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Abstract
Early childhood disruptive behaviors are common mental health problems among American youth, and if poorly-managed, 
pose costly psychological and societal burdens. Outcomes accountability systems in clinical practice are vital opportunities 
to optimize early intervention for common mental health problems; however, such systems seem rare. A scoping review was 
conducted to summarize the current availability of outcomes accountability systems in clinical programs addressing early 
childhood disruptive behaviors, particularly in the US. We used PsycINFO to identify peer-reviewed literature published 
in English from 2005 to 2021, from which we selected 23 publications from the US, UK, and Netherlands on outcomes 
accountability systems within clinical programs treating common childhood mental health problems. Only 3 out of 23 
publications described outcomes accountability efforts specifically for early childhood problems. Within the 3 studies, only 
one UK-based study specifically targeted early childhood disruptive behaviors. We did not find publications specifically 
describing outcomes accountability efforts in US-based clinical programs to treat early childhood disruptive behaviors. 
There are multi-level challenges preventing changes to the prevalent US model of paying a fee for each unit of child mental 
healthcare, with little regard for patient outcomes. However, opportunities exist to improve US-based accountability efforts; 
from top-down expansion of financial incentives, accountability initiatives, and PDT evidence-based practices to an iterative, 
bottom-up development of meaningful outcomes measurement by providers. Greater adoption of outcomes monitoring in 
US clinical practice for common mental health problems can optimize management of early childhood disruptive behaviors 
and mitigate long-term societal and economic burdens.

Keywords  Early childhood disruptive behaviors · Common mental health problems · Routine care · Outcomes 
accountability systems

Introduction

Assessing and improving the provision of mental health-
care for children is a fairly recent undertaking and presents 
a myriad of challenges (Garland et al., 2013; IOM, 2013). 
Of particular importance is successful intervention for early 
childhood disruptive behaviors, the most common mental 
health problem among American youth 7 years old and 
younger (Lavigne et al., 2014; Lochman et al., 2017). If 

not properly managed, early childhood disruptive behaviors 
can progress into more complex and serious problems in 
adolescence and adulthood that can cost over $100,000 per 
person in healthcare services, education, and criminal justice 
(APA, 2013; Brookman-Frazee et al., 2009; Foster et al., 
2005; Scott et al., 2001; Sheldrick et al., 2011; Shevlin et al., 
2017; Wertz et al., 2018).

Parent-directed behavioral therapy (also known as parent 
management training), where parent(s) are “co-therapists” 
with their child’s clinician and learn alternative ways to con-
ceptualize and act towards their child’s behavior problems, 
is one of the most common evidence-based interventions for 
early childhood disruptive behaviors and, in the US, typi-
cally provided in private outpatient clinics affiliated with 
larger hospital systems or academic institutions (Acri et al., 
2018; Forehand et al., 2013; Kazdin, 1997; Lochman et al., 
2017; Michelson et al., 2013; Reyno & McGrath, 2006; 
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Steiner & Remsing, 2007; Van Aar et al, 2017). While there 
is a robust evidence base for the efficacy of parent-based 
therapy models in treating early childhood disruptive behav-
iors (Acri et al., 2018; Boardman, 1962; Chorpita et al., 
2011; Dishion et al., 2011; Eyberg et al., 2008; Forehand 
et al., 2013; Johnson & Katz, 1973; Lochman et al., 2017; 
Michelson et al., 2013; Weisz & Gray, 2008), information on 
the ‘real world’ effectiveness of these interventions in clini-
cal programs has been limited and variable (Comer et al., 
2013; Garland et al., 2013; Herschell et al., 2004; Van Aar 
et al., 2017; Whipple & Lambert, 2011).

The dearth of this type of practice-based research may 
be attributed in part to the lack of infrastructure to routinely 
monitor early childhood behavioral outcomes in clinical 
practice. Outcomes accountability systems can help close 
this knowledge gap. Also known as routine outcomes moni-
toring (ROM) or measurement feedback systems (MFS), 
outcomes accountability systems specialize in evaluating 
and improving treatment effectiveness in routine practice. 
Even a ‘basic’ outcomes accountability system is benefi-
cial to patient, provider, and funders alike (Bickman, 2008a, 
2012). Routine monitoring of outcome metrics is the basis 
for quality assessment to determine whether interventions 
are meeting treatment targets, a foundational principle of a 
learning health system and critical for the development of 
evidence-based psychotherapy (Bickman, 2008a; Eyberg, 
2013; Scott & Lewis, 2015). The basic components of an 
outcomes accountability system include mechanisms for the 
initial assessment of problems, frequent routine monitor-
ing of clinical status, characterization of outcomes when 
treatment ends, and a feedback process for timely sharing 
of information with clinicians, supervisors and administra-
tors (Bickman, 2008a). Systems that characterize social and 
demographic factors, child clinical complexity, as well as 
parental health and functioning can provide further guid-
ance as to what is needed to achieve optimal outcomes. 
When clinical progress is provided at consistent intervals 
during treatment, clinicians are able to make timely adjust-
ments to therapy (Bickman, 2008a; Lambert et al., 2005). 
These aspects of consistent monitoring and feedback can 
be particularly beneficial to clinical programs that involve 
parents in helping to direct or manage the child’s behavior, 
as the parents’ ability to consistently engage in behavioral 
data tracking and trouble-shoot treatment strategies with 
their child’s clinician are key factors to treatment success 
(Post et al., 2017; Yu-Lefler et al., 2022). Thus, if integrated 
into a clinical program’s practice, outcomes accountability 
systems and quality improvement initiatives using its data 
have the potential to increase a clinical program’s success in 
managing disruptive behavior problems among early child-
hood patients.

When deployed at a population level across multiple clin-
ical programs, data from outcomes accountability systems 

can measure the effectiveness of different treatment services 
in addressing early childhood disruptive behaviors. There is 
even potential to characterize how much (intensity) and how 
long (duration) each type of treatment requires to decrease 
specific problems, as well as to identify factors associated 
with different outcomes (Bickman, 2012). Such population-
level data can allow providers, funders, and policy-makers 
to better gauge the value and fit of different treatment prac-
tices in different patient contexts (Bickman, 2008a, 2012), 
thereby improving mental healthcare’s ability as a whole 
to successfully manage early childhood disruptive behav-
iors. For most US clinical programs in routine practice, the 
limitation on financial resources makes it imperative that the 
program is deploying the most cost-efficient interventions 
(Garland et al., 2013). Also, with the passing of the Afford-
able Care Act (ACA) and Medicare Access and CHIP Reau-
thorization Act (MACRA), US policymakers, insurers, and 
the healthcare industry are emphasizing a payment model 
based more on service performance rather than volume. 
There are more than 24 “pay-for-performance” Medicaid 
and privately-insured reimbursement initiatives specifically 
targeting mental healthcare providers, with initiatives con-
tinuing to increase and incorporate more child mental health 
service systems (Bremer et al, 2008; Stewart et al., 2017). 
Initial investments and efforts for quality monitoring have 
focused on high-cost systems serving high-risk children with 
serious mental illness or neurodevelopmental disabilities in 
residential or wrap-around care (Armstrong et al., 2014, 
2016; Backer et al., 2015; Lyons et al., 2001, 2004). Now, 
for reasons of efficiency, ethical care, financial reimburse-
ment, and public health, it is imperative for other clinical 
programs, particularly those that focus on early intervention 
for common mental health problems, to develop structures of 
care that support systematic measurement and improvement 
of treatment effects.

Despite the various rationales for integrating outcomes 
accountability systems into clinical treatment for common 
childhood mental health problems, it is unknown how much 
this has been put into practice in clinical programs treating 
early childhood disruptive behaviors. Bickman’s commen-
taries (2008a, 2012) refer to outcome accountability efforts 
across mental healthcare populations in general. Whipple 
and Lambert’s (2011) review of outcome measurement feed-
back in the treatment of common mental health problems 
states that “there have been no studies on the impact of pro-
viding feedback to therapists about the treatment progress 
of their child and adolescent patients” (p. 105). This manu-
script seeks to ascertain whether outcomes accountability 
systems in the clinical treatment of common mental health 
problems in children, specifically that for early childhood 
disruptive behaviors, have appreciably expanded in the dec-
ade since these publications. While the review will include 
examples from across the world, the authors will particularly 
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analyze and discuss whether outcomes accountability sys-
tems for this target population have appreciably expanded 
in US clinical programs due to the prevalence of early child-
hood disruptive behaviors among American youth and the 
public health implications if these behaviors are not suc-
cessfully managed.

Objective

A scoping review was conducted to summarize the research 
on stages of development and usage of outcomes account-
ability systems or assessments in clinical programs that may 
treat early childhood disruptive behaviors. Our research 
questions were: (1) What are the current stages of devel-
opment and usage of outcomes accountability systems in 
clinical programs for children with common mental health 
problems; has it progressed since Whipple and Lambert’s 
(2011) review? (2) How many of these systems specifically 
address clinical treatment for common mental health prob-
lems in early childhood, particularly early childhood dis-
ruptive behaviors? (3) To what extent have these systems 
expanded in American clinical practices? (4) What chal-
lenges do clinical programs specializing in early childhood 
disruptive behaviors face when implementing outcomes 
accountability systems within their practice? Our intent is to 
inform US policy-makers, practitioners, and researchers on 
possible best practices and next steps to improve successful 
early treatment of common mental health problems among 
American children.

Methods

Search Strategy

The review consisted of peer-reviewed book chapters and 
journal articles (editorial, commentary, reviews, and empiri-
cal studies) published from January 1, 2005–January 17, 
2021 and listed in PSYCINFO using the following search 
strategy: Subject terms consisted of primary keywords in 
past literature to describe outcomes accountability systems: 
“measurement feedback system” OR “measurement feed-
back” OR “routine outcome monitoring” OR “accountability 
system” OR “learning health system.” Searches were con-
ducted with one subject term at a time to yield as many 
publications as possible. Additional PSYCINFO limiters 
were “Peer Reviewed” only, Publication Year from 2005 
to the present (January 17, 2021 when last conducted), 
and “English” language. The timeframe starts a few years 
prior to Whipple and Lambert (2011)’s review in order to 
capture earlier studies that could provide historical context 
on the development of outcomes accountability systems 

in different countries and settings. Age limiters were not 
restricted to pediatric age groups only (i.e., < 18 years old) 
in order to minimize exclusion of outcomes accountability 
literature that included early childhood clinical populations 
along with older childhood, adolescent, and adult clinical 
populations. A medical librarian experienced in performing 
literature reviews assisted in developing and reviewing the 
search strategy.

Study Selection

To answer our first research question (“what are the cur-
rent stages of development and usage of outcomes account-
ably systems in clinical programs for children with common 
mental health problems; has it progressed since Whipple 
and Lambert’s (2011) review?”), the authors thoroughly 
reviewed all PSYCINFO search results to identify publica-
tions regarding outcomes accountability in clinical treatment 
of common mental health problems in patient populations 
with early childhood patients. HYL screened 100% of iden-
tified PSYCINFO titles and abstracts for eligibility by first 
evaluating each result for publication type (i.e., book chap-
ter/editorial/commentary, review article, empirical article), 
focus area, setting, and journal name (if article). Outcome 
accountability focus areas were categorized in terms of stage 
of development using Taylor et al. (2013)’s application of 
the Plan-Do-Study-Adjust framework; “plan” publications 
focused on system design, “do” publications focused on 
implementation, “study” publications focused on assess-
ment of or impact on clinical outcomes, and “adjust” pub-
lications focused on outcomes improvement. Duplications 
were eliminated. Publications eligible for full-text review 
were those involving outcomes accountability systems in 
clinical settings that monitored mental health symptomology 
and behavioral improvement. Exclusions were publications 
on outcomes accountability in non-clinical settings (i.e., 
schools) or non-mental health settings, assessment of non-
clinical outcomes (i.e., scholastic performance, professional 
competence, or organizational performance), standardized 
scale psychometrics for diagnostic purposes, factors impact-
ing mental disorders unrelated to outcomes accountability, 
comparative effectiveness of different treatment models, or 
quality-of-care issues tangential to clinical outcomes (i.e., 
clinician fidelity to practice guidelines and/or standards of 
care, therapeutic alliance, shared decision making between 
clinician and the patient and/or patient’s family in the treat-
ment process). Additionally, we excluded publications that 
generally discussed ethical concerns and implications of 
data-driven care. Exceptions were publications on develop-
ing a scale to measure implementation fidelity or impact 
of an accountability system on clinical outcomes, or using 
accountability data to assess predicting factors on clinical 
outcomes. We also did not exclude publications on outcomes 
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accountability for youth mental health case management at 
state health departments or within youth service delivery 
systems that included public mental health facilities, as we 
considered these to be part of clinical services within the 
US. HYL then conducted a full-text review on the remain-
ing publications to identify those including or targeting 
early childhood populations (i.e., ≤ 7 years old) with com-
mon mental health illnesses. Exclusions were publications 
that 1) addressed the general (i.e., non-age specific) patient 
population or exclusively focused on adolescent and/or adult 
patients, or 2) specifically focused on high-risk children with 
severe mental illnesses or neurodevelopmental disabilities. 
We did not exclude, however, publications that discussed 
clinical programs addressing both severe and common men-
tal health problems, or programs addressing early childhood 
patients who had language or developmental delays and 
common behavioral problems. The two co-authors indepen-
dently reviewed all selection results.

Data Extraction

The authors jointly developed a data abstraction form 
(Appendix 1) to extract relevant information to answer the 
remaining research questions from all publications meeting 
the inclusion criteria: The title, author(s), publication date 
and year, and publication type were obtained from the Psy-
cINFO database and/or publication abstract. The country of 
origin, clinical setting, and description of the publication’s 
focus areas were derived from reviewing the abstract and 
full text. A full-text review of each publication provided 
further information to categorize the system’s stage of 
development, as described above. The full-text review also 
provided information on target patient population(s), review 
type (if the publication was a review article), study design 
(if the publication was an empirical article), key findings, 
and how the publication strengthens or highlights gaps in 
knowledge regarding outcomes accountability systems in 
clinical programs treating early childhood disruptive behav-
iors. Data extraction was first conducted by a single reviewer 
[HYL], with additional review by co-authors. Publications 
underwent data extraction in ascending order by publica-
tion date (most distant to most recent). Changes made to 
the data abstraction form were iterative. If a measure was 
encountered that had previously been identified, its pres-
ence was noted in a corresponding column. When previously 
unidentified measures were detected, the data was extracted 
and reviewed by authors for redundancy, and either incor-
porated into existing items or added as new items in the data 
abstraction form.

Data Analysis

Data analysis was conducted differently based on publica-
tion type. Key insights from book chapters, editorials, and 
commentaries were summarized descriptively. Review and 
empirical articles were summarized in a tabular format. To 
answer the second research question (“How many of these 
systems specifically address clinical treatment for common 
mental health problems in early childhood, particularly early 
childhood disruptive behaviors?”), all included publications 
were grouped into four “tiers” of specificity with regards to 
patient population and treatment model: “T1” includes but 
does not focus on early childhood cases, “T2” specifically 
addresses early childhood patients, “T3” addresses treatment 
for early childhood disruptive behaviors, and “T4” addresses 
parental management of early childhood disruptive behav-
iors as part of clinical care. To answer the last two research 
questions (“To what extent have these systems expanded in 
American clinical practices? What challenges do clinical 
programs specializing in early childhood disruptive behav-
iors face when implementing outcomes accountability sys-
tems within their practice?”), the authors analyzed the level 
of development (i.e., Plan, Do, Study, Adjust) and usage of 
outcomes accountability systems to address common mental 
health problems in children at each “tier,” with particular 
emphasis on US clinical populations as compared to that of 
other countries. This analysis also helped identify key bar-
riers to development and utilization.

Results

Search Findings

The search yielded 389 records, of which 338 were unique. 
After title and abstract review, 205 of the 338 records 
were excluded due to focusing on outcomes accountabil-
ity in school (n = 96) or non-mental health settings (n = 15), 
assessment of non-clinical outcomes (n = 20), standardized 
scale psychometrics (n = 14), factors impacting mental disor-
ders unrelated to outcomes accountability (n = 8), compara-
tive effectiveness of different treatment models (n = 7), qual-
ity of care issues tangential to clinical outcomes (n = 42), or 
ethics of data-driven care (n = 3). The remaining 133 records 
(39% of the unique records) underwent a full-text review, 
of which 110 records were further excluded due to target-
ing outcomes accountability systems for the general men-
tal health population (n = 36), adults (n = 57), adolescents 
(n = 12), or special populations with severe mental illnesses 
or neurodevelopmental disabilities (n = 5). Twenty-three (23) 
records (7% of the unique records), consisting of 3 editorials, 
2 commentaries, 4 reviews, and 14 empirical studies, were 
identified as focusing on outcomes accountably systems in 



739Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756	

1 3

clinical programs for children with common mental health 
problems (Fig. 1).

Figure 1 also indicates how many of the included publica-
tions and respective publication types fall into each “tier” of 
specificity with regards to patient population and treatment 
model. 20 of the 23 publications (3 editorials, 1 commen-
tary, 4 reviews, 12 empirical studies) described outcomes 
accountability in the clinical treatment of common mental 
health problems for a patient population that included but 
did not focus on early childhood cases (i.e., “T1”). 2 publi-
cations (1 commentary and 1 empirical study) specifically 
addressed outcome accountability in the clinical treatment of 
common mental health problems in early childhood patients, 
but did not target treatment of early childhood disruptive 
behaviors (i.e., “T2”). Only 1 publication (an empirical 

study) addressed outcomes accountability in the clinical 
treatment of childhood disruptive behaviors (i.e., “T3”). This 
same study also touched upon how outcomes accountability 
practices can enhance parental management of early child-
hood disruptive behaviors as part of clinical care (i.e., “T4”).

