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Chapter 1 3

DO PRACTICE-GENERATED 

DATA IMPROVE 

PSYCHOTHERAPY 

EFFECTIVENESS (ROUTINE 

OUTCOME MONITORING)?
Robert J. Reese, Barry L. Duncan, anclAlyssa L. Clements-Hickman

Routine outcome monitoring (ROM) in psycho­
therapy is the systematic use of outcome (e.g., 
symptom reduction) and/or process (e.g., thera­
peutic alliance quality) measures to help track a 
client’s progress across the course of treatment. 
Such assessments assist the therapist in responding 
to the evolving and momentary needs of clients 
and making adjustments to treatment, if necessary. 
ROM is a simple process conceptually, but how 
it is implemented has become more complex as 
different approaches have emerged.

The research has also become more complex. 
Early studies indicated that psychotherapy clients 
in a ROM condition demonstrated more treatment 
benefit than those in a treatment-as-usual condition 
(e.g., Lambert et al., 2001). More recent research, 
however, has painted an increasingly complicated 
picture that highlights how process and moderating 
variables can influence the effectiveness of ROM 
or cast doubt on its effectiveness altogether (e.g., 
de Jong et al., 2021; 0sterg£rd et al., 2020). These 
factors include treatment setting, treatment format, 
the outcome measures used, the ROM system/ 
approach used, how ROM is operationalized, and 
attitudes of the therapist toward ROM, among 
others. This increased empirical nuance is a 
healthy and necessary step in the evolution 
of ROM-centered research and psychotherapy

research more broadly. Thus, it is important to 
carefully consider both the earlier research and 
the context and quality of the latest pertinent 
research on ROM.

The primary goal of this chapter is to provide 
a critical overview of the extant ROM research 
base. Before summarizing the empirical results, 
we provide a foundational understanding of 
ROM, including the rationale for using it in 
psychotherapy, proposed theoretical under­
pinnings, the different approaches that hav- 
emerged, and the accompanying values that 
undergird the outcome-monitoring process. 
Following the research review, we conclude 
with suggestions for future research and imple­
mentation recommendations for clinicians and 
clinical supervisors/trainers.

Notably, we settled on the term routine outcome 
monitoring for this chapter given that it is the most 
commonly used; however, it was not without some 
hesitation, for two main reasons. First, a review of 
the literature indicated that several terms have been 
used to describe similar processes. These include, 
among others, patient-focused research, patient 
feedback, client feedback, quality assurance system, 
feedback-informed treatment, patient-reported 
outcome measures, and measurement-based care. 
The variety of terms can create confusion for

https://doi.org/10.1037/0000354-013
APA Handbook of Psychotherapy: Vol. 2 Evidence-Based Practice, Practice-Based Evidence, and Contextual Participant-Driven Practice, F. T. L. Leong 
(Editor-in-Chief)
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Rccsc, Duncan, and Clcmcnts-Hichman

by Nissen-Lie et al. (Chapter 14, this volume) 
and Coyne (Chapter 15, this volume), it is well 
established that clinicians can vary significantly 
in their effectiveness. Thus, circling back to the 
original rationale for ROM, if an at-risk client 

be reliably identified before dropping out

both researchers and clinicians and, indeed, 
it proved challenging to identify all the research 
given the various terms. Second, there are a 
variety of approaches and systems that fall 
under this umbrella term (e.g., Lambert et al., 
2001; Sparks & Duncan, 2019). The lack of speci­
ficity may be problematic, as it lumps together 
approaches that have different levels of empirical 
support and have different processes thaL may or 
may not be critical. There is some evidence that 
the lack of uniformity has led to variable results, 
with less formal, systematic approaches yielding 
smaller effects (Krageloh et al., 2015).

can
or deteriorating (a process that clearly relies on 
more than clinician judgment/self-assessment 
of effectiveness), then therapists will have an 
opportunity to evaluate the reasons for the lack 
of progress and to modify treatment accordingly. 
Such a ROM-based process, or psychological 
“lab test” (Hannan et al., 2005), offers account­
ability for therapists and a means to having a more 
realistic, accurate appraisal of their performance 
that is based on clients’ feedback of their progress 
and treatment experience.

RATIONALE FOR ROM

ROM was originally developed for a singular 
purpose: to prospectively identify clients at risk 
for premature termination or poor outcomes even 
if they were to remain in care (Lambert, 2015). 
The need for this innovation has been well estab­
lished. Although psychotherapy is a generally 
efficacious intervention that benefits many clients 
(Wampold & Imel, 2015), many others (roughly 
20%) discontinue treatment prematurely before 
they can benefit (Swift & Greenberg, 2012). There 
are still other clients who do attend a clinically 
meaningful number of sessions but show no 
improvement, and approximately 5% to 10% who 
get worse in treatment (Crawford et al., 2016). 
Moreover, clinicians are generally not very good 
at judging their clients’ risk for dropout or poor 
outcome (Chapman et al., 2012; Hannan et al., 
2005). For example, Hannan et al. (2005) found 
that clinicians were only able to correctly and 
prospectively identify 1 of 26 clients (3.84%) 
who went on to have a poor treatment outcome, 
compared with a ROM-system algorithm developed 
with normative data that correctly identified 
20 of 26 clients (77%).

Although it may be surprising that clinicians 
are poor at detecting what seems to be an obvious 
thing (a worsening level of client distress), there 
is seemingly at least one good reason for this. 
Therapists generally tend to overestimate their 
effectiveness, with most believing they are above 
average (e.g., Walfish et al., 2012). Yet, as reviewed

THEORETICAL UNDERPINNINGS OF ROM

Michael Lambert, a pioneer in the development, 
research, and proliferation of ROM in psycho­
therapy, developed the Outcome Questionnaire 
system (OQ; Lambert, 2015) for the pragmatic 
reason that a normative-based algorithm was 
more accurate at identifying at-risk clients than 
therapists using only their clinical judgment. 
Despite this straightforward pragmatism, attempts 
have been made to attach theory or offer further 
rationale for how ROM positively influences 
psychotherapy outcomes. Many of these theo­
retical elaborations stemmed from the develop­
ment of other ROM systems (beyond the OQ) 
that have different properties and putative 
processes that we discuss later in the chapter. 
Although there is limited empirical support for 
such theories or process rationales, we mention 
them because they help frame our discussion 
for future research and highlight possibly 
important process differences in ROM systems/ 
approaches. Broadly, explanations for the benefit 
of ROM include that it can enhance the theory- 
common facilitative factors in treatment (e.g., 
therapeutic alliance; Duncan & Reese, 2015) and 
increase client engagement (Anker et al., 2009). 
From a theoretical perspective, feedback inter­
vention theory and therapeutic assessment

i
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(Carlier et al., 2012) have both been offered as 
possible explanations for ROM’s promoting clinical 
mechanisms of change.

and tailored to the individual; that is, such assess­
ment can be used for therapeutic purposes rather 
than only for providing diagnostic information 
(Poston & Hanson, 2010).

