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I ntroduction
In this chapter, the major findings of this thesis will be presented. The
introduction summarizes the findings of scientific research into the application of
ROM in general psychiatry. The first subject discussed is the importance of these
findings from both a theoretical and clinical point of view. Next, the strong and
weak points of the study will be discussed, followed by recommendations for the
appropriate use of ROM in daily clinical practice. Finally, a number of suggestions
are made for future study.
Principal findings
, 1988, 2005), described in the first
chapter, this thesis examines four questions (see Chapter 1):
1)

2)

3)

4)

Which outcome measures have been developed and tested
psychometrically, including their capacity to measure change, for use in
The Netherlands that could be adopted for Routine Outcome Monitoring
(Chapters 2, 3, and 4)?
How can Routine Outcome Monitoring effectively be implemented and
embedded within the structure and processes of general psychiatric
practice in The Netherlands (Chapter 6)?
What is the effect of Routine Outcome Monitoring on the general
psychiatric setting, as described in Chapter 6 on outcomes of treatment,
if feedback is assured by a standardized protocol, using paper and pencil
recordings (Chapter 7)?
What is the attitude of patients and clinicians, respectively, to Routine
Outcome Monitoring (Chapter 8)?

The results of these questions are presented in Chapters 2 to 8.
A combination of the Health of the Nation Outcome Scales (HoNOS) (Wing et al.,
1996, 1998; Mulder et al., 2004) and the Outcome Questionnaire (OQ) (Lambert et
al., 2001a,2001b; De Beurs et al., 2005; Jong et al., 2007) an expert-opinion and a
self-rating scale, respectively appear to offer the greatest utility for daily clinical
practice; this was the conclusion of Chapter 2. These measures not only cover the
broadest range of disorders but also describe patient difficulties regarding their
social role, performance, and interpersonal problems. This view led to the
HORVAN S
HoNOS, OQ ROM Validity in The Netherlands
applicability of these measures in clinical care, as suggested from the literature
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review, was confirmed through our empirical research and discussed in Chapter 3.
The HoNOS also can be used to make decisions in clinical practice, including
providing guidance as to how treatment can be altered and improved, which was
discussed in Chapter 4.
The first four chapters cover Part I of the HORVAN Study. The second part of the
HORVAN Study is introduced in Chapter 5, where we describe how the
randomized clinical trial design was transformed into a naturalistic design that
offered feedback to professionals. Significant environmental factors, internal and
external to the organization, necessitated the researcher to make this change
during the study.
Chapter 6 describes the clinical-care processes and clarifies the responsibilities of
key participants. A strength and weakness analysis was used to inform an
operations-management approach for ROM in healthcare; this comprised
analysis, design, planning, and monitoring of all the steps necessary to provide
the patient with quality services. Operations-management is essential in offering
support to the clinical-care process (Vissers & Beech, 2005). The procedure is one
cost-effective and efficient forms of treatment. In effect, we combined clinicalcare processes with operations-management. The number of personnel required
was carefully planned in a manner that sought to contribute to quality of
treatment, using the latest insights into treatment available.
An operation-management approach also can assist in implementing and
embedding innovation in a healthcare institution; this is achieved by (1)
employing a participative design approach (Vissers & De Vries, 2005); (2) focusing
the attention of the whole organization on the process and monitoring of the
delivery of services; and (3) appointing a clinical professional to serve in the role
of process manager.
Chapter 7 describes a literature study and empirical research into the effect of
feedback on regular psychiatric practice. The effect of feedback within general
psychiatry has been described, though in a limited way with few systematic
reviews (Knaup et al., 2009; Carlier et al., 2010). How feedback was implemented
and the means by which it was given was not mentioned in any of the
publications we examined.
In psychotherapy research, there have been experiments using the prediction
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model of Lambert and colleagues for quite some time. They used ROM in a
psychotherapeutic setting with a group of pati
enhancements, such as a warning signal, recommendations for modifying
treatment, a clinical support tool (CST) with a decision tree (DT), and immediate
