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ASSESSMENT OF PROVIDER BARRIERS 

Abstract 

Background: Measurement-based care (MBC) is an evidence-based practice (EBP) in both 

physical and mental health.  However, MBC is underutilized in community mental health, and 

research shows fewer than 20% of mental health providers use MBC. This project was designed 

to improve the current practices of not using screening tools or MBC in a local mental health 

clinic and to improve overall patient outcomes by implementing the MBC intervention. This 

project also focused on developing an educational in-service for providers - a systematic method 

for data collection about screening tools used, and about symptom tracking. Purpose: The 

purpose of this quality improvement project aimed to provide evidence that measurement-based 

care is an effective method to meet patient needs and extrapolate the outcomes so that a system-

wide training for all employees at this agency can be developed. Provider attitudes and some 

unforeseen barriers lead to the pace of the project being slowed drastically. Primary barriers 

included: Culture (including politics and lack of support), competing demands, anxiety around 

changing provider practice styles, and usefulness of screening tools. Results: The providers were 

initially interesting in the MBC intervention. All attended and were engaged during the 

educational in-service. At the time of the final questionnaire only three providers had begun to 

use the MBC with some regularity. Recommendations/Conclusion: It is feasible for all of the 

providers to use the MBC intervention. However there are several barriers that would require 

more time that the project was allotted to help breakdown the barriers and gain more provider 

buy-in and use. 

Keywords: Measurement based care, Screening tools, Outcome measure, Adult population, and 

Quality improvement. 
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Introduction 

There are approximately 43.4 million adults with mental illness in the United States of 

America. Any mental illness (AMI) is characterized by changes in mood, thought or behavior. 

Adults with AMI are further categorized into experiencing serious mental illness (SMI) if their 

illness substantially interferes with or limits any major life activity. In 2015, approximately 9.8 

million adults in the U.S. experienced SMI within the past year. Unfortunately, only 6.8 million 

of those adults received mental health services (Center for Behavioral Health Statistics and 

Quality, 2016).  

The World Health Organization (WHO) estimates the disability adjusted life years (DALY) 

of mental health and behavioral health disorders worldwide average to be 7.4%, with the U.S. 

average being 13.6% (Murray et al., 2013).  These disorders contribute to a significant 

proportion of disease burden worldwide. Evidence-based practice emphasizes utilizing 

measurement-based outcomes when providing mental health care. Screening tools and metrics 

should be used to track changes in mental health symptoms, especially in the SMI population. 

Mental health prevention methods are lacking when compared to physical health prevention. 

There is a stigma around mental health, and patients are not treated the same as those who are 

physically ill. Most psychiatric conditions are chronic – like diabetes or hypertension. 

Measurement-based care (MBC) is defined as use of routine symptom measurement to inform 

treatment. MBC is an evidence-based framework that has an established effectiveness, broad 

reach, and multifaceted utility for enhancing routine care (Fortney et al., 2016). MBC is a 

standard of care in several medical and nursing fields – from using thermometers and blood 
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pressure cuffs to interpreting electrolyte imbalances and Hemoglobin A1c results. MBC is not a 

new avenue for treatment in psychiatric care; however it is not a standard in clinical practice. 

Several brief, validated screening tools exist for mental health providers. Approximately 18% 

of psychiatrists and psychologists in the U.S. routinely use these tools (Hatfield et al., 2010; 

Zimmerman et al., 2008). In the U.S. SMI is estimated to account for 27% of all individuals on 

disability; however only 6.8% of healthcare spending is allocated for mental health treatment. 

MBC can help to standardized treatment, increase accuracy of assessment, and guide changing of 

treatment plans (Center for Behavioral Health Statistics and Quality, 2016; Hatfield et al., 2010; 

Zimmerman et al., 2008). It is time to make MBC the standard of care for mental health in the 

U.S. 

Literature Review 

A review of the literature was performed to explore current research on use of outcome 

measures/measurement-based care in mental health care, specifically in mental health adult 

outpatient services. PubMed, PsychInfo, Ovid (MEDLINE) and Cochrane databases from 1996 

to April 2017. A search was conducted specifying the following MeSH terms: (mental health), 

(mental illness), (assessments), (measurement-based) (screening tools), (checklist) (outcome) 

hedged with (adult) (outpatient). This search returned 22 results including intervention trials, 

observational studies, and literature reviews. The search was limited to articles in English 

language, randomized control trials, longitudinal studies, and case and cohort reports, meta-

analyses, and systematic reviews.  

