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magine going to your primary care doctor with a
fever and symptoms of an upper respiratory tract

Why Don’t Psychiatrists Use Scales to Measure Outcome
When Treating Depressed Patients?

Mark Zimmerman, M.D., and Joseph B. McGlinchey, Ph.D.

Objective: A survey of psychiatrists in the
United Kingdom found that only a minority
routinely used standardized measures to assess
outcome when treating depression and anxiety
disorders. The goals of the present study were
to determine how frequently psychiatrists in
the United States use scales to measure outcome
when treating depressed patients and, for those
clinicians who do not regularly use such scales,
to ascertain the reasons for the lack of use.

Method: The subjects were 314 psychiatrists
who attended a continuing medical education
conference in California, Massachusetts, New
York, or Wisconsin in 2006 or 2007. Prior to a
lecture, the subjects completed a questionnaire
that included 2 questions regarding the use of
rating scales to monitor outcome when treating
depression.

Results: More than 80% of the psychiatrists
indicated that they did not routinely use scales
to monitor outcome when treating depression.
The most frequent reasons psychiatrists gave
for not using scales were that they did not believe
scales would be clinically helpful, that scales take
too much time to use, and that they were not
trained in the use of such measures.

Conclusions: The majority of psychiatrists
indicated that they do not routinely use standard-
ized measures to evaluate outcome when treating
depressed patients. The Centers for Medicare and
Medicaid Services’ Physician Quality Reporting
Initiative is intended to improve quality of care
by providing physicians financial incentives
to document outcomes reflecting best practices.
If standardized outcome assessment is to assume
increasing importance in this country, either
educational efforts or payor mandates, or both,
will be necessary to change clinicians’ behavior.
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I
infection. Your primary care provider puts his or her palm
to your forehead and agrees that you feel warm. A course
of treatment is recommended, you return in a couple of
days, and he or she again feels your forehead and notes
that you are cooler. Would you continue to see a doctor
who evaluated your body temperature in this way?

To determine the impact of treatment, it is necessary
to evaluate outcome. In mental health clinical settings,
evaluation typically is based on unstructured interactions
that yield unquantified judgments of progress. This prac-
tice is at variance with other areas of medical care in
which outcome is determined, in part, on the change
of a numerical value. Body temperature, blood pressure,
cholesterol values, blood sugar levels, cardiac ejection
fraction, and white blood cell counts are examples of
quantifiable variables that are used to evaluate treatment
progress. In the mental health field, standardized, quan-
tifiable outcome measures exist for most major psychiat-
ric disorders, yet they are rarely used in routine clinical
practice.

Trivedi and colleagues1 suggested that one of the
primary lessons learned from the Sequenced Treatment
Alternatives to Relieve Depression (STAR*D) project
on the effectiveness of treating depression was the im-
portance of using quantitative, reliable, and valid scales
to measure outcome. They referred to this strategy as
“measurement-based care” and recommended that it be-
come the standard of care.

Gilbody et al.2 surveyed 340 psychiatrists in the United
Kingdom regarding their use of outcome measures. Only
11.2% of the psychiatrists routinely used standardized
measures to assess outcome when treating depression and
anxiety disorders. More than half of the clinicians in-
dicated that they never used standardized measures to
evaluate outcome. The authors did not ask the respon-
dents why they were disinclined to use scales to measure
outcome; however, the authors noted that several respon-
dents included comments on the questionnaires indicating
that they thought such scales were simplistic, not useful in
clinical practice, of questionable reliability and validity,
or overly burdensome and costly to implement routinely.

We are not aware of comparable surveys of psychia-
trists in the United States regarding their use of standard-
ized scales to measure outcome. The goals of the present
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study were to determine how frequently psychiatrists use
scales to measure outcome when treating depressed pa-
tients and, for those clinicians who do not regularly use
such scales, to ascertain the reasons for the lack of use.