Figure 2 illustrates the frequency and “tier” of publica-
tion from 2005 to 2020. Across all 23 included publications, 
there was less than 1 publication per year from 2005 to 2012. 
After 2012, the number of publications per year doubled 
before peaking at 4 in 2016 and decreasing back to 1 per 
year in 2017–2018. Publications have increased slightly in 
2019 (3 publications) and 2020 (2 publications), but it is 
unknown if this indicates another increasing trajectory like 
that in 2013. The 3 publications specific to early childhood 
patients and/or early childhood disruptive behaviors all took 

Fig. 1   PRISMA flow chart of 
literature selection

23 full-text included in this review 
Editorials (3), Commentaries (2), Reviews (4), 

Empirical Studies (14) 

“T1” – 20 (3 editorials, 1 commentary, 4 reviews, 12 
empirical studies) included but did not focus on early 
childhood patients 

389 records identified through PSYCINFO 
database searching 

338 non-duplicated titles and abstracts 
reviewed 

133 full-text reviewed 

51 duplicates removed 

205 records excluded 
SCHOOL SETTING: 96 

NON-MENTAL HEALTH SETTING: 15 
NON-CLINICAL OUTCOMES: 20 

STANDARDIZED SCALE PSYCHOMETRICS: 14 
 FACTORS IMPACTING MENTAL DISORDERS: 8 

COMPARATIVE EFFECT OF TX MODELS: 7 
TANGENTIAL QUALITY OF CARE ISSUES: 42 

ETHICS OF DATA-DRIVEN CARE: 3 

110 full-text excluded 
GENERAL PATIENT POPULATION: 36 

ADOLESCENT PATIENTS: 12 
ADULT PATIENTS: 57 

SEVERE MENTAL ILLNESSES OR 
NEURODEVELOPMENTAL DISABILITIES: 5

“T2” – 2 (1 empirical study and 1 commentary) 
specifically addressed early childhood patients 

“T3” & “T4” – 1 empirical study addressed 
treatment of early childhood disruptive 
behaviors and parental management as part of 
clinical care 
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place after 2012; the “T2” commentary and empirical study 
were published in 2016 and 2019 respectively, while the 
“T3”/“T4” empirical study was published in 2014.

Table 1 illustrates the development stages of outcomes 
accountability systems within the 23 included publications 
by country and target patient population or “tier.” Most of 
the publications (17 out of 23) described outcomes account-
ability efforts in early stages of development, focusing on 
system design logistics (“Plan”), implementation feasibil-
ity (“Plan/Do”), and implementation fidelity (“Do”). The 
early development accountability efforts were located in the 
US or UK, with publications targeting US-based clinical 
programs predominantly represented in the “Plan” stage, 
while publications discussing UK-based clinical programs 
were more prevalent in the “Do” stage. 4 of the remaining 
6 publications that focused on later development account-
ability efforts, such as assessing an outcomes accountability 
system’s impact on clinical outcomes (“Study”) or lessons 
learned to improve outcomes (“Adjust”), were in non-US 
settings, i.e., in the Netherlands or UK. For the 3 publica-
tions specifically addressing early childhood patients (“T2”) 
and/or early childhood disruptive behaviors (“T3”/“T4”), the 
commentary targeting US-based practices (De Jong, 2016) 
was in the earliest stage of development (“Plan”), discussing 
the logistics to introduce outcomes accountability systems 
into clinical programs for early childhood populations. The 
UK-based empirical study targeting accountable practices to 
treat early childhood disruptive behaviors was also in early 
development (“Plan/Do”), namely discussing how to develop 
a meaningful outcome measure for behavioral data tracking 
(Emanuel et al., 2014). The only publication that discussed 
later development accountability efforts (“Adjust”) for an 
early childhood clinical population, namely illustrating how 

data collected from an outcomes accountability system could 
be used to assess factors influencing outcomes, was from 
The Netherlands (Vermeij et al., 2019) and specifically tar-
geted clinical improvement of language skills rather than 
behavioral problems.

Additional Details

Summaries of the empirical and review articles (Appendix 
2), as well as key insights from editorials and commentaries, 
provide further insight into challenges integrating outcomes 
accountability systems within clinical programs treating 
common childhood mental health problems, and potentially, 
early childhood disruptive behaviors.

Two key themes seem to affect usage and integration of 
outcomes accountability systems in clinical programs treat-
ing children with common mental health problems: (1) clini-
cians’ and patient families’ perceived value in data-driven 
care and the outcome assessment to meaningfully measure 
progress, and (2) top-down leadership support and multi-
level changes to meaningfully integrate outcomes account-
ability systems into practice. These themes are commonly 
cited within qualitative studies, reviews, commentaries, and 
editorials detailing early development accountability efforts, 
both within the US (Bickman, 2008b; De Jong, 2016; Gar-
land et al., 2013; Kelley & Bickman, 2009; Kotte et al., 
2016; Liu et al., 2019; Lyon et al., 2015, 2017; Seidman 
et al., 2010) and the UK (Batty et al., 2013; Ford et al., 2006; 
James et al., 2015; Norman et al., 2014; Waldron et al., 
2018; Wolpert et al., 2012).

In the US, barriers limiting adoption of outcomes 
accountability practices stem from the valuation of clinical 
care, namely (1) clinical service is currently a commodity 

Fig. 2   Frequency and tier of 
publications (N = 23) by year

snoitacilbuPforeb
mu

N

Year

T1 T2 T3 & T4
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Table 1   Publications by focus areas [authors (year) in chronological order]

Focus area(s)a Author(s) (year) Article typeb Country Target patient population(s)

Plan Bickman (2008b)T1 Editorial USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Kelley and Bickman (2009)T1 Review USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Seidman et al. (2010)T1 Review Universal, but targeting USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Garland et al. (2013)T1 Review USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

De Jong (2016)T2 Commentary Universal, but targeting USA Children, adolescents with common mental 
health problems. Discussion on early child-
hood youth

Plan/Do Ford et al. (2006)T1 Commentary UK Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Wolpert et al. (2012)T1 Editorial UK Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Emanuel et al. (2014)T3,T4 Empirical UK Children, adolescents with common mental 
health problems. Case studies on parent-
involved treatment for early childhood disrup-
tive behaviors

Norman et al. (2014) T1 Empirical UK Children, adolescents with common or severe 
mental health problems. No specific focus on 
early childhood patients

Lyon et al. (2015) T1 Empirical USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Kotte et al. (2016) T1 Empirical USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Milette-Winfree et al. (2019) T1 Empirical USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Do Batty et al. (2013) T1 Empirical UK Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

James et al. (2015) T1 Empirical UK Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Lyon et al. (2017)T1 Empirical USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Waldron et al. (2018)T1 Empirical UK Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Liu et al. (2019)T1 Editorial USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients
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as it cannot be differentiated on the basis of performance or 
value and thus continues to be reimbursed based on a fee 
for a unit of service rather than on any value or performance 
basis; (2) without effectiveness data, states and funders can 
maintain that they are meeting the needs of clients (or would 
do so, if they just had more funding); (3) reliance on licens-
ing and accreditation to demonstrate quality of care although 
evidence is lacking that they are associated with patient out-
comes (Bickman, 2008b). Following from these barriers are 
a lack of financial incentives from policy-makers or payors 
and provider leadership support to integrate usage of out-
come measurement and feedback to optimize clinical care 
into clinician training, accreditation, supervision, and prac-
tice time (Bickman, 2008b; Kotte et al., 2016; Lyon et al., 
2015, 2017). For providers that did implement outcomes 
accountability practices, consistent data tracking and usage 
of the data during sessions seemed to be associated with 
better clinical outcomes (Milette-Winfree et al, 2019; Sale 
et al., 2020; Tsai et al., 2016). However, lack of confidence 
from clinicians and patient families in the measures, par-
ticularly standardized assessments, to meaningfully capture 
progress limited the usage and sustainability of outcomes 
accountability systems in practice (Kotte et al., 2016).

Reviews by Kelley and Bickman (2009), and Seidman 
et al. (2010) provided initial suggestions to address some 
of these challenges implementing outcomes accountability 
systems in US clinical practice. Outcomes accountability 
systems could incorporate more multi-dimensional assess-
ments to provide meaningful data on patient progress and 
treatment success at the patient, family, clinician, organiza-
tional, and policy-maker levels. To support multi-dimen-
sional assessments, outcomes accountability systems ought 
to have a data infrastructure that is user-friendly and flex-
ible enough to incorporate feedback from each level. Gar-
land et al. (2013)’s review presents a more comprehensive 
framework to guide outcomes accountability at each level, 
starting with how policymakers could provide more pay-for-
performance incentives to support outcomes accountability 
in US children’s mental healthcare. The incentives would 
then facilitate provider organizations to build accountabil-
ity infrastructure that meaningfully informs treatment pro-
gress, outcomes, and cost, as well as training programs for 
clinicians to meaningfully use outcomes data to enhance 
their therapy. Patient families could then use accountability 
data to compare quality of services and better understand 
the necessity of accountable care. However, as late as 2019, 
lack of top-down policy initiatives and inadequate clinician 

Table 1   (continued)

Focus area(s)a Author(s) (year) Article typeb Country Target patient population(s)

Study Van Sonsbeek et al. (2014)T1 Empirical Netherlands Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Van Sonsbeek et al. (2020)T1 Empirical Netherlands Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Sale et al. (2020)T1 Empirical USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Adjust Fleming et al (2016)T1 Review UK Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Tsai et al. (2016)T1 Empirical USA Children, adolescents with common mental 
health problems. No specific focus on early 
childhood patients

Vermeij et al. (2019)T2 Empirical Netherlands Children aged 3–4 years old with language dis-
abilities and common behavioral problems

T1  = addressed outcomes accountability for all patients; no specific focus on early childhood cases
T2  = specifically addressed outcomes accountability for early childhood patients
T3  = addressed outcomes accountability in treating early childhood disruptive behaviors
T4  = addressed outcomes accountability in parental management of early childhood disruptive behaviors
(a) Focus areas are Plan, Do, Study, Adjust. “Plan” publications provide theoretical basis or best practice suggestions to the building or imple-
mentation of outcomes accountability systems. “Plan/Do” publications focus on investigating feasibility of implementing outcomes accountabil-
ity practices and/or systems. “Do” publications focus on implementation fidelity of outcomes accountability systems. “Study” publications either 
evaluate the impact of outcomes accountability systems on treatment outcomes or utilizes accountability data to determine outcomes. “Adjust” 
publications focus on factors influencing outcomes and accountability practices, and provides suggestions for outcomes improvement. (b) Article 
types are empirical or review article
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support continued to hinder implementation fidelity and 
sustainable outcomes monitoring throughout clinical pro-
grams for common childhood mental health problems (De 
Jong, 2016; Liu et al., 2019). A related finding was that cli-
nicians, patients, and patient families within these clinical 
programs have generally pessimistic or ill-informed views 
towards measurement feedback and outcomes accountability 
practices, resulting in most outcomes accountability systems 
being implemented as special research projects (De Jong, 
2016). The limited support for outcomes accountability 
systems within these practice settings also introduced gaps 
in knowledge for different age groups. Thus far, the chal-
lenges to and benefits derived from implementing outcomes 
accountability systems are from US-based programs treating 
older youth with more complex and multiple mental health 
conditions (Kotte et  al., 2016; Lyon et al., 2015, 2017; 
Milette-Winfree et al., 2019; Sale et al., 2020; Tsai et al., 
2016). It is unknown how much these findings generalize 
to clinical treatment of common mental health problems in 
early childhood populations (De Jong, 2016). Among private 
outpatient clinical programs specializing in behavioral and/
or parent-based therapy, a common clinical setting to treat 
early childhood disruptive behaviors in the US, De Jong’s 
(2016) commentary identified only two studies that targeted 
adolescent populations (Bickman et al., 2011, 2014, as cited 
in De Jong, 2016), with none to date in younger populations.

In contrast to the US, since the early 2000s, the UK has 
had a consortium of service providers, funders, service 
user groups, and researchers (namely the Child Outcomes 
Research Consortium) to systematically develop best prac-
tice guidelines on outcome measures across all Child and 
Adolescent Mental Health Services (CAMHS) clinical set-
tings and clinical populations, as well as optimal infrastruc-
ture design and clinician support to enhance outcomes moni-
toring and feedback (Ford et al., 2006; Wolpert et al., 2012). 
Resultingly, much of the outcomes accountability work in 
the UK focused on implementation fidelity disparities across 
CAMHS clinical settings and pediatric populations, with 
very sparse research targeting specific clinical settings or 
patient groups. However, similar implementation challenges 
as those found in the US included low buy-in or usage by 
clinicians and families, concerns regarding outcome meas-
ure validity and ability to meaningfully encapsulate patient’s 
problems, and suboptimal system design and integration into 
clinician training, supervision, and practice (Batty et al., 
2013; Fleming et al., 2016; James et al., 2015; Norman 
et al., 2014; Waldron et al., 2018). These challenges seem 
to stem in part from leadership implementing systems into 
practice before there was adequate infrastructure in place 
or stakeholder buy-in. Two UK-based studies specifically 
highlighted clinicians’ dissatisfaction with CAMHS leaders 
“forcing” clinicians to adopt certain outcome accountability 
measures and practices, and had ethical concerns regarding 

how the data collected would be used by CAMHS leader-
ship or policymakers to determine care effectiveness and 
value (Norman et al., 2014; Waldron et al., 2018). Emanuel 
et al. (2014) sought to address the issue surrounding mean-
ingful outcomes measurement by introducing a goal-based 
outcome measure that clinicians generate with parents to 
use for ROM. While this measure could be used for older 
children with more complex clinical profiles, the authors 
also demonstrated how this measure could enhance treat-
ment for early childhood patients with disruptive behaviors 
by encouraging parents to participate in their child’s treat-
ment and help track data on their child’s behavioral progress. 
Emanuel et al. (2014) provides valuable insight on outcomes 
accountability assessments and practices that may be most 
meaningful for treating early childhood disruptive behaviors, 
particularly for therapy models with parental involvement. 
The caveat is that these findings are based on select case 
studies, and have unknown generalizability to larger clinical 
populations.

Outside of the US and UK, the Netherlands have also 
implemented outcomes accountability systems and practices 
into clinical programs treating common childhood mental 
health problems. Development of outcomes accountabil-
ity systems and practices in the Netherlands are the most 
advanced, as clinical programs routinely administer assess-
ments for outcomes accountability, leading to studies that 
assessed influential factors for outcomes improvement (Van 
Sonsbeek et al., 2014, 2020; Vermeij et al., 2019). Even 
so, the studies found did not address treatment for early 
childhood disruptive behaviors, as either the representative 
patient sample was older with more complex clinical profiles 
(Van Sonsbeek et al., 2014, 2020), or treatment focused on 
language skill acquisition in early childhood patients with 
language disorders (Vermeij et al., 2019).

Discussion

This review highlights the paucity of outcomes accounta-
bility systems in clinical programs treating early childhood 
disruptive behaviors, especially in the US. While the devel-
opment and usage of outcomes accountability systems in 
clinical programs treating common mental health problems 
in children have appreciatively expanded since Whipple and 
Lambert’s (2011) review, only 3 out of 23 peer-reviewed 
publications found specifically discussed outcomes account-
ability efforts for early childhood clinical populations. Out of 
these 3 publications, the only outcomes accountability effort 
addressing treatment for early childhood disruptive behav-
iors has been found in the UK (Emanuel et al., 2014). Our 
scoping review did not find any studies on the development 
and usage of outcomes accountability systems to assess or 
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improve treatment of early childhood disruptive behaviors 
in US-based clinical programs.

Unique challenges exist to implement and sustain out-
comes accountability systems in US-based clinical programs 
for common childhood mental health problems. Compared 
to the UK and Netherlands (the two other settings in the 23 
included publications), the US lacks top-down incentives 
from policy-makers and payors as well as national-level col-
laborative efforts among providers to develop, implement, 
and meaningfully use outcomes accountability systems 
within clinical care for common childhood mental health 
problems. Consequently, outcomes accountability efforts are 
hard to implement and sustain in practice. This is reflected 
in how most US-based publications found during this review 
are still concentrating on early development accountability 
efforts of design and implementation feasibility rather than 
later development efforts of assessing how data collected 
from outcomes accountability systems inform areas for out-
comes improvement.

Nonetheless, the present review also highlights opportu-
nities for improvement. The reported literature on US-based 
accountability efforts for common childhood mental health 
problems are predominantly in state youth services or public 
and community mental health clinical settings (Kotte et al., 
2016; Lyon et al., 2015, 2017; Milette-Winfree et al., 2019; 
Sale et al., 2020; Tsai et al., 2016), which typically see older 
youth or adolescents with multiple mental health conditions 
and utilize a variety of treatment methods (Brookman-Fra-
zee et al., 2009, 2010). While it is possible that this finding 
may be affected by the scope of the search results, this obser-
vation does draw two potential implications.

The first implication is that part of this finding may be 
attributable to reimbursement and grant incentives pro-
vided by the Health Resources and Services Administration 
(HRSA), the Substance Abuse and Mental Health Services 
Administration (SAMSHA), and several state governments 
to support behavioral health workforce integration, educa-
tion, and dissemination of evidence-based and accountable 
practices in public and community-based healthcare prac-
tices (Bonilla et al., 2021; Brookman-Frazee et al, 2016; 
Garland et al., 2008). Additionally, the Centers of Medi-
care & Medicaid Services (CMS) and several states have 
required state managed care clinical programs to put into 
place a quality assessment and improvement system for 
children’s healthcare services (MACPAC, 2020, 2021). As 
of the late 2010s, public mental health organizations have 
increased adoption of evidence-based treatments and qual-
ity monitoring practices to increase treatment accountability 
(Brookman-Frazee et al, 2016). The current incentives may 
not have been applicable to private practices, and similar 
accountability requirements may not have been adopted 
or implemented by private, commercial insurers, whose 
dependents represent a greater proportion of the patient 

population at private vs. public clinics (Acri et al., 2018; 
Michelson et al., 2013). Similar financial incentives for and 
implementation science studies on accountable practices in 
private clinics, particularly those providing early interven-
tion for common childhood mental health problems, have 
the potential to increase and highlight quality monitoring 
practices in clinical programs treating early childhood dis-
ruptive behaviors (Garland et al., 2008, 2013).

