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Abstract

Background—Many CAMHS teams across the UK are now required to use Routine Outcome
Monitoring (ROM). However, some clinicians hold negative attitudes towards ROM and various
practical implementation issues have been identified.

Method—The aim of this study was to explore clinician experiences of using ROM in the context
of an ‘enforced’ initial implementation initiative. Twenty clinicians were surveyed at the beginning
(T1) and end (T2) of the six-month period in a large UK CAMHS network adopting CYP-IAPT
practice. Changes in the use of and attitudes towards ROM were investigated, as well as barriers to
implementation.

Results—Overall, a small but significant increase in clinician use of ROM was observed from T1
to T2, but attitudes towards ROM did not change significantly. On the whole, clinicians were more
positive than negative about ROM during the implementation period, but key implementation
challenges included clinician concerns about the value and (mis)use of ROM data, poor
technological support and additional workload demands.

Conclusions—CAMHS clinicians will not necessarily become more receptive to ROM simply
as a by-product of being asked to use it more. Seeking clinician feedback at the early stages of
implementation can help provide a focus for improvement efforts. ldeas for future research and
important limitations of the study are discussed.

Keywords
Psychology; Questionnaires; Rating Scales; Service Development

Corresponding author: Dr Maria Loades, Department of Psychology, University of Bath, Claverton Down, Bath, BA27AY, United
Kingdom. m.e.loades@bath.ac.uk.

Contributorship: The research question was conceived by LR, and the design was developed in collaboration with SW and ML. SW
led on the data collection, analysis, and interpretation, with oversight from ML and LR. All authors had the opportunity to review the
manuscript prior to submission. The authors would like to thank all of the participants who took the time to contribute by partaking in
this study.

Conflicts of interest: LR is an employee of the organisation in which this research was conducted, and a member of one of the teams
within the CAMHS network. SW undertook a 6 month training placement within one of the teams within the CAMHS network where
this research was conducted during the study period. ML has declared no potential conflicts of interest.



s1duosnuBIA Joyiny sispund DN edoin3 ¢

s1dLIOSNUBIA JoLINY sispund DN 8doin3 ¢

Waldron et al. Page 2

Introduction

Many CAMHS teams in the UK are now required to use Routine Outcome Monitoring
(ROM), defined here as the “detailed evaluation of the impact of treatment on areas of a
client’s functioning that are of clinical relevance” (Johnston & Gowers, 2005, p.133).
Indeed, the Children and Young People’s Increasing Access to Psychological Therapies
transformation (CYP-IAPT), which is a UK systems-level approach to widening access to
psychological therapies and mental health treatment, includes ROM as a mandatory element
of service provision (Law & Wolpert, 2014). Some of the service user-reported measures
within CYP-1APT focus on symptoms and functioning (e.g., the Revised Child Anxiety and
Depression Scale), whilst others focus on goal setting/monitoring (e.g., the Goal Progress
Outcome form) and therapeutic alliance (e.g., the Session Rating Scale). A commonly used
CYP-IAPT clinician-reported measure is the Current View (Jones et al., 2013), where the
clinician estimates change in symptoms and functioning over time.

The rationale for using ROM comes predominantly from adult mental health settings in
which a number of randomised controlled trials have demonstrated better mental health
outcomes when clinicians are provided with regular service-user feedback (see Gondek,
Edbrooke-Childs, Fink, Deighton, & Wolpert, 2016 for a recent review). Researchers have
drawn on Feedback Intervention Theory (Kluger & DeNisi, 1996) to explain these results,
arguing that clinicians adapt their intervention according to the feedback they receive from
their service users (de Jong, 2016). Current UK health policy context, as with many other
countries, sees ROM as important for individual care planning and also as valuable at a
service level to guide service evaluation and deploy resources as efficiently and effectively
as possible (DoH, 2011).

However, various studies have highlighted clinician concerns regarding the value of ROM,
as well as practical (e.g. time, cost) and philosophical (e.g. privacy, fear and mistrust)
challenges to implementation (Boswell, Kraus, Miller & Lambert, 2015). In the context of
child and adolescent mental health, Johnston and Gowers (2005) have reported that staff
resistance to ROM is a key barrier. Indeed, Hall et al. (2013) have pointed to an array of
clinician concerns, including the time it takes to administer ROM, perceptions of
‘irrelevance’ and concerns with the idea of labeling mental health problems in line with a
medical model. This is problematic because stakeholder ‘buy-in’ is key to systemic change
(lles & Sutherland, 2001). For example, when mental health clinicians do not feel that ROM
adds value to their practice, implementation tends to be low (de Jong, van Sluis, Nugter,
Heiser, & Spinhoven, 2012; Gleacher et al., 2016).

