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CE Corner 
Improving Therapy Outcomes With Measurement-Based Care 
BY  ASHLEY ABRAMSON 

Is for Everyone Psychological and Consultation Services. It 
can also be difficult to choose the right MBC approach and, 
if needed, a technological tool to support it.

Implementing MBC may require 
an initial adjustment, Bugatti said, 
but ultimately it should simplify 
and support psychological care, not 
complicate it. While clinical impres-
sions alone can be reliable, this objec-
tive data can add a layer of evidence, 
allowing psychologists to uphold their 
ethical imperative of beneficence, or 
providing care that helps patients. 

“It gives us a quantitative indica-
tor that can enhance the information 
we’re getting from observations and 
self-report,” said Jessica Barber, PhD, 
an assistant clinical professor at the 
Yale University School of Medicine, 
cofounder of the Yale Measurement 
Based Care Collaborative, and asso-
ciate director for the Measurement 
B a se d  Ca re  i n  Me nt a l  He a l t h 
Initiative with the Veterans Health 
Administration Office of Mental 
Health. “With MBC, we have a sys-
tematic process that becomes our fail-
safe so we don’t overlook something 
important.”

For clinicians who want to bet-
ter track and apply data to support 
therapeutic outcomes, MBC is one 
option. Here are some best practices 
for incorporating MBC into your prac
tice, including how to choose assess-
ments that best support patient care, 

how to integrate those assessments into your current work-
flow,  and whether you should switch from paper and pencil 
to a dedicated MBC software.

A CROSS MYRIAD PSYCHOLOGICAL studies, measure-
ment-based care (MBC)—the use of validated 
instruments to inform psychotherapy treatment—

is associated with improved therapy 
outcomes. “When clinicians receive 
systematic feedback, they are more 
likely to detect when a case is drift-
ing off course and adjust treatment 
accordingly,” said Matteo Bugatti, PhD, 
an assistant professor of psychological 
sciences at Oregon State University, 
where he studies the use of technol-
ogy in psychotherapy. Further, MBC 
allows psychologists to identify what 
is working and intentionally reinforce 
it while increasing patient motivation 
and engagement.

Despite the growing evidence base 
supporting MBC, implementation 
rates by mental health professionals 
remain low (Jensen-Doss, A., et al., 
Administration and Policy in Mental 
Health and Mental Health Services 
Research, Vol. 52, 2024). While psy-
chologists are trained to use assess-
ments to diagnose and treat patients, 
using data in a long-term, guided way 
may be less familiar. Logistical, imple-
mentation, and financial concerns—
not necessarily disagreement with the 
concept—are common barriers. 

Clinicians may be concerned that 
MBC takes up too much valuable ther-
apy time and that patients will not like 
filling out measures (see January/
February 2025 Monitor). Some worry 
about being penalized by managers or insurance companies 
if measures reflect lack of patient progress, said Jessica  
Jackson, PhD, a clinical psychologist and founder of Therapy W
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CE CREDITS: 1 
Learning objectives 
After reading this article, CE 
candidates will be able to:

1 
Understand measurement-based care 
and describe how validated measures 
can inform psychotherapy treatment 
planning and progress monitoring.

2
Explain how to select patient-centered 
measures and incorporate them 
consistently into clinical workflows.

3
Discuss ways to use measurement data 
collaboratively with patients to guide 
treatment decisions, respond to stalled 
progress, and support engagement.

For more information on earning  
CE credit for this article, go to  
www.apa.org/ed/ce/resources/ce-corner. 

https://doi.org/10.1007/s10488-024-01354-6
https://doi.org/10.1007/s10488-024-01354-6
https://doi.org/10.1007/s10488-024-01354-6
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planned or spend more time on some-
thing specific from the check-in,” said 
Kim. It can help to ask the patient to 
complete the assessment at the end 
of the session and then come up with 
next steps for future sessions.