The second implication is assuming public clinical pro-
grams do have more incentives and infrastructure in place 
for accountable practices, an opportunity exists to further 
disseminate and assess the effectiveness of PDT or similar 
evidence-based interventions to address early childhood dis-
ruptive behaviors in these settings. Research has suggested 
that families with public insurance and/or lower socioeco-
nomic means tend to access mental healthcare through fed-
erally-supported community health centers with integrated 
behavioral health staff or public mental health programs 
(Bonilla et al., 2021; Cook et al., 2007; Pourat et al., 2021; 
Southam-Gerow et al., 2012). However, public clinics have 
resource constraints that may make it particularly chal-
lenging to adapt PDT best practices (Beidas et al., 2017). 
A key feature of evidence-based PDT is to have multiple 
behavioral specialists or trained observers repeatedly col-
lect observational data on behavior targets (known as direct 
observation), which is the gold standard for determining 
treatment effect (Johnston & Pennypacker, 2009; Vollmer 
et al., 2008). These practices can cost up to $10,000 to fur-
nish an appropriate treatment room, and $40,000 to over 
$100,000 in salary (depending on geographic location and 
training level) and an additional $3000-$4000 in training 
costs for each behavioral health staff member (Goldfine 
et al., 2008). The extensive staffing and financial resources 
to reliably implement such practices has restricted the dis-
semination of PDT to more diverse clinical settings outside 
of hospital- or university-based private clinics. With that 
said, there is some evidence of PDT or evidence-based treat-
ment for childhood disruptive behaviors being adapted to 
community health center or public mental health settings in 
the US. A pilot study assessed the efficacy of a PDT program 
for families of high-risk children with disruptive behaviors 
seeking care at community health centers (Lau et al., 2011). 
While not specific to PDT, some studies do indicate that 
clinicians in public mental health settings are more apt to 
apply evidence-based treatment models to patients fitting the 
early-onset disruptive behaviors profile (younger, male, clear 
aggressive-disruptive symptoms, and low multi-morbidity of 
other mental health issues) (Brookman-Frazee et al., 2010, 
2016; Kim et al., 2020; Orimoto et al., 2014). More dis-
semination science research focusing on how to best adapt 
evidence-based practices such as PDT to address early child-
hood disruptive behaviors in public clinical settings could 
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help increase early intervention access and care equity for 
lower income children with behavioral problems.

An additional area for improvement is expanding investi-
gations into outcome measures that may be most applicable 
to behavioral problems encountered in early childhood popu-
lations. One possibility is a top-down approach by expanding 
on federal or state-level accountability initiatives for chil-
dren’s healthcare to include outcomes for common mental 
health problems in early childhood. While both federal and 
state policies for Medicaid have required state managed 
care clinical programs to put into place a quality assessment 
and improvement system for children’s healthcare services 
(MACPAC, 2021), the current measures implemented in 
practice are not specific to the management of behavioral 
problems in early childhood (MACPAC, 2020). A related 
issue is that current formulated outcome measures are more 
focused on rating provider performance (i.e., meeting clini-
cal quality benchmarks or service satisfaction) rather than 
evaluating the patient’s behavioral and functional improve-
ment from treatment (MACPAC, 2020). It would be useful 
to survey Medicaid authorities to learn more about what 
they may be doing to make quality measurement more tar-
geted towards common mental health problems in younger 
patient populations, as well as how they might frame the 
measures to better align with improving patient care rather 
than assessing provider performance. At the state level, two 
studies from this review indicated state-wide accountabil-
ity efforts using the Ohio Scales to measure the progress 
of common childhood mental health problems (Kotte et al., 
2016; Milette-Winfree et al., 2019). Findings imply that the 
Ohio Scales may be applicable for early childhood disrup-
tive behaviors due to the ease of administration for younger 
youth with less complex clinical profiles (Milette-Winfree 
et al., 2019). A follow-up study assessing the utility of the 
Ohio Scales to monitor progress of early childhood behav-
ioral problems would be informative.

Another possibility is a bottom-up approach wherein 
clinical programs that specifically treat early childhood dis-
ruptive behaviors start developing a meaningful outcomes 
measure, and then iteratively expand to an accountability 
system built around this measure. This approach may be 
particularly appropriate for private clinics specializing in 
PDT, as a key feature of these therapy models is that inter-
vention effectiveness is individually determined, and clini-
cians make decisions on whether to continue, stop, or change 
interventions based on repeated observation of individual-
ized behavior targets and goals (Baer et al., 1987; Bourret & 
Pietras, 2013; Vanselow et al., 2011). Clinicians from these 
practices may be resistant to top-down accountability and 
performance evaluation-style assessments that feel threat-
ening; however, they do want to use data to determine if 
their patients are moving towards optimal behavioral health 
and functioning. As such, improvement systems centered 

around a bottom-up, iterative approach may get the most 
buy-in from clinicians in private practice. This approach has 
been demonstrated in the UK, whereby goal-based outcome 
measures were jointly generated by the clinicians and patient 
families, and then utilized for ROM for early childhood cases 
with disruptive behaviors (Emanuel et al., 2014). The value 
within this approach is the ability to increase parental and 
clinician trust in the initial outcome measure’s meaningful-
ness, and to increase administration and usage of the meas-
ure as part of the care process.

While not published in peer-reviewed literature, three 
private outpatient behavioral clinics of a large pediatric 
hospital in the US mid-Atlantic region have also developed 
an outcomes accountability/improvement system using a 
bottom-up, iterative manner (Yu-Lefler et al., 2019). The 
system started with clinicians at the clinics developing a 
simple 0–10 rating scale to measure the level of behavior 
problem at each appointment for all patients. Subsequent 
developments consisted of a more sophisticated data infra-
structure to incorporate this measure, known as the “Behav-
ior Rating Scale” (BRS), into the patient’s electronic health 
record; automatic graphing of ratings across time for clini-
cians and patient families to review at each appointment; 
and aggregate analyses of BRS change across patients and 
the proportion of patients reaching optimal BRS ratings at 
different points of treatment. The latest expansions entail 
updating the data infrastructure and clinical processes to 
allow more timely feedback of patient-specific or aggregate 
BRS data to clinicians and clinical leadership for decision-
making; incorporating routinely-collected administrative 
data (demographic, appointment information) and baseline 
clinical assessments to study factors influencing BRS out-
comes; and adding standardized assessment measures to 
capture multi-dimensional patient and family outcomes. The 
sum total of these efforts is a system across a large, multi-
site pediatric behavioral health care system with ROM and 
feedback capabilities. Of particular note is that the system 
built upon existing clinical procedures and data informatic 
sources, and as such, cost was kept relatively low and it 
was easier for clinicians to learn how to utilize the system’s 
features and incorporate the information gathered into their 
care processes. This bottom-up approach can help expand 
the implementation of systems for outcomes accountabil-
ity that are meaningful to US-based providers treating early 
childhood disruptive behaviors.

Relatedly, it may be more effective for policymakers 
to uniquely incentivize private outpatient clinics to build 
accountability infrastructure and practices from the bottom-
up. One possibility is for incentives to include start-up capi-
tal for private practices to first develop a metric that can be 
collected on a routine basis to capture behavioral progress, 
and to integrate that metric as part of routinely-collected 
data in the patient’s medical record. Further bonuses can 
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incentivize providers to expand this data infrastructure to 
include individualized and aggregate data reports and a 
feedback loop to clinicians and clinical leadership for out-
comes improvement. This type of financial incentive struc-
ture may be quicker and more cost-effective to implement 
than those requiring a more sophisticated data infrastructure 
with multiple, well-developed outcome assessments in place. 
After such infrastructure is developed, future endeavors can 
include expanded usage of multi-dimensional assessments 
that can provide more nuanced data on treatment success 
and be generalizable across similar treatment programs and 
patient populations (Seidman et al., 2010).

Limitations

There were several limitations to the breadth and verifica-
tion of data within this scoping review. This review was only 
limited to one search engine (PSYCINFO). While a wider 
search of the same criteria on other search engines (e.g., 
Cochrane Reviews, SCOPUS, Web of Science, EMBASE, 
PubMed) may yield a greater breadth of eligible publica-
tions, the authors judged that PSYCINFO would provide 
the most relevant information regarding outcomes account-
ability work specific to mental health populations. Eligible 
literature was restricted to peer-reviewed publications. How-
ever, since the review findings indicate much of the work in 
the UK had national-level government support, and there 
is at least one US-based outcomes accountability/improve-
ment system that has not been published via peer-review, 
there may be relevant government publications, regulatory 
or unpublished trial data, white papers, and conference 
presentations that could potentially further fill the knowl-
edge gaps on the breadth and scope of outcomes account-
ability system development for early childhood disruptive 

behaviors. Likewise, eligible publications were limited to 
only those in English. As one of the studies on early child-
hood outpatient systems was conducted in the Netherlands, 
there may be relevant non-English publications that discuss 
outcomes accountability work for early childhood behavioral 
healthcare. A follow-up systematic review effort would bet-
ter address the limitations in this study and yield more com-
prehensive information on the international development of 
outcomes accountability systems addressing early childhood 
disruptive behaviors.

Conclusion

This scoping review illustrates the dramatic lack of scien-
tific information regarding outcomes accountability sys-
tems in clinical programs treating early childhood disrup-
tive behaviors. In particular, the present review did not find 
any peer-reviewed publications on such systems to monitor, 
assess, and improve behavioral outcomes for American chil-
dren aged 7 years old or younger with disruptive behavior 
disorders. While it is challenging to implement outcomes 
accountability systems and practices, there are powerful 
voices calling for behavioral healthcare to systematically 
enhance treatment outcomes in order to mitigate long-term 
societal and economic burdens from poorly-managed early 
childhood disruptive behavior disorders (e.g., APA, 2013; 
Brookman-Frazee et al., 2009; Foster et al., 2005; Scott 
et al., 2001; Sheldrick et al., 2011; Shevlin et al., 2017; 
Wertz et al., 2018). As such, an opportunity exists for US 
mental healthcare service systems, clinical practitioners, and 
researchers to improve accountability for early intervention 
of significant disruptive behavior problems in American 
children.



747Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756	

1 3

A
pp

en
di

x 
1:

 D
at

a 
A

bs
tr

ac
ti

on
 F

or
m

D
at

a
D

at
a 

de
ta

ils
D

at
a 

so
ur

ce

Ti
tle

–
D

at
ab

as
e

A
ut

ho
r(

s)
–

D
at

ab
as

e
Pu

bl
ic

at
io

n 
da

te
 a

nd
 y

ea
r

Ep
ub

 if
 av

ai
la

bl
e

D
at

ab
as

e
Pu

bl
ic

at
io

n 
ty

pe
(1

) B
oo

k 
ch

ap
te

r/e
di

to
ria

l/c
om

m
en

ta
ry

, (
2)

 re
vi

ew
 a

rti
cl

e,
 (3

) 
em

pi
ric

al
 a

rti
cl

e
D

at
ab

as
e 

an
d 

ab
str

ac
t

D
es

cr
ip

tio
n

Fo
cu

s o
r t

op
ic

 a
re

a 
as

 it
 re

la
te

s t
o 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 

sy
ste

m
s

A
bs

tra
ct

 a
nd

 fu
ll-

te
xt

 re
vi

ew

Fo
cu

s a
re

a(
s)

—
pl

an
, d

o,
 st

ud
y,

 a
dj

us
t

“P
la

n”
 p

ub
lic

at
io

ns
 p

ro
vi

de
 th

eo
re

tic
al

 b
as

is
 o

r b
es

t p
ra

ct
ic

e 
su

gg
es

tio
ns

 to
 th

e 
bu

ild
in

g 
or

 im
pl

em
en

ta
tio

n 
of

 o
ut

co
m

es
 

ac
co

un
ta

bi
lit

y 
sy

ste
m

s. 
“D

o”
 p

ub
lic

at
io

ns
 fo

cu
s o

n 
im

pl
e-

m
en

ta
tio

n 
of

 o
ut

co
m

es
 a

cc
ou

nt
ab

ili
ty

 sy
ste

m
s. 

“S
tu

dy
” 

pu
b-

lic
at

io
ns

 e
ith

er
 e

va
lu

at
e 

th
e 

im
pa

ct
 o

f o
ut

co
m

es
 a

cc
ou

nt
ab

il-
ity

 sy
ste

m
s o

n 
tre

at
m

en
t o

ut
co

m
es

 o
r u

til
iz

es
 a

cc
ou

nt
ab

ili
ty

 
da

ta
 to

 d
et

er
m

in
e 

ou
tc

om
es

. “
A

dj
us

t”
 p

ub
lic

at
io

ns
 fo

cu
s o

n 
fa

ct
or

s i
nfl

ue
nc

in
g 

ou
tc

om
es

 a
nd

 a
cc

ou
nt

ab
ili

ty
 p

ra
ct

ic
es

, 
an

d 
pr

ov
id

es
 p

er
fo

rm
an

ce
 im

pr
ov

em
en

t s
ug

ge
sti

on
s

Fu
ll-

te
xt

 re
vi

ew
t

C
ou

nt
ry

O
rig

in
 o

f t
he

 o
ut

co
m

es
 a

cc
ou

nt
ab

ili
ty

 sy
ste

m
(s

) b
ei

ng
 d

is
-

cu
ss

ed
A

bs
tra

ct
 a

nd
 fu

ll-
te

xt
 re

vi
ew

Se
tti

ng
Se

tti
ng

 o
f t

he
 m

en
ta

l h
ea

lth
 p

ro
gr

am
 a

nd
 th

e 
ou

tc
om

es
 

ac
co

un
ta

bi
lit

y 
sy

ste
m

A
bs

tra
ct

 a
nd

 fu
ll-

te
xt

 re
vi

ew

Ta
rg

et
 p

at
ie

nt
 p

op
ul

at
io

n(
s)

G
en

er
al

 a
ge

 g
ro

up
in

gs
 (i

.e
., 

ad
ul

t, 
ad

ol
es

ce
nt

, c
hi

ld
re

n)
, 

cl
in

ic
al

 p
re

se
nt

at
io

n,
 a

nd
 if

 th
er

e 
w

as
 sp

ec
ifi

c 
fo

cu
s o

n 
ea

rly
 

ch
ild

ho
od

 p
at

ie
nt

s

Fu
ll-

te
xt

 re
vi

ew

Re
vi

ew
 ty

pe
—

if 
pu

bl
ic

at
io

n 
Ty

pe
 =

 “2
”

C
rit

ic
al

 re
vi

ew
, s

co
pi

ng
 re

vi
ew

, l
ite

ra
tu

re
 re

vi
ew

, s
ys

te
m

at
ic

 
re

vi
ew

, m
et

a-
an

al
ys

is
Fu

ll-
te

xt
 re

vi
ew

St
ud

y 
de

si
gn

—
if 

pu
bl

ic
at

io
n 

Ty
pe

 =
 “3

”
Q

ua
lit

at
iv

e,
 q

ua
nt

ita
tiv

e,
 o

r m
ix

-m
et

ho
ds

. I
f q

ua
nt

ita
tiv

e 
or

 
m

ix
-m

et
ho

ds
, f

ur
th

er
 d

et
ai

ls
 o

n 
m

et
ho

ds
 u

se
d

Fu
ll-

te
xt

 re
vi

ew

K
ey

 fi
nd

in
gs

Su
m

m
ar

iz
e 

pu
bl

ic
at

io
n’

s m
ai

n 
co

nc
lu

si
on

s a
nd

 k
ey

 in
si

gh
ts

Fu
ll-

te
xt

 re
vi

ew
St

re
ng

th
s a

nd
 li

m
ita

tio
ns

H
ow

 d
oe

s t
hi

s p
ub

lic
at

io
n 

str
en

gt
he

n 
or

 h
ig

hl
ig

ht
 g

ap
s i

n 
kn

ow
le

dg
e 

re
ga

rd
in

g 
ou

tc
om

es
 a

cc
ou

nt
ab

ili
ty

 sy
ste

m
s f

or
 

ea
rly

 c
hi

ld
ho

od
 d

is
ru

pt
iv

e 
be

ha
vi

or
s?

Fu
ll-

te
xt

 re
vi

ew



748	 Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756

1 3

A
pp

en
di

x 
2:

 D
et

ai
le

d 
Su

m
m

ar
y 

of
 E

m
pi

ri
ca

l a
nd

 R
ev

ie
w

 A
rt

ic
le

s 
[in

 A
lp

ha
be

ti
ca

l O
rd

er
 b

y 
A

ut
ho

r]

A
ut

ho
rs

 (y
ea

r)
St

ud
y 

de
si

gn
/re

vi
ew

 ty
pe

D
es

cr
ip

tio
n

Se
tti

ng
K

ey
 fi

nd
in

gs
St

re
ng

th
s a

nd
 li

m
ita

tio
ns

Em
pi

ri
ca

l a
rt

ic
le

s
B

at
ty

 e
t a

l. 
(2

01
3)

Q
ua

lit
at

iv
e:

 n
ot

es
 a

ud
it,

 
su

rv
ey

, a
nd

 in
te

rv
ie

w
A

ss
es

se
d 

th
e 

us
ag

e 
of

 R
O

M
 

da
ta

 in
 c

lin
ic

al
 c

ar
e 

by
 

CA
M

H
S 

cl
in

ic
ia

ns
O

ut
co

m
e 

m
ea

su
re

s u
se

d 
w

er
e 

th
e 

H
oN

O
SC

A
, S

D
Q

, 
C

-G
A

S,
 C

on
ne

r’s
 ra

tin
g 

sc
al

es
, a

nd
 C

H
I-

ES
Q

CA
M

H
S 

cl
in

ic
al

 
se

rv
ic

es
 in

 3
 E

as
t 

M
id

la
nd

 c
ou

nt
ie

s 
in

 th
e 

U
K

M
ea

su
re

s i
nc

on
si

ste
nt

ly
 c

ol
le

ct
ed

 
an

d 
us

ed
, w

ith
 <

 20
%

 o
f p

at
ie

nt
s 

w
ith

 b
as

el
in

e 
an

d 
fo

llo
w

-u
p 

da
ta

. I
ss

ue
s i

nc
lu

de
 la

ck
 o

f c
li-

ni
ci

an
 c

on
fid

en
ce

 in
 m

ea
su

re
s t

o 
m

ea
ni

ng
fu

lly
 m

ea
su

re
 p

ro
gr

es
s, 

tra
in

in
g 

su
pp

or
t f

or
 c

lin
ic

al
 st

aff
 

to
 u

se
 R

O
M

 in
 p

ra
ct

ic
e,

 a
nd

 
le

ad
er

sh
ip

 su
pp

or
t t

o 
in

te
gr

at
e 

RO
M

 d
at

a 
in

to
 p

ra
ct

ic
e

St
re

ng
th

s S
im

ila
r q

ua
lit

at
iv

e 
fin

di
ng

s t
o 

ot
he

r 
stu

di
es

 o
n 

in
te

gr
at

in
g 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 

sy
ste

m
s i

nt
o 

pr
ac

tic
e 

an
d 

su
gg

es
t g

en
er

al
iz

-
ab

ili
ty

 a
cr

os
s c

hi
ld

re
n’

s m
en

ta
l h

ea
lth

 c
ar

e 
se

tti
ng

s
Li

m
ita

tio
ns

 R
O

M
 w

ith
in

 th
is

 st
ud

y 
do

es
 n

ot
 

sp
ec

ifi
ca

lly
 fo

cu
s o

n 
tre

at
m

en
t f

or
 e

ar
ly

 c
hi

ld
-

ho
od

 p
at

ie
nt

s o
r d

is
ru

pt
iv

e 
be

ha
vi

or
s

Em
an

ue
l e

t a
l. 