Given these concerns, research is needed to investigate the impact of clinician attitudes and
practical issues on the use of ROM in CAMHS teams starting to implement it for the first
time. In particular, this needs to be investigated in the context of services being asked to use
ROM as mandatory. This is a common scenario in the UK, and as such many CAMHS teams
are hesitant and unsure how best to go about implementing an initiative that is unlikely to be
popular with all clinicians. Therefore, the main aim of this study was to investigate clinician
experiences of using ROM in a large urban CAMHS network implementing it as mandatory
for the first time (after receiving CYP-IAPT funding). Although ROM implementation
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guidance had already been circulated to clinicians in the service, and a local ROM champion
had been identified in each of the four network teams, the need for this project arose out of
concerns that implementation would be problematic.

This questionnaire-based study will explore changes in the use and attitudes towards ROM,
as well as barriers to implementation. The four key hypotheses to be tested were as follows:

. Clinician use of ROM will increase during the initial implementation period

. Clinician attitudes towards ROM will improve during the initial implementation
period (as a function of using ROM more)

. Pre-existing clinician attitudes towards ROM will affect use of ROM (e.g., those
with a positive predisposition towards ROM will use ROM the most)

. Key barriers will include practical issues (such as time and technological
constraints) and clinician attitudes towards ROM (e.g., concerns about the use
and/or value of ROM)

The clinician beliefs about ROM questionnaire developed by James, Elgie, Adams,
Henderson and Salkovskis (2015) will be used to measure changes in attitudes towards
ROM, and open-text response questions will ask clinicians to share their experiences of
using ROM.

Sixty clinicians across the four CAMHS teams were invited to take part in the survey.
Informed consent was sought for all participants and identifiable information has been
removed from this publication.

Materials, Procedure and Design

Part 1 of the survey was composed of the twelve items from the James et al. (2015) clinician
beliefs about ROM questionnaire found to load onto the ‘positive’ and ‘negative’ attitude
subscales. Each item is presented in the form of a statement (e.g., “ROM wastes time in
session”) and the respondent is required to use a 5-point Likert scale to record the extent to
which they endorse that statement (1 = not at all, 3 = somewhat, 5 = totally). James et al
(2015) reported a Cronbach’s alpha of .89 for the negative subscale and .91 for the positive
subscale, suggesting good internal consistency. Part 2 of the survey asked clinicians to rate
the extent to which they were currently using ROM on a 5-point Likert scale (1 = never, 3 =
sometimes, 5 = almost always) and also provide open-text answers to questions about their
experiences of using ROM. The same survey was administered at the beginning (T1) and
end (T2) of the initial six-month implementation period (with individual clinician responses
being matched across the two time points).

Ethical Approval

Ethical approval was granted from the University of Bath Psychology Department ethics
committee.
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Data Analysis

Results

In order to assess changes in clinician use of and attitudes towards ROM from T1 to T2,
Wilcoxon signed rank tests were planned for the individual Likert items (because this should
be treated as non-parametric ordinal data) and paired #tests were planned for the summed
subscale scores (because combining individual Likert items creates interval data which
should be treated as parametric). In order to assess whether pre-existing clinician use and
attitudes towards ROM affected changes in use and attitudes towards ROM, mixed ANOVA
and bivariate correlations were planned for. In order to assess barriers to ROM
implementation, the open-text data provided by clinicians in response to questions about
their experiences of using ROM will be investigated and coded according to themes
emerging in the dataset (see further details in Results section). In doing so, the principles of
inductive thematic analysis as described by Braun and Clarke (2006) were broadly
employed.

Sample Demographics

Use of ROM

Twenty clinicians took part in the survey at T1 (30% response rate) and 19 re-participated at
T2 (six-months later). This sample included 11 Clinical Psychologists (55% of total
sample)l, two Family Therapists, two CAMHS Nurses, two Psychiatrists, one
Psychotherapist, one Occupational Therapist and one Primary Mental Health Specialist. The
mean age of the clinician survey respondents was 49.1 years (SD = 10.6, range: 30-65), the
mean number of years working in CAMHS was 13.8 (SD = 7.6, range: 2-35), 75% of the
sample were female and 40% had received some form of CYP-IAPT training.