This literature review aimed to explore how outcome measures and MBC have been used 

to track change in the adult patient population, what settings (inpatient versus outpatient) they 
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have been used in, and whether they have been used as a feedback monitoring system. During 

the review process three predominant topics arose: defining of what an outcome measure is, how 

to make it clinically useful, and barriers to use. 

What is an outcome measure? 

 Kwan and Rickwood report, “an outcome measure in mental health care can be defined 

as a tool used to measure the effect on a person’s mental health as a result of health care 

intervention, plus any additional extra-therapeutic influences” (2015, p.1). Outcome measures 

can be self-report, provider report, or a report by other significant individuals in the patient’s life 

(Kwan & Rickwood, 2015; Slade 2002). Outcome measures are used to monitor the quality and 

effectiveness of the mental health services. There is a growing expectation for implementing 

routine measurement by clinicians as a feedback monitoring system to improve patient outcomes 

(Schriefer, Urden, & Rogers, 1996; Slade, 2002). 

 Outcome measures are essential for quality assurance, for monitoring the efficacy of 

services, and for tracking longitudinal health trends. MBC is important to evaluate the process of 

care by which the particular outcome is measured. It is found to be essential for quality 

improvement to measure the relationship between the process and the outcome (Maloney & 

Chaiken, 1999). In the U.S. mental health system, the focus on outcomes as the measure of 

success has primarily been driven by cost-containment (Slade, 2002). 

 Van Nieuwenhuizen et al. (1997) reviewed eleven tools for measuring one outcome: 

quality of life. Of the eleven tools, three did not have data available about reliability and validity. 

Eight tools involved structured or semi-structured interviews. Three of the tools were self-report 

measures. Only two of the tools involved some form of objective data. The tools covered 
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between four and eighteen domains. One did only cover a single global domain. The most 

common areas assessed in quality of life were employment, health, leisure, living situation, and 

personal relationships. This review is outdated but it is the only systematic review found that 

evaluated the tools in this manner. 

Usefulness 

 To be a “well-defined outcomes measurement tool”, the tool must be reliable. The 

measurement must be valid, able to adapt to change, sensitive, comparable across relevant 

patient groups, easy to interpret, and be culturally sensitive (Korr & Ford, 2003; Weaver et al, 

1997). Outcome measures need to be meaningful to clients and relevant to the areas in which 

they have treatment goals. Research with consumers’ shows that many measures are not relevant 

to their situation and do not capture personally meaningful outcomes (Essock et al, 2015; Kwan 

& Rickwood, 2015). Measuring change is difficult. In mental health, change is clinically 

significant when a patient transitions from the dysfunctional side of the wellness continuum to 

the functional side. Having routine MBC allows for the clinician to adjust a patient’s course of 

treatment, track their progress and their setbacks. Doing this increases accuracy of diagnosis, 

improves communication between the patient and clinician, and helps the patient to retain the 

positive effects of treatment longer (Kwan & Rickwood, 2015). 

Barriers to use 

Most providers track progress in the mental health setting through patient complaints, records 

of death, and hospitalization notifications. One of the most cited reasons for not using outcome 

measures is that it takes too much time to complete. Marks (1998) found that completing and 

analyzing routine measures adds around ten percent to the total time a patient spends with a 
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provider. This means that during a sixty-minute session, incorporating MBC with routine 

measures would add approximately six minutes to the total visit time. The lack of routine use of 

MBC within the mental health field suggests that providers are not convinced that this small 

increase in time is worth the potential benefit to their patients. The long-term goal for MBC is to 

become routine and turn into a fundamental component in treatment (Slade, 2002). 

Progress in measuring outcomes has been limited because mental health services are treated 

and funded as a separate entity from physical healthcare. Yet, mental health comorbidities are 

emerging at the same time as other physical health problems arise (Melek et al., 2013). Finance 

changes in the affordable care act (ACA) mandates coverage for mental health services, however 

this is fragile. There is an accelerated search for more feasible data-driven measures with 

deliverable outcomes. This push would not be necessary if mental health was treated as a subset 

of physical health and not as a carved out entity (Essock et al., 2015). 