Assessment frequency may vary 
from patient to patient. Ruben 
Martinez, PhD, an assistant professor 
of psychiatry and human behavior at 
Brown University and chair of APA’s 
Measurement-Based Care Committee, 
recommends collecting data when you 
first meet with someone, and then again 
every one or two sessions. “Choose the 
most important measures early on, 
preferably after the initial assessment 
and diagnostic impression, to simplify 
things for you and the patient,” he said. 
Because early sessions are often predic-
tive of long-term growth, de Jong said, 
it is especially important to prioritize 
frequent assessments in someone’s first 
several sessions. 

skills most likely to help,” said Rachel 
Kim, PhD, a clinical psychologist and 
founder of Magnolia Psychological 
Consulting in Natick, Massachusetts.

The key to sustainable use of MBC 
is starting small, said Bugatti. You 
could begin with one brief, validated 
measure. Explain to patients what it 
is and why you are using it, which can 
promote engagement. Then, admin-
ister it consistently. After gaining 
experience with a handful of patients, 
slowly progress through your caseload. 

“Clinicians can set up their own MBC 
SMART [specific, measurable, achiev-
able, relevant, time-bound] goals or 
experiments as they try MBC, see what 
they like and don’t like, and then make 
adjustments over time,” said Barber.

Incorporate MBC into 
your workflow
After landing on measures, deter-
mine how to implement them. Some 
clinicians collect the data in real 
time with patients or ask them to 
complete an assessment before an 
appointment. There are pros and 
cons to each approach: While asyn-
chronous collection can save ther-
apy time, patients may not always 
remember to complete measures—
and therapists may not remember to 
circle back to the data in session. For 
an asynchronous approach, de Jong 
typically tells patients not to complete 
assessments more than a day before 
the session, because proximity yields 
more up-to-date results and provides 
a reflective moment to prompt talking 
points for therapy. 

Clinicians who conduct assess-
ments in session should determine 
how to incorporate them into the exist-
ing therapy flow. A patient-centered 
approach can be effective but also 
requires flexibility. “I like to do mine 
as part of my check-in so we can decide 
together if we want to do what I’ve 

Build toward sustainable use 
The first step of implementing MBC 
is determining what you want to 
measure. “It’s very important to 
find something useful and relevant 
for each patient, so go through your 
entire caseload and ask yourself 
what specific measure will help your 
decision-making for each patient,” 
said Dan Cheron, PhD, a clinical 
psychologist and founder of Center 
for Behavioral Health Solutions in 
Wellesley, Massachusetts. 

To start, reflect on your current 
patient base, specialty, and therapeutic 
approach. “It matters a lot what you’re 
aiming to do in therapy because you’re 
trying to measure its specific effect,” 
said Kim de Jong, PhD, an associate 
professor of clinical psychology at 
Leiden University in the Netherlands. 

Symptom measures—such as 
the General Anxiety Disorder-7 and 
Patient Health Questionnaire-9 for 
anxiety and depression—can be useful, 
especially if you use symptom-based 
modalities like cognitive behavioral 
therapy. Clinicians who employ 
insight-based methods such as psy-
chodynamic therapy may prefer a 
quality-of-life measurement, such 
as the Recovering Quality of Life 
Measure. Assessments that measure 
the therapeutic alliance, such as the 
Working Alliance Inventory, can help 
fine-tune the clinician-patient rela-
tionship to promote growth over time. 

Patient demographics should 
also be a consideration. For example, 
therapists working with children and 
adolescents may want to use a simple, 
behavior-based approach. The Youth 
Top Problems Assessment—which 
identifies and ranks the three most 
challenging issues at a given time—
can help narrow down an area of focus 
with behavioral issues. “It gets back 
to someone’s true, primary concerns 
and allows me to help them build the 

KEY POINTS
1

Measurement-based care (MBC) can 
improve therapy outcomes by giving 
clinicians systematic feedback to 
identify when treatment is working, 
when progress is stalling, and 
when adjustments are needed.