Therapeutic Alliance and Enhanced 
Common Factors
A common finding in psychotherapy science is that 
the therapeutic alliance is a consistent predictor 
of treatment outcome (Fluckiger et al., 2018).
It has been hypothesized that the use of ROM 
can promote client-therapist collaboration that 
fosters a better working alliance and increased 
client engagement in treatment. There is some 
support that ROM can benefit the therapeutic 
alliance, albeit most of it is indirect evidence.
For example, Lambert et al. (2018) found increased 
benefit when clinical support tools (that includes 
administering a working alliance measure) were 
used with not-on-track (NOT) clients. More 
directly, at least two studies have found that 
clients who engaged in ROM with an alliance 
measure reported faster increases in alliance scores 
compared with clients in a treatment-as-usual 
condition without ROM or alliance measurement 
(Brattland et al., 2018; She et al., 2018).

DIFFERENT SYSTEMS OF ROM

According to Lambert (2015), a viable ROM 
system requires three components: a reliable 
and valid measure of client change, a normative- 
determined signal of notification of at-risk clients, 
and continuous progress monitoring. Together, 
these ensure that the system identifies not-on-track 
clients in time for remedial action. Providing the 
foundation of our current discussion of available 
systems, a 2015 special issue of Psychotherapy, 
“Progress Monitoring and Feedback,” presented 
seven systems that meet Lambert’s criteria, each 
with accompanying electronic tracking technology. 
One of those seven, the Counseling Center 
Assessment of Psychological Symptoms (Youn 
et al., 2015) is not included in our review given 
its narrow focus on the mental health needs 
of college students. Also not included in our 
review are systems specifically designed for youth 
(e.g., Contextualized Feedback System; Bickman, 
2008) or a particular theoretical orientation (e.g., 
Systemic Therapy Inventor)' of Change; Pinsof 
et al., 2015). The systems that follow represent 
the most widely used, psychometrically validated, 
transtheoretical, and empirically supported ROM 
approaches.

First, in order of appearance in that special 
issue, is the aforementioned OQ (Lambert, 2015). 
The 45-item OQ (a 30-item version is also 
available) asks clients to estimate frequency of 
occurrence of 45 symptoms, emotional states, 
interpersonal relationship functioning, and social 
role functioning on a 5-point Likert scale. The 
OQ was designed to monitor client functioning 
at each session, the first measure to do so. The 
OQ also includes the 40-item Assessment for 
Signal Clients, designed for clients not benefiting, 
to assist clinicians with potential impediments 
to successful treatment, including poor alliance 
quality, low motivation, restricted social support, 
and stressful life events.

Feedback Intervention Theory 
and Therapeutic Assessment
Carlier et al. (2012) presented feedback inter­
vention (FI) theory and therapeutic assessment 
as two theoretical means for understanding 
the mechanisms of change promoted by ROM. 
Drawing mainly on industrial and organizational 
psychology, Kluger and DeNisi (1996) developed 
FI theory to explain the role of feedback in the 
process of influencing performance. Their theory 
draws on other theories (e.g., control theory, goal­
setting theory) and hypothesizes that individuals 
can be motivated to change by having data that 
provides comparisons of current behavior to a 
standard or goal (actual vs. desired behavior) 
and that feedback based on this comparison can 
direct attention and influence behavior to reduce 
the gap between the two. Carlier et al. also high­
lighted the model of therapeutic assessment and 
the potential clinical benefit of collaboratively 
discussing assessment data that is personalized
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It contains 17 items rated on a 5-point Likert 
scale about the most common symptoms and 
problems reported by those seeking treatment. 
Ten of the items ask about clinical symptoms, 
social isolation/conflict, and functioning in daily 
activities (i.e., Global Distress Scale). Three items 
screen for substance abuse, and the remaining 
four items solicit client responses about the 
therapeutic alliance. ACORN has been at the 
forefront of ROM, especially with large systems 
of care, since the beginning.

Fifth is the Treatment Outcome Package 
(TOP; Boswell et al., 2015). The TOP system is 
unique in its comprehensive multidimensional 
focus (Kraus & Castonguay, 2010). The TOP 
Clinical Scales consist of 58 items assessing 
12 symptom and functional domains. It can be 
administered at intake to aid in case conceptuali­
zation and treatment planning, at pre- and post­
treatment for indication of treatment effectiveness, 
or al regular intervals (e.g., session to session) 
to assess progress over time. The TOP has also 
provided a natural anchoring point for commu­
nity and training practice-research networks 
(PRNs; Castonguay et al., 2011), data-driven 
treatment initiatives (see Adelman, 2005), and 
community-based clinical trials on matching 
clients to therapists’ measurement-derived 
strengths (Constantino et al., 2021). In addition 
to monitoring effectiveness, understanding 
therapist variability (Kraus et al., 2011), and 
providing data-driven predictions related to 
child welfare (Kraus et al., 2015), the TOP system 
has been particularly influential in training 
clinics, where it can help students acquire and 
develop clinical skills and conduct clinically 
relevant studies.

