome monitoring 
data (paired-on outcome data).

Psychotherapy’s slow road  
toward measurement-based care 
Routine outcome monitoring is the system-
atic measurement of symptoms and func-
tioning during treatment. It serves multiple 
functions, including program evaluation and 
benchmarking of patient improvement rates. 
Moreover, routine outcome monitoring– 
derived feedback (based on repeated  
patient outcome measurements) can inform 
personalized and responsive care decisions 
throughout treatment. 

For all intents and purposes, routine 
outcome monitoring plus feedback is syn-
onymous with measurement-based care, 
which is becoming the preferred term in 
psychotherapy.3 Although measurement-
based care is often the standard of practice 
for treating physical health conditions, the 
adoption of measurement-based care prac-
tices for treating mental health conditions 
remains low.3 The implementation of rou-
tine outcome monitoring is the lynchpin of 
measurement-based care, which in psycho-
therapy includes3: 

• routinely administered symptom/
functioning measure, ideally before 
each clinical encounter, 

• practitioner review of these patient-
level data,

• patient review of these data with their 
practitioner, and

• collaborative reevaluation of the 
person-specific treatment plan 
informed by these data.

CASE SCENARIO u 
Violeta W is a 33-year-old woman who pre-
sented to her family physician for her annual 
wellness exam. Prior to the exam, the medi-
cal assistant administered a Patient Health 
 Questionnaire-9 (PHQ-9) to screen for depres-
sive symptoms. Ms. W’s score was 20 out of 27, 
suggestive of depression. To further assess the 
severity of depressive symptoms and their ef-
fect on daily function, the physician reviewed 
responses to the questionnaire with her and 
discussed treatment options. Ms. W was most 
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interested in trying a low-dose selective sero-
tonin reuptake inhibitor (SSRI). 

At her follow-up visit 4 weeks later, 
the medical assistant re-administered the 
PHQ-9. The physician then reviewed Ms. W’s 
responses  with her and, based on Ms. W’s sub-
jective report and objective symptoms (still a 
score of 20 out of 27 on the PHQ-9), increased 
her SSRI dose. At each subsequent visit, Ms. W 
completed a PHQ-9 and reviewed responses 
and depressive symptoms with her physician.

The value of measurement-based care  
in mental health care
A narrative review by Lewis et al3 of 21 ran-
domized controlled clinical trials (RCTs) 
across a range of age groups (eg, adoles-
cents, young adults, adults), disorders (eg, 
anxiety, mood), and settings (eg, outpatient, 
inpatient) found that in at least 9 review ar-
ticles, measurement-based care was associ-
ated with significantly improved outcomes 
vs usual care (ie, treatment without routine 
outcome monitoring plus feedback). The av-
erage increase in treatment effect size was 
about 30% when treatment was accompanied 
by measurement-based care.3 

Moreover, a recent within-patient meta-
analysis by de Jong et al4 shows that 
 measurement-based care yields a small but 
significant increase in therapeutic outcomes 
(d = .15). Use of measurement-based care 
also is associated with improved communi-
cation between the patient and therapist.5 In 
pharmacotherapy practice, measurement-
based care has been shown to predict rapid 
dose increases and changes in medication, 
when necessary; faster recovery rates; higher 
response rates to treatment3; and fewer 
 dropouts.4

Perhaps one of the best-studied benefits 
of measurement-based mental health care 
is the ability to predict deterioration in care 
(ie, patients who are off-track in a way that 
practitioners often miss without the help of 
routine outcome monitoring data).6,7 Stud-
ies show that without a data-informed ap-
proach to care, some forms of psychotherapy 
or therapy with BHPs who are not sufficiently 
skilled in treating a given diagnosis increase 
symptoms or create significant harmful and 
iatrogenic effects.8-10 Conversely, the meta-

analysis by de Jong et al4 found a lower per-
centage of deterioration in patients receiving 
 measurement-based care. The difference in 
deterioration was significant: An average of 
5.4% of patients in control conditions dete-
riorated compared to an average of 4.6% in 
feedback (measurement-based care) groups. 
There were even larger effect sizes when 
therapists received training in the feedback 
system.4

Routine outcome monitoring without 
a dialogue between patient and practitioner 
about the assessments (eg, ignoring complete 
measurement-based care requirements) may 
be inadequate. A recent review by Muir et 
al6 found no differences in patient outcomes 
when data were used solely for aggregate 
quality improvement activities, suggesting 
the need for practitioners to review results 
of routine outcome monitoring assessments 
with patients and use data to alter care when 
necessary. 

