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ABSTRACT
In recent years, there has been a shift in U.S. healthcare to increase
accountability in care by requiring objective measurement and
documentation of disease state improvement for payment. While
the implementation of objective measures for physical disease has
been relatively straightforward, integration of ongoing, objective
measurement of behavioral health outcomes in primary care settings
has been slower. This slow uptake may be at least partially due to the
limited training that most primary care providers receive in behavioral
health assessment. In this manuscript we review existing literature on

the effectiveness of behavioral health-related measurement-based care
(MBC), discuss the challenges associated with its adoption in primary
care settings, review recommended behavioral health rating scales, and
present a case example to illustrate how behavioral health MBC may
improve care. Finally, we discuss recommendations for incorporating
behavioral health MBC into practice in a manner that is beneficial for
the patient, provider, and health system.

Introduction

screening, regular use of rating scales to assess symptom
severity, and a focus on treatment-to-target symptom reduction
and/or remission as measured by rating scale scores [13]. Rating
scales in MBC are used as a starting point for clinical evaluation,
not as a substitute for clinical judgment [4]. The slow adoption
of MBC is unfortunate given the positive effects of MBC on
treatment outcomes, patient-provider communication, and
patient engagement in care [14-17].

With the goals of improving patient outcomes while
controlling healthcare costs, U.S. healthcare systems have
been shifting their payment systems from volume to value
of care provided [1,2]. One way this is being pursued is by
requiring objective measures for documentation of disease
state improvement for payment. Implementation of objective
measures for physical disease has been relatively straightforward
(i.e., third-party payer requirement of improvements in HbA1c
scores for diabetes patients) but adoption of objective measures
of behavioral health has been slow [3,4]. Behavioral health
symptoms are the chief complaint in up to 25% of adults
[5,6] and 20% of youth in primary care settings [7], and more
Americans receive behavioral healthcare from primary care
providers than behavioral health specialists [8-10]. Despite this
fact, medical professionals generally have limited training in the
use and implementation of behavioral health assessment [11,12].
Measurement-based care (MBC) of behavioral health includes
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This article focuses on the use of rating scales to guide
behavioral health-related MBC practice recommendations for
primary care physicians. Specifically, we review the evidence
of the effectiveness of MBC, examine challenges to adoption,
and provide recommendations for incorporating MBC into
busy primary care practices. We also review psychometrically
validated behavioral health rating scales that are available within
the public domain and present a case example to illustrate how
MBC may improve health outcomes. Finally, we discuss the
benefits of MBC in the context of health systems.
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Why Use Behavioral Health Rating Scales?
MBC is associated with positive outcomes in behavioral,
primary, and specialty healthcare settings. In diverse areas of
behavioral health treatment (including individual, couples,
and home-based therapies), MBC is associated with greater
improvement in symptoms [18-20] (particularly for complex
cases [14]) and lower likelihood of treatment failure [20].
Furthermore, MBC may be associated with faster improvement
in symptoms. One study showed that patients whose clinicians
reviewed the results of biweekly symptom rating scales showed
a treatment response after fewer sessions than patients whose
clinicians did not view the reports [21]. These effects are not
unique to behavioral health settings; when implemented in
primary and specialty medical care settings, MBC is associated
with improvement in behavioral health symptoms and quality
of life [14,22]. There is also potential for MBC to enhance
treatment of physical symptoms, given that behavioral health
problems are associated with unexplained somatic symptoms,
poorer control of chronic medical conditions, and greater use of
acute medical services [9]. In fact, the application of MBC to
clinical practice is a key component of integrated care programs,
which have been gaining in popularity due improved patient
outcome and ability to reduce overall health care costs [9,23].
There are several possible mechanisms for these positive
treatment effects. MBC techniques that use standardized
measures enable providers to systematically examine their
patients’ functioning relative to same gender, developmental
level, and clinical population peers [24], which can be extremely
helpful not only in initial diagnosis and treatment planning, but
also in routinely monitoring whether their chosen course of
treatment is making clinically significant change [4,24]. The
failure to identify patients who are not responding to treatment
contributes to patients being maintained on ineffective
treatments [25]. Importantly, MBC facilitates identification of
non-responders, enabling clinicians to alter the treatment plan
in a timely fashion [13]. It also facilitates detection of residual
symptoms (e.g., a patient whose depressive symptoms show
marked improvement overall, but who still experiences poor
appetite, low energy, and hypersomnia). Awareness of lingering
subclinical symptoms allows providers to address them to
prevent relapse. Relatedly, many providers do not regularly
and systematically assess domains that are not the main focus
of treatment, but that may have an impact on intervention
outcome. For example, without behavioral health MBC, a
primary care provider might miss that a cardiology patient’s
inability to lose the recommended amount of weight is due
to not to a physical problem or willful non-adherence, but to
behavioral withdrawal symptoms of depression. MBC enables
primary care providers to assess multiple areas of behavioral
functioning to identify problems, whether expected or not. This
allows them to structure the appointment to address the areas of
most need (e.g., providing a referral to a cognitive-behavioral
therapist to treat depression, assessing for harm and engaging