Sixth is the Behavioral Health Measure-20 
(BHM-20; Kopta et al., 2015). The BHM-20 evolved 
from early work on the dose-effect relationship 
(Howard et al., 1986) as well as the phase model 
of mental health assessment and improvement 
(Howard et al., 1993). Although the latest version 
consists of at most 21 items, the BHM-20 is 
intended to be both comprehensive and efficient 
in its coverage of mental health syndromes. 
Using a 5-point Likert scale, the BHM-20

Second is the Partners for Change Outcome 
Management System (PCOMS; Duncan <Sr Reese, 
2015). Emerging from clinical practice and designed 
with the frontline clinician in mind, PCOMS 
employs two four-item scales, one focusing on 
outcome (the Outcome Rating Scale [ORS]; Miller 
et al., 2003) and the other on the therapeutic 
alliance (the Session Rating Scale [SRSJ; Duncan 
et al., 2003). Unlike most outcome instruments, 
the ORS is not a list of symptoms or problems 
checked by clients on a Likert scale. Rather, it is 
a visual analog instrument that is individualized 
with clients to represent their distress and the 
reasons for sendee in three domains (personal, 
interpersonal, social). PCOMS directly involves 
clinicians and clients in an ongoing collaborative 
process of measuring and discussing both 
progress and the alliance, the first system to 
do so (Duncan & Sparks, 2002).

Third is the Clinical Outcomes in Routine 
Evaluation (CORE; Barkham et al., 2015) system. 
Using a 5-point Likert scale, CORE is a 34-item 
(10-item and five-item versions are also available 
for session-to-session use) measure of psychological 
distress in the domains of Subjective Well-Being, 
Problems, Life Functioning, and Risk. CORE also 
includes provider-completed forms designed to 
be administered pre- and posttherapy. Extensively 
used in the United Kingdom, CORE has been 
used not only to track client progress but also 
to benchmark patient outcomes al clinic and 
systems levels (Mellor-Clark et al., 2013). The 
large CORE data set has also promoted research 
on general psychotherapy effectiveness (Barkham 
et al., 2012), dose-effect curves (Stiles et al., 2015), 
and one of the largest studies ever of therapist 
effects (Saxon & Barkham, 2012).

Fourth is the A Collaborative Outcome 
Resource Network (ACORN; Brown et al., 2015). 
ACORN is a comprehensive clinical information 
system designed, via integration of data sets from 
multiple sources, to analyze data and increase 
the value of mental health services. Realizing 
that therapists and clients require brevity while 
researchers prefer comprehensiveness and psycho­
metric rigor, the ACORN system balances these 
competing demands with the Adult Version II.
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consists of a Global Mental Health instrument 
with three primary scales: Well-Being, Psycho­
logical Symptoms, and Life Functioning, each 
designed to evaluate the three phases of outcome 
(first rehabilitation, remediation, final rehabili­
tation; Howard et ah, 1993). The BHM-20 also 
includes a Suicidal Monitoring Scale consisting 
of two items. A longer version (43 items) of the 
BHM is available, as well as the Psychotherapy 
Readiness Scale (five items, generally used in 
the first session) and the Therapeutic Bond Scale 
(six items). All of the instruments are optional 
and can be used as pre-post assessments or at 
every session.

Finally, a more recent system not included 
in the special Psychotherapy issue is feedback- 
informed treatment (FIT; Delgadillo et al., 2018). 
FIT, another U.K.-based ROM, includes two 
outcome scales in the public domain: the widely 
used Patient Health Questionnaire-9 (PHQ-9; 
Kroenke et al., 2001) and the Generalized Anxiety 
Disorder-7 (GAD-7; Spitzer et al., 2006). The 
PHQ-9 is a nine-item screening tool for depres­
sion, in which each item is rated on a 4-point 
Likert scale. The GAD-7 is a seven-item measure 
developed to screen for anxiety disorders, also 
rated on a 4-point Likert scale. FIT has been 
implemented in the national U.K. Improving 
Access to Psychological Therapies (IAPT) 
program, which offers protocol-driven, evidence- 
based psychological interventions for depression 
and anxiety disorders organized in a stepped 
care model (Clark, 2011). The FIT system not 
only has demonstrated improved outcomes 
but also is more cost-effective than usual care 
(Delgadillo et al., 2021).

Each of the preceding systems has similarities 
to and differences from one another, as well as 
strengths and weaknesses. The OQ is the first 
session-by-session ROM system and the most 
empirically validated; PCOMS is the briefest 
and is also empirically validated; CORE is the most 
widely used in Europe and has been extensively 
used in benchmarking and psychotherapy research; 
ACORN is the most multisourced system and 
combines brevity with comprehensiveness; the TOP 
includes the most extensive multidimensional

assessment and has provided a base for creating 
community and training PRNs; the BHM-20 also 
strives to balance brevity with comprehensive­
ness and provides a variety of optional measures 
addressing readiness, the alliance, and suicidal 
behavior; and finally, FIT offers widely used 
measures in the public domain and shows promise 
regarding both empirical validation and cost- 
effectiveness.

While the choice of which system best suits 
a particular agency or organization or individual 
is based on many factors, we present the follow­
ing distinguishing factors based largely on the 
conclusions of a recent special section addressing 
ROM in Psychotherapy Research. In that issue, 
McAleavey and Moltu (2021), the editors, presented 
these conclusions: (a) ROM must be culturally 
relevant (e.g., Sun et al., 2021); (b) clinicians 
must perceive ROM to be practical or feasible 
(Kwan et al., 2021); (c) ROM must include 
an explicit rationale to ensure active client 
collaboration—the impact of ROM seems greatest 
with collaborative discussion (Brooks Holliday 
et al., 2021); and (d) significant training is required 
to maximize ROM impact (see the next section; 
Kwan et al., 2021). We add one other distinguishing 
factor, empirical support, which seems conspicu­
ously absent from many discussions of ROM.

Cultural Relevance and Social Justice
The noted ROM systems all support a social justice 
paradigm via consciousness raising and ongoing 
self-examination (Goodman et al., 2004; Pieterse 
et al., 2013). All can examine therapist effects 
specifically related to cultural competence with 
underrepresented populations. Kopta et al. (2015), 
for example, provided a compelling example of 
differential effectiveness with racial/ethnic minor­
ities and made a strong case that outcome data 
can help therapists to build new skills and reduce 
differences in outcome based on client factors.

A search among the approaches for the words 
social justice or cultural competence, however, 
brings few results. Returning to the 2015 special 
Psychotherapy issue, none of the reviewed 
approaches, except one, discuss cultural com­
petence or social justice beyond providing data
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research purposes, offering more domains for 
inquiry and depth of content.