Cost is another well-defined barrier. The National Committee for Quality Assurance 

(NCQA) has a list of outcome measures called Healthcare Effectiveness Data and Information 

Set (HEDIS). Measures are added, updated, and deleted annually. Agencies wishing to report 

and compute performance using their guidelines must pay for the certified software and the 

annual updates. This is after the agency has completed a chart audit by certified auditing firms. 

This is not inexpensive; most community mental health centers cannot shoulder this additional 

cost and therefore opt out of this service (Essock et al., 2015; NCQA, 2016).  

The implementation of tracking systems in electronic health records (EHR) or client 

registries takes time and money. Some mental health facilities cannot cover that burden and 

continue to utilize paper chart systems. Others have invested in EHRs that do not have that 
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capability or support (Glasgow et al., 2012). A study conducted by Gleacher et al., found the 

most cumbersome organizational barrier was the technology already in place at mental health 

clinics (2016). 

There is a general concern that utilizing MBC will change the fundamental provider-

client relationship. Another concern is using tools will do little to improve the client’s situation. 

Nevertheless, research has shown having physical data displaying a client’s change in function 

helps patients and families recognize the need for changing the course of treatment, i.e. 

hospitalization. MBC can provide a baseline for treatment goals and helps ensure continuity of 

care. Having this data has the potential to improve mental health outcomes, but not all outcomes 

are effective (Rush, 2007). For example, only assessing for symptoms of depression at one time 

point will not improve patient outcomes. Most of the literature is limited to screening for 

depression. There is little discussion around the risks and benefits to screening for psychosis or 

for using screening tools in disorders like schizoaffective bipolar type. Additionally, data on 

provider satisfaction when using MBC is absent in the research reviewed.  

Theoretical Model 

 The purpose of this project was to look at the current practice of not using screening tools 

and develop an intervention that could improve current practice. The majority of time of this 

project was spent during the first step of which involved evaluating the readiness for change and 

assessing implementation barriers within the medical provider team. One objective of this EBP 

project was to answer the compelling clinical question: can a measurement-based care 

educational in-service impact provider behavior in a community mental health setting? 

Therefore, the project’s theoretical framework is based on Edward Deming’s Plan-Do-Study-Act 
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(PDSA) cycle of implementing change (Deming, 2000). The Institute for Healthcare 

Improvement [IHI] (IHI, 2016) promotes the Plan-Do-Study-Act model as an implementation 

model for quality improvement efforts.  The PDSA cycle is comprised of four cyclical phases 

that require repetition: Plan, Do, Study, and Act (see Appendix B).  The Plan stage refers to 

effort & background work to propose a change. The Do stage refers to the process of 

implementing a change. The Study stage refers to the process of analyzing and evaluation the 

outcome of the implemented or proposed change. The Act stage refers to the redesigning of the 

initial change and tailoring the process to account for the lessons gained during the Do and the 

Study stages (IHI, 2016).  

Approach to the Project 

The setting was within the adult behavioral health treatment team at a local health 

department in a city located in western Oregon. The estimated population of the county this city 

resided in was 341, 286 in 2017 ("U.S. Census Bureau QuickFacts: Marion County, Oregon", 

2018). Resources for this project included developing a relationship within the medical provider 

team, utilizing the quality improvement personnel, and focusing on using screening tools that are 

sensitive, specific, and cost effective. The participants in the project were the adult behavioral 

medical team: 6 prescribers, 4 nurses, and 3 administrative staff. There were no further 

inclusion/exclusion criteria. While the larger vision is to expand understanding and use of MBC 

and screening tools to the rest of the health department and include child/adolescent behavioral 

health, the first priority was to implement guidelines using the PDSA cycle with the adult 

behavioral health team. 
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 The first step of this project focused on assessing readiness for change. This assessment 

involved discussions and questionnaires to assess which stage of change the ABH team was at so 

that if the team was in the pre-contemplation stage the team would not be receptive to the 

proposed intervention or consider changing their behavior. If the team were in the contemplation 

stage the providers would be ambivalent towards the intervention but would consider changing 

their behavior.  After the assessment it was determined the team was in the contemplation stage 

of change.  The goal is to create a culture that is readily able and willing to change when proper 

evidence is provided and practice dictate that it is necessary (Crowell, 2015). 