electronic feedback (IEF). Their method resulted in significant improvements for
the group of patients who deviated from the predicted (desired) behaviors that
would be indications of clinical improvement, the so-called Not On Track (NOT)
group. This particular study paid little attention to the implementation of
feedback such as the training of professionals. Moreover, the actual provision of
feedback was not monitored. De Jong (2012) provided the only Dutch study that
und similar effects for the NOT group.
In our naturalistic study, additional attention was paid to assisting in the
implementation of ROM by offering many training sessions (demonstrations), as
well as individualized coaching meetings as well as by monitoring the actual
provision of feedback by the professionals to their patients. The feedback was
delivered according to an explicit protocol. This was one of the first studies in The
Netherlands to make the clinical outcomes transparent by providing obligatory
(mandatory) feedback, done in a standardized fashion (i.e., by protocol) and
monitoring feedback to professionals and patients in a general non-academic
psychiatric practice. Twenty-six percent of the patients received this form of
feedback. The group of professionals who treated patients in the reflection
(review of feedback) group had a minimally greater positive effect than the careas-usual group and obligatory (mandatory) feedback group. In fact, obligatory
(mandatory) feedback had a negative effect on the willingness of professionals to
cooperate with ROM. The additional monitoring seemed to be
counterproductive. Professionals do not automatically accept ROM as part of the
treatment (Chapter 8). It is crucial to identify the conditions that help
professionals to adopt ROM and conditions that interfere in this process. Lambert
and colleagues created an atmosphere of minimal control and intrusion into the
treatment process, which was helpful in engaging professionals in work of
outcomes assessment (Lambert et al., 2001; Hawkins et al., 2004).
Chapter 8 describes an empirical study into the attitudes of professionals and
patients. Creating a strong, positive foundation for using ROM is essential and is
directly related to the attitudes of professionals and patients towards ROM. We
developed a tool to specifically measure the attitude of professionals and patients
towards ROM. During the second part of the HORVAN Study, we encountered
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negative attitudes on the part of professionals towards ROM, as did Garland et al.
(2003) and Meehan et al. (2006). Patients, on the other hand, appeared to be more
open and better disposed toward ROM. They could see how ROM could improve
communication between professionals and patients.
Discussion
, 1988, 2005)
process,
structure, and outcome the introduction of Routine Outcome Monitoring in a
general psychiatric outpatient clinic was studied in HORVAN, Parts I and II. Two
ROM broad spectrum outcome measures, the HoNOS and the OQ, were found to
be effective for ROM. These measures, when done together, were found to be
useful with patients having severe mental illnesses (SMI), as well as with those
whose illnesses were not as severe (the N-SMI group). Each measure
complements the other; in addition, measurement was possible at any point
during treatment. For the optimal integration of ROM within routine clinical
treatment, clinicians must be convinced of its potential benefits and not be
distracted by operational-management challenges in their environment.
An operation-management approach assists in adoption and sustaining of ROM
activities by virtue of its participative design, the ongoing monitoring process,
and having a clinician as process manager. As was discussed in Chapter 8,
clinicians do not appear to have much faith in the benefits of ROM. While the
attitudes of clinicians towards ROM were negative, that of the patients was
positive.
In order to employ ROM in clinical care, it is also necessary to examine its effect on
patient outcomes, the third quality domain. Doing so is enabled by providing
feedback to clinicians and patients, and essential. The effect of feedback during
treatment has been reported in various studies as both positive and negative.
According to empirical research described in Chapter 7, no positive effect on
treatment was found when obligatory feedback was provided in a protocolled
fashion in a standard psychiatric outpatient setting. However, there was slightly
better performance on outcome measures in the group where clinicians had
access to treatment outcomes of their patients and filled in several questionnaires
that reflected upon the treatment process.
More research into the three quality domains of ROM is recommended if it is to
become a fundamental part of clinical care.