That being said, there can also be disadvantages. 
Again, measures that are perceived as too long by 
psychotherapists prevent many from considering 
ROM or result in low compliance rates. For exam­
ple, Barkham et al. (2015) reported that only about 
one third of their database includes completed 
CORE measures (longer or shorter versions). 
Moreover, longer measures are also susceptible to 
being relegated to periodic or pre-post measure­
ment, which can result in the data’s not being fully 
representative of actual practice.

Regarding the noted systems, the TOP 
(58 items) and the OQ (45 or 30 + 40 items 
for at-risk clients) are on the longer side of the 
continuum, the CORE-OM (34 or 10 or 5 items + 
pre-post) and BHM (43 or 21 items +11 optional 
items) about in the middle, and ACORN (17 items), 
FIT (9 or 7 items), and PCOMS (4 + 4 items) fall 
toward the shorter side. The question of when a 
measure is too short or too long requires continued 
empirical investigation balanced with consider­
ation of what a given organization is hoping to 
gain. Duncan and Reese (2013), from a purely 
practical perspective, answered the question of 
when a measure is too long with simply, “When 
clinicians won’t use it” (p. 136).

to examine differential effectiveness. The PCOMS 
article devotes 50 lines of text to this important 
issue. Social justice has been a part of PCOMS 
since its inception (Duncan & Sparks, 2002). 
PCOMS represents a departure from expert-driven 
formulations that classify client distress from a 
theoretical or symptom vantage point, which 
potential culprits of ethnocentric and cultural 
biases. The measures and process of PCOMS 
do not emphasize a diagnostic, symptomatic, 
or theoretical lens, and they permit the clients to 
frame their distress in a manner that is consistent 
with their preferences and worldview. In a bench­
marking study, Reese et al. (2014) evaluated the 
effectiveness of using PCOMS with a racially 
diverse adult sample from low socioeconomic 
backgrounds with a depressive disorder and 
found effect sizes that were similar to broader 
ROM-focused clinical trial studies.

arc

Reliability, Validity, and Practicality 
All of the preceding systems have acceptable to 
excellent psychometric reliability and validity 
of their respective instruments, with extensive 
administration and research support. That leaves 
the length of the measures and their practicality 
for everyday clinical practice to be a distinguish­
ing aspect. Feasibility is critical to practitioner 
acceptance given that most studies of ROM 
implementation cite barriers related to time 
of administration and overall burden to staff 
(Ionita et al., 2020). It is notable that most of the 
preceding systems have addressed the practicality 
issue either by design (PCOMS, ACORN, FIT) 
or by offering reduced versions of their original 
measures (OQ: 45 to 30 items; CORE: 34 to 10 
or five items; BHM: 43 to 21 items) to accommo­
date every-session use.

There are, however, advantages to longer 
measures (Halstead et al., 2013). Longer tools are 
typically more reliable and valid than shorter ones 
and arguably offer better detection of behavioral 
health symptomatology and overall functioning, 
as well as specific predictions of ultimate outcomes 
and related variables. Comprehensive and multi­
dimensional measurement systems are ideal for

Client Collaboration: Clinical Processes 
of ROM
As noted in a 2021 issue of Psychotherapy Research 
(McAleavey & Moltu), the collaborative use of 
ROM systems has become more in focus. ROM is 
now often defined with variations of these four 
components (Fortney et al., 2017; Kearney et al., 
2015; Scott & Lewis, 2015): (a) routine administra­
tion of outcome measures, (b) practitioner review 
of data, (c) client review of data, and (d) shared 
decision-making and collaborative reevaluation 
of the treatment plan informed by data. Similarly, 
Krageloh et al. (2015) suggested a five-category 
typology of ROM systems, ranging from Category 
1 (ROM scores not fed back to clinician or client) 
to Category 5 (scores fed back to clinician and 
client, with a formalized structure to guide discus­
sions). After reviewing 27 ROM studies based on
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2018; 0sterg&rd et al., 2020; Pejtersen et al., 2020; 
Shimokawa et al., 2010), and all but 14 studies 
across them used the OQ-45 or the ORS that are 
used in the OQ and PCOMS approaches. Within 
those studies, there was little homogeneity in the 
processes used (e.g., measures being discussed 
with clients) other than that outcome measures 
were administered throughout treatment and 
the information was provided to clinicians to 
evaluate treatment progress.

Early research on ROM generally found 
positive effects (Knaup et al., 2009; Lambert <Sr 
Shimokawa, 2011). For example, Lambert and 
Shimokawa’s (2011) meta-analytic review of 
nine studies using the OQ and PCOMS with 
over 6,700 clients indicated that clients in the 
ROM-based feedback condition had less than 
half the odds of experiencing deterioration and at 
least 2.6 times higher odds of achieving reliable 
change than clients in a treatment-as-usual 
(TAU) condition (with no ROM-based feedback). 
Given the encouraging results and the clinical 
practicality, there has been increased interest and 
a proliferation of studies in the last 10+ years.
With this expansion of ROM research has come 
increased scrutiny to redress previous limitations 
of research; evaluate its use with different client 
populations (e.g., children and adolescents), 
outcome measures, treatment issues (e.g., eating 
disorders, substance use), formats (e.g., group), 
and settings (e.g., inpatient, schools); and evaluate 
variables that moderate/rnediate its efficacy (e.g., 
therapeutic alliance, therapist variables).

More recent meta-analyses provide an overall 
positive, but mixed, picture. Kendrick et al.
(2016) concluded, based on 17 studies, there was 
“insufficient evidence” (p. 2) in support of ROM’s 
efficacy due to study design weaknesses (e.g., 
risk of bias, inadequate masking). When focusing 
only on the studies that used the OQ-45 and 
ORS as outcome measures to evaluate mean 
pre- and posttreatment scores, they reported 
that the findings did not find clients in the ROM 
condition to have superior outcomes to TAU 
clients. However, they did report across 10 studies 
that not-on-track (NOT) clients in the ROM 
condition had better treatment outcomes than

this typology, Krageloh et al. (2015) concluded 
that the availability of formalized guidelines for 
clinician-client discussion of feedback was most 
highly associated with improved outcomes.