in safety planning) as opposed to spending time providing less
relevant education or intervention [26].
MBC also influences several processes over the course of
treatment that affects outcome, including improved patientprovider communication [14], treatment experience [27], and
treatment persistence [19]. Including a rating scale as part of
ongoing assessment of functioning provides multiple modes of
communication for patients to share information with providers.
Patients may provide more accurate information when answering
questions through written measures [26,28] versus face-to-face
interview, particularly when first getting to know a provider or
when regarding sensitive topics [29]. Additionally, rating scales
help patients to more effectively communicate to their providers
when treatments do not seem to be working [4]. When primary
care providers engage in MBC, patients’ confidence in their
providers’ diagnoses increases and patients share that they feel
more validated [29]. In addition to improving patient-provider
communication, MBC improves patients’ understanding of their
condition and course of treatment [29]. Answering the same
questions on a regular basis may increase patients’ awareness
of their thoughts, feelings, and behaviors, which in and of itself
is a core component of empirically supported behavioral health
interventions. Finally, asking patients to actively participate in
treatment monitoring has potential to empower them and increase
sense of self-efficacy, promoting physical and behavioral health
[30-32] and improve treatment adherence [33,34].

Implementing Rating Scales in Primary Care
Practices
Challenges to implementing MBC include those related to
clinic workflow within busy primary care settings (e.g. staff
required to administer rating scales, score and interpret results),
financial constraints (cost of measures), and staffs’ comfort
introducing behavioral health rating scales to patients [35].
To foster adoption, rating scales must be integrated
seamlessly with the clinic workflow. Many systems have found
the administration of rating scales in the waiting room, prior
to an appointment with a provider, as effective for achieving
MBC [36,37]. Although rating scales have traditionally been
administered via paper-and-pencil, technological innovations
(such as online administration and completion of scales on
hand-held devices) have increased the efficiency of collection
patient measures [4]. Web-based rating scale delivery systems
enable patient responses to be scored and immediately provided
to primary care providers so they can deliver customized clinical
guidance based on real-time patient results [36]. Importantly,
systems that provide feedback to providers in a structured
manner during the clinical encounter are most effective for
improving patient outcomes [4]. Further improvements to
workflow occur when web-based rating scale delivery systems
are integrated within the primary care providers’ electronic
health record. Integration with the electronic health record not
only allows for efficient and timely documentation of scored
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results, but also coordination of care between providers, and
tracking of symptoms overtime to assess treatment response
[36]. Web-based rating scale administration appears to be
preferable to patients [38,39] with no negative impact on valid
data collection [40]. Consideration must also be given to rating
scale length to prevent fatiguing patients or interfering in the
time allotted for the provider’s examination. Importantly, the
adoption of behavioral health integrated care models, of which
MBC is a key component [13], into primary care settings may
allow for the creation of robust workflows to obtain behavioral
health rating scales.
Many widely used behavioral health measures are expensive,
presenting a logistic barrier for clinics that may otherwise be
equipped and motivated to employ MBC. Fortunately, several
psychometrically sound measures are available within the public
domain and may be downloaded and administered repeatedly
for clinical care without charge. Several large health care
systems have invested in MBC programs using a web-based
program and/or the electronic health record [4,36]. Although
smaller practices may face challenges adopting comprehensive
electronic systems due to cost constraints [41], there are some
free online resources for administration and scoring of certain
measures (e.g., Strengths and Difficulties Questionnaire) [42].
To maximize the effectiveness of MBC, administrative staff
training should be integrated in the process, as staff may be
asked to introduce and provide patients with the rating scales.
An important aspect of training includes attentiveness to the
cultural shift required for staff to gain confidence discussing
the purpose of rating scales with patients [36]. Staff may be
instructed that it is often helpful to begin by explaining to the
patient that completing behavioral health measures is similar
to having their temperature or blood pressure taken at the start
of a medical appointment; in other words, these rating scales
will help to capture their “behavioral health vital signs” [36].
Staff should also feel comfortable describing the approximate
duration for completion, confidentiality and its limits, and
security of responses within the health record.