Next, a questionnaire was designed and distributed to look at the perceived barriers to the 

intervention. A MBC toolkit was created using the research from the literature review and 

designed as the intervention. An educational in-service was developed and provided focusing on 

the toolkit and reasons to start implementing the MBC intervention. The follow up 

questionnaires focused on tracking provider attitudes regarding MBC, likeliness of implementing 

MBC, and feedback around overall satisfaction with the in-service. The biggest anticipated 

barrier to implementing MBC was provider buy-in and a willingness to change their daily 

routine. This will be most prominent if the providers are in the pre-contemplation stage or 

contemplation stage of change. Another barrier is the misperception that using screening tools 

adds an exorbitant amount of time to the session. Ideally this project will be able to develop a 

tracking system and provide data to show how these barriers can be decreased or proven to not 

exist. 

 Questionnaires were developed to assess the readiness for change, provider attitudes, 

perceived barriers, and a willingness to try the MBC intervention within the medical provider 

team. A toolkit of screening tools and questionnaires was created from reviewing the literature. 
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Meetings with the quality improvement personnel, the behavioral health director, the provider 

team, and the entire adult behavioral health team were held. The main sources of data were the 

questionnaires before the education in-service and the follow up questionnaires provided after 

the educational in-service set at 4-week intervals. This also tracked data for which providers 

started to utilize the MBC intervention. Each questionnaire was created using a 5-point Likert 

scale where 5 = Strongly Agree, 4 = Agree, 3 = Neither, 2 = Disagree, and 1 = Strongly 

Disagree; the data was collected and analyzed.  There was not enough time to complete a total 

chart review. This was planned to assess tracking MBC data, use of toolkits, and if changes were 

made to treatment plans.  

 At this agency among the medical providers there is a 0% usage of MBC and screening 

tools. Any increase in this percentage will be seen as a positive. The questionnaires provided 

after the in-service was the basis for measuring the project’s success or failure. Using a 5-point 

Likert scale should help with the accuracy of provider opinions. Confirmation bias and 

unintentional influence were taken into consideration. The providers were very eager to have a 

student help in this quality improvement project.  

 The project was executed at no cost the health department. The screening tools that were 

assessed and ultimately selected are free for public use. The time used for the educational in-

service took place during one of the medical team meetings. Doing the in-service in this manner 

did not disrupt routine procedure at this agency. It is crucial that this project was sustainable. It is 

worth noting the budget of this agency cannot afford expensive screening tools or major 

disruptions to time spent seeing patients. Routine care continued for all patients at this agency. 

This project did not appear to increase risk to patients’ wellbeing. This project was categorized 

by the IRB as exempt. 
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Implementation of Project 

The implementation of the first step of the project, as described in the previous section, 

moved slower than anticipated. One of the reasons this occurred was the health department 

required more oversight approval than initially estimated before the project could be 

implemented. The project itself requires more than the nine months time frame allotted for this 

DNP student. Providing evidence was not enough to get the required buy in for these providers o 

make a big adjustment to their habits while seeing their patients. Changing attitudes and making 

a cultural shift this large required more one-on-one time with each provider before they were 

even willing to trial the MBC toolkit. This was not expected prior to implementation of the 

project. Finding time to sit with each provider proved to be difficult because time management 

and cost were two big factors and potential barriers. Another shift due to time management was 

to only focus on implementing MBC with the medical providers and to not include the support 

staff and RNs at this time. This was done at the request of the administration of the health 

department. 

Questionnaires 

 The questionnaires that were developed for this project can be found in Appendix A. The 

MBC toolkit that was developed can be found in Appendix B. The PDSA that was formulated 

can be found in Appendix C. And the educational in-service slides can be found in Appendix D. 

The project’s design yields success via information obtained on the post educational in-service 

questionnaires. 