The recent attention to the clinical process of 
ROM is promising, and its delay is understandable. 
Most ROM systems arose from rigorous measure 
construction and psychometric research and 
were aimed at the prevention of treatment failure. 
An exception seems to be PCOMS, which empha­
sizes clinical process and client collaboration 
(Duncan & Sparks, 2019). The 2015 Psychotherapy 
special issue about ROM illustrates the differential 
attention of the noted ROM approaches to the 
collaborative clinical processes involved. A crude 
indication of the differences among the approaches 
can be gleaned from counting the lines devoted to 
clinical process: OQ—30 lines of text, PCOMS— 
170 lines, CORE—0 lines, ACORN—24 lines, 
TOP—39 lines, and BHM—22 lines.

THE ROM EVIDENCE BASE

Although all of the systems described here have 
established psychometrics and supporting data 
regarding outcome improvements and myriad 
psychotherapy and client variables, only two 
have extensive randomized clinical trial (RCT) 
support for the benefits of ROM and ROM-based 
feedback: the OQ and PCOMS. A recent meta­
analysis (de Jong et al., 2021) reported that of 
the 58 included trials, the OQ accounted for 38% 
of the available evidence and PCOMS accounted 
for 36%, while the rest of the included ROM 
approaches were used in only one or two studies. 
Both the OQ and PCOMS were included in the 
Substance Abuse and Mental Health Adminis­
trations National Registry of Evidence-Based 
Programs and Practices. The only other of our 
reviewed systems that has conducted at least 
one RCT is the FIT of Delgadillo et al. (2018). 
The empirical evidence for these three systems 
is reviewed later.

We identified eight ROM-focused meta­
analyses (Kendrick et al., 2016; Knaup et al., 2009; 
Lambert & Shimokawa, 2011; Lambert et al., 2003,
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have focused on PCOMS, we break down the 
findings for each system further.

There have been multiple recent meta-analyses 
involving the PCOMS, including the Lambert 
et al. (2018) study already discussed and two 
that are exclusive to PCOMS (0sterg£rd et al., 
2020; Pejtersen et al., 2020). In the Lambert el al. 
(2018) study, six of the nine studies reviewed 
found statistically significant treatment gains on 
the ORS for the feedback condition over TAU. 
Collectively, the nine PCOMS studies indicated 
larger treatment gains on the ORS compared 
with TAU clients (small-to-medium standardized 
effect size, SMD = 0.40). This included all clients 
(N = 2,272), not just those NOT. Specific to reliable 
change, feedback clients were more than twice as 
likely to incur reliable improvement compared 
with TAU clients.

The other PCOMS-focused meta-analyses 
(0sterg£rd et al., 2020; Pejtersen et al., 2020) 
were decidedly more mixed. Pejtersen et al. 
concluded that feedback was not helpful for 
improving well-being for clients. This study 
highlighted an important concern that influenced 
their methodology that we consider more fully 
later in the future research section. Namely, 
they noted that previous RCTs for PCOMS used 
a single outcome measure, the ORS, which is part 
of the intervention. This is a potentially critical 
point that has been raised by others (e.g., Duncan 
et al., 2021; Lambert et al., 2018), that using 
the same measure for the intervention and the 
outcome may introduce bias.

To address this concern, Pejtersen et al.
(2020) opted to use the number of sessions treated 
as an outcome for studies that only used the 
ORS as an outcome measure. Unfortunately, 
this outcome is problematic as a valid measure.
An argument could be made that clients who 
are NOT would be hypothesized to attend more 
sessions. Research has supported this (e.g., 
Shimokawa et al., 2010). This is intuitive and 
fits the rationale for ROM, but a competing issue 
is that PCOMS research has found that clients 
in a ROM condition improve more rapidly and 
ultimately require fewer sessions (e.g., Janse et al, 
2020; Reese et al., 2010). Due to these competing

TAU clients who were identified by the ROM 
algorithm as being NOT.

Lambert et al. (2018) reviewed 24 studies 
focused on the OQ or PCOMS, and 18 indicated 
that clients in a ROM condition had better 
treatment outcomes compared with those in a TAU 
condition, with an overall small-to-moderate 
weighted standardized mean difference (SMD) of 
0.14. As with the Kendrick et al. (2016) review, 
the largest effect was found for clients identified 
as NOT (SMD = 0.33), with significantly lower 
deterioration rates and approximately double the 
rates of reliable or clinically significant change. 
For the OQ studies, an important dimension 
to consider is those studies that evaluated the 
inclusion of clinical support tools. In these 
six studies, the weighted effect size increased to 
SMD = 0.49 for NOT clients, with significantly 
lower rates of deterioration and higher rates of 
reliable or clinically significant change (Lambert 
et al., 2018). Moreover, the odds of improving 
in the NOT feedback condition were 1.89 times 
more likely than the TAU condition, and the 
odds of deteriorating were 0.61 times less likely. 
Overall, the multiple meta-analyses converge 
in concluding that the OQ is of most benefit 
for clients who are at risk for dropping out of 
treatment early. Thus, feedback systems should 
include a normative data dimension that allows 
for identifying clients at risk for premature 
termination.

Recent ROM studies not included in the 
meta-analyses, or that have been conducted since 
then, also provide a more complicated picture 
of the benefit of ROM. For example, in a ROM 
quasi-experimental (before-and-after) study that 
used a computer-generated algorithm to give 
feedback to clinicians using PHQ-9 and GAD-7 
scores (Delgadillo et al., 2017), researchers did 
not find significant differences between the 
quasi-control condition and the ROM condition 
but did find that using ROM resulted in clients’ 
achieving the same outcomes in fewer sessions.
In a follow-up RCT study, however, Delgadillo 
et al. (2018) found significant differences for NOT 
clients. Given that there are differences within 
each system and the newest meta-analytic studies
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issues, it is unclear if sessions attended is a viable 
means to evaluate the benefits of PCOMS.