Measurement-based care is believed to 
deliver benefits and reduce harm by enhanc-
ing and encouraging active patient involve-
ment, improving patient understanding of 
symptoms, promoting better communica-
tion, and facilitating better care coordination.3 
The benefits of measurement-based care can 
be enhanced with a comprehensive core rou-
tine outcome monitoring tool and the level of 
monitoring-generated information delivered 
for multiple stakeholders (eg, patient, thera-
pist, clinic).11  

A look at multidimensional assessment
The features of routine outcome monitoring 
tools vary significantly.12 Some measures as-
sess single-symptom or problem domains 
(eg, PHQ-9 for depression or Generalized 
Anxiety Disorder-7 [GAD-7] scale for anxiety) 
or multiple dimensions (multidimensional 
routine outcome monitoring). Multidimen-
sional routine outcome monitoring may 
have benefits over single-domain measures. 
Single -domain measures and the subscales 
or factors of more comprehensive multi-
dimensional routine outcome monitoring 
assessments should possess adequate speci-
ficity and sensitivity. 

Some recent research findings question 
the construct validity of brief single-domain 
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measures of common presenting problems, 
such as depression and anxiety. For example, 
results from a factor analysis of the PHQ-9 
and GAD-7 scale in patients with traumatic 
brain injury suggest these tools measure  
1 psychological construct that includes de-
pression and the cognitive components of 
anxiety (eg, worry)13—a finding consistent 
with those of other tools.14 Similarly, a larger 
study of 7763 BH patients found that a single 
factor accounted for most of the variance of 
the 2 combined measures, with no set of fac-
tors meeting the exacting standards used to 
develop multidimensional routine outcome 
monitoring.15 These findings suggest that the 
PHQ-9 and GAD-7 largely overlap and are 
not measuring different aspects of health as 
most practitioners believe (eg, depression 
and anxiety). 

In commonly used assessments, 
 multiple-factor analytic studies with high 
standards have supported the construct va-
lidity of domain-specific subscales, indicating 
that the various questions tap into different 
constructs of psychological health.14,16,17 

Beyond multiple domain–specific indi-
cators, multidimensional routine outcome 
measurements provide a global total score 
that minimizes Type I (false-positive conclu-
sion) and Type II (false-negative conclusion) 
errors in tracking patient improvement or 
deterioration.18 As one would expect, mul-
tidimensional routine outcome monitoring 
generally includes more items than single-
domain measures; however, this comes with 
a trade-off. If there are specificity and sen-
sitivity concerns with an ultra-brief single-
domain measure, an alternative to a core 
multidimensional routine outcome measure-
ment is to aggregate a series of single-domain 
measures into a battery of patient self-reports. 
However, this approach may take longer for 
patients to complete since they would have 
to shift among the varying response sets and 
wording across the unique single-domain 
measures. 

In addition, the standardization/ 
normalization of multidimensional rou-
tine outcome monitoring likely makes 
interpretation easier than referring to norms 
and clinical severity cutoffs for many distinct 
measures. Furthermore, increased specificity 

enhances predictive power and allows BHPs 
to screen and track other conditions besides 
depression and anxiety. (It is worth noting 
that there are no known studies that have 
looked at the difference in time to administer 
or ease of interpretation of multidimensional 
routine outcome monitoring tools vs mul-
tiple single-domain measures.)

