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Introduction
This document is a supplement to the recently released Issue Brief, “Fixing Behavioral Health
Care in America: A National Call for Measurement-Based Care in the Delivery of Behavioral
Health Services” a detailed review of the role of patient reported symptom rating scales in enabling
measurement-based care.1 In that Issue Brief, the Kennedy Forum presented the following key
policy recommendation:
All primary care and behavioral health providers treating mental
health and substance use disorders should implement a system
of measurement-based care whereby validated symptom rating
scales are completed by patients and reviewed by clinicians
during encounters. Measurement-based care will help providers
determine whether the treatment is working and facilitate treatment
adjustments, consultations, or referrals for higher intensity services
when patients are not improving as expected.

The reality is that for many systems of care, the usual practice does not include regular use of
validated and quantifiable symptom rating scales in the manner described in the Issue Brief on
Measurement-Based Care. This document provides clinicians, payers and quality improvement
agencies with a list of commonly used and validated symptom rating scales. All rating scales should
be administered frequently enough to drive clinical decision making in order to be effectively used
as part of a measurement-based care system.
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Read the Issue Brief at www.thekennedyforum.org/mbcissuebrief
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Addressing the Gaps
Among other issues, stakeholders who participated in the Kennedy Forum focus groups identified
a key barrier in implementing measurement-based care as the lack of knowledge about existing
validated symptom rating scales that could be suitable for widespread adoption.
As highlighted in the Issue Brief on Measurement-Based Care, symptom rating scales serve as
a type of patient-reported outcome measure. Specifically, a symptom rating scale typically is a
structured measurement tool that providers can use to assess their patients’ perceptions about the
frequency and/or severity of the psychiatric symptoms they are experiencing. Symptom rating scales
can cover a myriad of psycho-social functional impairments and patient behaviors. A number
of diagnostic-specific symptom rating scales exist that have been psychometrically validated to
assess the severity of depression, bipolar disorder, anxiety disorders, post-traumatic stress disorder,
schizophrenia, and substance use disorders. A number of validated symptom rating scales also
exist that can be used for multiple diagnostic groups. These symptom rating scales (e.g., PHQ-9
for depression) are practical to administer, interpretable, reliable, and sensitive to changes in the
frequency/severity of psychiatric symptoms and functional impairment over time.
In this supplement, we present a summary of a “Core Set of Outcomes Measures” based on
validated clinical rating scales (Scott, K., & Lewis, C.C. 2015). These evidence-based measures
can be applied across multiple health care sectors, including general medical and specialty
behavioral health care, and support standardized assessment and clinical decision making.
Presenting a Core Set should enable providers and other stakeholders to shift toward better
outcomes monitoring, promote the “Triple Aim” (i.e., improved access, higher quality and
lower cost), and facilitate system transformation integrating measurement-based care in treating
behavioral health conditions (Lambet, M.J. et. al 2002).
These rating scales provide a foundational pillar of measurement-based care, allowing for
the ability to:
• Measure outcomes to detect in a quantifiable and standardized manner the change in
symptoms, functions, or substance use over time;
•

Assist clinicians in making the most effective treatment decisions in a timely manner based
upon frequent use of these measures; and

•

Promote the screening of patients for possible psychiatric disorders.
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The Kennedy Forum and its partners reviewed a number of validated rating scales that are in
clinical use today to help measure patient outcomes. Towards creating this list, we received input
from a diverse group of experts including health plans, providers, consumer advocates, researchers
and regulators. The list is made up of the following tables:
• Table 1: Adult Symptom Rating Scales for Core Outcome Measures
•

Table 2: Adult Multi-Diagnostic Substance Abuse Outcomes Measurement

•

Table 3: Additional Adult Functional Status Rating Scales for Core Outcome Measures

•

Table 4: Child & Adolescent Rating Scales for Core Outcome Measures

•

Table 5: Proprietary Rating Scales for Assessing Multiple Domains.