Choosing Behavioral Health Rating Scales for
Clinical Practice
To be useful in clinical practice, rating scales must be
psychometrically sound. Each measure should be reliable (i.e.,
items within each scale should assess the same construct and
do so consistently) and valid (i.e., the scale should measure the
true underlying condition it was developed to assess in the target
population) [43]. Of particular importance introducing rating
scales into new settings is the concept of face validity, which
indicates the degree to which a measure is subjectively viewed as
related to the overarching construct of interest. Patients, providers,
and administrative staff are more likely to use rating scale
assessments if they are viewed as relevant to patient care [44,45].
To maximize utility, rating scales used in clinical practice
should be standardized. Standardization involves administering
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a measure to large sample of a certain population (e.g., a
community sample of preschool-aged boys in the U.S.),
enabling providers to see how a patient scores in relation to
socio-demographic peers [24]. For example, an internist who
administers a standardized alcohol use scale to an 18-year-old
female patient can gauge how the patient’s drinking compares
to other young adult females. This process is what enables us
to determine whether a patient is scoring within normal limits
(typically <84th percentile), or in the elevated (84th-98th
percentile) or clinically significant range (>98th percentile)
based on where his/her score falls in relation to the larger
population. Although these benchmarks have limitations, they
are useful in treatment planning and promote continuity of care
by facilitating communication between professionals.
To be clinically useful, rating scales must also have adequate
levels of sensitivity and specificity. Specificity refers to the
proportion of people without a disorder who test or screen
negative for the disorder (i.e. a measure’s ability to correctly
identify those without the disorder), while sensitivity refers
to the proportion of people with a disorder who test or screen
positive (i.e. a measure’s ability to correctly identify those
with the disorder). Moreover, use of a rating scale for MBC
necessitates sensitivity to change [46], defined as a measure’s
ability to differentiate between individuals who improved,
remained unchanged, or deteriorated in functioning by
comparing multiple administrations of the measure over time.

Recommended Measures
The measures described in Tables 1-3 cover a broad range
of behavioral health symptoms and related constructs, including
symptoms of depression, anxiety, traumatic stress, externalizing
behaviors, substance use, and contextual factors. Rating scale
measures for both pediatric and adult populations are included.
These particular rating scales were chosen based on being
psychometrically valid, freely available within the public
domain, and clinically indicated for screening and/or monitoring
of treatment progress. While all were designed and are used by
psychologists and psychiatrists specializing in standardized
behavioral health assessment, some were developed specifically
for primary care settings.
When choosing scales for use in clinical practice, it is
critical to consider that psychometric characteristics may vary
depending on demographic and clinical factors. Several of
the rating scales listed in Tables 1-3 have multiple reliability,
sensitivity, and specificity statistics displayed; e.g., the adult
PTSD measures listed (Table 2) were originally developed for
military-connected individuals and have since been normed
in civilian populations. Because psychometric characteristics
depend on the specific norming populations (e.g., Veteran vs.
civilian, male vs. female, community vs. clinic-referred), the
tables display multiple statistics for some scales (e.g., PCPTSD, AUDIT).
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Table 1: Rating scales designed to assess depression and anxiety symptoms.
Target
Number of
Time Period Response
Measure
Population
Items
Assessed
Options
(Reporter)

Reliability

Sensitivity

Specificity

Screening (S) and/
or Monitoring (M)

α = .86 -.89

88%

88%

S+M

α =.94 &
α = .84

78% &
66%

78% &
61%

S+M

61% & 66%

S+M

89%

82%

S+M

67-80%
& 71%

50-84%
& 61-71%4

Depression
Patient Health
Questionnaire
(PHQ-9) [49]
Mood & Feelings
Questionnaire
(MFQ) [50-52]2