❚ Two multidimensional routine out-
come monitoring tools that cover a compre-
hensive series of discrete symptom and 
functional domains are the Treatment Out-
come Package12 and Counseling Center 
 Assessment of Psychological Symptoms.16 
These tools, which include subscales beyond 
general depression and anxiety (eg, sleep, 
substance misuse, social conflict), take 7 to 
10 minutes to complete and provide outcome 
results across 12 symptom and 8 functional 
dimensions. As an example, the Treatment 
Outcome Package has good psychometric 
qualities (eg, reliability, construct and con-
current validity) for adults,12 children,14,19 and 
adolescents,19 and can be administered 
through a secure online data collection por-
tal. The Counseling Center Assessment of 
Psychological Symptoms has demonstrated 
high construct validity and good convergent 
validity.16 These assessments can be adminis-
tered in paper or digital (eg, electronic medi-
cal record portal, smartphone) format.20

CASE SCENARIO u 
Ms. W’s physician asked her to go online  
using her phone and answer the questions in  
the Treatment Outcome Package. Her results, 
which she viewed with her physician, were 
displayed in graph form (FIGURE). Her scores 
were represented in Z scores normalized to 
the general population, with “0” representing 
the general, nontreatment-seeking popula-
tion average and positive scores representing 
the number of standard deviations (SDs) more 
severe than the general population average. 

Although this assessment scored Ms. 
W’s clinically elevated depression as mild, it 
revealed abnormalities in 3 other domains. 
Sexual functioning issues represented the 
most abnormal domain at greater than 3 SDs 
(more severe than the general population), 
followed by poor life quality and school/work  
functioning.

CONTINUED
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After reviewing Ms. W’s report, her phy-
sician decided that pharmacologic manage-
ment alone (for depression) was not the most 
appropriate treatment course. Therefore, her 
physician recommended psychotherapy in 
addition to the SSRI she was taking. Ms. W 
agreed to a customized referral for psycho-
therapy.

Data-driven referrals
When psychotherapy is chosen as a treat-
ment, the individual BHP is an active compo-
nent of that treatment. Consequently, it is 
essential to customize referrals to match a 
patient’s most elevated mental health con-
cerns with a therapist who will most effective-
ly treat those domains. It is rare for a BHP to 

be skilled in treating every mental health do-
main.9 Multiple studies have shown that 
BHPs have identifiable treatment skills in 
specific domains, which physicians should 
consider when making referrals.9,21,22 These 
studies demonstrate the utility of aggregat-
ing patient-level routine outcome monitor-
ing data to better understand therapist-level 
(and ultimately clinic- and system-level)  
outcomes.

Additionally, recent research has tested 
this idea prospectively. An RCT funded by 
the Patient-Centered Outcome Research  
Institute and published in JAMA Psychiatry 
showed a significant and positive effect on 
patient outcomes (ie, reductions in general 
impairment, impairment involving a patient’s 

FIGURE

Visual review of a patient’s multidimensional  
routine outcome monitoring assessment
The patient’s results across 12 mental health domains are shown here in graph form. Scores are  
represented in Z scores normalized to the general population, with “0” representing the nontreatment-
seeking population average and positive scores representing the number of standard deviations more 
severe than the general population average. 
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most elevated domain, and global distress) 
using paired-on outcome data matching vs 
as-usual matching protocols (eg, therapist 
self-defined areas of specialty).22 In the RCT, 
the most effective matching protocol was a 
combination of eliminating harm and match-
ing the patient on their 3 most problematic 
domains (the highest match level). These 
patients ended care as healthy as the gen-
eral population after 16 weeks of treatment. 
A random 1-year follow-up assessment from 
the original RCT showed that most patients 
who had been matched had maintained their 
improvement.23

Therefore, a multidimensional routine 
outcome monitoring tool can be used to iden-
tify a BHP’s relative strengths and weaknesses 
across multiple outcome domains. Within 
a system of care, a sample of BHPs will pos-
sess varying outcome-domain profiles. When 
a new patient is seeking a referral to a BHP, 
these profiles (or domain-specific outcome 
track records) can be used to support paired-
on outcome data matching. Specifically, a 
new patient completes the multidimensional 
routine outcome monitoring tool at pretreat-
ment, and the results reveal the outcome do-
mains on which the patient is most clinically 
severe. This pattern of domain-specific sever-
ity then can be used to pair the new patient 
with a BHP who has demonstrated success 
in addressing the same outcome domain(s). 
This approach matches a new patient to a 
BHP with established expertise based on rou-
tine outcome monitoring. 