However, Pejtersen et al. (2020) did evaluate 
six studies that used an alternate outcome measure 
and found a standardized effect size of Hedges’ 
g = .03 and concluded that feedback did not benefit 
client treatment outcome. This certainly needs 
to be further addressed, and yet we want to be 
cautious of conclusions that are based on a small 
number of studies that were heterogeneous in the 
treatment formats and populations, and uneven 
with protocol adherence. Of the five studies that 
found no benefit for feedback on different mea­
sures, one was conducted in an inpatient setting 
with adolescents (Lester, 2012), a second focused 
on outpatient therapy in a community mental 
health agency (Kellybrew-Miller, 2015), a third 
addressed group therapy for adults with an eating 
disorder (Davidsen et al., 2017), a fourth was 
in an emergency psychiatry setting with adults 
(van Oenen et al., 2016), and the fifth was in an 
outpatient setting with adults (Rise et al., 2012, 
2016). Given that three of the studies were 
with more severely distressed populations, this 
dimension should be considered further as a 
potential limit of how ROM is used with those 
who are more distressed. Yet, a bigger shadow 
cast over these studies is that three of the five 
studies (Kellybrew-Miller, 2015; Lester, 2012;
Rise et al., 2012, 2016) averaged fewer than 
four sessions (e.g., 2.2 sessions in Kellybrew- 
Miller and 1.7 sessions in Lester) and the other 
two did not follow either parts of or the entire 
ROM protocol (Davidsen et al., 2017; van Oenen 
et al., 2016).

find that including an alliance measure in group 
therapy resulted in fewer clients deteriorating. A 
third study (Janse et al., 2020) found that using 
a “high-intensity” (using PCOMS) form of ROM 
compared with “low intensity” (completion of the 
Symptom Checklist-90 every fifth session) resulted 
in feedback’s being more efficient and having fewer 
dropouts. Shimokawa et al. (2010) summarized 
three OQ studies that evaluated if both therapists’ 
and clients’ seeing the results influenced outcome 
rather than just the therapist. Overall, the results 
indicated a greater likelihood of achieving reliable 
change when both saw the results but did not find 
significance when evaluating pre-post means.

Other ROM research has focused on therapist 
factors. For example, de Jong and colleagues 
(2021) found that the actual effect of ROM on 
client outcomes was moderated by therapists’ 
attitudes toward ROM; that is, for therapists with 
more positive versus negative attitudes, the 
beneficial impact of ROM was greater. Therapists 
generally tend to hold neutral to positive attitudes 
about ROM (Cooper et al., 2019; Jensen-Doss 
et al., 2018), but therapist characteristics (e.g., 
theoretical orientation, clinical setting) and 
methodological differences (e.g., attitude measure 
used) appear to influence such attitudes. For 
example, Kaiser and colleagues (2018) found 
that therapists who endorsed using a cognitive- 
behavioral framework had significantly more 
positive attitudes toward outcome monitoring 
compared to those who used humanistic or 
existential frameworks.

Professional self-doubt is one characteristic 
that might influence ROM. Professional self­
doubt refers to doubts about one’s ability to 
effectively help clients (Orlinsky & Ronnestad, 
2005). A few studies have been published show­
ing that some degree of professional self-doubt 
might be beneficial to the therapeutic process 
(Nissen-Lie et al., 2010, 2013, 2017). Although 
seemingly paradoxical, the authors interpreted 
this finding by suggesting that a higher level 
of professional self-doubt is indicative of a 
tendency to be more open to feedback and 
reflective about one’s professional practices 
(Nissen-Lie et al., 2017). Professional self-doubt

Why/How Does ROM Work?
There are no direct comparison studies of ROM 
approaches to evaluate differential benefit. Research 
that has attempted to address this question has 
largely done so by altering or evaluating the ROM 
process or by looking at therapist variables. A 
couple of studies have attempted to add (Burlin­
game et al., 2018) or exclude (Mikeal et al., 2016) 
an alliance measure for ROM, with neither study 
finding that such inclusion or exclusion impacted 
treatment outcomes. Burlingame et al. (2018) did
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d potential limits of ROM merit further scrutiny, 
and yet it is important to consider these findings 
from multiple perspectives. Although we are 
admittedly biased, a more balanced critique is 
warranted given the number of positive findings. 
First, there seems to be a pattern in the studies 
that find benefit versus those that have not. Level 
of intentionality and intensity of ROM appear to 
matter. Lambert and colleagues demonstrated 
this with the inclusion of clinical support tools 
that increased benefit to their original ROM 
process (Lambert et al., 2018), as did Janse et al. 
(2020), whose findings indicated that frequency 
of ROM matters (every session versus every 
fifth session). All of the studies that did not find 
an effect for ROM seemed to lack the intensity/ 
intentionality dimension in some manner, either 
via adherence or simply by not having enough 
sessions to evaluate the intervention adequately 
(Duncan & Sparks, 2019).

Second, a critique has been that ROM benefits 
are less impressive overall when an alternate 
outcome measure is used. We agree this must 
be considered carefully, and future research is 
clearly needed. Using the outcome measure that 
is part of the monitoring intervention could 
introduce demand characteristics and inflate 
scores. Yet, another consideration is that the 
measures continually used as part of treatment 
helped shape treatment and their subsequent 
outcomes. Perhaps the measure is a more accurate 
reflection of the clients experience and treatment 
outcome as well as more sensitive to change than 
symptom-based measures. Some evidence supports 
this possibility. For example, DeSantis et al. 
(2017) found the ORS to be more sensitive to 
patient distress and therefore identified more 
patients in primary care for behavioral health 
intervention than did the PHQ-9.

Future research should address this question 
by evaluating the level of correspondence between 
measures used as part of ROM and those used 
to evaluate the ultimate effectiveness of ROM 
systems on central client treatment outcomes. 
An example of this, Delgadillo et al. (2018) 
found that ROM showed benefit on a quality- 
of-life measure, but not symptom severity. More

might serve as a motivator for therapists to reflect 
their performance, which in turn may prompt 

them to seek guidance and/or alter their approach 
through ROM. Thus, a certain amount of pro­
fessional self-doubt may be associated with 
increased willingness to use client-rated feedback 
in a meaningful way.