(2
01

4)
Q

ua
lit

at
iv

e:
 c

as
e 

stu
di

es
A

ss
es

se
d 

cl
in

ic
al

 fe
as

ib
ili

ty
 o

f 
a 

pa
tie

nt
 fa

m
ily

-g
en

er
at

ed
, 

go
al

-b
as

ed
 o

ut
co

m
e 

m
ea

su
re

 
fo

r R
O

M
 in

 tr
ea

tin
g 

be
ha

vi
o-

ra
l p

ro
bl

em
s i

n 
ch

ild
re

n 
an

d 
ad

ol
es

ce
nt

s

CA
M

H
S 

ou
tp

at
ie

nt
 

cl
in

ic
 in

 L
on

do
n 

pr
ov

id
in

g 
ch

ild
 

th
er

ap
y 

an
d 

pa
r-

en
tin

g 
str

at
eg

ie
s

Re
su

lts
 il

lu
str

at
e 

fin
di

ng
s f

or
 e

ar
ly

 
ch

ild
ho

od
 c

as
es

 w
ith

 d
is

ru
pt

iv
e 

be
ha

vi
or

s, 
w

hi
ch

 in
di

ca
te

d 
su

ch
 

ou
tc

om
e 

m
ea

su
re

s m
ay

 b
e 

m
or

e 
m

ea
ni

ng
fu

l t
o 

pa
tie

nt
s a

nd
 th

ei
r 

fa
m

ily
 th

an
 st

an
da

rd
iz

ed
 a

ss
es

s-
m

en
ts

, a
nd

 e
nc

ou
ra

ge
 p

ar
en

ta
l 

tre
at

m
en

t e
ng

ag
em

en
t a

nd
 tr

ac
k-

in
g 

of
 th

ei
r c

hi
ld

’s
 p

ro
gr

es
s

St
re

ng
th

s P
ro

vi
de

s i
ns

ig
ht

 in
to

 m
ea

su
re

s t
ha

t 
m

ay
 b

e 
m

os
t m

ea
ni

ng
fu

l t
o 

RO
M

 fo
r e

ar
ly

 
ch

ild
ho

od
 d

is
ru

pt
iv

e 
be

ha
vi

or
s, 

pa
rti

cu
la

rly
 

fo
r t

re
at

m
en

t m
od

el
s w

ith
 p

ar
en

ta
l i

nv
ol

ve
-

m
en

t
Li

m
ita

tio
ns

 R
es

ul
ts

 b
as

ed
 o

n 
sp

ec
ifi

c 
pa

tie
nt

 
ca

se
s f

ro
m

 o
ne

 c
lin

ic

Ja
m

es
 e

t a
l. 

(2
01

5)
M

ix
ed

 m
et

ho
ds

: c
ro

ss
-

se
ct

io
na

l a
ss

oc
ia

tio
n 

of
 th

em
es

 fr
om

 fo
cu

s 
gr

ou
ps

 a
nd

 su
rv

ey
s 

w
ith

 c
lin

ic
ia

n 
us

ag
e 

of
 ro

ut
in

e 
ou

tc
om

es
 

m
on

ito
rin

g

A
ss

es
se

d 
th

e 
us

ag
e 

of
 se

ss
io

n-
by

-s
es

si
on

 R
O

M
 in

 C
A

M
H

S 
cl

in
ic

al
 se

rv
ic

es
 a

nd
 c

lin
i-

ci
an

 a
tti

tu
de

s
O

ut
co

m
e 

m
ea

su
re

 u
se

d 
w

as
 

th
e 

C
Y

P-
IA

PT
 q

ue
sti

on
na

ire

CA
M

H
S 

cl
in

ic
al

 
se

rv
ic

es
 in

 S
ou

th
 

W
es

t r
eg

io
n 

of
 th

e 
U

K

 <
 7%

 o
f c

lin
ic

ia
ns

 re
po

rt 
m

on
ito

r-
in

g 
ou

tc
om

es
 e

ve
ry

 se
ss

io
n.

 
C

lin
ic

ia
ns

 w
ho

 p
er

ce
iv

ed
 th

e 
ou

tc
om

es
 d

at
a 

as
 u

se
fu

l t
o 

he
lp

in
g 

th
ei

r p
at

ie
nt

s w
er

e 
m

or
e 

lik
el

y 
to

 e
ng

ag
e 

in
 se

ss
io

n-
by

-
se

ss
io

n 
RO

M

St
re

ng
th

s S
im

ila
r q

ua
lit

at
iv

e 
fin

di
ng

s t
o 

ot
he

r 
stu

di
es

 o
n 

in
te

gr
at

in
g 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 

sy
ste

m
s i

nt
o 

pr
ac

tic
e 

an
d 

su
gg

es
t g

en
er

al
iz

-
ab

ili
ty

 a
cr

os
s c

hi
ld

re
n’

s m
en

ta
l h

ea
lth

 c
ar

e 
se

tti
ng

s
Li

m
ita

tio
ns

 R
O

M
 w

ith
in

 th
is

 st
ud

y 
do

es
 n

ot
 

sp
ec

ifi
ca

lly
 fo

cu
s o

n 
tre

at
m

en
t f

or
 e

ar
ly

 c
hi

ld
-

ho
od

 p
at

ie
nt

s o
r d

is
ru

pt
iv

e 
be

ha
vi

or
s

K
ot

te
 e

t a
l. 

(2
01

6)
Q

ua
lit

at
iv

e:
 k

ey
 in

fo
rm

-
an

t i
nt

er
vi

ew
s

A
ss

es
se

d 
fa

ci
lit

at
or

s a
nd

 
ba

rr
ie

rs
 id

en
tifi

ed
 b

y 
ca

re
 

co
or

di
na

to
rs

 to
 im

pl
em

en
t 

an
d 

su
st

ai
n 

a 
st

at
ew

id
e 

M
FS

O
ut

co
m

e 
m

ea
su

re
 u

se
d 

w
as

 
th

e 
O

hi
o 

Sc
al

es

8 
U

S 
pu

bl
ic

 m
en

ta
l 

he
al

th
 sy

ste
m

 
fa

m
ily

 g
ui

da
nc

e 
ce

nt
er

s i
n 

H
I

Fa
ct

or
s f

or
 su

cc
es

s i
nc

lu
de

d 
cl

in
i-

ci
an

s’
 a

nd
 p

at
ie

nt
 fa

m
ili

es
’ p

er
-

ce
iv

ed
 v

al
ue

 in
 d

at
a-

dr
iv

en
 c

ar
e 

an
d 

th
e 

ou
tc

om
e 

as
se

ss
m

en
t t

o 
m

ea
ni

ng
fu

lly
 m

ea
su

re
 p

ro
gr

es
s;

 
an

d 
co

nfi
de

nc
e 

in
 le

ad
er

sh
ip

 to
 

m
ea

ni
ng

fu
lly

 in
te

gr
at

e 
th

e 
M

FS
 

in
to

 p
ra

ct
ic

e,
 su

ch
 a

s p
ro

vi
di

ng
 

ad
eq

ua
te

 d
at

a 
se

cu
rit

y,
 tr

ai
ni

ng
 

an
d 

su
pe

rv
is

io
n 

fo
r c

lin
ic

ia
ns

, 
an

d 
de

di
ca

te
d 

cl
in

ic
al

 ti
m

e 
to

 
tra

ck
 d

at
a

St
re

ng
th

s S
im

ila
r q

ua
lit

at
iv

e 
fin

di
ng

s t
o 

ot
he

r 
stu

di
es

 o
n 

in
te

gr
at

in
g 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 

sy
ste

m
s i

nt
o 

pr
ac

tic
e 

an
d 

su
gg

es
t g

en
er

al
iz

-
ab

ili
ty

 a
cr

os
s c

hi
ld

re
n’

s m
en

ta
l h

ea
lth

 c
ar

e 
se

tti
ng

s
Li

m
ita

tio
ns

 M
FS

 w
ith

in
 th

is
 st

ud
y 

do
es

 n
ot

 sp
e-

ci
fic

al
ly

 fo
cu

s o
n 

tre
at

m
en

t f
or

 e
ar

ly
 c

hi
ld

ho
od

 
pa

tie
nt

s o
r d

is
ru

pt
iv

e 
be

ha
vi

or
s



749Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756	

1 3

A
ut

ho
rs

 (y
ea

r)
St

ud
y 

de
si

gn
/re

vi
ew

 ty
pe

D
es

cr
ip

tio
n

Se
tti

ng
K

ey
 fi

nd
in

gs
St

re
ng

th
s a

nd
 li

m
ita

tio
ns

Ly
on

 e
t a

l. 
(2

01
5)

Q
ua

lit
at

iv
e:

 su
rv

ey
A

ss
es

se
d 

cl
in

ic
ia

n 
at

tit
ud

es
 

an
d 

us
ag

e 
of

 st
an

da
rd

iz
ed

 
as

se
ss

m
en

ts
 fo

r o
ut

co
m

es
 

m
on

ito
rin

g 
at

 d
iff

er
en

t s
ta

ge
s 

of
 a

 st
at

ew
id

e 
tra

in
in

g 
an

d 
co

ns
ul

ta
tio

n 
pr

og
ra

m
 fo

r 
co

m
m

on
 e

le
m

en
ts

 p
sy

ch
o-

th
er

ap
y 

(C
B

T+
)

O
ut

co
m

e 
m

ea
su

re
s u

se
d 

w
er

e 
th

e 
Pe

di
at

ric
 S

ym
p-

to
m

 C
he

ck
lis

t, 
M

oo
d 

an
d 

Fe
el

in
gs

 Q
ue

sti
on

na
ire

, 
SC

A
R

ED
, a

nd
 C

PS
S

U
S 

pu
bl

ic
 m

en
ta

l 
he

al
th

 c
lin

ic
s i

n 
W

A

Su
pp

or
t t

ow
ar

ds
 u

si
ng

 st
an

da
rd

-
iz

ed
 a

ss
es

sm
en

ts
 fo

r o
ut

co
m

es
 

m
on

ito
rin

g 
in

cr
ea

se
d 

fro
m

 p
re

- 
to

 p
os

t-t
ra

in
in

g,
 w

ith
 in

cr
ea

se
d 

us
ag

e 
in

 la
te

r t
ra

in
in

g 
st

ag
es

. 
C

lin
ic

ia
ns

 re
co

m
m

en
de

d 
su

p-
po

rts
 to

 su
st

ai
n 

us
ag

e,
 su

ch
 a

s 
in

te
gr

at
io

n 
in

to
 a

n 
M

FS
 w

ith
 

re
m

in
de

rs
, a

nd
 su

pp
or

t f
ro

m
 

cl
in

ic
al

 le
ad

er
sh

ip
 to

 in
te

gr
at

e 
as

se
ss

m
en

t a
nd

 M
FS

 u
sa

ge
 in

to
 

cl
in

ic
ia

n 
tra

in
in

g,
 su

pe
rv

is
io

n,
 

an
d 

pr
ac

tic
e

St
re

ng
th

s S
im

ila
r q

ua
lit

at
iv

e 
fin

di
ng

s t
o 

ot
he

r 
stu

di
es

 o
n 

in
te

gr
at

in
g 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 

sy
ste

m
s i

nt
o 

pr
ac

tic
e 

an
d 

su
gg

es
t g

en
er

al
iz

-
ab

ili
ty

 a
cr

os
s c

hi
ld

re
n’

s m
en

ta
l h

ea
lth

 c
ar

e 
se

tti
ng

s
Li

m
ita

tio
ns

 C
B

T+
 p

ro
gr

am
 a

nd
 p

ar
tic

ip
at

in
g 

cl
in

ic
ia

ns
 w

ith
in

 th
is

 st
ud

y 
do

 n
ot

 sp
ec

ifi
ca

lly
 

fo
cu

s o
n 

tre
at

m
en

t f
or

 e
ar

ly
 c

hi
ld

ho
od

 p
at

ie
nt

s 
or

 d
is

ru
pt

iv
e 

be
ha

vi
or

s

Ly
on

 e
t a

l. 
(2

01
7)

Q
ua

lit
at

iv
e:

 su
rv

ey
A

ss
es

se
d 

th
e 

pr
ev

al
en

ce
 o

f 
RO

M
 u

sa
ge

 fo
r q

ua
lit

y 
as

su
ra

nc
e 

w
ith

in
 st

at
e-

le
ve

l 
yo

ut
h 

se
rv

ic
e 

de
liv

er
y 

sy
ste

m
s. 

In
fo

rm
at

io
n 

de
riv

ed
 

fro
m

 su
rv

ey
in

g 
pr

og
ra

m
s 

lis
te

d 
in

 th
e 

W
as

hi
ng

to
n 

St
at

e 
Ev

id
en

ce
-B

as
ed

 P
ra

c-
tic

e 
In

ve
nt

or
y

U
S 

pu
bl

ic
 se

rv
ic

e 
pr

og
ra

m
s f

or
 c

hi
l-

dr
en

 in
 W

A

H
al

f o
f p

ro
gr

am
s u

se
 a

n 
RO

M
 

sy
ste

m
 fo

r q
ua

lit
y 

as
su

ra
nc

e 
pu

rp
os

es
 a

nd
 tr

ai
n 

st
aff

 to
 tr

ac
k 

an
d 

us
e 

ou
tc

om
e 

m
ea

su
re

s. 
Pr

o-
gr

am
s w

ith
 h

ig
h 

qu
al

ity
 R

O
M

 
pr

ac
tic

es
 o

fte
n 

re
po

rte
d 

ha
vi

ng
 

a 
gr

ea
te

r e
vi

de
nc

e 
ba

se
 fo

r t
he

ir 
pr

ac
tic

es

St
re

ng
th

s I
nd

ic
at

es
 p

ro
m

is
in

g 
st

at
e-

le
ve

l e
ffo

rts
 

to
 in

te
gr

at
e 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 sy

ste
m

s 
an

d 
pr

ac
tic

es
 in

to
 p

ro
gr

am
s a

dd
re

ss
in

g 
ch

il-
dr

en
’s

 m
en

ta
l h

ea
lth

Li
m

ita
tio

ns
 S

el
ec

tio
n 

bi
as

 (p
ro

gr
am

s l
ac

ki
ng

 
qu

al
ity

 a
nd

 a
cc

ou
nt

ab
ili

ty
 c

on
tro

ls
 a

re
 n

ot
 

lis
te

d 
in

 th
e 

In
ve

nt
or

y)
. P

ro
gr

am
s d

o 
no

t 
sp

ec
ifi

ca
lly

 fo
cu

s o
n 

ea
rly

 c
hi

ld
ho

od
 p

at
ie

nt
s 

or
 d

is
ru

pt
iv

e 
be

ha
vi

or
s

M
ile

tte
-W

in
fr

ee
 e

t a
l. 

(2
01

9)
M

ix
ed

 m
et

ho
ds

: c
ro

ss
-

se
ct

io
na

l a
ss

oc
ia

tio
n 

of
 

ca
se

 m
an

ag
er

 c
ha

ra
c-

te
ris

tic
s f

ro
m

 su
rv

ey
s 

w
ith

 c
on

si
ste

nc
y 

ad
m

in
ist

er
in

g 
ou

tc
om

es
 

as
se

ss
m

en
t

A
ss

es
se

d 
fa

ct
or

s a
ss

oc
ia

te
d 

w
ith

 c
as

e 
m

an
ag

er
’s

 a
bi

lit
y 

to
 a

dm
in

ist
er

 th
e 

O
hi

o 
Sc

al
es

 
to

 in
fo

rm
 M

FS
 im

pl
em

en
ta

-
tio

n 
fe

as
ib

ili
ty

U
S-

H
I D

ep
ar

tm
en

t 
of

 H
ea

lth
C

on
si

ste
nt

 a
dm

in
ist

ra
tio

n 
of

 th
e 

O
hi

o 
Sc

al
es

 is
 a

ss
oc

ia
te

d 
w

ith
 

be
tte

r m
an

ag
em

en
t o

f c
hi

l-
dr

en
’s

 m
en

ta
l h

ea
lth

 p
ro

bl
em

s. 
C

as
e 

m
an

ag
er

s w
ho

 re
po

rte
d 

lo
w

er
 b

ur
no

ut
, l

on
ge

r w
or

k 
ex

pe
rie

nc
e,

 a
nd

 h
av

in
g 

pa
tie

nt
 

ca
se

lo
ad

s t
ha

t a
re

 li
gh

te
r a

nd
 

ha
ve

 y
ou

ng
er

 y
ou

th
 w

ith
 le

ss
 

co
m

pl
ex

 c
lin

ic
al

 p
ro

fil
es

 a
re

 
m

or
e 

ab
le

 to
 c

on
si

ste
nt

ly
 a

dm
in

-
ist

er
 th

e 
O

hi
o 

Sc
al

es

St
re

ng
th

s I
nd

ic
at

es
 p

ro
m

is
in

g 
st

at
e-

le
ve

l e
ffo

rts
 

to
 in

te
gr

at
e 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 p

ra
ct

ic
es

 
in

to
 p

ro
gr

am
s a

dd
re

ss
in

g 
ch

ild
re

n’
s m

en
ta

l 
he

al
th

. F
in

di
ng

s i
m

pl
y 

O
hi

o 
Sc

al
es

 m
ay

 b
e 

an
 a

pp
lic

ab
le

 o
ut

co
m

es
 a

ss
es

sm
en

t f
or

 e
ar

ly
 

ch
ild

ho
od

 p
op

ul
at

io
ns

Li
m

ita
tio

ns
 M

FS
 w

ith
in

 th
is

 st
ud

y 
do

es
 n

ot
 sp

e-
ci

fic
al

ly
 fo

cu
s o

n 
cl

in
ic

al
 tr

ea
tm

en
t f

or
 e

ar
ly

 
ch

ild
ho

od
 p

at
ie

nt
s o

r d
is

ru
pt

iv
e 

be
ha

vi
or

s



750	 Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756

1 3

A
ut

ho
rs

 (y
ea

r)
St

ud
y 

de
si

gn
/re

vi
ew

 ty
pe

D
es

cr
ip

tio
n

Se
tti

ng
K

ey
 fi

nd
in

gs
St

re
ng

th
s a

nd
 li

m
ita

tio
ns

N
or

m
an

 e
t a

l. 
(2

01
4)

Q
ua

lit
at

iv
e:

 k
ey

 in
fo

rm
-

an
t i

nt
er

vi
ew

s
A

ss
es

se
d 

CA
M

H
S 

cl
in

ic
ia

n 
at

tit
ud

es
 to

w
ar

ds
 R

O
M

2 
ur

ba
n 

CA
M

H
S 

cl
in

ic
al

 se
rv

ic
e 

si
te

s f
or

 se
ve

re
 a

nd
 

co
m

m
on

 m
en

ta
l 

he
al

th
 p

ro
bl

em
s

A
tti

tu
de

s w
er

e 
ge

ne
ra

lly
 n

eu
tra

l. 
A

dv
an

ta
ge

s w
er

e 
us

ef
ul

ne
ss

 in
 

se
tti

ng
 tr

ea
tm

en
t g

oa
ls

, m
on

ito
r-

in
g 

pr
og

re
ss

, a
nd

 c
om

pa
r-

in
g 

eff
ec

t a
cr

os
s t

re
at

m
en

t 
pr

og
ra

m
s. 