METHOD

The subjects were 314 psychiatrists who attended a
continuing medical education conference in California,
Massachusetts, New York, or Wisconsin in 2006 or 2007.
The subjects completed a questionnaire before the first
author (M.Z.) delivered a lecture on the treatment of
depression. The conferences were half-day or full-day
events with multiple speakers. The title of the lecture did
not suggest that it would address the topic of measuring
outcome when treating depression.

The first part of the questionnaire elicited subjects’ de-
mographic characteristics (age, sex) and professional
background (medical specialty, profession, practice set-
ting, and years in practice). The second part of the ques-
tionnaire included 6 questions, 2 of which addressed the
use of rating scales. The first question was “How often do
you use a rating scale to monitor the course of treatment
for depression? (a) never, (b) rarely, (c) sometimes, (d)
frequently, (e) almost all the time.” The second question
was intended to determine the reasons clinicians do not
regularly use scales to monitor outcome. Accordingly,
only subjects who responded “a,” “b,” or “c” to the first
question were asked to respond to the second question.
The second item was “Please indicate why you do not
routinely use rating scales to monitor the course of de-
pression (circle all that apply): (a) do not believe it would
be clinically helpful, (b) do not know what measure to
use, (c) takes too much time, (d) too disruptive of clinical
practice, (e) wasn’t trained to use them, (f) other.” The re-
sponse alternatives were based on conversations with psy-
chiatrists about why they do not use scales in clinical
practice. The protocol was reviewed by the Rhode Island
Hospital Institutional Review Board, and, because the
study did not involve more than minimal risk or disclo-

sure of protected health information, written informed con-
sent was not necessary. This was announced before the re-
spondents were asked to complete the questionnaire.

RESULTS

The majority of the 314 subjects were male (64.5%) and
worked in an outpatient setting (71.7%). The mean age of
the subjects was 55.8 years (SD = 11.3 years), and they had
been in practice a mean of 22.8 years (SD = 11.9 years).

The vast majority of psychiatrists indicated that they
did not routinely use scales to monitor outcome of treating
depression (Table 1). More than half of the psychiatrists
indicated that they never or rarely used scales to monitor
outcome, and less than 10% almost always used scales to
monitor outcome of depression treatment.

Subjects who reported never, rarely, or sometimes using
scales to monitor outcome were asked the reasons for not
routinely using scales in their clinical practice. More than
one quarter of the subjects indicated that they did not be-
lieve using scales would be clinically helpful, that the
scales take too much time to use, and that they were not
trained in their use (Table 2). More than one quarter of the
subjects noted reasons other than the ones listed and wrote
in responses to the open-ended question. The most com-
monly noted free-form responses were that the psychia-
trists preferred to assess outcome clinically and that they
were not in the habit of using scales.

We compared the characteristics of psychiatrists who
reported using scales frequently or almost always to the
rest of the group. There were no differences between the 2
groups in gender, age, years of practice, or practice setting.

DISCUSSION

Similar to the results of the survey of British psychia-
trists conducted by Gilbody and colleagues,2 our results
indicated that most psychiatrists in the United States are
not routinely using standardized measures to evaluate out-
come when treating depressed patients. Psychiatrists did

FOR CLINICAL USE

◆ In mental health clinical settings, assessments of outcome are typically based on
unstructured interactions that yield unquantified judgments of progress.

◆ The results of 2 surveys found that psychiatrists typically do not use standardized scales
with established reliability and validity to monitor outcome when treating patients with
depression.

◆ Self-report questionnaires are a cost-effective option to monitor patient outcome
because, although they are inexpensive in terms of professional time needed for
administration, they correlate highly with clinician ratings.

◆ Brief self-report scales have been developed that are reliable and valid measures of
depression and are feasible to incorporate into routine clinical practice.
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not believe that the regular use of scales would be clini-
cally helpful, and they thought that scales would take too
much time to administer. In addition, the psychiatrists indi-
cated that a lack of previous training was a reason for not
using scales. We suspect that the psychiatrists were consid-
ering clinician rating scales such as the Hamilton Rating
Scale for Depression3 and the Montgomery-Asberg De-
pression Rating Scale4 when answering why they did not
use scales, rather than thinking of self-report scales, which
require little training and do not take much clinician time
to administer and score.

