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ABSTRACT
In a stepped care system, initial treatment is the
most efficient intervention that is still likely to be
effective. Patient outcome is then monitored, and
patients are ‘stepped up’ to a more intensive
treatment if the initial treatment is deemed to
be unsuccessful. Stepped care has been proposed
as a method of organising psychological therapy
services that provides the optimal balance between
effectiveness and access. However, the practical
application of stepped care is complex, and a key
challenge is making effective decisions about
which patients are ‘stepped up’ to more complex
and intensive services in the stepped care pathway. Routine outcome measures have been proposed as one method of improving the delivery of

psychological therapy services, and in this article,
we set out a range of issues concerning the use of
routine outcome measures in support of stepped
care within mental health. These include measurement issues (such as reliability, validity and
acceptability), and the key issues relating to their
use in decision making, including the role of patient
preferences and choice. We conclude with recommendations for researchers, practitioners, and
measure developers to maximise the yield from
routine outcome measurements in the implementation of stepped care.
Keywords: decision making, outcome measurement, stepped care

Introduction
There is a wealth of literature attesting to the efficacy
of a range of psychological therapies within the
context of controlled trials, the foundation of evidence-based practice.1 In parallel, there is a growing
body of evidence reporting the effectiveness of
psychological therapies delivered in routine practice

settings, the foundation of practice-based evidence.2
However, comparisons between the effectiveness of
treatments in the context of controlled trials and
routine practice yield inconsistent results. Some
reviews have suggested that results from controlled
trials in the psychological therapies closely mimic
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routine practice, in that the patients are clinically
representative.3 However, other studies have yielded
smaller effects for routine practice.4,5
One reason for the occurrence of lower rates of
improvement in routine settings may be that the
interventions in these settings are not delivered
within a clearly defined protocol. One of the functions of treatment protocols within trials is to help
reduce the role of error through more systematic
delivery of treatment. The introduction of appropriate protocols within routine practice settings might
similarly enhance effectiveness.
The role of protocols has been highlighted by
current developments in psychological therapy delivery in the UK, which has seen a shift away from
concerns about clinical effectiveness alone, towards
wider issues of demand, supply and the efficient use
of finite psychological therapy resources to meet
population needs. Recent work has highlighted the
potential for stepped care models of service delivery,
using minimal interventions and guided self-help,
as well as brief and longer-term psychological treatments.6
In a stepped care system, the firstline treatment
choice is the most efficient intervention that is still

likely to be effective. Following this firstline treatment, patient progress is systematically monitored,
and if the treatment is deemed to have been unsuccessful, patients are ‘stepped up’ to a more intensive
treatment.7–9
Figure 1 shows a possible five-level stepped care
system for depression proposed by the National
Institute for Clinical Excellence (NICE) in the
UK.10 As an example, a patient with mild to moderate symptoms, demonstrating low risk of self-harm
might be initially dealt with through watchful waiting by the general practitioner (GP). If an objective
assessment showed that symptoms had persisted for
2–3 weeks despite support from the GP, this patient
might then be offered guided self-help from a graduate worker. After receipt of this treatment and
another objective assessment, a decision would again
be required as to whether the patient was ‘stepped
up’ to brief cognitive–behavioural therapy (CBT)
from a more experienced practitioner, or whether
the benefit received from the self-help treatment
was sufficient to end the treatment episode at that
point.
There are many issues to consider in the development of effective stepped care systems,6 but one

Patients with mild to
moderate levels of
depression
Step 1: watchful
waiting by a primary
care clinician

Improvement

No improvement
Step 2: guided
self-help

Improvement

No improvement
Step 3: brief
psychological therapy

Improvement

No improvement
Step 4: long-term
psychological therapy

Improvement

No improvement
Step 5: specialist
treatment services

Figure 1 Stepped care system for depression

Improvement
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particularly pressing issue is how decisions are to be
made about whether patients have had a ‘good’
outcome within a step, and whether they need
‘stepping up’ to a more intensive form of treatment.
At present there is limited guidance as to how such
decisions should be made.
Routine outcome measurement is one technology
that may be important in stepped care. The Department of Health Practice Guidance on outcomes views
routine outcome measurement technology as having
significant potential for quality improvement in
the NHS.11 Currently there are a range of outcome
measures that are used in routine practice settings.
These include generic self-report measures such as
the Clinical Outcomes in Routine Evaluation – Outcome Measure (CORE-OM) and How are you (HRU)
which have been developed in the UK,2,12,13 and
equivalent measures from the US, such as the Beck
Depression Inventory (BDI) and the Patient Health
Questionnaire (PHQ)-9 which target specific diagnostic presentations such as depression.14,15
The current article considers how such measures
used routinely in practice settings could help inform
decision making within stepped care.