B
ar

rie
rs

 w
er

e 
la

ck
 

of
 c

on
fid

en
ce

 in
 st

an
da

rd
iz

ed
 

as
se

ss
m

en
ts

 to
 m

ea
ni

ng
fu

lly
 

m
ea

su
re

 p
ro

gr
es

s;
 la

ck
 o

f 
le

ad
er

sh
ip

 su
pp

or
t, 

tra
in

in
g,

 
an

d 
de

di
ca

te
d 

cl
in

ic
al

 ti
m

e 
to

 in
te

gr
at

e 
RO

M
 d

at
a 

in
to

 
pr

ac
tic

e;
 a

nd
 e

th
ic

al
 c

on
ce

rn
 o

f 
ho

w
 R

O
M

 d
at

a 
is

 b
ei

ng
 u

se
d 

by
 le

ad
er

sh
ip

 o
r p

ol
ic

ym
ak

er
s 

to
 d

et
er

m
in

e 
ca

re
 e

ffe
ct

iv
en

es
s 

an
d 

va
lu

e

St
re

ng
th

s S
im

ila
r q

ua
lit

at
iv

e 
fin

di
ng

s t
o 

ot
he

r 
stu

di
es

 o
n 

in
te

gr
at

in
g 

ou
tc

om
es

 a
cc

ou
nt

ab
ili

ty
 

sy
ste

m
s i

nt
o 

pr
ac

tic
e 

an
d 

su
gg

es
t g

en
er

al
iz

-
ab

ili
ty

 a
cr

os
s c

hi
ld

re
n’

s m
en

ta
l h

ea
lth

 c
ar

e 
se

tti
ng

s
Li

m
ita

tio
ns

 R
O

M
 w

ith
in

 th
is

 st
ud

y 
do

es
 n

ot
 

sp
ec

ifi
ca

lly
 fo

cu
s o

n 
tre

at
m

en
t f

or
 e

ar
ly

 c
hi

ld
-

ho
od

 p
at

ie
nt

s o
r d

is
ru

pt
iv

e 
be

ha
vi

or
s

Sa
le

 e
t a

l. 
(2

02
0)

Q
ua

nt
ita

tiv
e:

 o
bs

er
va

-
tio

na
l, 

pr
os

pe
ct

iv
e 

stu
dy

A
ss

es
se

d 
in

flu
en

ce
 o

f M
FS

 
us

ag
e 

on
 c

lin
ic

al
 sy

m
pt

om
 

re
du

ct
io

n,
 a

nd
 fa

ct
or

s a
ss

oc
i-

at
ed

 w
ith

 M
FS

 u
sa

ge
O

ut
co

m
e 

m
ea

su
re

 u
se

d 
w

as
 

th
e 

Y-
O

Q

U
S 

pr
iv

at
e,

 
co

m
m

un
ity

-b
as

ed
 

ou
tp

at
ie

nt
 m

en
ta

l 
he

al
th

 c
en

te
r i

n 
TX

 
w

ith
 m

os
t p

at
ie

nt
s 

on
 M

ed
ic

ai
d 

or
 

su
bs

id
iz

ed
 in

su
r-

an
ce

H
ig

he
r M

FS
 u

sa
ge

 w
as

 a
ss

oc
i-

at
ed

 w
ith

 fa
ste

r s
ym

pt
om

 
re

du
ct

io
n.

 P
at

ie
nt

s a
ss

ig
ne

d 
to

 
le

ss
 e

xp
er

ie
nc

ed
 c

lin
ic

ia
ns

 h
ad

 
gr

ea
te

r M
FS

 u
sa

ge
 th

an
 p

at
ie

nt
s 

as
si

gn
ed

 to
 m

or
e 

ex
pe

rie
nc

ed
 

st
aff

St
re

ng
th

s P
ro

vi
de

s i
ns

ig
ht

 in
to

 h
ow

 M
FS

 u
sa

ge
 

in
flu

en
ce

s c
lin

ic
al

 o
ut

co
m

es
, a

nd
 fa

ct
or

s 
as

so
ci

at
ed

 w
ith

 it
s u

sa
ge

 in
 p

ra
ct

ic
e

Li
m

ita
tio

ns
 M

FS
 w

ith
in

 th
is

 st
ud

y 
do

es
 n

ot
 sp

e-
ci

fic
al

ly
 fo

cu
s o

n 
tre

at
m

en
t f

or
 e

ar
ly

 c
hi

ld
ho

od
 

pa
tie

nt
s o

r d
is

ru
pt

iv
e 

be
ha

vi
or

s (
pa

tie
nt

s a
ve

r-
ag

ed
 1

0–
11

 y
ea

rs
 o

ld
, a

nd
 h

ad
 v

ar
io

us
 m

en
ta

l 
he

al
th

 p
ro

bl
em

s)
. U

nk
no

w
n 

ge
ne

ra
liz

ab
ili

ty
 to

 
pa

tie
nt

s o
f h

ig
he

r s
oc

io
ec

on
om

ic
 st

at
us

Ts
ai

 e
t a

l. 
(2

01
6)

Q
ua

nt
ita

tiv
e:

 o
bs

er
va

-
tio

na
l, 

re
tro

sp
ec

tiv
e 

stu
dy

A
ss

es
se

d 
th

e 
am

ou
nt

 o
f R

O
M

 
da

ta
po

in
ts

 n
ee

de
d 

to
 p

re
di

ct
 

pr
og

re
ss

 in
 p

at
ie

nt
 sy

m
pt

o-
m

ol
og

y 
an

d 
in

fo
rm

 c
lin

ic
al

 
de

ci
si

on
-m

ak
in

g
O

ut
co

m
e 

m
ea

su
re

 u
se

d 
w

as
 

th
e 

B
PC

3 
U

S 
pu

bl
ic

 m
en

ta
l 

he
al

th
 p

ro
gr

am
s 

in
 L

os
 A

ng
el

es
 

C
ou

nt
y

A
t l

ea
st 

11
 w

ee
kl

y 
da

ta
po

in
ts

 a
re

 
ne

ed
ed

 to
 a

cc
ur

at
el

y 
pr

ed
ic

t o
ut

-
co

m
es

 2
0 

w
ee

ks
 fr

om
 b

eg
in

ni
ng

 
of

 tr
ea

tm
en

t, 
w

ith
 d

im
in

is
hi

ng
 

re
tu

rn
s i

f m
or

e 
da

ta
 is

 c
ol

le
ct

ed

St
re

ng
th

s P
ro

vi
de

s i
ns

ig
ht

 in
to

 th
e 

am
ou

nt
 o

f 
RO

M
 d

at
a 

ne
ed

ed
 to

 p
ro

vi
de

 m
ea

ni
ng

fu
l 

fe
ed

ba
ck

Li
m

ita
tio

ns
 R

O
M

 w
ith

in
 th

is
 st

ud
y 

do
es

 n
ot

 
sp

ec
ifi

ca
lly

 fo
cu

s o
n 

tre
at

m
en

t f
or

 e
ar

ly
 c

hi
ld

-
ho

od
 p

at
ie

nt
s o

r d
is

ru
pt

iv
e 

be
ha

vi
or

s

Va
n 

So
ns

be
ek

 e
t a

l.,
 

(2
01

4,
 2

02
0)

20
14

: s
tu

dy
 p

ro
po

sa
l

20
20

: s
tu

dy
 re

su
lts

Q
ua

nt
ita

tiv
e:

 c
lu

ste
re

d 
RC

T 
by

 c
hi

ld
 a

ge
 a

nd
 

lo
ca

tio
n

A
ss

es
se

d 
tre

at
m

en
t e

ffe
ct

 fo
r 

co
m

m
on

 m
en

ta
l h

ea
lth

 p
ro

b-
le

m
s w

he
n 

cl
in

ic
ia

ns
 re

ce
iv

e 
(1

) R
O

M
 d

at
a 

on
ly

, (
2)

 R
O

M
 

da
ta

 w
ith

 e
le

ct
ro

ni
c 

de
ci

si
on

 
su

pp
or

t, 
(3

) R
O

M
 d

at
a 

w
ith

 
el

ec
tro

ni
c 

de
ci

si
on

 su
pp

or
t 

an
d 

co
lle

ag
ue

 c
as

e 
co

ns
ul

ta
-

tio
n

O
ut

co
m

e 
m

ea
su

re
s u

se
d 

w
er

e 
th

e 
SD

Q
 a

nd
 K

ID
SC

R
EE

N

O
ut

pa
tie

nt
 p

sy
ch

i-
at

ric
 c

en
te

rs
 o

f 
a 

pr
iv

at
e 

m
en

ta
l 

he
al

th
 in

sti
tu

tio
n 

in
 th

e 
N

et
he

rla
nd

s

Re
su

lts
 in

di
ca

te
d 

no
 si

gn
ifi

ca
nt

 
di

ffe
re

nc
es

 fo
un

d 
am

on
g 

th
e 

di
ffe

re
nt

 R
O

M
 fe

ed
ba

ck
 c

on
di

-
tio

ns
. H

ow
ev

er
, ~

 80
%

 o
f t

he
 

stu
dy

 p
op

ul
at

io
n 

w
as

 e
xc

lu
de

d 
fro

m
 a

na
ly

si
s d

ue
 to

 in
fr

eq
ue

nt
 

ou
tc

om
es

 d
at

a 
co

lle
ct

io
n,

 a
nd

 
th

er
e 

w
as

 p
oo

r a
dh

er
en

ce
 to

 
fe

ed
ba

ck
 p

ro
to

co
ls

 in
 e

ac
h 

RO
M

 c
on

di
tio

n

St
re

ng
th

s D
at

a 
pr

ov
id

es
 in

si
gh

t o
n 

th
e 

eff
ec

t 
of

 R
O

M
 fe

ed
ba

ck
 c

on
di

tio
ns

 o
n 

cl
in

ic
al

 
ou

tc
om

es
Li

m
ita

tio
ns

 R
es

ul
ts

 w
er

e 
ba

se
d 

on
 a

 sm
al

l 
po

rti
on

 o
f t

he
 o

rig
in

al
 st

ud
y 

po
pu

la
tio

n,
 a

nd
 

RO
M

 c
on

di
tio

ns
 h

ad
 q

ue
sti

on
ab

le
 im

pl
em

en
-

ta
tio

n 
fid

el
ity

. D
at

as
et

 d
oe

s n
ot

 a
de

qu
at

el
y 

re
pr

es
en

t e
ar

ly
 c

hi
ld

ho
od

 p
at

ie
nt

s o
r d

is
ru

p-
tiv

e 
be

ha
vi

or
s (

yo
un

ge
st 

ag
e 

gr
ou

p 
av

er
ag

ed
 

12
 y

ea
rs

 o
ld

 w
ith

 v
ar

io
us

 m
en

ta
l h

ea
lth

 
pr

ob
le

m
s)



751Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756	

1 3

A
ut

ho
rs

 (y
ea

r)
St

ud
y 

de
si

gn
/re

vi
ew

 ty
pe

D
es

cr
ip

tio
n

Se
tti

ng
K

ey
 fi

nd
in

gs
St

re
ng

th
s a

nd
 li

m
ita

tio
ns

Ve
rm

ei
j e

t a
l. 

(2
01

9)
Q

ua
nt

ita
tiv

e:
 o

bs
er

va
-

tio
na

l, 
cr

os
s-

se
ct

io
na

l 
re

tro
sp

ec
tiv

e 
stu

dy

U
se

d 
RO

M
 d

at
a 

to
 a

ss
es

s 
th

e 
as

so
ci

at
io

n 
of

 b
eh

av
io

r 
pr

ob
le

m
s a

nd
 la

ng
ua

ge
 sk

ill
s 

by
 ty

pe
 o

f l
an

gu
ag

e 
di

so
rd

er
 

an
d 

le
ve

l o
f p

ar
en

ta
l s

tre
ss

M
ea

su
re

s u
se

d 
w

er
e 

SR
LT

, 
PP

V
T-

II
I-

N
L,

 S
EL

T 
(la

ng
ua

ge
 sk

ill
s)

; C
B

C
L,

 
C

-T
R

F 
(b

eh
av

io
r)

; a
nd

 P
SQ

 
(p

ar
en

ta
l s

tre
ss

)

Sp
ec

ia
lty

 o
ut

pa
tie

nt
 

cl
in

ic
 fo

r e
ar

ly
 la

n-
gu

ag
e 

in
te

rv
en

tio
n 

in
 th

e 
N

et
he

rla
nd

s

B
et

te
r r

ec
ep

tiv
e 

sk
ill

s w
er

e 
as

so
ci

at
ed

 w
ith

 lo
w

er
 b

eh
av

io
r 

pr
ob

le
m

s, 
w

hi
le

 b
et

te
r e

xp
re

s-
si

ve
 sk

ill
s w

er
e 

as
so

ci
at

ed
 w

ith
 

hi
gh

er
 le

ve
ls

 o
f b

eh
av

io
r p

ro
b-

le
m

s. 
Pa

re
nt

al
 st

re
ss

 a
nd

 ty
pe

 
of

 la
ng

ua
ge

 d
is

or
de

r d
id

 n
ot

 
ch

an
ge

 th
e 

as
so

ci
at

io
n 

be
tw

ee
n 

be
ha

vi
or

 p
ro

bl
em

s a
nd

 la
ng

ua
ge

 
sk

ill
s

St
re

ng
th

s P
ro

vi
de

s a
n 

ex
am

pl
e 

on
 th

e 
ap

pl
ic

a-
tio

n 
of

 R
O

M
 d

at
a 

to
 a

ss
es

s f
ac

to
rs

 in
flu

en
c-

in
g 

ou
tc

om
es

 in
 a

n 
ea

rly
 c

hi
ld

ho
od

 c
lin

ic
al

 
po

pu
la

tio
n

Li
m

ita
tio

ns
 S

tu
dy

 fo
cu

se
s o

n 
la

ng
ua

ge
 sk

ill
s 

an
d 

no
t b

eh
av

io
ra

l p
ro

bl
em

s a
s t

he
 o

ut
co

m
e 

of
 

in
te

re
st.

 R
es

ul
ts

 m
ay

 h
av

e 
lim

ite
d 

ge
ne

ra
liz

-
ab

ili
ty

 to
 e

ar
ly

 c
hi

ld
ho

od
 p

op
ul

at
io

ns
 w

ith
ou

t 
la

ng
ua

ge
 d

is
or

de
rs

W
al

dr
on

 e
t a

l. 
(2

01
8)

M
ix

ed
 m

et
ho

ds
: c

ro
ss

-
se

ct
io

na
l a

ss
oc

ia
tio

n 
of

 th
em

es
 fr

om
 fo

cu
s 

gr
ou

ps
 a

nd
 su

rv
ey

s 
w

ith
 c

lin
ic

ia
n 

us
ag

e 
of

 ro
ut

in
e 

ou
tc

om
es

 
m

on
ito

rin
g

A
ss

es
se

d 
th

e 
ex

pe
rie

nc
es

 o
f 

an
 “

en
fo

rc
ed

” 
im

pl
em

en
te

d 
C

Y
P-

IA
PT

 p
ro

gr
am

 a
nd

 
as

so
ci

at
ed

 R
O

M
 o

n 
cl

in
i-

ci
an

s a
cr

os
s d

iff
er

en
t s

pe
ci

al
-

tie
s a

nd
 e

xp
er

ie
nc

e 
le

ve
ls

U
rb

an
 C

A
M

H
S 

cl
in

ic
al

 se
rv

ic
es

 in
 

th
e 

U
K

C
lin

ic
ia

n 
us

ag
e 

of
 R

O
M

 in
cr

ea
se

d 
6 

m
on

th
s p

os
t-i

m
pl

em
en

ta
tio

n.
 