By having access to this vetted list of rating scales and the associated outcome measures, the
Kennedy Forum believes this resource will afford stakeholders a broader range of choices
depending on the intended clinical use. The use of validated and quantifiable tools to facilitate
behavioral health practice has demonstrated usefulness in numerous research and large-scale
practice implementations. In this supplement, we have expanded and prioritized the list
of validated patient-reported outcome measures which were outlined in the Issue Brief on
Measurement-Based Care.
For purposes of this analysis, we list several validated tools that are used for screening, as well as
symptom severity rating tools, but excluded tools used for screening only. The Kennedy Forum
is explicitly trying to assist providers in transitioning towards outcomes driven clinical treatment
processes, as research has shown consistently that screening and diagnosis alone do not improve
outcomes. Most of the existing measurement tools are based on patient reports. We also have
included clinician assessments using patient reported data. These instruments assess symptoms as
well as quantify functioning (e.g. ability to work or socialize).
The description of specific rating scales in this supplement is intended to: 1) establish the
availability of validated instruments for assessing common mental illnesses and substance use
disorders; and 2) assist stakeholders in shifting towards measurement-based behavioral health
care. However, we do not endorse any specific rating scale over another. In addition, the symptom
ratings scales and related measures cited in Tables 1 – 5 are not meant to be exclusive. Other valid
measures should be considered and added in the future.
Further, this document is not intended to recommend the use of quantifiable validated outcomes
tools as a substitute for clinician interviews and patient engagement by eliciting the personal
goals that each consumer may have for their treatment. The use of quantifiable measures is
complementary to good patient care. For example, many service settings that have been using
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measurement-based care for periods of time report a high degree of patient satisfaction when usual
care is supplemented by more quantifiable and objective measures.
Several research studies, expert reviews and related articles have been published showcasing
specific clinical and functional domains that can be evaluated using various assessment methods
(Scott K, Lewis CC ‘2015), (Pincus, H. A., et. al 2011). As workflow integration is of major
implementation concern, we focused on validated instruments that can be administered in a brief
amount of time.

Structure of the Core Set of Outcome Measures Summary
This summary is divided into a proposed core set of measures which can be used across service
settings, whether in the general medical system or the specialized behavioral health system. We
provide a list of: 1) screening; 2) outcome monitoring; 3) functional status assessment; and 4)
multi-diagnostic support tools of potential value across service settings. We have divided the
summary by a number of factors, including adult and child/adolescent measures, proprietary
measures and some specific substance use disorder measures. Our goal is to facilitate adoption of
recognized and validated measures. But we do not preclude consideration of other validated, easy
to use and reliable measures for similar or additional purposes. For example, this document does
not contain a complete list of excellent clinician administered measures that are primarily used
in research or in specialized behavioral treatment settings. Some of those measurement tools are
lengthier or may be somewhat complex to score.
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Recommendations for Payers and Quality Regulators
We would encourage payers and quality regulators who are requiring outcomes tools to: 1) use ones
that are clinically useful, time efficient, and enable monitoring of aggregate data on quality and
population health; and 2) be aware of the need to address the case mix of the targeted populations
based on severity and diagnosis.
Behavioral specialty settings may want to continue utilizing additional measures to enhance
specialty clinical decision-making. This document is not meant to replace ongoing efforts such
as the American Psychiatric Association’s Council on Quality (www.psychiatry.org/psychiatrists/
practice/dsm/dsm-5/online-assessment-measures), the American Psychological Association’s
Committee on Professional Practice and Standards, and the National Quality Forum. These
organizations continue to play a critical role in translating best practices and clinical research into
professional standards and informing policy.
As discussed above, the “Core Measures Set” tables in this supplement represent our interpretation
of the best available evidence and consensus reflecting the perspectives of contributing
stakeholders. We recognize that some payers have taken initiative in developing proprietary
measures for screening and outcomes, and other additional solutions exist in the marketplace.
Some regulators also are examining the use of some of these measures as quality indicators.
To assist in documenting our findings, we include the citations for validation studies for the
recommended measures in the reference section.
We hope that you will join the Kennedy Forum and others who are working to build consensus
and unite stakeholders to act on existing knowledge and evidence to advance existing healthcare
systems and promote measurement-based care.
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Outcome Measures