2

Start small and choose measures 
that fit the patient, their primary 
concern, and your treatment 
approach; sustainable implementation 
depends on making assessments 
brief, relevant, and consistent.

3

Use MBC data collaboratively in 
session to guide clinical decisions, 
strengthen patient engagement, and 
clarify next steps when patients are 
improving—or when they are not.

https://doi.org/10.1192/bjp.2017.10
https://doi.org/10.1192/bjp.2017.10
https://weiszlab.fas.harvard.edu/file_url/448
https://weiszlab.fas.harvard.edu/file_url/448
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Apply your findings 
Data are only beneficial when imple-
mented in clinical care. “Reviewing 
scores in session, asking patients what 
they notice, and integrating that infor-
mation into clinical decision-making 
is where the impact happens,” 
said Bugatti.

When patients are not improv-
ing, take time to consider causes and 
potential solutions, whether that is 
increasing therapy frequency, using 
a different treatment modality, refer-
ring to a psychiatrist for medication, 
or potentially revisiting your initial 
diagnosis. “For example, in exposure 
therapy, we expect to see improve-
ments within three or four sessions,” 

said Martinez. “When people aren’t 
improving, the type of exposure, inten-
sity, or diagnostic impression could 
be wrong.”

Collaborative decision-making 
can be an important step to support 
growth. Barber recommends work-
ing with patients to make sure you 
understand ratings. If worrying was 
prevalent in a patient’s assessment, be 
sure you are on the same page about 
the specifics—do not assume the wor-
ries are the same as last session. It is 
also important to discuss potential 
barriers to improvement, whether 
those may be aspects of your treat-
ment, the therapeutic relationship, 
or the patient’s personal life outside 

V
A

LE
RI

Y
_G

/G
ET

TY
 IM

A
G

ES

therapy. When needed, come up with 
a plan to change course. 

When patient data reflect consis-
tent improvement, talking about their 
upward trajectory—with a visualiza-
tion tool like a chart or graph when 
possible—and pointing out the strat-
egies that have helped can build con-
fidence while improving self-efficacy 
and motivation. “Often clients say, ‘I 
got better because you helped me,’ and 
I tell them, ‘But you applied what we 
worked on in your daily life, so you did 
the bulk of the work,’” said Barber. 

Data that reflect ongoing improve-
ment may also change the focus of 
therapy or session frequency. “If 
someone’s data have been consistent, 

Taking the time to explain what a measure is and why it is being used can build patient engagement from the very first session.
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I may bring that up and ask if they 
want to shift what we’re working on. 
Alternatively, they may be ready to 
meet less frequently, or maybe they’re 
ready to end therapy,” said Barber. 
Showing the patient their graph can 
give them confidence that they have 
been using therapy skills in their lives. 
MBC data make it very easy to remind 
patients what types of symptoms or 
changes to watch for that might signal 
the need to revisit therapy in the future.

More broadly, consider how data 
trends can help you grow as a thera-
pist. For example, maybe young male 
patients do not improve as much 

as other patients under your care. 
“Maybe you’ll realize you’re not as 

comfortable with certain patients and 
refocus your practice, or that you need 
to develop a new skill,” said de Jong. 

Know when to upgrade
MBC does not require technology 
and can be done with paper and pen-
cil. The next progression is inputting 
patient data, whether completed 
online or on paper, into a spreadsheet 
that allows you to both organize and 
visualize patient-reported data.

Clinicians seeking more workflow 
automation can consider investing in 

a technological tool. Stand-alone MBC 
software, such as Greenspace, Mirah, 
and NeuroFlow, is one option. Many 
electronic health records (EHRs) also 
have add-on assessment capabilities 
you can purchase. While EHR-based 
tools do not often include a wide 
breadth of assessments—Barber said 
this may be because of legal or copy-
right issues—they can streamline 
workflow. “When documentation, 
billing, and assessment live in sepa-
rate systems, administrative burden 
increases,” said Bugatti. “Integration 
reduces friction and makes consistent 
implementation far more likely.” 