Outcome assessment is assuming increasing importance
in this country, and while psychiatrists have not yet em-
braced the use of standardized scales in clinical practice,
payor mandates may accelerate a change in clinicians’ be-
havior. The Centers for Medicare and Medicaid Services’
Physician Quality Reporting Initiative (PQRI),5 signed into
law in 2006, is intended to improve quality of care by pro-
viding physicians financial incentives to document out-
comes reflecting best practices. In 2007, the first year of
the PQRI, 74 indicators were listed, 1 of which was related
to the treatment of depression: percentage of patients aged
18 years and older diagnosed with a new episode of major
depressive disorder and documented as treated with anti-
depressant medication during the entire 84-day (12-week)
acute treatment phase. For 2008, the PQRI list of indicators
was expanded to 134 items, with 2 additional indicators
related to the treatment of depression: (1) percentage of
patients aged 18 years and older with a new diagnosis or
recurrent episode of major depressive disorder who met the
DSM-IV criteria during the visit in which the new diagno-
sis or recurrent episode was identified and (2) percentage
of patients aged 18 years and older with a new diagnosis or
recurrent episode of major depressive disorder who had a
suicide risk assessment completed at each visit. Thus far,
the PQRI indicators related to depression have referred to
the adequacy of assessment and treatment duration. Per-
haps a future version of the PQRI list of indicators will in-
clude a determination of the effectiveness of treatment.
This will require psychiatrists to measure outcome in a sys-
tematic manner. The results of the present study suggest
that educational efforts will probably be required to ac-
quaint psychiatrists with reliable, valid measures that are
feasible to incorporate into clinical practice.

The results of the present survey should not be inter-
preted as a criticism of clinicians’ behavior. The current
community standard of care does not include quantified
measurement of outcome. It is our hope, however, that the
standard of care will change over the next decade.

In the future, if the delivery of mental health treatment
increasingly requires the measurement of outcome, then
the user friendliness of measurement tools as well as their
reliability and validity will be critical to their widespread
adoption. Clinicians are already overburdened with paper-
work, and adding to this load by requiring repeated de-
tailed evaluations with such instruments as the Hamilton
Rating Scale for Depression is unlikely to meet with suc-
cess. Self-report questionnaires are a cost-effective option
because they are inexpensive in terms of professional time
needed for administration and they correlate highly with
clinician ratings. To be sure, there are also limitations with
self-report questionnaires, such as response set biases, and
their use may be limited by the readability of the scale and
literacy of the respondent. However, self-report scales are
free of clinician bias and are therefore free from clinician
overestimation of patient improvement (which might occur
when there is incentive to document treatment success).

There is no shortage of self-report questionnaires that
assess the severity of depression. In fact, enough depres-
sion scales have been developed to warrant the publication
of a compendium of these measures.6 While the reliability
and validity of many scales have been demonstrated, there
are important differences between scales that might impact
the feasibility of their use in routine clinical practice. Some
measures lack adequate coverage of the DSM-IV diagnos-
tic criteria,7,8 some are expensive to purchase,9 some are
somewhat complicated to score,7 and some may take too
long to complete and are therefore less convenient for use
in clinical practice. Scales such as the Beck Depression
Inventory,9 the Diagnostic Inventory for Depression,10 and
the Quick Inventory of Depressive Symptomatology11 as-
sess symptoms with groups of 4 or 5 statements and are
thus composed of 60 or more statements. These scales take

Table 1. Reported Frequency of Use of Standardized Scales by
a Sample of U.S. Psychiatrists to Measure Outcome in the
Treatment of Depression (N = 306)a

Frequency % N

Never 28.8 88
Rarely 32.0 98
Sometimes 21.2 65
Frequently 11.4 35
Almost all the time 6.5 20
aData were not included for 8 subjects because of missing data (N = 7)

or because more than 1 response alternative was checked (N = 1).