Cultural humility is another potential moderator 
of ROM effectiveness. Research indicates there is 
variability within therapists’ caseloads in terms of 
their effectiveness with clients with marginalized 
identities (Hayes et al., 2016). Yet, therapists 
tend to have difficulty accurately assessing the 
boundaries of their multicultural competence, 
which has prompted researchers to recommend 
that multicultural competence be determined by 
outcome measures (Imel et al., 2011). Therapists 
who are culturally humble might be more likely 
to view ROM as an unbiased indicator of their 
cultural competence and as a useful way to ensure 
the delivery of services that are culturally sensitive 
(Pinner <$r Kivlighan, 2018). More generally, 
researchers have also proposed that the character­
istics necessary for the effective use of feedback 
seem to be encompassed within the broader 
concept of clinician humility. Previous authors 
have identified the following core features of 
general humility: (a) willingness and ability to 
accurately assess one’s own personal characteristics 
and achievements, (b) a modest self-presentation, 
and (c) increased focus on others versus the 
self (Davis et al., 2011). Humility may play an 
important role in several aspects of ROM. For 
example, humility is needed to increase openness 
to feedback that some clients are NOT and be 
willing to adjust one’s therapy approach.

an
on

an

RESEARCH SUMMARY AND FUTURE 
RESEARCH CONSIDERATIONS

Most of the research supports the use of ROM 
with a range of adult clients in individual psycho­
therapy, with some evidence that it is also 
beneficial in couples and group therapy formats. 
Yet, there is recent research to suggest that ROM 
may not work in certain settings and may be less 
effective than originally believed. The benefits
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studies like this are needed. Both our clinical 
and research experiences (Duncan et al., 2021) 
suggest that global improvements in functioning 
as measured by the ORS (including quality of 
life) are often more relevant to client treatment 
goals and precede symptom improvement. Malins 
et al. (2020) found that last-session ORS scores 
predicted multiple outcomes 12 months later, 
including symptom severity of anxiety. In addition, 
there are notable exceptions to the concerns. 
Brattland et al. (2018) and Duncan et al. (2021) 
found a feedback effect on the Basis-32 and 
PHQ-9, respectively, and several other studies 
found corroborating evidence on other variables, 
such as attendance, divorce rates, and masked 
clinician and observer ratings (Anker et al., 2009; 
Schuman et al., 2015; She et al., 2018). These 
studies cast considerable doubt on the demand 
characteristics hypothesis.

Even though debate persists about the benefits 
of ROM, the totality of the research supports its 
effectiveness with clients. Future research also 
needs to more fully consider the mechanisms 
through which ROM works and the conditions 
under which it works best, as opposed to only 
testing that it works in comparison to not using 
ROM or ROM-based feedback. The issue of mea­
surement is a critical issue to address, and future 
research needs to move beyond the monomethod 
to evaluate outcome. Further, RCT studies 
that compare the clinical processes need to 
be conducted. For example, does the level of 
collaboration influence ROM outcomes? Lastly, 
more research is needed to evaluate ROM in 
different settings and with different populations. 
This includes more focus on clients of color and 
other marginalized, underrepresented populations 
to understand how ROM can be used in a cultur­
ally responsive manner.

improving client care, improving supervision/ 
training, and improving behavioral health policy.

Improving Care to Clients 
As noted, there is compelling evidence (small- 
to-moderate effect sizes) that ROM improves 
outcomes and reduces dropouts compared with 
TAU. Lambert (2015) concluded, “The effects 
of these procedures are much larger than those 
achieved by providing the right treatment for 
the right disorder. Given the strength of research 
support it makes little sense to continue to offer 
routine care in the absence of effective feedback 
practices” (p. 388). Nevertheless, implementation 
lags far behind the science. A recent study of social 
workers, counselors, and marriage and family 
therapists (n = 504) indicated that only 13.9% of 
participants reported use of standardized progress 
measures (Jensen-Doss et al., 2018). When asked 
about how often they would like to administer 
these measures, nearly 25% of participants said 
they would like to gather frequent progress data. 
However, only 6.8% said they would prefer 
administering them every one to two sessions, 
and 45% said they would prefer to not gather any 
progress data. Thus, consistent with prior studies 
of psychologists (lonita et al., 2020), these data 
indicate very low rates of ROM use by clinicians. 
But there is hope, and it comes with supervision 
and training.

Improving Supervision and Training 
The use of ROM data in supervision has been 
suggested as a way of addressing the lack of focus 
on client outcome in both practice and research 
(Reese et al., 2009; Sparks et al., 2011; Worthen 
& Lambert, 2007). Lambert and Hawkins (2001) 
were the first to suggest that supervision could 
use outcome data as a means of shaping super­
vision time and facilitating both training and 
ensuring that clients were benefitting. Duncan 
and Reese (2015) highlighted several advantages 
of data-based supervision. Particularly for thera­
pists early in training, outcome measures readily 
identify what is most salient to the client and 
helps frame the session. Beginning counselors 
also want to know if they are being helpful to

CLINICAL IMPLICATIONS OF 
ROUTINE OUTCOME MONITORING

All seven ROM approaches briefly reviewed 
offer good choices for individuals, agencies, or 
graduate programs. All seven concur that there 
are three major clinical implications of ROM:
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Orlinsky and Ronnestad’s (2005) extensive, 
going longitudinal investigation of therapist 

development. Orlinsky and Ronnestad identified 
types of therapist growth. First is the therapist’s

clients, and outcome data directly address this 
question. Without outcome feedback, trainees 
could complete their training without really 
having an answer. More troubling is a clinician 
may not have an answer over the course of an 
entire career!

From a supervisor perspective, using client 
outcome data, as noted by Lambert and Hawkins 
(2001), makes more efficient use of supervision 
time. Outcome data not only identifies clients 
who require more attention, but also grants a 
more realistic account of trainees’ performance. 
Supervisors are often left to rely on the trainee’s 
perspective, which is often fraught with wishful 
thinking (Walfish et al., 2012) or bias exacerbated 
by any evaluative context. Finally, Worthen and 
Lambert (2007) suggested that outcome data 
allow specific supervisory feedback that is value 
neutral given that it comes from the client.
This subtle shift may seem more collaborative 
rather than evaluative, and permit feedback to 
be better heard.

Not much empirical evidence is available 
about supervision with ROM or supervision and 
outcome in general. Reese et al. (2009) assigned 
trainees (?i = 28) to either a ROM condition (client 
feedback was used and the results were discussed 
with the supervisor) or a no-feedback condition. 
Trainees in both conditions demonstrated 
significant improvement in client outcomes 
(client sample, n = 110), but those in the feed­
back condition exhibited almost twice as much. 
The supervisees in the feedback condition also 
demonstrated more improvement across their 
caseloads from fall to spring semester. In a 
follow-up study, Grossl et al. (2014) isolated 
the influence of using client feedback data in 
supervision. In all, 44 trainees were randomly 
assigned either to a supervision condition in 
which client feedback data were discussed or 
to a supervision-as-usual condition. All trainees 
used feedback with their clients. No significant 
differences were found on client outcome, but 
trainees in the feedback supervision condition 
reported increased supervision satisfaction.