Discussion | Chapter 9

Clinically relevant and valid points
In the field study discussed earlier, various facets of the use of ROM were
examined in one of the first scientific studies of ROM in healthcare in The
Netherlands, the HORVAN Study. This study examined the process of validating
and implementing outcome measurement instruments when ROM was
introduced in a general mental healthcare setting. The aim of the study was to
ascertain the effect of ROM on the outcomes of treatment in Dutch psychiatry.
The study has notable points to consider for future research into ROM. The study,
moreover, is clinically relevant because ROM is currently used in The Netherlands
as a common means of improving the quality of treatment in the domains
described by Donabedian (1966, 1988, 2005). However, Sytema et al. (2011) found
that there was insufficient proof that ROM effectively improves quality and
efficiency. The poor results of the HORVAN Study Part II are in line of Sytema et al.,
(2012), and makes it even more important to be judicious regarding the efficiency
of ROM in (Dutch) mental healthcare. It cannot be ignored that these results are
possibly correlated with a partial loss of professional autonomy. Too much
interference has a negative effect on outcome (Chapter 8).
The current unpopularity of ROM in The Netherlands for mental healthcare
services makes the HORVAN Study even more relevant, and potentially to various
participants in the care industry. This particular research was carried out in a
general psychiatric environment, aimed specifically at daily practice.
The study focused on the implementation of ROM methodology and embedding
it into the processes of clinical care. Doing so required the organization of the
clinical-care process to be examined. We saw shortcomings in organization
performance as challenges in the organization adapting to external and internal
demands, and in its receptivity to innovation. Both the qualitative and reflective
dimensions of the study of the structure of the organization (Chapter 6), as well as
the empirical study of the attitudes of clinicians and patients (Chapter 8),
provided insights. One clear example was that clinicians must have confidence in
ROM for its implementation to succeed.
During the study it was also important that feedback be provided at regular
intervals. The
patient. Training sessions (demonstrations) as well as group and individual
coaching sessions on the use of outcome measures and ROM were provided in
order to foster clinician ownership of the feedback process. The feedback also
was controlled by protocols and monitored.
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Social relevance
At present, one reason that ROM is being introduced nationally is for insurers to
be able to use ROM to assign payment according to desired results. The mental
healthcare sector now faces this fact, yet it has been observed that there is little or
no consideration made for the various complicating factors that influence
successful implementation and the attitudes of clinicians and patients.
The HORVAN Study, Part II, carried out in an independent mental healthcare
institute without a scientific tradition, did validate and implement ROM. The
study showed, however, that the process of change is a complex one. Various
factors that influence the implementation process were included in this study: the
management of implementation, the involvement of clinicians, the influence of
feedback, including its type and frequency, the impact of change at all levels
within the organization and during all phases of the treatment process, and the
measures used. Information obtained from this study offers important insights
into how to implement complex and demanding innovations in an open and
effective manner. Further research into the effect of these factors is
recommended.

Methodological limitations
The study experienced a number of issues:
First, the RCT plan required discontinuation due to internal and external
organizational factors, and was changed to a more realistic field study in The
Netherlands. Second, the assessment tools were limited to a few generic, broadspectrum outcome measures. Specific outcome instruments that could provide
information about particular psychiatric disorders were not part of this study. The
use of disorder-specific measures, and the added value these may provide, has
not yet been reported to any great extent; they are currently being investigated
at the Leiden University. A first presentation of this work now available is the
dissertation by van Noorden (2012). Various outcome measures have, however,
been implemented in the care of adults, elderly, and in child and youth
psychiatry, though without research on this work.
A third issue is that this empirical study represents a preliminary investigation
into the problems of implementation. It centered on the attitudes of clinicians
and patients. It is now clear that it is necessary to create a strong and positive
-
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management analysis also showed that other important factors, such as a
participative design and the involvement of the clinician as the process manager,
were not been examined. Research into these activities remains essential.
A fourth issue of this study was that the research took place in a general
psychiatric outpatient clinic where mild psychiatric disorders, such as anxiety and
mood disorders, are treated. While initially patients with psychotic disorders and
addictions were included, our analysis showed that these two groups were too
small to provide any significant conclusions. Patients with bipolar 1 and eating
disorders were not studied, nor were patients with personality disorders. This
study did include co-morbidity in the form of anxiety conditions combined with
depression, and vice versa.
A fifth issue
admissions department, during chronic long-term treatment or with treatment in
a general or a psychiatric hospital, quite different problems occur (Buwalda et al.,
2011) with regard to administering ROM measurements, follow-up assessment,
and the influence of co-morbidity. Research aimed at settings and clinical
disorders level is required. Every setting and each disorder can be informed by
the use of specific outcome measures, such as in forensic psychiatry, addiction
psychiatry, and the above-mentioned psychiatric institutes.
A sixth issue concerns the limited capacity to generalize based on patient-specific
eds to
determine the choice of the outcome measure used. For children, for example,
(CBCL) and there is also an adapted version of the HoNOS. For elderly patients
with age-related special disorders, different measures are required.
A seventh issue in the study was described in Chapter 7, namely that while this
was a rigorous study, it was not a Randomized Controlled Trial (RCT). Due to the
small number of patients, furthermore, it was not possible to achieve significant
findings, as did Lambert and De Jong.
The eighth issue in this study, and other studies, is that principally only one group
of professionals was studied: psychologists.