In terms of the overall use of ROM, the average 5-point Likert scale scores (1 = never, 3 =
sometimes, 5 = almost always) increased from 3.4 (SD = 1.07) at T1 to 3.8 (SD = 1.01) at
T2. A non-parametric Wilcoxon signed rank test? (including continuity correction) revealed
this small increase to be significant, Z=1.99, p= <.05. Table 1 provides an overview of the
categorical data. In terms of which ROMs where being used, 70% of the clinicians reported
using the RCADS, 55% reported using the Goal Outcome Form, 55% reported using the
Session Rating Scale, 20% reported using specific symptom trackers (e.g., RCADS
subscales, CRIES-8), 20% reported using the Outcome Rating Scale and 20% reported using
the Current View at T1. Usage of each of these measures increased at roughly the same rate
from T1 to T2.

Attitudes towards ROM

Figure 1 provides an overview of the extent to which each of the 12 items taken from the
James et al. (2015) ROM beliefs questionnaire were endorsed by the clinicians participating

1of all of the clinicians expected to start using ROM across the four teams, approximately 30% were Clinical Psychologists.
Therefore having 55% in the survey sample indicates an over-representation.

In short, a Wilcoxen signed rank test calculates the differences between repeated measurements, ranks according to size of difference,
multiplies negative differences by -1, sums the signed ranks, and adds a continuity correction for samples larger than n=10.
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in this study. Cronbach’s alpha values at T1 were calculated as .93 for the full 12 items, .77
for the positive subscale and .72 for the negative subscale, demonstrating good internal
consistency. Similar values were found at T2. Non-parametric Wilcoxen signed rank tests
computed for each of the individual items revealed no significant changes from T1 to T2. It
is worth noting however, that the largest (non-significant) change was the increased
endorsement of the item “ROM is another job for clinicians to take on”. Paired parametric ¢-
tests revealed the positive attitudes subscale score to be significantly larger than the negative
attitudes subscale score at T1 (means = 3.7 vs 2.7, SDs = 1.1 vs 0.7) and at T2 (means = 3.7
vs 2.8, SDs = 1.0 vs 0.7), {18) = 2.57, p<.05, and #18) = 2.69, p<.05. However, neither
subscale score changed significantly from T1 to T2 (p>.05), indicating that clinicians did not
become more positive or negative about ROM during the implementation period.

Table 2 provides an overview of how clinicians’ attitudes towards ROM changed from T1 to
T2 when broken down by the group of clinicians that reported ‘low’ initial use of ROM
(Likert scores of 1, 2 or 3) and the group of clinicians that reported ‘high’ initial use of ROM
(Likert scores of 4 or 5). A mixed ANOVA was conducted on these data, with time entered
as the within-subject factor (T1 and T2), group entered as the between-subject factor (low
initial use of ROM and high initial use of ROM), and clinician attitude towards ROM
entered as the dependent variable. Neither a main effect of time, A1,17) = 0.42, 7>.05, nor a
time x group interaction was found, A1,17) = 0.55, p>.05. This suggests that initial use of
ROM did not differentially effect changes in attitudes towards ROM over time.

Table 3 provides an overview of how clinician use of ROM changed from T1 to T2 when
broken down by the group of clinicians that reported negative initial attitudes towards ROM
(full scale scores <40) and the group of clinicians that reported positive initial attitudes
towards ROM (full scale scores >40). A mixed ANOVA was also conducted on these data,
with time entered as the within-subject factor (T1 and T2), group entered as the between-
subject factor (negative initial attitude of ROM and high initial attitude of ROM), and
clinician use of ROM entered as the dependent variable. A main effect of time was found,
H1,17) = 4.30, p<.05, but no time x group interaction was observed, A1,17) = 0.04, p>.05.
This suggests that use of ROM increased to a similar extent for each group of clinicians,
with significantly higher use of ROM found at both at T1 and T2 for the group of clinicians
with positive initial attitudes towards ROM (p<.05). Finally, as expected, bivariate
correlational analyses revealed that clinicians who used ROM more tended to hold more
positive beliefs about ROM, and this was true at T1, /(19) =.74, p<.001, and T2, 1(19) =.60,

0<.05.