Duncan and Reese (2015) suggested additional 
supervisory processes based on ROM data and

on

two
experience of career development, or improve­
ment in clinical skills. Therapists want to believe
that they are getting better over the course of 
their career. ROM provides an objective way of 
knowing whether career development is happening, 
as well as the impetus for the therapist to take 
charge of it. Supervision provides the structure 
and encouragement to monitor and accelerate 
supervisee development via a transparent discussion 
of therapist effectiveness.

The second and most powerful influence on 
development identified by Orlinsky and Ronnestad 
(2005) is therapists’ sense of their current growth, 
which mainly arises from their experience with 
clients. Therapists truly believe that clients are 
the best teachers of psychotherapy. Here the 
supervisor asks about what has been learned 
from successful and unsuccessful clients, about 
anything that happened that was new or different, 
and about the supervisee’s thoughts about their 
identity—helping the therapist to experience 
current growth, value the daily work with clients, 
and partake in the opportunities for development 
and replenishment they offer. Clients who are 
not benefiting provide the best opportunities for 
accelerating development and for encouraging 
supervisees to do things they have never done 
and embrace the uncertainty endemic to the 
work, as it is to life (Duncan, 2014).

Whereas the Jensen-Doss et al. (2018) and 
Ionita et al. (2020) studies paint a somewhat 
dismal picture of therapist use of ROM, a look at 
implementation in graduate programs portrays 
a sunnier outlook. Peterson and Fagan (2017) 
surveyed psychology training clinic directors about 
the use of ROM and reported that 67% indicated 
they were currently using some form of ROM 
in their clinics. Cooper el al. (2019) described 
the long-term process of implementing ROM in 
a graduate program. They ultimately achieved 
about 70% compliance with ROM. In tandem with 
utilizing brief measures and web-based technology, 
Cooper et al. reported that intensive, long-term
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clinician training and support to be a critical factor 
affecting ROM implementation and adoption. 
Brown et al. (2015) concluded:

Thus, we believe that the evidence 
requires the introduction of feedback 
informed treatment into ail therapist 
training programs if they wish to 
claim that they are training effective 
therapists based on the evidence.
Without this experience . . ., the 
new therapists will not be prepared 
to thrive in a world that demands 
accountability and evidence of effec­
tiveness. Without ongoing perfor­
mance feedback, therapists lack the 
information necessary to improve 
their results—or worse, they may 
simply remain ineffective or 
deteriorate, (p. 419)

participation, and decrease health-care costs. For 
example, the Centers for Medicare and Medicaid 
Services recently added practicing psychologists 
to the Merit-based Incentive Payment System 
(Rousmaniere et al., 2020). This means that 
psychologists’ reimbursements for Medicare 
services may be adjusted based on their perfor­
mance, ranging from a bonus of 7% to a penalty 
of-7%. In addition to increased pay for services, 
referral steerage is another suggested incentive, 
with the idea being that the providers with 
demonstrated superior outcomes would be 
prioritized and receive more clients from reim­
bursement entities. The upside is summarized 
by Boswell et al. (2015):

The outcome report would provide 
options of at least three area clinicians 
who have documented superior out­
comes in treating clients with similar 
issues. . . . Aggregate data would 
help therapists and clinics identify 
the areas where they have the greatest 
opportunity to improve outcomes 
through continuing education, super­
vision, and online trainings . . . 
providers who participate . . . should 
be paid at higher rates because they 
are delivering more value, (p. 429)

These issues are complex, and there is a 
downside. Provider profiling and incentive 
practices based on outcome may turn therapists 
even more against ROM and could perhaps 
encourage providers to “cheat the system” to 
ensure referrals and a competitive edge. Pay for 
participation, on the other hand, could incentivize 
the identification of clients at risk and create an 
infrastructure to truly improve the quality of care 
(Duncan, 2014).

Improving Policy
It is impossible to discuss ROM and large-scale 
data collection without touching briefly on 
accreditation, as well as public and private 
reimbursement for behavioral health services. 
First, all three behavioral health accreditation 
bodies in the United States—the Council on 
Accreditation (COA), the Commission on Accre­
ditation of Rehabilitation Facilities (CARF), 
and the Joint Commission—now require some 
form of client-generated outcome management. 
In the public domain, accreditation is required 
for reimbursement, so the upcoming accreditation 
cycle visits will likely result in increased ROM 
implementation beyond that reported by Jensen- 
Doss et al. (2018).

Regarding reimbursement, ROM provides a 
direct way to administer what has been called 
pay for performance, or P4P. P4P started in 
health care and describes payment models that 
offer financial rewards to providers who achieve 
quality benchmarks using performance measures 
related to the structure, process, and outcome of 
providing services. The intentions are good here— 
P4P programs are designed to improve access, 
quality of care, consumer experience, provider

CONCLUSION

To answer the question posed in the chapter title, 
the answer is yes—the preponderance of evidence 
supports the use of ROM in psychotherapy with 
adults. In fact, the empirical support for ROM 
has been encouraging enough that the American
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Psychological Association (APA) Presidential 
Taskforce on Evidence-Based Practice (2006) 
recommended its use as a best practice. Moreover, 
research is evolving with more focus on under­
standing the mechanisms of change and expanding 
its use in different settings and with different 
client populations. More research is needed, 
but currently it seems that the intentionality of 
using ROM matters. An intentional, systematic 
approach should be used—ROM is more than 
simply the administration of measures. Another 
consideration is that clinicians select a system 
that is proactive rather than reactive. By this 
we mean using ROM measures consistently and 
recognizing that the magic is not the measures, 
but also what is done with them. But that is not 
to say that the measures do not matter. They need 
to be psychometrically sound, responsive to change, 
and have ecological validity—they should capture 
the client’s experience of their well-being.

Beyond the research, we believe ROM promotes 
the right professional values. It is an ethical 
practice at the client, therapist, and system levels 
(Muir et al., 2019) that ensures that the client’s 
perception of progress is front-and-center and holds 
both therapist and client accountable. It invites 
humility, both culturally and more generally, 
and promotes a sense of collaboration. We are 
excited about ROM’s proliferation and for future 
research that will help highlight how to best 
use and implement ROM to improve clinical 
practice and training.
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