A discussion at the first medical team meeting focused on the medical team’s apprehensions 

around the intervention and their reasons for not using this evidence-based practice. After 
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receiving IRB approval the baseline questionnaire with consent forms were first provided to 

assess for current use of MBC within the agency. There were a total of four questionnaires 

handed out during the project process. Results were not viewed until the responding periods had 

ceased. All data was gathered, coded, and any additional comments were transcribed into one 

document. The data was reviewed and coded. Codes were grouped and analyzed for themes. The 

questionnaires and transcriptions were deleted after the project ended. 

Baseline questionnaire 

 The baseline questionnaire was developed as a 5-point Likert scale. It was distributed to 

each provider. There was a 100% response rate. The providers at the project site all selected they 

rarely/never use measurement based screening tools. Interesting anecdotal notes from the 

questionnaires ranged from providers having used MBC in the past but finding the MBC was 

were not helpful in clinical outcomes, providers not being opposed to retrying screening tools, 

and providers believing that MBC is used as a substitute for perceptive seasoned clinicians 

assessing symptoms.  

Perceived barriers to use questionnaire 

The perceived barriers to use questionnaire was developed as a 5-point Likert Scale and 

distributed to each provider. There was an 83% response rate, 1 provider did not return the 

questionnaire. Common themes from the questionnaire: providers believed the project site had  

an unclear way of tracking MBC, there was not enough time within each session to complete the 

MBC, and about half the providers felt unsure of when they should use MBC. These responses 

were typical of what was found as perceived barriers in the research. 
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Information from the baseline questionnaire and the perceived barriers questionnaire were 

useful in developing and tailoring the educational in-service and the MBC toolkit. The 

educational in-service was delivered at a medical team meeting. The in-service was given via a 

PowerPoint demonstration with a question and answer format following. The in-service took 

approximately 45 minutes to deliver. After the in-service the providers were given follow up 

questionnaires to see if they had begun using the MBC intervention and if the providers had 

found the educational in-service helpful in reducing their perceived notions of why not to use the 

intervention. 

Post-educational in-service questionnaire  

Following the educational in-service a four question 5-point Likert Scale questionnaire was 

distributed. All providers were able to attend the educational in-service session; there was an 

100% response rate. The providers felt that the education provider was helpful and beneficial to 

enhancing their education around MBC. Most of the providers did feel they would try 

implementing the intervention into their daily practice. Two questionnaires listed ambivalence on 

the question that assesses readiness to begin using the intervention. 

Use of intervention questionnaire 

One month following the educational in-service a two question 5-point Likert Scale 

questionnaire was distributed. There was a 66% response rate; two providers did not return 

questionnaires during the answering period. Interestingly, according to the follow-up 

questionnaire most providers had not started to apply the intervention to everyday practice. One 

provider requested additional one-on-one training to help facilitate their use of the MBC toolkit. 

Outcomes 
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Six medical providers consented to be involved with the DNP project. However, toward the 

end of the project only three of the final questionnaires were completed. This was unforeseen and 

uncontrolled for. Data from all the rounds of questionnaires was analyzed.  Though the project 

site agreed to trialing the intervention, it appeared there were too many factors in place for the 

project to truly be successful. It is apparent that not having an electronic health record was one of 

the largest barriers for this project. Providers were unsure of where to place the paper documents 

and not having the intervention available electronically added time for the providers and 

ultimately costs to the agency and to the project. Another factor is the culture of the project site. 

After working with the team, it became apparent that they were eager to have this information 

presented to them, which at fist appeared to be a substantial amount of provider buy-in, 

reflecting now this eagerness did not necessarily equate into enough provider buy-in to start the 

cultural shift that needs to occur for the intervention to truly be successful. The preliminary 

results of the assessment of the educational in-service have been presented to the medical team. 

Discussion ensued as to how the project site could utilize the findings to improve daily practice 

and translate this into changing routine care for their patients. A long discussion revolved around 

the project site upgrading to an electronic health record and how this could ease some of the time 

burden and cost burden of having to print out the screening tools and then having an aid file the 

documents in a paper chart; as this is current practice.  