Whether an assessment happens at the start of a session as part of check-in or at the end to help 
shape what comes next, the key is finding a way to weave it naturally into your existing therapy flow.
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MBC for patients with certain 
complicated diagnoses, such as 
treatment-resistant depression, may 
reveal lack of progress in therapy. In 
these cases, patients may require med-
ication adjustments before showing 
signs of improvement. These nuances 
do not make measurement useless; 
they simply provide a broader con-
text for what the patient needs. “By 
measuring symptoms, at least you 
know what has an influence,” said de 
Jong. “You can ask your patient, ‘Can 
we determine why your score isn’t 
improving and what we can do to help 
you moving forward?’”

Keep learning
If MBC still feels burdensome a 
few months after implementation, 
your workflow may need tweaking. 
Consider whether clinical documen-
tation and MBC can be better inte-
grated, whether administrative tasks 
can be automated, or if assessments 
can be streamlined—for example, by 
putting a tablet in the waiting room 
so patients can easily fill out measures 
before a session. 

It is also important to ensure your 
selected measures align with how 
you conceptualize change. MBC 
originated in medical settings, so 
many studied models focus heavily 
on symptom-based measures. While 
tracking symptoms is important, it 
may not always capture the most 
helpful markers of change with every 
patient, such as shifts in avoidance, 
relational patterns, alliance, or func-
tional improvement. “If the data you 
collect maps directly onto the deci-
sions you’re making in sessions, MBC 
will feel more clinically meaningful,” 
said Bugatti. 

To learn more about how to 
implement MBC, consider attend-
ing a related training or taking a 
continuing-education course. The 

If you do not have an EHR or want 
to switch to one with measurement 
tools, think through processes that 
would simplify workflow and patient 
outcomes. Systems that automati-
cally administer measures via text 
or email before sessions, Bugatti said, 
can significantly improve adherence. 
He recommends an MBC system that 
allows assessment across multiple 
domains, including symptom sever-
ity, functioning, working alliance, and 
patient-defined goals. 

It is also useful if the system helps 
you interpret the data with auto-
mated graphing, clear visual displays, 
and clinical support tools that make 
it easier to detect patterns. “Some 
tools have algorithms to calculate 
expected improvement trajectories 
and tell you if someone’s not progress-
ing as expected,” said Barber, though 
these technological mediations are 
not required.

Understand the limitations 
While MBC can improve therapy out-
comes, patient-reported measures are 
not always an exact representation of a 
person’s well-being or a psychologist’s 
effectiveness. For example, Jackson 
said, patients may not always accu-
rately report their symptoms on a 
given measure; it can be difficult to 
remember how you felt last week or 
a couple weeks ago.

Further, mental health is influ-
enced by many outside factors, which a 
psychologist cannot control. A patient 
with depression may not show signs 
of improvement in measurements if 
their environment is not changing—for 
example, if they have ongoing financial 
stress, job dissatisfaction, or chronic 
health challenges. “Therapy could help 
provide coping skills, but if you take a 
measure, depression symptoms may 
not improve because the person feels 
stuck,” said Jackson.

Yale Measurement Based Care 
Collaborative, for example, offers free 
videos, resources, and research. There 
are also consultants and coaches, 
many of whom are psychologists 
themselves, who can help you imple-
ment MBC effectively in clinical prac-
tice. While the process comes with a 
learning curve, keep the end goal in 
mind: “No matter how good our judg-
ment is, we’ll always have gaps in our 
awareness and operate with assump-
tions,” said Martinez. “Using MBC is 
a great way to hold ourselves account-
able and ensure we’re helping clients 
be active decision-makers in their 
treatment path and progress.” ■
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