Future research
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To validate the selection of outcome measures in ROM, it is essential that further
research be carried out about certain generic measures; such research could
include the application of the HoNOS for personality disorders, eating disorders,
bipolar disorders, and other conditions. It is important, as well, to determine how
the HoNOS (or other measures) is useful in clinical practice for the disorders
mentioned and how measuring clinically significant change can contribute to
making decisions on treatment. Preference should be given to the examination of
a large group of patients with the same disorder in a Randomized Controlled Trial
format, if possible. In this way, the method used by Lambert (2001, 2002, and
later) can be analyzed to determine whether feedback contributes to improving
outcomes of treatment, for example, in the NOT group of patients.
Operationally, it is advisable to study various methods of implementation and the
ways in which they are administered. Some of these strategies include a
participative design method that includes all those involved in the
implementation process, the effect of periodically monitoring the
implementation, and the appointment of a clinician as process manager.
Furthermore, research is needed to inform the creation of the protocols used to
train clinicians and build a positive foundation for ROM.
The effect of clinician attitudes towards ROM on the results of treatment is
another important subject of research. In her study, De Jong (2012) compared
She found that clinicians with a preference
for external feedback had a more positive attitude towards ROM than those with
an internal feedback preference. Clinician autonomy showed a positive effect on
the outcomes of treatment. More research is needed into the effect of preserving
a certain level the autonomy in clinicians during the implementation and
ongoing use of ROM.
Research into the attitude towards feedback of student psychiatrists and student
clinical psychologists, when feedback is given to them in the early stages of their
training, could show a more open and flexible view on the use of ROM.

implementation of ROM in order to help motivate the clinician to use shared
decision-making (Deegan et al., 2006) and to improve communication with
patients. It is also important to study the differences among groups of
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professionals, such as social workers, psychologists, psychiatrists, and other
mental health professionals, towards ROM.
Another subject for examination, beyond the scope of this study, is the use of
ROM outcomes as benchmarks for third parties, such as insurers and the
government. The use of outcomes by third parties for benchmarking purposes
can produce distrust in clinicians. Van Os et al. (2012) have proposed that the use
of ROM data for ben
, and
not ethical due to a number of unavoidable methodological problems:
confounding bias, combination of measures,
of this view, research is needed to achieve reliable, credible benchmarking. Small
projects should be undertaken to show how implementation of ROM can be done
in a feasible and meaning way. These projects could be used to guide the national
implementation process. At the same time, it is important not to create enormous
databases, without scientific evidence for their need, and to expend time and
money for data-mining.

ignored. The patient and his or her treatment are central to the ROM process.
Quality medical care strives to improve the quality of treatment according to
, 1988, 2005) and to assure that there is good value
for money spent, with information being transparent and the work cost-effective.
Routine Outcome Monitoring and better communication with clinicians is
welcomed and appreciated by patients. Because of the relationship between
patient levels of satisfaction and the results of treatment achieved with ROM,
there is great opportunity for integrating clinical care, patient satisfaction, and
ROM. Yet, the words of warning by Van Os (2012), mentioned above, must be
heeded. Benchmarking may be theoretically possible but should only be done
with the greatest care and only take place when there are sufficient scientific
grounds for its value.
Important questions are still to be answered regarding Routine Outcome
Monitoring:



Is the current organization of ROM clinically and administratively
sufficiently efficient to contribute to a better mental healthcare?
Can ROM enhance the effectiveness of the treatment?
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How can using ROM address the need for professional autonomy?

These questions illustrate how much research and work must be done before
ROM is a worthwhile innovation to be implemented in regular mental healthcare
services.
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