Barriers to Implementation

In addition to the quantitate data reported above, the following qualitative data add to our
understanding about the barriers experienced in using ROM. Table 4 provides an overview
of the themes cited most frequently by the clinicians that took part in the survey. An iterative
process of identifying themes and coding passages of text was undertaken by the lead author
(SW) and checked by the co-author LR. This analysis was inductive in the sense that the
themes were linked to the data and not driven by theoretical interests, and it was semantic
and realist in that the surface meanings of the data were used and a simple unidirectional
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relationship between meaning and language was assumed. These qualitative data indicate
that technological support was also a key barrier to implementation of ROM, as was
clinician concern about when ROM may not be appropriate and how the data gathered will
be used (or ‘misused’) by commissioners.

Discussion

Overall, a small but significant increase in clinician use of ROM was observed from the
beginning to the end of the initial ‘enforced’ six-month implementation period. Importantly
however, clinician attitudes towards ROM did not change significantly. Therefore, the reason
for the behaviour change (increased use of ROM) was more likely to have resulted from
management instruction and surveillance (the teams were told that their use of ROM would
be evaluated month-by-month against specific targets). Clinicians were more positive than
negative about ROM throughout the implementation period, but key implementation
challenges raised included concerns about the value and (mis)use of ROM data, poor
technological support and the additional workload demands. These challenges are not
unique to the CAMHS network under investigation here, and are similar to the issues
highlighted by previous research in this field (Boswell et al., 2015; Gleacher et al., 2016;
Hall et al., 2013; James et al., 2015; Wolpert, Curtis-Tyler, & Edbrooke-Childs, 2016).

The unchanging attitudes towards ROM suggests that the CAMHS network involved in the
current study, and others like it, cannot assume that clinicians will develop more positive
attitudes towards ROM simply as a function of being asked to use them more. Consistent
with the previous research (James et al., 2015), the current study also found that clinicians
using ROM more were also generally more positive about it. However, in the current study
clinicians holding negative views about ROM tended to use ROM less, whereas James et al
found that negative attitudes were also higher in those using ROM more. The current finding
is important because previous research has demonstrated that if mental health clinicians do
not fully “‘embrace” ROM, then the potential for positive impact can be circumvented
(Gleacher et al., 2016). At the very least, the inconsistency between the studies demonstrates
the need for further robust studies to shed further light on the factors that promote and
enable ROM usage by clinicians.

Conceptualised Feedback Intervention Theory (Riemer, Rosof-Williams, & Bickman, 2005)
states that clinicians’ belief in the value of service user feedback is key to successful
implementation, and De Jong (2016) has recently suggested that changing negative clinician
attitudes towards ROM may need to be a first step before implementation. Willis, Deane and
Coombs (2009) have demonstrated that video training for clinicians via a workshop
exploring the perspectives of service users and clinicians can help improve attitude towards
ROM. Similarly, Edbrooke-Childs, Wolpert and Deighton (2016) also recently reported that
their use of ‘UPROMISE’ training can improve clinician attitudes towards ROM in
CAMHS. Their training, which can be delivered as a single day, or over three days, includes
a focus on understanding and challenging personal barriers, understanding how ROM can be
useful and meaningful, learning how to collaboratively use ROM, and developing strategies
for embedding the use of ROM in practice and supervision.
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However, it should be noted that the current study has found that clinicians’ holding a
positive attitude to ROM is not sufficient alone to result in the high levels of completion
expected of services when ROM implementation is put in place. Therefore, further research
should also explore how ROM can be made to work for each professional group, how
practical issues can be overcome, and how ROM data can be used positively by
commissioners. Douglas, Button and Casey (2016) have emphasised that ROM needs to be
integrated with “clinical values and workflow” to be effective. However, this is not easy to
achieve in busy clinical environments with multiple competing demands and a variety of
different professional identities and backgrounds (Powell & Davies, 2012).

Strengths and Limitations

The main strength of this study is the focus on investigating clinician use and attitudes
towards ROM during an initial ‘imposed’ implementation period. However, the most
significant limitation is the small and potentially biased sample; of the 60 clinicians invited
to take part in the survey only 20 participated and Clinical Psychologists were over-
represented. Outcome monitoring and evidence-based practice often form part of Clinical
Psychology training, and so Clinical Psychologists may generally hold more positive views
about ROM. It is also possible that clinicians with more positive views about ROM were
more likely to take part in the survey. Also, limited attention was paid to what Gleacher et al
(2016) have called “facilitating factors’: that is, factors that help facilitate clinician use of
ROM. This study did not specifically ask clinicians what was helping them to use ROM
(e.g., leadership, structural support). This might have been of interest to the wider research
community.