The aim of routine outcome
measurement within stepped
care
The aim of routine outcome measurement within
stepped care is effective ‘decision support’, i.e. to
support decision-making activities about ‘stepping’.
For any outcome measure to be useful, it needs to
improve upon routine judgements, to identify those
patients with a ‘good’ outcome, and ensure that
only those patients who fail to demonstrate such
an outcome are stepped up to further care.
The process of routine outcome measurement
within stepped care is a two-stage one. The first stage
is the measurement of outcome, while the second
stage is the decision making about stepping, based
on that measurement. Each of these will be dealt
with in turn.

Measurement of outcome within
stepped care
Clearly, there is an enormous literature on the assessment of the quality of outcome measures. However,
the current discussion will highlight those issues
that are particularly relevant to stepped care.
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Reliability
As with any measure, it is necessary for routine
outcome measures to show good evidence of reliability. Low levels of reliability mean that scores
made on different occasions will vary significantly,
which means that decisions about ‘stepping up’
would not be on a firm basis. Indeed, the levels of
reliability of measures that are designed to make
decisions about individuals may be higher than
those conventionally required in research studies
where group comparisons are made.16

Validity
Traditionally, any measure is expected to show
evidence of ‘validity’, which is often referred to as
a demonstration that a scale ‘is measuring what it is
supposed to measure’. Although superficially useful,
in the current context this definition begs the question of how a ‘good outcome’ in mental health is
defined. There are a number of issues of relevance.
The first issue is the source of the data, which may
include the patient, significant others, practitioners,
and service managers. Each perspective has advantages and disadvantages. For example, clearly there
is no better measure of the subjective impact of
an intervention than patient self-report. However,
patients’ judgements of the benefits of treatment
may be made without knowledge of normative considerations such as the expected benefit from treatment or the response of other patients, and therefore
may not be sufficient, given the focus on population
health and the efficient use of resources, to meet
wider need in stepped care.
The second issue is the content of the measure.
The traditional content of routine outcome measures
has been symptoms.17 To the degree that the appropriate level of stepped care may be determined to a
large extent by issues of symptom severity and
complexity, this may be appropriate.
It may be that more than a unitary symptom score
is required in order to capture the potential complexity of many cases. For example, a single score on
a measure can be arrived at via numerous combinations of single-item responses. Although some variation is part of the diversity of clinical presentation,
systematic variations in how the same score is
achieved may reflect more significant underlying
factors, which may have implications for assignment to the level of stepped care. For example, a
similar score may be achieved via relatively high
scores on a cluster of items, or by low scores on a
broad spread of items. The former might indicate a
relatively circumscribed focus, while the latter might
be indicative of a more pervasive pathology requiring a greater level of professional input.
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Moving beyond symptoms, there is also increasing interest in a wider range of domains of outcome,
including issues such as social functioning, satisfaction, and new user-defined outcomes such as ‘recovery’.11 There are also other models of the change
process within psychological therapy which might
provide an alternative perspective, such as the assimilation model, the phase model, and the stages of
change model.18–20 Each is premised on an assumption that there are discrete stages or phases in the
progression from distress to health, and might provide another way of measuring outcomes.
Many of the measures available are standardised,
in the sense that patients are asked to complete a
set series of questions, with responses combined in
a scoring algorithm that has been defined by the
measure developers. However, given current interest in making services more responsive to patients,
there is interest in the possibility of weighting the
scoring of measures to reflect the importance placed
on them by patients rather than measure developers. This is the approach generally taken by utility
measures, which use weights derived from sources
such as general population surveys to calculate a
utility score based on certain patterns of symptoms.21 Techniques such as discrete choice experiments may be useful ways of examining what aspects
of outcome are most important to patients.22
Although such methods may make scales more
responsive to the general views of patients, an even
more radical approach is the use of individualised
patient-defined measures of outcome. This involves
individual patients selecting the particular issues or
domains that are most important to them, or defining personal treatment goals to be attained.23,24
Rather than imposing an external standard, such
measures are highly likely to reflect the preferences
and needs of the individual patient. However, this
comes at the cost of increased complexity in their
administration.

Acceptability
Traditional criteria for the assessment of measurement technologies tend to focus on the psychometric
properties of individual instruments.25 However, for
an instrument to be clinically useful, it must be simple
and quick to administer, and should be acceptable to
the patient and practitioner alike.26 Stepped care is a
method of improving the efficiency of services, and
when a measurement technology becomes expensive to administer, the system becomes cumbersome
and inefficient. This is especially important at the
lower levels of stepped care, where rapid decisions
must be made for large volumes of patients. Inefficient measurement at this stage will quickly block
flows through a stepped care system.