C
lin

ic
ia

ns
 w

ho
 p

er
ce

iv
ed

 th
e 

ou
tc

om
es

 d
at

a 
as

 u
se

fu
l t

o 
he

lp
in

g 
th

ei
r p

at
ie

nt
s w

er
e 

m
or

e 
lik

el
y 

to
 u

se
 R

O
M

. B
ar

-
rie

rs
 w

er
e 

la
ck

 o
f c

on
fid

en
ce

 
in

 st
an

da
rd

iz
ed

 a
ss

es
sm

en
ts

 to
 

m
ea

ni
ng

fu
lly

 m
ea

su
re

 p
ro

gr
es

s;
 

la
ck

 o
f l

ea
de

rs
hi

p 
su

pp
or

t, 
tra

in
in

g,
 a

nd
 d

ed
ic

at
ed

 c
lin

ic
al

 
tim

e 
to

 in
te

gr
at

e 
RO

M
 d

at
a 

in
to

 
pr

ac
tic

e;
 a

nd
 e

th
ic

al
 c

on
ce

rn
 o

f 
ho

w
 R

O
M

 d
at

a 
is

 b
ei

ng
 u

se
d 

by
 le

ad
er

sh
ip

 o
r p

ol
ic

ym
ak

er
s 

to
 d

et
er

m
in

e 
ca

re
 e

ffe
ct

iv
en

es
s 

an
d 

va
lu

e

St
re

ng
th

s R
O

M
 u

sa
ge

 sh
ow

n 
to

 im
pr

ov
e 

ov
er

 
tim

e.
 S

im
ila

r q
ua

lit
at

iv
e 

fin
di

ng
s t

o 
ot

he
r 

stu
di

es
 o

n 
in

te
gr

at
in

g 
ou

tc
om

es
 a

cc
ou

nt
ab

ili
ty

 
sy

ste
m

s i
nt

o 
pr

ac
tic

e 
an

d 
su

gg
es

t g
en

er
al

iz
-

ab
ili

ty
 a

cr
os

s c
hi

ld
re

n’
s m

en
ta

l h
ea

lth
 c

ar
e 

se
tti

ng
s

Li
m

ita
tio

ns
 O

nl
y 

33
%

 o
f e

lig
ib

le
 c

lin
ic

ia
ns

 
pa

rti
ci

pa
te

d 
in

 th
e 

stu
dy

. R
O

M
 w

ith
in

 th
is

 
stu

dy
 d

oe
s n

ot
 sp

ec
ifi

ca
lly

 fo
cu

s o
n 

tre
at

m
en

t 
fo

r e
ar

ly
 c

hi
ld

ho
od

 p
at

ie
nt

s o
r d

is
ru

pt
iv

e 
be

ha
vi

or
s

Re
vi

ew
 a

rt
ic

le
s

Fl
em

in
g 

et
 a

l. 
(2

01
6)

C
rit

ic
al

 re
vi

ew
D

is
cu

ss
ed

 le
ss

on
s l

ea
rn

ed
 

fro
m

 C
O

RC
, a

 le
ar

ni
ng

 c
ol

-
la

bo
ra

tiv
e 

fo
cu

se
d 

on
 u

si
ng

 
RO

M
 to

 im
pr

ov
e 

se
rv

ic
e 

pr
ov

is
io

n 
an

d 
tre

at
m

en
t f

or
 

ch
ild

re
n 

w
ith

 m
en

ta
l h

ea
lth

 
is

su
es

 a
nd

 th
ei

r f
am

ili
es

CA
M

H
S 

cl
in

ic
al

 
se

rv
ic

es
 in

 th
e 

U
K

CO
RC

 h
el

pe
d 

im
pl

em
en

t 
pr

oc
ed

ur
es

 in
 C

A
M

H
S 

cl
in

ic
s 

to
 ro

ut
in

el
y 

co
lle

ct
 o

ut
co

m
e 

m
ea

su
re

s f
or

 se
rv

ic
e 

ev
al

ua
tio

n 
an

d 
re

se
ar

ch
. C

ur
re

nt
 re

vi
ew

 
ou

tli
ne

s a
 se

lf-
re

vi
ew

 a
nd

 
ac

cr
ed

ita
tio

n 
fr

am
ew

or
k 

to
 b

et
-

te
r s

up
po

rt 
cl

in
ic

ia
n 

tra
in

in
g 

an
d 

us
ag

e 
of

 R
O

M
 d

at
a 

in
 p

ra
ct

ic
e

St
re

ng
th

s L
es

so
ns

 fo
cu

s o
n 

ho
w

 to
 b

et
te

r 
in

te
gr

at
e 

RO
M

s i
nt

o 
pr

ac
tic

e 
on

ce
 th

ey
 a

re
 

im
pl

em
en

te
d

Li
m

ita
tio

ns
 L

es
so

ns
 a

re
 d

er
iv

ed
 fr

om
 a

 h
ea

lth
-

ca
re

 sy
ste

m
 w

ith
 c

oo
rd

in
at

ed
, t

op
-d

ow
n 

in
iti

at
iv

es
 to

 im
pl

em
en

t R
O

M
s;

 u
nk

no
w

n 
ge

ne
ra

liz
at

io
n 

to
 c

lin
ic

al
 se

tti
ng

s w
ith

ou
t s

uc
h 

co
or

di
na

te
d 

su
pp

or
t. 

Re
vi

ew
 d

oe
s n

ot
 sp

ec
ifi

-
ca

lly
 fo

cu
s o

n 
tre

at
m

en
t o

f e
ar

ly
 c

hi
ld

ho
od

 
pa

tie
nt

s o
r d

is
ru

pt
iv

e 
be

ha
vi

or
s



752	 Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756

1 3

A
ut

ho
rs

 (y
ea

r)
St

ud
y 

de
si

gn
/re

vi
ew

 ty
pe

D
es

cr
ip

tio
n

Se
tti

ng
K

ey
 fi

nd
in

gs
St

re
ng

th
s a

nd
 li

m
ita

tio
ns

G
ar

la
nd

 e
t a

l. 
(2

01
3)

C
rit

ic
al

 re
vi

ew
D

is
cu

ss
ed

 a
 m

ul
ti-

le
ve

l f
ra

m
e-

w
or

k 
to

 im
pr

ov
e 

as
se

ss
m

en
t 

an
d 

pr
ac

tic
e 

of
 c

hi
ld

re
n’

s 
ro

ut
in

e 
m

en
ta

l h
ea

lth
ca

re
 b

y 
in

cr
ea

si
ng

 (a
) s

er
vi

ce
 a

cc
es

s 
an

d 
en

ga
ge

m
en

t, 
(b

) d
el

iv
er

y 
of

 e
vi

de
nc

e-
ba

se
d 

pr
ac

tic
es

, 
an

d 
(c

) o
ut

co
m

es
 a

cc
ou

nt
-

ab
ili

ty
 a

t t
he

 p
at

ie
nt

/fa
m

ily
, 

cl
in

ic
ia

n,
 p

ro
vi

de
r o

rg
an

iz
a-

tio
n,

 a
nd

 p
ol

ic
y 

le
ve

ls

C
hi

ld
re

n’
s m

en
ta

l 
he

al
th

ca
re

 in
 th

e 
U

S

Fr
am

ew
or

k 
su

gg
es

ts
 fo

llo
w

in
g 

to
 

im
pr

ov
e 

ou
tc

om
es

 a
cc

ou
nt

ab
il-

ity
: i

nc
re

as
e 

po
lic

y 
an

d 
pa

ym
en

t 
in

ce
nt

iv
es

, a
ss

ist
 o

rg
an

iz
at

io
ns

 
to

 b
ui

ld
 m

ea
ni

ng
fu

l M
FS

 in
fr

a-
str

uc
tu

re
 a

nd
 p

ro
vi

de
 d

ed
ic

at
ed

 
tim

e 
an

d 
tra

in
in

g 
fo

r c
lin

ic
ia

ns
 

to
 c

ol
le

ct
 a

nd
 u

se
 o

ut
co

m
es

 
da

ta
 in

 p
ra

ct
ic

e,
 a

nd
 e

du
ca

te
 

pa
tie

nt
 fa

m
ili

es
 o

n 
di

ffe
re

nt
ia

l 
qu

al
ity

 in
 p

ro
vi

de
rs

 a
nd

 v
al

ue
 o

f 
ou

tc
om

es
 m

on
ito

rin
g

St
re

ng
th

s D
es

cr
ib

es
 a

ct
io

ns
 n

ee
de

d 
at

 d
iff

er
en

t 
se

rv
ic

e 
le

ve
ls

 to
 su

pp
or

t s
us

ta
in

ab
le

 in
te

gr
a-

tio
n 

of
 o

ut
co

m
e 

m
on

ito
rin

g 
w

ith
in

 U
S 

ch
il-

dr
en

’s
 m

en
ta

l h
ea

lth
ca

re
 c

lin
ic

al
 p

ra
ct

ic
es

Li
m

ita
tio

ns
 P

ro
po

sa
l o

nl
y;

 p
ol

ic
y-

m
ak

in
g 

in
er

-
tia

 to
 c

re
at

e 
ou

tc
om

es
 a

cc
ou

nt
ab

ili
ty

 in
ce

n-
tiv

es
 fo

r m
en

ta
l h

ea
lth

ca
re

 a
nd

 p
ro

vi
de

rs
’ l

ac
k 

of
 tr

us
t a

nd
 v

al
ue

 o
n 

ou
tc

om
e 

as
se

ss
m

en
ts

, 
ar

e 
ch

al
le

ng
es

 to
 tr

an
sl

at
in

g 
th

e 
fr

am
ew

or
k 

in
to

 a
ct

io
n.

 R
ev

ie
w

 d
oe

s n
ot

 sp
ec

ifi
ca

lly
 fo

cu
s 

on
 tr

ea
tm

en
t o

f e
ar

ly
 c

hi
ld

ho
od

 p
at

ie
nt

s o
r 

di
sr

up
tiv

e 
be

ha
vi

or
s

K
el

le
y 

an
d 

B
ic

km
an

 
(2

00
9)

Li
te

ra
tu

re
 re

vi
ew

D
is

cu
ss

ed
 c

ha
lle

ng
es

 in
te

gr
at

-
in

g 
ev

id
en

ce
-b

as
ed

 a
ss

es
s-

m
en

ts
 fo

r o
ut

co
m

es
 m

on
ito

r-
in

g 
an

d 
ou

tc
om

es
 m

on
ito

rin
g 

ov
er

al
l i

nt
o 

ro
ut

in
e 

pr
ac

tic
e 

in
 U

S 
ch

ild
re

n’
s m

en
ta

l 
he

al
th

ca
re

C
hi

ld
re

n’
s m

en
ta

l 
he

al
th

ca
re

 in
 th

e 
U

S

A
ss

es
sm

en
ts

, p
ar

tic
ul

ar
ly

 th
os

e 
pr

ov
id

in
g 

m
ul

ti-
di

m
en

si
on

al
 

fe
ed

ba
ck

 o
n 

pr
og

re
ss

 a
nd

 su
c-

ce
ss

, e
nh

an
ce

 c
lin

ic
al

 c
ar

e 
an

d 
ou

tc
om

es
. H

ow
ev

er
, p

ro
vi

d-
er

s d
ist

ru
st 

an
d 

in
co

ns
ist

en
tly

 
us

e 
as

se
ss

m
en

ts
 fo

r o
ut

co
m

es
 

m
on

ito
rin

g.
 N

at
io

na
l, 

to
p-

do
w

n 
po

lic
y 

in
ce

nt
iv

es
 a

re
 n

ee
de

d 
fo

r 
be

tte
r i

nt
eg

ra
tio

n

St
re

ng
th

s H
ig

hl
ig

ht
s b

ar
rie

rs
 in

 in
te

gr
at

in
g 

ou
t-

co
m

es
 m

on
ito

rin
g 

pr
ac

tic
es

 in
to

 U
S 

ch
ild

re
n’

s 
m

en
ta

l h
ea

lth
ca

re
Li

m
ita

tio
ns

 P
ro

po
sa

l o
nl

y;
 u

nk
no

w
n 

w
he

n 
or

 if
 

th
e 

su
gg

es
tio

ns
 w

ill
 b

e 
tra

ns
la

te
d 

in
to

 a
ct

io
n.

 
Re

vi
ew

 d
oe

s n
ot

 sp
ec

ifi
ca

lly
 fo

cu
s o

n 
tre

at
-

m
en

t o
f e

ar
ly

 c
hi

ld
ho

od
 p

at
ie

nt
s o

r d
is

ru
pt

iv
e 

be
ha

vi
or

s

Se
id

m
an

 e
t a

l. 
(2

01
0)

C
rit

ic
al

 re
vi

ew
D

is
cu

ss
ed

 a
 m

ul
ti-

le
ve

l M
FS

 
ba

se
d 

on
 B

ic
km

an
’s

 (2
00

8a
, 

20
08

b)
 d

es
ig

n 
to

 im
pr

ov
e 

pr
ev

en
tio

n 
of

 c
hi

ld
re

n’
s 

m
en

ta
l h

ea
lth

 p
ro

bl
em

s a
nd

 
pr

om
ot

e 
w

el
l-b

ei
ng

U
ni

ve
rs

al
ly

-a
pp

lic
a-

bl
e,

 b
ut

 ta
rg

et
in

g 
ch

ild
re

n’
s m

en
ta

l 
he

al
th

ca
re

 in
 th

e 
U

S

M
ea

ni
ng

fu
l o

ut
co

m
e 

m
ea

su
re

s 
ca

n 
di

ffe
r a

t t
he

 p
at

ie
nt

–c
lin

i-
ci

an
, o

rg
an

iz
at

io
na

l, 
an

d 
po

lic
y 

le
ve

l. 
A

 m
ul

ti-
le

ve
l M

FS
 b

et
te

r 
su

pp
or

ts
 m

ea
ni

ng
fu

l o
ut

co
m

es
 

m
ea

su
re

m
en

t a
nd

 fe
ed

ba
ck

 a
t 

ea
ch

 le
ve

l

St
re

ng
th

s P
ro

vi
de

s s
ug

ge
sti

on
s o

n 
ho

w
 to

 m
ak

e 
ou

tc
om

es
 m

on
ito

rin
g 

m
or

e 
m

ea
ni

ng
fu

l, 
an

d 
th

er
eb

y 
m

or
e 

in
te

gr
at

ed
, i

nt
o 

di
ffe

re
nt

 le
ve

ls
 

of
 U

S 
ch

ild
re

n’
s m

en
ta

l h
ea

lth
ca

re
Li

m
ita

tio
ns

 T
he

or
et

ic
al

 in
 n

at
ur

e;
 u

nk
no

w
n 

ho
w

 
pr

ac
tic

al
 it

 is
 to

 im
pl

em
en

t t
he

 fr
am

ew
or

k 
in

 
ac

tu
al

 p
ra

ct
ic

e.
 R

ev
ie

w
 d

oe
s n

ot
 sp

ec
ifi

ca
lly

 
fo

cu
s o

n 
tre

at
m

en
t o

f e
ar

ly
 c

hi
ld

ho
od

 p
at

ie
nt

s 
or

 d
is

ru
pt

iv
e 

be
ha

vi
or

s

Li
ste

d 
be

lo
w

 ar
e a

cr
on

ym
s i

n 
th

e o
rd

er
 th

ey
 ap

pe
ar

 in
 th

e t
ab

le
 fo

r d
iff

er
en

t t
yp

es
 o

f o
ut

co
m

es
 ac

co
un

ta
bi

lit
y 

sy
ste

m
s, 

sp
ec

ifi
c m

en
ta

l h
ea

lth
 se

rv
ic

es
 o

r p
ro

gr
am

s, 
an

d 
sta

nd
ar

di
ze

d 
as

se
ss

m
en

ts 
us

ed
 in

 th
e 

pu
bl

ic
at

io
n’

s o
ut

co
m

es
 ac

co
un

ta
bi

lit
y 

sy
ste

m
O

ut
co

m
es

 ac
co

un
ta

bi
lit

y 
sy

ste
m

s: 
ro

ut
in

e o
ut

co
m

es
 m

on
ito

rin
g 

(R
O

M
), 

m
ea

su
re

m
en

t f
ee

db
ac

k 
sy

ste
m

 (M
FS

)
Se

rv
ic

es
 an

d 
pr

og
ra

m
s: 

Ch
ild

 an
d 

A
do

le
sc

en
t M

en
ta

l H
ea

lth
 S

er
vi

ce
s (

CA
M

H
S)

, C
hi

ld
 O

ut
co

m
es

 R
es

ea
rc

h 
Co

ns
or

tiu
m

 (C
O

RC
), 

Ch
ild

re
n 

an
d 

Yo
un

g 
Pe

op
le’

s I
m

pr
ov

in
g 

A
cc

es
s t

o 
Ps

yc
ho

lo
gi

ca
l T

he
ra

-
pi

es
 (C

Y
P-

IA
PT

) p
ro

gr
am

St
an

da
rd

iz
ed

 as
se

ss
m

en
ts:

 H
ea

lth
 o

f t
he

 N
at

io
n 

O
ut

co
m

e S
ca

le
s f

or
 C

hi
ld

re
n 

an
d 

A
do

le
sc

en
ts 

(H
oN

O
SC

A
), 

St
re

ng
th

s a
nd

 D
iffi

cu
lti

es
 Q

ue
sti

on
na

ire
 (S

D
Q

), 
Ch

ild
re

n’
s G

lo
ba

l A
ss

es
sm

en
t S

ca
le

 (C
-G

A
S)

, 
Co

m
m

iss
io

n 
fo

r H
ea

lth
 Im

pr
ov

em
en

t E
xp

er
ie

nc
e o

f S
er

vi
ce

 Q
ue

sti
on

na
ire

 (C
H

I-E
SQ

), 
Ch

ild
re

n 
an

d 
Yo

un
g 

Pe
op

le’
s I

m
pr

ov
in

g 
A

cc
es

s t
o 

Ps
yc

ho
lo

gi
ca

l T
he

ra
pi

es
 (C

Y
P-

IA
PT

) q
ue

sti
on

na
ire

, S
cr

ee
n 

fo
r 

Ch
ild

 A
nx

ie
ty

-E
m

ot
io

na
l R

el
at

ed
 D

iso
rd

er
s (

SC
A

RE
D

), 
Ch

ild
 P

os
ttr

au
m

at
ic

 S
tre

ss
 S

ym
pt

om
s C

he
ck

lis
t (

CP
SS

), 
Yo

ut
h 

O
ut

co
m

e Q
ue

sti
on

na
ire

-3
0 

(Y
-O

Q
), 

Br
ie

f P
ro

bl
em

 C
he

ck
lis

t (
BP

C)
, S

ch
lic

ht
in

g 
Re

ce
pt

iv
e L

an
gu

ag
e T

es
t (

SR
LT

), 
Pe

ab
od

y 
Pi

ct
ur

e V
oc

ab
ul

ar
y 

Te
st 

III
-N

et
he

rla
nd

s (
PP

V
T-

III
-N

L)
, S

ch
lic

ht
in

g 
Ex

pr
es

siv
e L

an
gu

ag
e T

es
t (

SE
LT

), 
C

hi
ld

 B
eh

av
io

r C
he

ck
lis

t (
C

B
C

L)
, C

ar
eg

iv
er

-T
ea

ch
er

 
Re

po
rt 

Fo
rm

 (C
-T

R
F)

, P
ar

en
tin

g 
St

re
ss

 Q
ue

sti
on

na
ire

 (P
SQ

)



753Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756	

1 3

Author Contributions  All authors contributed to the study conception 
and design. Study selection and data extraction was initially performed 
by HYL. JM and AWR independently reviewed and assisted in final-
izing selection and extraction results. The first draft of the manuscript 
was written by HYL and all authors contributed to subsequent versions 
of the manuscript, and read and approved the final manuscript.