However, notwithstanding the limitations highlighted above, it can be concluded that
CAMHS teams continue to face a number of challenges implementing ROM (particularly
clinician concerns about the value of ROM and practical issues). Importantly, it cannot be
assumed that these barriers will fade purely as a product of being asked to use ROM more.
However, evaluating clinician experiences of using ROM during an initial implementation
period can help to identify specific challenges, which can then be translated into
improvement ideas.
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Practitioner message

Routine Outcome Monitoring (ROM) in child and adolescent mental health
settings is believed to be beneficial to individual care planning and treatment
provision, as well as at a service-level to ensure that resources are used as
efficiently and effectively as possible.

Evaluating clinician experiences of using ROM during an initial
implementation period can help identify specific challenges, which can be
translated into improvement ideas

Child and Adolescent mental health services cannot assume that clinician
concern and practical issues associated with ROM will reduce purely as a by-
product of using ROM more

Activities such as training may be needed to support the implementation
process.
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1

Has some value for clinicians ﬁ—«

Is helpful if used meaningfully

Encourages feedback between the clinician & YP ' + Positive
subscale

Is a collaborative way of working with a young person
Helps keep the clinician & client focused on goals ——a—n

Helps clinicians understand what the YP wants to change
0 Beginning of
implementation

Does not fit with more complex cases

Is another job for clinicians to take on ﬁ_(
Takes too much time to complete M Negative

Is too prescriptive for clinicians subscale

® 6-months later

Interrupts the therapeutic relationship

Wastes time in sessions _3’_‘

T T T T 1

1 2 3 4 5
Figure 1.

Average clinician endorsement of individual statements at the beginning and end of the
initial ROM implementation period (error bars represent standard error)
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Table 1
Use of ROM at beginning (T1) and end (T2) of implementation period

Never Rarely Sometimes Often Almost always
T1 5% 10% 35% 35% 15%
T2 0% 5% 28% 34% 33%
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Table 2
Mean changes in attitudes toward ROM broken down by ‘low’ and *high’ initial use of
ROM (standard deviations in parentheses)

Low initial use of ROM (N=10)  High initial use of ROM (N=9)

T1 attitude towards ROM 32.6 (6.2) 46.2 (2.0)

T2 attitude towards ROM 32.7(7.1) 44.8 (5.1)
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Table 3
Mean changes in use of ROM broken down by ‘negative’ and ‘positive’ initial attitudes
towards ROM (standard deviations in parentheses)

Negative initial attitude towards ROM (N=8) Positive initial attitude towards ROM (N=11)

T1 use of ROM 2.5(0.8) 41(0.7)

T2 use of ROM 2.9 (0.6) 4.5 (0.5)
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Table 4
Key Themes Regarding Barriers to using ROM (illustrative quotes in parentheses)

Page 15

Proportion of

clinicians
mentioning each
theme
Poor IT support 35%
“We need IT support - tablets and a better data input and sharing system”
Difficulties capturing complexity 35%
“ROM has limited capacity to capture the therapeutic process. It is problem focused rather than holistic, and doesn’t
capture systemic changes or capacity to reflect/mentalise/regulate™
Lack of time 30%
“ROM takes up time and adds to the pressure of time in sessions”
Doesn’t always feel appropriate 20%
“ROM is not always appropriate for crisis or extended assessment”
Commissioners may misuse the data 20%
“A concern is how the data is extrapolated to reflect a service’s performance, particularly when the goal-based
outcomes are person-specific”
Feels like a top-down directive 15%

“Lets do things that are meaningful, that clinicians feel are useful [instead]”

Child Adolesc Ment Health. Author manuscript; available in PMC 2019 May 01.



	Abstract
	Introduction
	Method
	Participants
	Materials, Procedure and Design
	Ethical Approval
	Data Analysis

	Results
	Sample Demographics
	Use of ROM
	Attitudes towards ROM
	Barriers to Implementation

	Discussion
	Strengths and Limitations

	References
	Figure 1
	Table 1
	Table 2
	Table 3
	Table 4