The ‘outcomes movement’ has grappled with how
to reflect complexity, while maintaining the idea
that tools and instruments must be brief and informative in every day clinical decision making.26,27
This idea was neatly summed up by Kane, who
described an optimal measure as being: ‘the clinical
equivalent of the Swiss Army knife – something
small and easily taken into the field, with enough
blades and attachments to fit any number of circumstances that may arise’.28 An example of this is
that any ‘systems approach’ to the organisation and
delivery of care (such as stepped care) must bridge
primary and secondary care settings. Therefore, any
routine outcome measurement programme must
incorporate measurement that is suitable for use in
both primary and secondary care, and which is able
to reflect varying severity and complexity of problems across these two settings.

Relationships between the criteria
There are clearly tensions between the reliability,
validity and acceptability criteria. The most valid and
reliable measures might in fact be the most impractical, unwieldy and unacceptable. There is also some
suggestion that techniques for ensuring the reliability of measures can have a negative impact on
their validity and sensitivity to change.29 Making
appropriate tradeoffs between these criteria is a key
challenge for the development of useful measures.

Decision making in stepped care
Given that a measurement has been made of patient
outcome, how is that to be used in decision making?
In traditional evidence-based medicine, decisions
about treatment are based on knowledge from controlled trials of the effectiveness of treatment. That
is, once a treatment has been ‘empirically validated’,
it is recommended within guidelines and provided
to patients on the basis of that previous empirical
validation. In contrast, stepped care requires that
each individual patient’s outcome is measured, and
placed against some criteria of psychological functioning. It is most likely that this will involve normative criteria derived from external sources. These
criteria may relate to (a) the treatment; (b) the patient
population; or (c) the specific disorder. Examples of
each of these criteria are described below.
In terms of a treatment-based criterion, a particular psychological therapy might be generally associated with a reduction of a certain number of points
on a symptom-based measure in a particular population, and patients showing a similar reduction
would be judged to have demonstrated the appropriate outcome for that treatment.
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A criterion based on patient populations would
work through the empirical identification of population norms. One of the most frequently used
normative measures is the reliable and clinically
significant change (RCSC) criterion.30 The primary
use of the RCSC criterion has been to provide a
firmer empirical basis upon which judgements of
improvement can be made, based on changes that
are needed to move a patient from membership of
one population (e.g. clinical) to another population
(e.g. general population). In principle, this provides
a method to determine the presence or absence of
criteria that would result in ‘stepping up’.
The final alternative is the use of disorder-specific
criteria. For example, in the case of depression,
research has indicated that residual symptoms are
associated with later relapse. Because of this, treatment until full remission has been recommended,
and might be the basis for decision making.9
One limitation of all these normative methods is
that they define outcome as relative to the performance of others, and may be fairly insensitive to the
particular characteristics of the patient. A more
patient-centred approach might be the use of individualised ‘expected outcomes’ based on patient
pre-treatment variables.31 This relates to work on
patient profiling, which seeks to estimate a patient’s
expected outcome during treatment based on baseline variables, and then compare this estimate with
the actual outcome observed, in order to determine
the success or otherwise of the particular treatment.

Thresholds in stepped care decision making
In stepped care systems there exists an inherent
trade-off between false positives (i.e. inappropriate
‘stepping up’ when it is not required) and false
negatives (failure to ‘step up’ when appropriate). By
adopting very conservative cut-off points for ‘stepping up’, false positives can be avoided, but many
patients with unmet needs will languish at lower
levels for too long. Conversely, by adopting more
liberal criteria, many people will be stepped up too
quickly, rendering the system unwieldy, unworkable and inefficient.
Here, much can be learned from evidence-based
criteria that have been developed in assessing whether
or not a screening technology should be adopted.
Here it is recognised that there is no such thing as a
perfect test, that explicit trade-offs between sensitivity and specificity must be made, and that there
are mathematical and practical considerations in
setting decision rules and adopting a screening
technology.32 The application of these criteria in
stepped care represents an unexplored issue.
Clearly, the development of thresholds within
stepped care may be even more complex than a
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simple binary approach. Using the example of depression, a number of differing populations are of
relevance on the continuum of severity, such as the
non-distressed, the general population, and then
mild, moderate, and severely distressed, and people
with more chronic, severe and enduring problems.
It will be necessary for measures to define with
greater precision the various cut-off points between
key subpopulations. This will then be able to guide
decision making on movement between the different steps of the system.

The role of clinical judgement in decision
making in stepped care
As noted earlier, the role of routine outcome measurement within stepped care is ‘decision support’.
However, the exact relationship between routine outcome measures and clinician judgement in stepped
care decision making is unclear. There are those that
claim that routine outcome measures are only ever
an adjunct to clinical judgement, and would resist
the use of ‘relatively untrained personnel making
judgements solely on the basis of questionnaires’.8
However, others have criticised the supposed advantages of clinical judgement, pointing out that
questionnaires may increase reliability, and are clearly
more transparent.33 It is also necessary that the complexity of the decision-making process reflects the
focus of stepped care on efficiency and throughput.
Highly trained personnel able to give expert clinical
judgements may simply not be available at lower
levels of the stepped care pathway.