Funding  The author(s) received no financial support for the research, 
authorship, and/or publication of this article.

Declarations 

Conflict of interest  The authors declare that they have no conflict of 
interest.

Ethical Approval  This is a scoping review of published, peer-reviewed 
literature. The Johns Hopkins Bloomberg School of Public Health Insti-
tutional Review Board determined the study as Not Human Subjects 
Research and exempt from review. All procedures were in accordance 
with the ethical standards of the Johns Hopkins Bloomberg School of 
Public Health and the 1964 Helsinki Declaration and its later amend-
ments or comparable ethical standards.

Informed Consent  Informed consent was not applicable to this study, 
as individual participants were not consulted as part of the scoping 
review process.

Standards of Reporting  This manuscript was prepared using the 
PRISMA Scoping Review guidelines for literature reviews.

References

Acri, M., Chacko, A., Gopalan, G., & McKay, M. (2018). Engaging 
families in treatment for child behavior disorders: A synthesis of 
the literature. In J. E. Lochman & W. Matthys (Eds.), The Wiley 
handbook of disruptive and impulse-control disorders (pp. 393–
409). Wiley.

American Psychiatric Association, & American Psychiatric Asso-
ciation (APA) (Eds.). (2013). Diagnostic and statistical manual 
of mental disorders: DSM-5 (5th ed). American Psychiatric 
Association.

Armstrong, M. I., Boothroyd, R. A., Rohrer, L., Robst, J., Teague, 
G., Batsche, C., & Anderson, R. (2016). Access, integration and 
quality of care for individuals with serious mental health chal-
lenges enrolled in Florida’s managed medical assistance program. 
University of South Florida.

Armstrong, M. I., McCrae, J. S., Graef, M. I., Richards, T., Lambert, 
D., Bright, C. L., & Sowell, C. (2014). Development and initial 
findings of an implementation process measure for child welfare 
system change. Journal of Public Child Welfare, 8(1), 94–177. 
https://​doi.​org/​10.​1080/​15548​732.​2013.​873759

Backer, P. M., Kiser, L. J., Gillham, J. E., & Smith, J. (2015). The 
Maryland resilience breakthrough series collaborative: A quality 
improvement initiative for children’s mental health services pro-
viders. Psychiatric Services (Washington, D.C.), 66(8), 778–780. 
https://​doi.​org/​10.​1176/​appi.​ps.​20150​0036

Baer, D. M., Wolf, M. M., & Risley, T. R. (1987). Some still-current 
dimensions of applied behavior analysis. Journal of Applied 
Behavior Analysis, 20(4), 313–327. https://​doi.​org/​10.​1901/​jaba.​
1987.​20-​313

Batty, M. J., Moldavsky, M., Foroushani, P. S., Pass, S., Marriott, M., 
Sayal, K., & Hollis, C. (2013). Implementing routine outcome 

measures in child and adolescent mental health services: From 
present to future practice. Child and Adolescent Mental Health, 
18(2), 82–87. https://​doi.​org/​10.​1111/j.​1475-​3588.​2012.​00658.x

Beidas, R., Skriner, L., Adams, D., Wolk, C. B., Stewart, R. E., Becker-
Haimes, E., Williams, N., Maddox, B., Rubin, R., Weaver, S., 
Evans, A., Mandell, D., & Marcus, S. C. (2017). The relationship 
between consumer, clinician, and organizational characteristics 
and use of evidence-based and non-evidence-based therapy strat-
egies in a public mental health system. Behaviour Research and 
Therapy, 99, 1–10. https://​doi.​org/​10.​1016/j.​brat.​2017.​08.​011

Bickman, L. (2008a). Why don’t we have effective mental health ser-
vices? Administration and Policy in Mental Health and Mental 
Health Services Research, 35(6), 437–439. https://​doi.​org/​10.​
1007/​s10488-​008-​0192-9

Bickman, L. (2008b). A Measurement Feedback System (MFS) Is 
Necessary to Improve Mental Health Outcomes. Journal of the 
American Academy of Child & Adolescent Psychiatry, 47(10), 
1114–1119. https://​doi.​org/​10.​1097/​CHI.​0b013​e3181​825af8

Bickman, L. (2012). Why can’t mental health services be more like 
modern baseball? Administration and Policy in Mental Health 
and Mental Health Services Research, 39(1–2), 1–2. https://​doi.​
org/​10.​1007/​s10488-​012-​0409-9

Boardman, W. K. (1962). Rusty: A brief behavior disorder. Journal 
of Consulting Psychology, 26, 293–297. https://​doi.​org/​10.​1037/​
h0045​155

Bonilla, A. G., Pourat, N., Chuang, E., Ettner, S., Zima, B., Chen, 
X., Lu, C., Hoang, H., Hair, B. Y., Bolton, J., & Sripipatana, A. 
(2021). Mental health staffing at HRSA-funded health centers may 
improve access to care. Psychiatric services (Washington, D.C.), 
72(9), 1018–1025. https://​doi.​org/​10.​1176/​appi.​ps.​20200​0337

Bourret, J. C., & Pietras, C. J. (2013). Visual analysis in single-case 
research. In G. J. Madden, W. V. Dube, T. D. Hackenberg, G. P. 
Hanley, & K. A. Lattal (Eds.), APA handbook of behavior analy-
sis, Vol. 1: Methods and principles (pp. 199–217). American Psy-
chological Association. https://​doi.​org/​10.​1037/​13937-​009

Bremer, R. W., Scholle, S. H., Keyser, D., Houtsinger, J. V. K., & 
Pincus, H. A. (2008). Pay for Performance in Behavioral. Health, 
59(12), 11.

Brookman-Frazee, L., Garland, A. F., Taylor, R., & Zoffness, R. 
(2009). Therapists’ attitudes towards psychotherapeutic strategies 
in community-based psychotherapy with children with disruptive 
behavior problems. Administration and Policy in Mental Health 
and Mental Health Services Research, 36(1), 1–12. https://​doi.​
org/​10.​1007/​s10488-​008-​0195-6

Brookman-Frazee, L., Haine, R. A., Baker-Ericzén, M., Zoffness, R., & 
Garland, A. F. (2010). Factors Associated with Use of Evidence-
Based Practice Strategies in Usual Care Youth Psychotherapy. 
Administration and Policy in Mental Health and Mental Health 
Services Research, 37(3), 254–269. https://​doi.​org/​10.​1007/​
s10488-​009-​0244-9

Brookman-Frazee, L., Stadnick, N., Roesch, S., Regan, J., Barnett, 
M., Bando, L., Innes-Gomberg, D., & Lau, A. (2016). Measuring 
sustainment of multiple practices fiscally mandated in children’s 
mental health services. Administration and Policy in Mental 
Health and Mental Health Services Research, 43(6), 1009–1022. 
https://​doi.​org/​10.​1007/​s10488-​016-​0731-8

Chorpita, B. F., Daleiden, E. L., Ebesutani, C., Young, J., Becker, K. 
D., Nakamura, B. J., Phillips, L., Ward, A., Lynch, R., Trent, L., 
Smith, R. L., Okamura, K., & Starace, N. (2011). Evidence-based 
treatments for children and adolescents: An updated review of 
indicators of efficacy and effectiveness: EVIDENCE-BASED 
TREATMENTS FOR CHILDREN AND ADOLESCENTS. Clini-
cal Psychology: Science and Practice, 18(2), 154–172. https://​doi.​
org/​10.​1111/j.​1468-​2850.​2011.​01247.x

Comer, J. S., Chow, C., Chan, P. T., Cooper-Vince, C., & Wilson, L. A. 
S. (2013). Psychosocial treatment efficacy for disruptive behavior 

https://doi.org/10.1080/15548732.2013.873759
https://doi.org/10.1176/appi.ps.201500036
https://doi.org/10.1901/jaba.1987.20-313
https://doi.org/10.1901/jaba.1987.20-313
https://doi.org/10.1111/j.1475-3588.2012.00658.x
https://doi.org/10.1016/j.brat.2017.08.011
https://doi.org/10.1007/s10488-008-0192-9
https://doi.org/10.1007/s10488-008-0192-9
https://doi.org/10.1097/CHI.0b013e3181825af8
https://doi.org/10.1007/s10488-012-0409-9
https://doi.org/10.1007/s10488-012-0409-9
https://doi.org/10.1037/h0045155
https://doi.org/10.1037/h0045155
https://doi.org/10.1176/appi.ps.202000337
https://doi.org/10.1037/13937-009
https://doi.org/10.1007/s10488-008-0195-6
https://doi.org/10.1007/s10488-008-0195-6
https://doi.org/10.1007/s10488-009-0244-9
https://doi.org/10.1007/s10488-009-0244-9
https://doi.org/10.1007/s10488-016-0731-8
https://doi.org/10.1111/j.1468-2850.2011.01247.x
https://doi.org/10.1111/j.1468-2850.2011.01247.x


754	 Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756

1 3

problems in very young children: A meta-analytic examination. 
Journal of the American Academy of Child & Adolescent Psy-
chiatry, 52(1), 26–36. https://​doi.​org/​10.​1016/j.​jaac.​2012.​10.​001

Cook, N. L., Hicks, L. S., O’Malley, A. J., Keegan, T., Guadagnoli, 
E., & Landon, B. E. (2007). Access to specialty care and medi-
cal services in community health centers. Health Affairs, 26(5), 
1459–1468. https://​doi.​org/​10.​1377/​hltha​ff.​26.5.​1459

de Jong, K. (2016). Challenges in the implementation of measurement 
feedback systems. Administration and Policy in Mental Health 
and Mental Health Services Research, 43(3), 467–470. https://​
doi.​org/​10.​1007/​s10488-​015-​0697-y

Dishion, T. J., Stormshak, E. A., & Kavanagh, K. (2011). Everyday 
parenting: A professional’s guide to building family management 
skills (1st ed). Research Press.

Emanuel, R., Catty, J., Anscombe, E., Cantle, A., & Muller, H. (2014). 
Implementing an aim-based outcome measure in a psychoana-
lytic child psychotherapy service: Insights, experiences and evi-
dence. Clinical Child Psychology and Psychiatry, 19(2), 169–183. 
https://​doi.​org/​10.​1177/​13591​04513​485081

Eyberg, S. M. (2013). Treating the behaviorally disordered child. In 
G. P. Koocher, J. C. Norcross, & B. Greene (Eds.), Psychologists’ 
desk reference (3rd ed., pp. 411–414). Oxford University Press.

Eyberg, S. M., Nelson, M. M., & Boggs, S. R. (2008). Evidence-based 
psychosocial treatments for children and adolescents with disrup-
tive behavior. Journal of Clinical Child and Adolescent Psychol-
ogy: The Official Journal for the Society of Clinical Child and 
Adolescent Psychology, American Psychological Association, 
Division 53, 37(1), 215–237. https://​doi.​org/​10.​1080/​15374​41070​
18201​17

Fleming, I., Jones, M., Bradley, J., & Wolpert, M. (2016). Learning 
from a learning collaboration: The CORC approach to com-
bining research, evaluation and practice in child mental health. 
Administration and Policy in Mental Health and Mental Health 
Services Research, 43(3), 297–301. https://​doi.​org/​10.​1007/​
s10488-​014-​0592-y

Ford, T., Tingay, K., Wolpert, M., & The CORC Steering Group. 
(2006). CORC’s survey of routine outcome monitoring and 
national CAMHS dataset developments: A response to Johnston 
and Gower. Child and Adolescent Mental Health, 11(1), 50–52. 
https://​doi.​org/​10.​1111/j.​1475-​3588.​2005.​00390.x

Forehand, R., Jones, D. J., & Parent, J. (2013). Behavioral parenting 
interventions for child disruptive behaviors and anxiety: What’s 
different and what’s the same. Clinical Psychology Review, 33(1), 
133–145. https://​doi.​org/​10.​1016/j.​cpr.​2012.​10.​010

Foster, E. M., Jones, D. E., & and The Conduct Problems Prevention 
Research Group. (2005). The high costs of aggression: Public 
expenditures resulting from conduct disorder. American Journal 
of Public Health, 95(10), 1767–1772. https://​doi.​org/​10.​2105/​
ajph.​2004.​061424

Garland, A. F., Hawley, K. M., Brookman-Frazee, L., & Hurlburt, 
M. S. (2008). Identifying common elements of evidence-based 
psychosocial treatments for children’s disruptive behavior prob-
lems. Journal of the American Academy of Child & Adolescent 
Psychiatry, 47(5), 505–514. https://​doi.​org/​10.​1097/​CHI.​0b013​
e3181​6765c2

Garland, A. F., Haine-Schlagel, R., Brookman-Frazee, L., Baker-Eric-
zen, M., Trask, E., & Fawley-King, K. (2013). Improving com-
munity-based mental health care for children: Translating knowl-
edge into action. Administration and Policy in Mental Health and 
Mental Health Services Research, 40(1), 6–22. https://​doi.​org/​10.​
1007/​s10488-​012-​0450-8

Goldfine, M. E., Wagner, S. M., Branstetter, S. A., & Mcneil, C. B. 
(2008). Parent-child interaction therapy: An examination of cost-
effectiveness. Journal of Early and Intensive Behavior Interven-
tion, 5(1), 119–141. https://​doi.​org/​10.​1037/​h0100​414

Herschell, A. D., McNeil, C. B., & McNeil, D. W. (2004). Clinical 
child psychology’s progress in disseminating empirically sup-
ported treatments. Clinical Psychology: Science and Practice, 
11(3), 267–288. https://​doi.​org/​10.​1093/​clipsy.​bph082

Institute of Medicine (IOM). (2013). Core measurement needs for bet-
ter care, better health, and lower costs: Counting what counts: 
Workshop summary. https://​www.​nap.​edu/​catal​og/​18333/​core-​
measu​rement-​needs-​for-​better-​care-​better-​health-​and-​lower-​costs

James, K., Elgie, S., Adams, J., Henderson, T., & Salkovskis, P. (2015). 
Session-by-session outcome monitoring in CAMHS: Clinicians’ 
beliefs. The Cognitive Behaviour Therapist, 8, e26. https://​doi.​
org/​10.​1017/​S1754​470X1​50006​53

Johnson, C. A., & Katz, R. C. (1973). Using parents as change agents 
for their children: A review. Journal of Child Psychology and 
Psychiatry, 14(3), 181–200. https://​doi.​org/​10.​1111/j.​1469-​7610.​
1973.​tb011​86.x

Johnston, J. M., & Pennypacker, H. S., Jr. (2009). Strategies and tac-
tics of behavioral research (3rd ed.). Routledge/Taylor & Francis 
Group.

Kazdin, A. E. (1997). Parent management training: Evidence, out-
comes, and issues. Journal of the American Academy of Child 
and Adolescent Psychiatry, 36, 1349–1356.

Kelley, S. D., & Bickman, L. (2009). Beyond outcomes monitoring: 
Measurement feedback systems in child and adolescent clinical 
practice. Current Opinion in Psychiatry, 22(4), 363–368. https://​
doi.​org/​10.​1097/​YCO.​0b013​e3283​2c9162

Kim, J. J., Brookman-Frazee, L., Barnett, M. L., Tran, M., Kuckertz, 
M., Yu, S., & Lau, A. S. (2020). How community therapists 
describe adapting evidence-based practices in sessions for youth: 
Augmenting to improve fit and reach. The Journal of Commu-
nity Psychology, 48(4), 1238–1257. https://​doi.​org/​10.​1002/​jcop.​
22333

Kotte, A., Hill, K. A., Mah, A. C., Korathu-Larson, P. A., Au, J. R., 
Izmirian, S., Keir, S. S., Nakamura, B. J., & Higa-McMillan, C. K. 
(2016). Facilitators and barriers of implementing a measurement 
feedback system in public youth mental health. Administration and 
Policy in Mental Health and Mental Health Services Research, 
43(6), 861–878. https://​doi.​org/​10.​1007/​s10488-​016-​0729-2

Lambert, M. J., Harmon, C., Slade, K., Whipple, J. L., & Hawkins, E. 
J. (2005). Providing feedback to psychotherapists on their patients’ 
progress: Clinical results and practice suggestions. Journal of 
Clinical Psychology, 61(2), 165–174. https://​doi.​org/​10.​1002/​
jclp.​20113

Lau, A. S., Fung, J. J., Ho, L. Y., Liu, L. L., & Gudiño, O. G. (2011). 
Parent training with high-risk immigrant Chinese families: A pilot 
group randomized trial yielding practice-based evidence. Behav-
ior Therapy, 42(3), 413–426. https://​doi.​org/​10.​1016/j.​beth.​2010.​
11.​001

Lavigne, J. V., Bryant, F. B., Hopkins, J., & Gouze, K. R. (2014). 
Dimensions of oppositional defiant disorder in young children: 
Model comparisons, gender and longitudinal invariance. Journal 
of Abnormal Child Psychology, 43(3), 423–439. https://​doi.​org/​
10.​1007/​s10802-​014-​9919-0

Liu, F. F., Cruz, R. A., Rockhill, C. M., & Lyon, A. R. (2019). Mind the 
gap: Considering disparities in implementing measurement-based 
care. Journal of the American Academy of Child & Adolescent 
Psychiatry, 58(4), 459–461. https://​doi.​org/​10.​1016/j.​jaac.​2018.​
11.​015

Lochman, J. E., Boxmeyer, C., Powell, N., Dillon, C., Powe, C., & 
Kassing, F. (2017). Disruptive behavior disorders. In C. A. Fless-
ner & J. C. Piacentini (Eds.), Clinical handbook of psychological 
disorders in children and adolescents: A step-by-step treatment 
manual (1st ed., pp. 299–328). The Guilford Press.