It is interesting to note that while assessing for barriers, the biggest concern for this project 

site was different than the literature. The providers were concerned about a streamlined way of 

tracking the results. In the literature the most common barrier was a feeling around lack of time 

to conduct MBC. The second most common barrier was the provider believing it to be clinically 

useful (Marks, 1998; Slade 2002). The outcomes of this quality improvement project may 
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provide many implications for practice. The biggest implication for practice from this project I 

centered on making a change. It is widely known that making change, no matter how big or 

small, takes time and is difficult. Humans want change but are creatures of habit. In this project it 

was revealed that the project site dynamics could prevent change despite many of the individuals 

in the organization desiring a change. It was also discovered that change is a quite a lengthy 

process, especially working in a publicly funded site as large as this one.  

Limitations to this project 

Throughout the project, time was a limiting factor for both organizing logistics between 

components of the project site and scheduling meetings. Rarely are all the medical providers in 

the clinic on the same day, and the time it took to gather and analyze the data took longer than 

anticipated. Nine months was not enough time to complete an assessment, perform a literature 

review, design an intervention, provide education, and obtain a cultural shift. It should also be 

noted that there is a small sample pool, which is generally acceptable because it is a quality 

improvement project. There were concern of biases because of the relationship the DNP student 

had with the medical team prior to the start of the project, but the results seem to illustrate this 

did not seem to be a factor. Another limitation was that half of the providers burned out during 

the project and did not complete the final questionnaire. This again could be attributed to timing, 

lack of buy-in, and overall failure to create a cultural shift to using the MBC intervention. One 

final limitation to this project was the scope might have been too broad. The MBC toolkit had a 

screening tool for depression, anxiety, mood disorders, substance use disorders, suicidal ideation, 

psychosis, cognitive decline, and wellness. While reviewing the literature, most researchers 

focused on developing one screening tool or looking at one diagnosis to focus on. Having too 

many tools for the providers to learn how to use could have lead to burnout or the providers 
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feeling overwhelmed. This could be a reason why some of the providers did not complete the 

final questionnaires or did not feel ready to being using the intervention. 

Summary & Next Steps 

 The findings from this project created more questions than providing answers.  

Continuing this project more one-on-one time is necessary to help each provider gain confidence 

with using the intervention. The next steps would entail to becoming a key player on the 

employee board that is helping in the drive decision-making process around which electronic 

health record program to switch to. The project site is in the process of making this decision. 

Having an electronic health record that could make incorporating MBC into a daily routine 

should alleviate some concern of where the MBC is located and how the data is tracked and 

stored. Within this system having a way so that the MBC is prompted on a monthly, quarterly, or 

semiannually basis depending on personal needs could help to decrease burnout. It would also be 

of interest to look at developing a system that could email out the MBC to the patients prior to 

their appointments that way there is no time taken away during the session. For patients without 

access to a home computer, the agency could look at setting up a check in station in the waiting 

room where patients could access their MBC information and fill out the MBC while waiting to 

be seen. In the interim, an alternative could include shifting away from the providers initiating 

the intervention and looking at the intake coordinators to be the ones to initiate the MBC process 

and then the follow-up screening tools are utilized at the provider level. Continuing to rework 

and reevaluate the Plan-Do-Study-Act model and learning from change theory is crucial for this 

work of implementing MBC. The toolkit & MBC process could be transferable to another like 

setting. MBC is the evidence base practice that the APA wants every mental health provider to 
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utilize in everyday practice. It has the potential to strengthen the patient-provider relationship, to 

bring awareness to minute changes in patients that would otherwise go unnoticed or undetected.  

Conclusions 

 The purpose of this project was to improve the current practices of not using screening 

tools or MBC in a local mental health clinic and to improve overall patient outcomes by 

implementing the MBC intervention.  The deliverable outcomes of the quality improvement 

project included an educational in-service manual, which can be adapted for all personnel at the 

health department, a toolkit (provided in a physical hardcopy and an electronic copy for 

sustainability purposes), and a presentation of the analysis of the data and evaluation of the 

usefulness of the intervention to the medical team. Recommendations for the next Plan-Do-Study 

Act cycle were disseminated to the health department. Collecting questionnaires and comparing 

attitudes surrounding MBC and current usage before and in-service after the educational in-

service evaluated the effectiveness of the intervention. Although there were no statistically 

significant improvements in overall utilization, the quality improvement project did effect 

change in some attitudes around when to use MBC and why to use MBC. 
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Appendix A – Questionnaires 