The role of the patient in decision making in
stepped care
Previous sections have highlighted some ways in
which the views of patients can be indirectly encompassed within decision making in stepped care
(for example, through the use of individualised
patient-defined measures of outcome). However, the
focus of the paper has been on the traditional model
of decision making which sees the patient’s role as
secondary to that of the clinician and service. This
reflects the fact that stepped care seeks to derive the
greatest population benefit from available treatment
resources, rather than meeting the needs and preferences of the individual patient.
However, recent government policy has highlighted the increasing importance of ‘the patient
voice’ and ‘patient choice’ in service delivery, and
models of decision making are increasingly based on
ideas of ‘partnership’ and ‘shared decision making’.34,35 The operation of patient choice within
stepped care is potentially problematic, because of
the clash between the population and individual
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perspectives. It may be that patient choice is focused
on choice within steps rather than between them, so
that patients can choose between different brief
interventions at step 2 (such as guided self-help
from a graduate worker, computerised CBT, or group
psycho-education). However, if patient choice is to
operate in decisions between steps, then the operation of routine outcome measures within stepped
care decision making will need to be conducted in a
way that seeks to balance the importance of normative measures with the preferences of patients
concerning further treatment. The practicality of
achieving such a balance remains a crucial issue for
the implementation of stepped care services.

Stepped care and stratified care
Although the NICE guidelines are based on stepped
care principles, there is still an assumption within
the guidelines that the initial assessment of patients
will allow some to be allocated to different steps
of the hierarchy immediately, rather than working
their way through the steps sequentially (see Figure
1). For example, patients with high levels of initial
severity or previous experience of treatment failure
at lower steps may immediately access higher steps.
Equally, patient preferences could potentially be
used to determine which step they initially access.
This may be described as ‘stratified care’. The optimal mix of ‘stepped’ and ‘stratified’ care within
psychological therapy services is currently unclear.
At present the science of how to predict individual
treatment response based on baseline criteria is in its
infancy,36 and it is precisely this lack of specificity
that makes stepped care a potentially effective
alternative.
However, developments in prediction about patient
response to treatment based on baseline characteristics suggest the future possibility of both ‘stepped’
and ‘stratified’ care, with baseline measures being
used initially to place patients at the right point of
the stepped care hierarchy, and outcome measures
used to control their movement through the system.
The need to collect both these forms of data is an
additional argument for the adoption of a systems
approach.2

Dealing with relapsing and remitting
conditions
Most of the preceding discussion has concerned
decision making about ‘stepping up’. Mental health
problems such as depression have a relapsing and
remitting course, and may be best considered as
chronic disorders.37 Stepped care can be seen as a
method of organising and delivering care for chronic
conditions, and common disorders like depression

may benefit from organisational changes that have
been shown to be effective in other conditions, such
as diabetes and hypertension.38 Dealing with a
chronic condition means that ‘stepping down’ is
potentially as important as ‘stepping up’, and any
routine outcome measurement technology may
need to be sensitive to this issue.

Conclusions
If stepped care is to deliver its promise, then significant consideration needs to be given to the issue of
decision making, and the role of routine outcome
measures. The current paper has described a number
of issues and challenges. Key issues for the future are
now briefly discussed.
At a strategic level, policies concerning the implementation of routine outcome measurement need
to be clearly and explicitly linked to the stepped care
philosophy, so that policy development relating to
outcome measures reflects the particular needs of
stepped care systems.
Similarly, the development and validation of
measures needs to be sensitive to the particular issues
raised by stepped care. For example, it is necessary to
establish the empirical relationship between measures
and the different levels of stepped care, and to make
the data accessible in order to allow standardisation
across services.
There is also a substantial development agenda
relating to the need to link routine outcome measurement technologies to tracking systems, in order
to ensure that measures are implemented in a context where the data can be used effectively and
efficiently to assist in the monitoring of patient
progress and in clinical decision making.
The acceptability of different measurement technologies to patients and professionals needs to be
examined. This may be linked to a wider debate
about patient and practitioner expectations concerning outcomes in mental health care, and the
role of patient choice and preference in treatment
delivery within a stepped care system.
Finally, there is a significant research agenda
relating to the actual operation of decision making
in stepped care, and the role of routine outcome
measurement. Initially, routine quantitative data
collection within functioning stepped care systems
would be useful to examine patient flows through
the system in relation to measures of outcome, and
to examine variation in patient ‘stepping’ in relation
to those outcomes and clinician characteristics.
Given the complexity associated with clinical decision making, qualitative studies of the process of
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decision making in stepped care might also be useful. Such studies may usefully consider both the
patient and practitioner perspective on decisions
on ‘stepping up’.
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