Table 1: Adult Symptom Rating Scales for Core Outcome Measures
MEASURE

DOMAIN

# OF ITEMS

PHQ-9

Depression

9

Altman Scale

Mania

5

GAD-7

Anxiety

7

PCL

PTSD

20

PDSS_SR

Panic attacks

7

Audit-C

Alcohol

3

DAST-10

Drug abuse

10

PHQ-15

Somatization

15

Table 2: Adult Multi-Diagnostic Substance Abuse
Outcomes Measurement
MEASURE
Substance Abuse
Outcomes Module
Brief Addiction Monitor (BAM)
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DOMAIN

# OF ITEMS

Substance abuse

22

Substance abuse

17

Table 3: Additional Adult Functional Status Rating Scales
for Core Outcome Measures*
MEASURE

DOMAIN

# OF ITEMS

NOTES

Functional Outcomes
Survey 20-Item Short
Form (SF-20)

General medical and
mental functional
status

20

Scoring is relatively
complex. Similar to the
SF-36 and SF-12TM

Daily Living Activities
(DLA-20)

Functional outcomes

20

National Council for
Behavioral Health

WHO Disability
Assessment Schedule
2.0

Covers (6) domains of
functioning (cognition,
mobility, self-care,
getting along, life
activities, participation)

12- and 36-item version

*Note: These measures need to be administered on a frequent basis to assure their usefulness as a clinical support tool.
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Table 4: Child & Adolescent Rating Scales for Core Outcome Measures
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MEASURE

DOMAIN

AGE VALIDATED
AND # OF ITEMS

COMPLETED BY

Pediatric Symptom
Checklist (PSC)

Psychosocial
dysfunction

35

Clinician

Modified Checklist
for Autism in Toddlers
(MCHAT)

Autism spectrum
disorders

23

Clinician

CRAFFT

Substance abuse

9

Clinician

7-17 yrs
Long form (39 items)
and short form
(13 items)

Parent and youth

12 – 19 yrs
(9 items)

Youth

Mood and Feelings
Questionnaire (MFQ)

Depression, dysthymia

Patient Health
Questionnaire
Adolescent (PHQ-A)

Depression, dysthymia

Vanderbilt ADHD
Rating Scale-Parent

ADHD, scored for
ADHD subscales, ODD,
and conduct disorder,
performance

Vanderbilt ADHD
Rating Scale-Teacher

As above

Scale Child
Assessment of Anxiety
and Related Emotional
Disorders (SCARED)

Anxiety (general anxiety
disorder, separation
anxiety disorder, panic
disorder, and social
phobia)
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6-17 yrs
(55 items)

Parent

6-17 yrs
(43 items)

Teacher

7-17 yrs
(41 items)

Parent and youth

Table 5: Proprietary Rating Scales for Assessing Multiple Domains
NAME

DOMAIN

POPULATION

WEB LINK/NOTES

OQ®-45.2

Symptom distress (depression
and anxiety); interpersonal
relationships (loneliness, conflict
with others and marriage and
family difficulties); social role
(difficulties in the workplace,
school or home duties)

Adults

oqmeasures.com/
measures/adultmeasures/oq-45/

M-3 ChecklistTM

Depression, bipolar, anxiety
disorders, PTSD, functional
impairment, SUD

Adults
(3 minutes
to complete)

Whatsmym3.com
(public domain for
individual use)
m3information.com

BH-WorksTM

Demographic, medical, school,
family, safety, substance use,
sexuality, nutrition and eating,
anxiety, depression, suicide risk,
psychosis, and trauma and abuse

Recovery TrackTM

SUD

Adults

Clinician reported
outcomes

SF-12TM

General medical and mental
functional status

12

Optum (proprietary
for scoring)

Wellness
AssessmentTM

Global distress (depression,
anxiety, low self-efficacy, and
impaired functioning associated
with psychological and emotional
distress); general health and
medical comorbidity; workplace
functioning (absenteeism
and presenteeism); chemical
dependency risk

Child, adolescent
(length varies based
bh-works.com
on results)

Adults, youth

Optum (proprietary
for scoring)
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