Baseline questionnaire 

You are invited to participate in a quality improvement project entitled “A quality improvement 
project – assessment of an agency’s implementation of measurement based care.” Designed to 
analyze current use, barriers to use, and any increase in use of screening tools/measurement 
based care. This project is being conducted by Constance Henderson from the Oregon Health 
and Science University. This project is being conducted as a part of her Doctor of Nursing 
Practice clinical project. This questionnaire is a simple sampling of current use. Your replies will 
be anonymous, so please do not put your name anywhere on the form. There are no known risks 
with being involved in this questionnaire. Participation is completely voluntary and there will be 
no penalty or loss of benefits if you choose to not participate in this quality improvement project. 
If you choose to not participate you may either return the blank questionnaire. You may choose 
to not answer any questions by simply leaving it blank. Returning the survey indicates your 
consent for use of the answers you supply. Please return the survey to Constance Henderson’s 
box. If you have any questions about this project please feel free to contact Constance Henderson 
at (541) 490 0553 or email henderco@ohsu.edu 

  

By completing this questionnaire and returning it you are also confirming that you are 18 years 
of age or older. 

 

How often do you use screening tools or measurement based care to make treatment decisions 
(please circle one response) 

5 
Almost all or all 

of the time 

4 
Most of the time 

3 
About 50% of 

the time 

2 
20 – 30% of the 

time 

1 
Rarely/never 

 

Additional comments 

 

Perceived barriers to use questionnaire 

For each of the questions below, circle the response that best characterizes how you feel about 
the statement regarding not using screening tools: 

1) There is no way to keep track of scores/lack of resources 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 

mailto:henderco@ohsu.edu
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Disagree 
 

2) Lack of time in session/other tasks are more important 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

3) Patients do not like completing them 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

4) I am unfamiliar with when I should use them 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

5) I do not feel they are clinically useful 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

6) I do not know how to score/quantify problems  

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

Additional comments: 

Post educational session questionnaire 

For each of the questions below, circle the response that best characterizes how you feel about 
the statement regarding the educational session: 

1) After the educational session I feel I understand when to use screening tools 

5 4 3 2 1 
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Strongly Agree Agree Neither Or N/A Disagree Strongly 
Disagree 

 

2) After the educational session I feel I can more adequately understand why MBC is EBP 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

3) I am willing to try and begin using screening tools 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

4) I feel that the educational session was beneficial to enhancing my understanding of MBC 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

 

Additional Comments: 

 

Interval follow-up questionnaire: 

For each of the questions below, circle the response that best characterizes how you feel about 
the statement regarding not using screening tools: 

 How often do you use screening tools or measurement based care to make treatment decisions  

5 
Almost all or all 

of the time 

4 
Most of the time 

3 
About 50% of 

the time 

2 
20 – 30% of the 

time 

1 
Rarely/never 

 

I feel comfortable using screening tools in my daily practice 

5 
Strongly Agree 

4 
Agree 

3 
Neither Or N/A 

2 
Disagree 

1 
Strongly 
Disagree 

Additional Comments: 



RUNNING HEAD: Assessment of provider barriers 
 

Appendix B - Screening Tools 

PHQ-9 
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GAD-7 

 

 

PLC-C 
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MDQ 
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CSRSS 
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SLUMS 
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BPRS 
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WHO-5 
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AUDIT-C 
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DAST-10 
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Appendix C – The Plan-Do-Study-Act Model 

 

Figure B. The Plan-Do-Study-Act Model. Adapted from “Model for improvement: Plan-Do-

Study-Act (PDSA) Cycles,” by the Institute for Healthcare Improvement, 2016. 

 

 

• Determine adjustments 
to be made

• Analyze data collect 
from staff

• Chart review 
completion

• Reassess barriers
• Consider provider input
• Consider sustainability
• Additional in-service of 

ABH development for 
all members team

• Develop toolkit
• Develop educational in-

service
• Develop data tracking 

system
• Staff complete 

questionnaires

•Assess provider buy-in 
and potential barriers

•Research screening tools

Plan Do

StudyAct
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Appendix D – Educational In-service Slides 
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