Retrospective and prospective studies 
have found that most BHPs have stable per-
formance in their strengths and weakness-
es.11,21 One study found that assessing BHP 
performance with their most recent 30 pa-
tients can reliably predict future performance 
with their next 30 patients.24 This predictabil-
ity in a practitioner’s outcomes suggests re-
port cards that are updated frequently can be 
utilized to make case assignments within BH 
or referrals to a specific BHP from primary 
care.

Making a paired-on  
outcome data–matched referral
Making customized BH referrals requires 
access to information about a practitioner’s 

previous routine outcome monitoring data 
per clinical domain (eg, suicidality, violence, 
quality of life) from their most recent pa-
tients. Previous research suggests that follow- 
up data from a minimum of 15 patients is 
necessary to make a reliable evaluation of 
a practitioner’s strengths and weaknesses 
(ie, effectiveness “report card”) per clinical 
 domain.24

Few, if any, physicians have access to this 
level of updated outcome data from their re-
ferral network. To facilitate widespread use 
of paired-on outcome data matching, a new 
Web system (MatchedTherapists.com) will 
allow the general public and PCPs to access 
these grades. As a public service option, this 
site currently allows for a self-assessment us-
ing the Treatment Outcome Package. Pend-
ing versions will generate paired-on outcome 
data grades, and users will receive a list of lo-
cal therapists available for in-person appoint-
ments as well as therapists available for virtual 
appointments. The paired-on outcome data 
grades are delivered in school-based letter 
grades. An “A+,” for example, represents the 
best matching grade. Users also will be able 
to sort and filter results for other criteria such 
as telemedicine, insurance, age, gender, and 
appointment availability. Currently, there are 
more than 77,000 therapists listed on the site 
nationwide. A basic listing is free.

CASE SCENARIO u
After Ms. W took the multidimensional rou-
tine outcome assessment online, she received 
a list of therapists rank-ordered by paired-on 
outcome data grade, with the “A+” matches 
listed first. Three of the best-matched refer-
rals accepted her insurance and were willing 
to see her through telemedicine. Therapists 
with available in-person appointments had a 
“B” grade. After discussing the options with 
her physician, Ms. W opted for telehealth 
counseling with the therapist whose profile 
she liked best. The therapist and PCP tracked 
her progress through routine outcome moni-
toring reporting until all her symptoms be-
came subclinical.

The future of a “referral bridge”
In this article, we present a solution to a com-
mon issue faced by mental health care pa-
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tients: failure to benefit meaningfully from 
mental health treatment. Matching patients 
to specific BHPs based on effectiveness data 
regarding the therapist’s strengths and skills 
can improve patient outcomes and reduce 
harm. In addition, patients appear to val-
ue this approach. A Robert Wood Johnson 
Foundation– funded study demonstrated that 
patients value seeing practitioners who have 
a track record of successfully treating previ-
ous patients with similar issues.25,26 In many 
cases, patients indicated they would priori-
tize this matching process over other factors 
such as practitioners with a higher number of 
years of experience or the same demographic 
characteristics as the patient.25,26

These findings may represent a new area 
in the science of health care. Over the past 
century, major advances in diagnosis and 
treatment—the 2 primary pillars of health 
care—have turned the art of medicine into a 
science. However, the art of making referrals 
has not advanced commensurately, as there 
has been little attention focused on the “re-
ferral bridge” between these 2 pillars. As the 
studies reviewed in this paper demonstrate, 
a referral bridge deserves exploration in all 
fields of medicine.                                  JFP

CORRESPONDENCE 
David R. Kraus, PhD, 1 Speen Street, Framingham, MA 01701; 
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