Lyon, A. R., Dorsey, S., Pullmann, M., Silbaugh-Cowdin, J., & Ber-
liner, L. (2015). Clinician use of standardized assessments follow-
ing a common elements psychotherapy training and consultation 

https://doi.org/10.1016/j.jaac.2012.10.001
https://doi.org/10.1377/hlthaff.26.5.1459
https://doi.org/10.1007/s10488-015-0697-y
https://doi.org/10.1007/s10488-015-0697-y
https://doi.org/10.1177/1359104513485081
https://doi.org/10.1080/15374410701820117
https://doi.org/10.1080/15374410701820117
https://doi.org/10.1007/s10488-014-0592-y
https://doi.org/10.1007/s10488-014-0592-y
https://doi.org/10.1111/j.1475-3588.2005.00390.x
https://doi.org/10.1016/j.cpr.2012.10.010
https://doi.org/10.2105/ajph.2004.061424
https://doi.org/10.2105/ajph.2004.061424
https://doi.org/10.1097/CHI.0b013e31816765c2
https://doi.org/10.1097/CHI.0b013e31816765c2
https://doi.org/10.1007/s10488-012-0450-8
https://doi.org/10.1007/s10488-012-0450-8
https://doi.org/10.1037/h0100414
https://doi.org/10.1093/clipsy.bph082
https://www.nap.edu/catalog/18333/core-measurement-needs-for-better-care-better-health-and-lower-costs
https://www.nap.edu/catalog/18333/core-measurement-needs-for-better-care-better-health-and-lower-costs
https://doi.org/10.1017/S1754470X15000653
https://doi.org/10.1017/S1754470X15000653
https://doi.org/10.1111/j.1469-7610.1973.tb01186.x
https://doi.org/10.1111/j.1469-7610.1973.tb01186.x
https://doi.org/10.1097/YCO.0b013e32832c9162
https://doi.org/10.1097/YCO.0b013e32832c9162
https://doi.org/10.1002/jcop.22333
https://doi.org/10.1002/jcop.22333
https://doi.org/10.1007/s10488-016-0729-2
https://doi.org/10.1002/jclp.20113
https://doi.org/10.1002/jclp.20113
https://doi.org/10.1016/j.beth.2010.11.001
https://doi.org/10.1016/j.beth.2010.11.001
https://doi.org/10.1007/s10802-014-9919-0
https://doi.org/10.1007/s10802-014-9919-0
https://doi.org/10.1016/j.jaac.2018.11.015
https://doi.org/10.1016/j.jaac.2018.11.015


755Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756	

1 3

program. Administration and Policy in Mental Health and Mental 
Health Services Research, 42(1), 47–60. https://​doi.​org/​10.​1007/​
s10488-​014-​0543-7

Lyon, A. R., Pullmann, M. D., Walker, S. C., & D’Angelo, G. (2017). 
Community-sourced intervention programs: Review of submis-
sions in response to a statewide call for “Promising practices.” 
Administration and Policy in Mental Health and Mental Health 
Services Research, 44(1), 16–28. https://​doi.​org/​10.​1007/​
s10488-​015-​0650-0

Lyons, J. S., Terry, P., Martinovich, Z., Peterson, J., & Bouska, B. 
(2001). Outcome trajectories for adolescents in residential treat-
ment: A statewide evaluation. Journal of Child and Family Stud-
ies, 10(3), 333–345. https://​doi.​org/​10.​1023/A:​10125​76826​136

Lyons, J. S., Weiner, D. A., & Lyons, M. B. (2004). Measurement as 
communication in outcomes management: The Child and Adoles-
cent Needs and Strengths (CANS). In M. E. Maruish (Ed.), The 
use of psychological testing for treatment planning and outcomes 
assessment (3rd ed., pp. 461–476). Routledge.

Medicaid and CHIP Payment and Access Commission (MACPAC). 
(2021). Key federal program accountability requirements in 
Medicaid managed care. https://​www.​macpac.​gov/​subto​pic/​key-​
feder​al-​progr​am-​accou​ntabi​lity-​requi​remen​ts-​in-​medic​aid-​manag​
ed-​care/

Medicaid and CHIP Payment and Access Commission (MACPAC). 
(2020). Quality rating systems in Medicaid managed care. https://​
www.​macpac.​gov/​wp-​conte​nt/​uploa​ds/​2020/​12/​Quali​ty-​Rating-​
Syste​ms-​in-​Medic​aid-​Manag​ed-​Care.​pdf

Michelson, D., Davenport, C., Dretzke, J., Barlow, J., & Day, C. (2013). 
Do evidence-based interventions work when tested in the “real 
world?” A systematic review and meta-analysis of parent manage-
ment training for the treatment of child disruptive behavior. Clini-
cal Child and Family Psychology Review, 16(1), 18–34. https://​
doi.​org/​10.​1007/​s10567-​013-​0128-0

Milette-Winfree, M., Nakamura, B. J., Kotte, A., & Higa-McMillan, 
C. (2019). Multilevel predictors of case managers’ assessment 
administration behavior in a precursor to a measurement feedback 
system. Administration and Policy in Mental Health and Mental 
Health Services Research, 46(5), 636–648. https://​doi.​org/​10.​
1007/​s10488-​019-​00941-2

Norman, S., Dean, S., Hansford, L., & Ford, T. (2014). Clinical prac-
titioner’s attitudes towards the use of Routine Outcome Moni-
toring within Child and Adolescent Mental Health Services: A 
qualitative study of two Child and Adolescent Mental Health Ser-
vices. Clinical Child Psychology and Psychiatry, 19(4), 576–595. 
https://​doi.​org/​10.​1177/​13591​04513​492348

Orimoto, T. E., Mueller, C. W., Hayashi, K., & Nakamura, B. J. (2014). 
Community-based treatment for youth with co- and multimorbid 
disruptive behavior disorders. Administration and Policy in Men-
tal Health and Mental Health Services Research, 41(2), 262–275. 
https://​doi.​org/​10.​1007/​s10488-​012-​0464-2

Post, R. M., Rowe, M., Kaplan, D., & Findling, R. (2017). The child 
network for parents to track their child’s mood and behavior. 
Journal of Child and Adolescent Psychopharmacology, 27(9), 
840–843. https://​doi.​org/​10.​1089/​cap.​2017.​0002

Pourat, N., Chen, X., Tsugawa, Y., Lu, C., Zhou, W., Hoang, H., Hair, 
B., Bolton, J., & Sripipatana, A. (2021). Intersection of complex-
ity and high utilization among health center patients aged 18 to 
64 years. The American Journal of Managed Care, 28(2). https://​
www.​ajmc.​com/​view/​inter​secti​on-​of-​compl​exity-​and-​high-​utili​
zation-​among-​health-​center-​patie​nts-​aged-​18-​to-​64-​years

Reyno, S. M., & McGrath, P. J. (2006). Predictors of parent training 
efficacy for child externalizing behavior problems—A meta-ana-
lytic review. Journal of Child Psychology and Psychiatry, 47(1), 
99–111. https://​doi.​org/​10.​1111/j.​1469-​7610.​2005.​01544.x

Sale, R., Bearman, S. K., Woo, R., & Baker, N. (2020). Introducing a 
measurement feedback system for youth mental health: Predictors 

and impact of implementation in a community agency. Adminis-
tration and Policy in Mental Health and Mental Health Services 
Research. https://​doi.​org/​10.​1007/​s10488-​020-​01076-5

Scott, K., & Lewis, C. C. (2015). Using measurement-based care to 
enhance any treatment. Cognitive and Behavioral Practice, 22(1), 
49–59. https://​doi.​org/​10.​1016/j.​cbpra.​2014.​01.​010

Scott, S., Knapp, M., Henderson, J., & Maughan, B. (2001). Financial 
cost of social exclusion: Follow up study of antisocial children 
into adulthood. British Medical Journal, 323(7306), 191–194.

Seidman, E., Chorpita, B. F., Reay, W. E., Stelk, W., Garland, A. F., 
Kutash, K., Mullican, C., & Ringeisen, H. (2010). A framework 
for measurement feedback to improve decision-making in mental 
health. Administration and Policy in Mental Health and Mental 
Health Services Research, 37(1–2), 128–131. https://​doi.​org/​10.​
1007/​s10488-​009-​0260-9

Sheldrick, R. C., Merchant, S., & Perrin, E. C. (2011). Identification of 
developmental-behavioral problems in primary care: A systematic 
review. Pediatrics, 128(2), 356–363. https://​doi.​org/​10.​1542/​peds.​
2010-​3261

Shevlin, M., McElroy, E., & Murphy, J. (2017). Homotypic and hetero-
typic psychopathological continuity: A child cohort study. Social 
Psychiatry and Psychiatric Epidemiology, 52(9), 1135–1145. 
https://​doi.​org/​10.​1007/​s00127-​017-​1396-7

Southam-Gerow, M. A., Rodríguez, A., Chorpita, B. F., & Daleiden, E. 
L. (2012). Dissemination and implementation of evidence based 
treatments for youth: Challenges and recommendations. Pro-
fessional Psychology: Research and Practice, 43(5), 527–534. 
https://​doi.​org/​10.​1037/​a0029​101

Steiner, H., & Remsing, L. (2007). Practice parameter for the assess-
ment and treatment of children and adolescents with oppositional 
defiant disorder. Journal of the American Academy of Child & 
Adolescent Psychiatry, 46(1), 126–141. https://​doi.​org/​10.​1097/​
01.​chi.​00002​46060.​62706.​af

Stewart, R. E., Lareef, I., Hadley, T. R., & Mandell, D. S. (2017). Can 
we pay for performance in behavioral health care? Psychiatric 
Services (Washington, D.C.), 68(2), 109–111. https://​doi.​org/​10.​
1176/​appi.​ps.​20160​0475

Taylor, M. J., McNicholas, C., Nicolay, C., Darzi, A., Bell, D., & 
Reed, J. E. (2013). Systematic review of the application of the 
plan–do–study–act method to improve quality in healthcare. 
BMJ Quality & Safety, 23(4), 290–298. https://​doi.​org/​10.​1136/​
bmjqs-​2013-​001862

Tsai, K. H., Moskowitz, A. L., Brown, T. E., Park, A. L., & Chorpita, 
B. F. (2016). Interpreting progress feedback to guide clinical 
decision-making in children’s mental health services. Admin-
istration and Policy in Mental Health and Mental Health 
Services Research, 43(2), 199–206. https://​doi.​org/​10.​1007/​
s10488-​015-​0630-4

van Aar, J., Leijten, P., Orobio de Castro, B., & Overbeek, G. (2017). 
Sustained, fade-out or sleeper effects? A systematic review and 
meta-analysis of parenting interventions for disruptive child 
behavior. Clinical Psychology Review, 51, 153–163. https://​doi.​
org/​10.​1016/j.​cpr.​2016.​11.​006

van Sonsbeek, M. A., Hutschemaekers, G. G., Veerman, J. W., & Tie-
mens, B. B. (2014). Effective components of feedback from Rou-
tine Outcome Monitoring (ROM) in youth mental health care: 
Study protocol of a three-arm parallel-group randomized con-
trolled trial. BMC Psychiatry, 14(1), 3. https://​doi.​org/​10.​1186/​
1471-​244X-​14-3

van Sonsbeek, M. A. M. S., Hutschemaekers, G. J. M., Veerman, J. W., 
Vermulst, A., Kleinjan, M., & Tiemens, B. G. (2020). Challenges 
in investigating the effective components of feedback from routine 
outcome monitoring (ROM) in youth mental health care. Child & 
Youth Care Forum. https://​doi.​org/​10.​1007/​s10566-​020-​09574-1

Vanselow, N. R., Thompson, R., & Karsina, A. (2011). Data-based 
decision making: The impact of data variability, training, and 

https://doi.org/10.1007/s10488-014-0543-7
https://doi.org/10.1007/s10488-014-0543-7
https://doi.org/10.1007/s10488-015-0650-0
https://doi.org/10.1007/s10488-015-0650-0
https://doi.org/10.1023/A:1012576826136
https://www.macpac.gov/subtopic/key-federal-program-accountability-requirements-in-medicaid-managed-care/
https://www.macpac.gov/subtopic/key-federal-program-accountability-requirements-in-medicaid-managed-care/
https://www.macpac.gov/subtopic/key-federal-program-accountability-requirements-in-medicaid-managed-care/
https://www.macpac.gov/wp-content/uploads/2020/12/Quality-Rating-Systems-in-Medicaid-Managed-Care.pdf
https://www.macpac.gov/wp-content/uploads/2020/12/Quality-Rating-Systems-in-Medicaid-Managed-Care.pdf
https://www.macpac.gov/wp-content/uploads/2020/12/Quality-Rating-Systems-in-Medicaid-Managed-Care.pdf
https://doi.org/10.1007/s10567-013-0128-0
https://doi.org/10.1007/s10567-013-0128-0
https://doi.org/10.1007/s10488-019-00941-2
https://doi.org/10.1007/s10488-019-00941-2
https://doi.org/10.1177/1359104513492348
https://doi.org/10.1007/s10488-012-0464-2
https://doi.org/10.1089/cap.2017.0002
https://www.ajmc.com/view/intersection-of-complexity-and-high-utilization-among-health-center-patients-aged-18-to-64-years
https://www.ajmc.com/view/intersection-of-complexity-and-high-utilization-among-health-center-patients-aged-18-to-64-years
https://www.ajmc.com/view/intersection-of-complexity-and-high-utilization-among-health-center-patients-aged-18-to-64-years
https://doi.org/10.1111/j.1469-7610.2005.01544.x
https://doi.org/10.1007/s10488-020-01076-5
https://doi.org/10.1016/j.cbpra.2014.01.010
https://doi.org/10.1007/s10488-009-0260-9
https://doi.org/10.1007/s10488-009-0260-9
https://doi.org/10.1542/peds.2010-3261
https://doi.org/10.1542/peds.2010-3261
https://doi.org/10.1007/s00127-017-1396-7
https://doi.org/10.1037/a0029101
https://doi.org/10.1097/01.chi.0000246060.62706.af
https://doi.org/10.1097/01.chi.0000246060.62706.af
https://doi.org/10.1176/appi.ps.201600475
https://doi.org/10.1176/appi.ps.201600475
https://doi.org/10.1136/bmjqs-2013-001862
https://doi.org/10.1136/bmjqs-2013-001862
https://doi.org/10.1007/s10488-015-0630-4
https://doi.org/10.1007/s10488-015-0630-4
https://doi.org/10.1016/j.cpr.2016.11.006
https://doi.org/10.1016/j.cpr.2016.11.006
https://doi.org/10.1186/1471-244X-14-3
https://doi.org/10.1186/1471-244X-14-3
https://doi.org/10.1007/s10566-020-09574-1


756	 Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:735–756

1 3

context. Journal of Applied Behavior Analysis, 44(4), 767–780. 
https://​doi.​org/​10.​1901/​jaba.​2011.​44-​767

Vermeij, B. A. M., Wiefferink, C. H., Knoors, H., & Scholte, R. (2019). 
Association of language, behavior, and parental stress in young 
children with a language disorder. Research in Developmental 
Disabilities, 85, 143–153. https://​doi.​org/​10.​1016/j.​ridd.​2018.​
11.​012

Vollmer, T. R., Sloman, K. N., & Pipkin, C. S. P. (2008). Practical 
implications of data reliability and treatment integrity monitoring. 
Behavior Analysis in Practice, 1(2), 4–11.

Waldron, S. M., Loades, M. E., & Rogers, L. (2018). Routine outcome 
monitoring in CAMHS: How can we enable implementation in 
practice? Child and Adolescent Mental Health, 23(4), 328–333. 
https://​doi.​org/​10.​1111/​camh.​12260

Weisz, J. R., & Gray, J. S. (2008). Evidence-based psychotherapy for 
children and adolescents: Data from the present and a model for 
the future. Child and Adolescent Mental Health, 13(2), 54–65. 
https://​doi.​org/​10.​1111/j.​1475-​3588.​2007.​00475.x

Wertz, J., Agnew-Blais, J., Caspi, A., Danese, A., Fisher, H. L., Gold-
man-Mellor, S., Moffitt, T. E., & Arseneault, L. (2018). From 
childhood conduct problems to poor functioning at age 18 years: 
Examining explanations in a longitudinal cohort study. Journal of 
the American Academy of Child & Adolescent Psychiatry, 57(1), 
54-60.e4. https://​doi.​org/​10.​1016/j.​jaac.​2017.​09.​437

Whipple, J. L., & Lambert, M. J. (2011). Outcome Measures for Prac-
tice. Annual Review of Clinical Psychology, 7(1), 87–111. https://​
doi.​org/​10.​1146/​annur​ev-​clinp​sy-​040510-​143938

Wolpert, M., Fugard, A. J. B., Deighton, J., & Görzig, A. (2012). Rou-
tine outcomes monitoring as part of children and young people’s 
Improving Access to Psychological Therapies (CYP IAPT)—
Improving care or unhelpful burden? Child and Adolescent Men-
tal Health, 17(3), 129–130. https://​doi.​org/​10.​1111/j.​1475-​3588.​
2012.​00676.x

Yu-Lefler, H. F., Lindauer, S., & Riley, A. W. (2022). Clinician-iden-
tified factors in success of parent-directed behavioral therapy for 
children’s tantrums. Administration and Policy in Mental Health 
and Mental Health Services Research, 49, 168–181. https://​doi.​
org/​10.​1007/​s10488-​021-​01155-1

Yu-Lefler, H., Riley, A. W., Wakeman, J., Rolinec, C., Clark, K. 
C., Crockett, J. C., Perkins-Parks, S., Richman, G., Lynne, S., 
Majszak, H., & Cataldo, M. F. (2019). A clinical outcomes sys-
tem to track treatment progress and promote care accountabil-
ity in outpatient pediatric behavioral healthcare. Poster of the 
2019 annual meeting of the American Public Health Association 
(APHA), Philadelphia, PA.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1901/jaba.2011.44-767
https://doi.org/10.1016/j.ridd.2018.11.012
https://doi.org/10.1016/j.ridd.2018.11.012
https://doi.org/10.1111/camh.12260
https://doi.org/10.1111/j.1475-3588.2007.00475.x
https://doi.org/10.1016/j.jaac.2017.09.437
https://doi.org/10.1146/annurev-clinpsy-040510-143938
https://doi.org/10.1146/annurev-clinpsy-040510-143938
https://doi.org/10.1111/j.1475-3588.2012.00676.x
https://doi.org/10.1111/j.1475-3588.2012.00676.x
https://doi.org/10.1007/s10488-021-01155-1
https://doi.org/10.1007/s10488-021-01155-1

	Outcomes Accountability Systems for Early Childhood Disruptive Behaviors: A Scoping Review of Availability
	Abstract
	Introduction
	Objective
	Methods
	Search Strategy
	Study Selection
	Data Extraction
	Data Analysis

	Results
	Search Findings
	Additional Details

	Discussion
	Limitations
	Conclusion
	References