Table 2. Reasons Selected by a Sample of U.S. Psychiatrists
for Not Using Standardized Scales to Measure Outcome in
the Treatment of Depression (N = 248)a

Reason % N

Do not believe it would be 27.8 69
clinically helpful

Do not know what 20.6 51
measure to use

Takes too much time 33.9 84
Too disruptive of clinical 19.0 47

practice
Wasn’t trained to use them 34.3 85
Other 28.6 71
aOnly subjects who indicated that they never, rarely, or sometimes

used scales were asked to respond to this question. Subjects could
check off more than 1 response. Three subjects who indicated that
they never, rarely, or sometimes used scales did not respond to this
question.
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respondents 5 to 15 minutes to complete, and this may
be too long for regular use in clinical practice in which
the scale would be routinely administered at follow-
up appointments. Because of this problem, our research
group developed the Clinically Useful Depression Out-
come Scale (CUDOS), a self-administered questionnaire
that was designed to be brief (on average, completed in
less than 2 minutes), quickly scored (in less than 15 sec-
onds), clinically useful (fully covering the DSM-IV symp-
toms of major depressive disorder and dysthymic disor-
der), reliable, valid, and sensitive to change.12 In order to
keep the CUDOS brief, a Likert scale was used to rate the
16 symptom statements. In a study13 comparing the feasi-
bility and acceptability of the CUDOS and the Beck De-
pression Inventory to assess outcome in clinical practice,
significantly more patients indicated that the CUDOS
took less time to complete, was less of a burden to com-
plete, and was preferred as a measure to complete during
ongoing treatment.13

Another brief instrument in which items are rated
on a Likert scale is the 9-item Patient Health Question-
naire (PHQ-9).14 Because of ease-of-use considerations,
we would recommend that either the CUDOS or the PHQ-
9 be used by clinicians at every visit to monitor the course
of depression. In fact, because it contains fewer items than
the CUDOS, the PHQ-9 probably takes a little less time
to complete. However, the advantage offered by being
somewhat briefer is offset by some loss of information.
The PHQ-9 adheres to the construction of the DSM-IV
criteria; thus, compound DSM-IV criteria that refer to
more than 1 symptom (e.g., insomnia or hypersomnia, in-
creased or decreased appetite) are represented by a single
item on the PHQ-9. Since treatment decision-making
might be influenced by whether a patient has insomnia or
is sleeping too much, or has a reduced appetite or is eating
too much, the PHQ-9 does not capture potentially clini-
cally significant information. The CUDOS is also unique
in that it is the only self-administered depression scale
that not only evaluates the symptoms of depression but
also assesses both psychosocial impairment due to depres-
sion and quality of life with reliable and valid single-item
questions for these domains.15 The importance of these
constructs has been increasingly recognized during the
past decade.16 However, more important than which scale
clinicians use to measure outcome is that some quantifi-
able index is used to track the progress of treatment.

The results of the present study should be interpreted
with caution because we did not conduct a random survey
of psychiatrists practicing in the United States. Rather, we
surveyed psychiatrists attending medical education con-
ferences at geographically diverse regions of the country.
Psychiatrists attending these programs may not be repre-
sentative of all psychiatrists, although we are unsure in

which direction the findings might be biased. Are such at-
tendees better informed and more likely to have incorpo-
rated measurement-based care into their practices? Or are
they less likely? Considering that the results of the present
study were so clear-cut—there is a widespread lack of use
of scales in clinical practice—we would expect that the
results of a study of a nationally representative sample
would produce very similar results. The similarity of the
results of the present study to those of Gilbody and col-
leagues,2 based on a nationally representative sample of
psychiatrists in the United Kingdom, further supports the
validity of the present findings.

Disclosure of off-label usage: The authors have determined that,
to the best of their knowledge, no investigational information
about pharmaceutical agents that is outside U.S. Food and Drug
Administration–approved labeling has been presented in this article.
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