Adults &
Adolescents
(Self-report)
Child (Self-report
for ages 7+ years)
Child (Parentreport)

Anxiety
Generalized
Adult (SelfAnxiety Disorder-7
report)
(GAD-7) [53]
Child (Self-report
Screen for
for ages 7+ years)
Child Anxiety
Related Disorders Child (Parent(SCARED) [54,56]3 report)

Likert, 0 (not at
Past 2 weeks all) to 3 (nearly
every day)
13- & 33-item
Likert, 0 (not
Past 2 weeks
versions
true) to 2 (true)
13- & 33-item
Likert, 0 (not
Past 2 weeks
versions
true) to 2 (true)
91

7
5-, 38-, and
41-item
versions

α = .92 & α = .84 63% & 66%

Likert, 0 (not at
Past 2 weeks all) to 3 (nearly α = 0.92
every day)
Likert, 0 (Not
True or Hardly
Past 3
α = .74−.93
Ever True) to
months
& α = .78−.90
2 (Very True/
Often True)

S+M
S+M

Plus 1 item on impairment in functioning, answered only if at least 1 of items 1-9 is endorsed.
Multiple values for reliability, sensitivity, and specificity refer to 13- and 33-item forms, respectively.
3
Multiple values for reliability, sensitivity, and specificity refer to 38- and 41-item forms, respectively.
4
Ranges depend on comparison group, i.e., no anxiety, disruptive behavior disorder, or depression, on factor/subscale, and the reporter (parent vs. child).
* M indicates that measure was designed to be used as a monitoring tool or has demonstrated effectiveness as a monitoring tool in previous research.
1
2

Table 2: Rating scales designed to assess traumatic stress and externalizing behavior symptoms.
Time
Target Population
Number of
Measure
Period
Response Options
Reliability
(Reporter)
Items
Assessed
Traumatic Stress
Primary Care PTSD
5
Past month Binary (Yes/No)
None
Scale (PC-PTSD) Adult (Self-report)
[57-59]1
PTSD Checklist
Likert, 0 (not at all) to αvet = 0.96
Adult (Self-report)
20
Past month
(PCL-5) [60,61]3
4 (extremely)
αciv = 0.94
Child PTSD
6- and
Likert, 0 (not at all) to
Child (Self-report for
Symptom Scale for
27-item
Past month 4 (6 or more times a
α = .63-.925
8-18 years)
DSM-V [62]
versions
week/ almost always)
Child Stress
Child (parent-report
Likert, 0 (Not True) to
Disorders Checklist for children 2-18
36
Past month 2 (Very True or Often α = .84
[63]
years)
True)
Externalizing Behaviors
6- and
Adult ADHD
Past 6
Likert, 0 (Never) to 4 α = .63-.72 &
18-item
Self-Report Scale Adult (Self-report)
months
(Very Often)
α = .88
6
versions
(ASRS) [64-66]
18-, 26- and
Child (Teacher- and
Likert, 0 (Not at All) to α = .92-.978 &
SNAP-IV [67,68]7
90-item
None
Parent-report)
3 (Very Much)
α = .79-.94
versions

Sensitivity

Specificity

Screening
(S) and/or
Monitoring (M)

95%, 78%, &
85%

85%, 87% &
& 82%2

S

88% & 6677%

69% & 9597%4

S+M

.88-93%

82%

S

None

None

S+M

68.7% &
56.3%

99.5% &
98.3%

6-item: S 18item: S + M

82.3%

82.4%9

S

DSM-IV and DSM-5 versions available. Multiple values for sensitivity and specificity refer to Veteran, active duty military, and civilian populations, respectively.
Military and Veteran values correspond to DSM-5.
3
Multiple values for reliability, sensitivity, and specificity refer to Veteran and civilian populations, respectively.
4
Range depends on presumed prevalence.
5
Range depends on form (short- versus long-) and subscale (for long-form); total, intrusion, avoidance, changes in cognition and mood, and arousal and hyperactivity).
6
Multiple values for reliability, sensitivity, and specificity refer to 6- and 18-item forms, respectively.
7
Multiple values for reliability, sensitivity, and specificity refer to teacher- and parent-report forms, respectively.
8
Range depends on subscale: inattention and hyperactivity/impulsivity.
9
Based on a study from Spanish-speaking youth.
1
2

The Use of Behavioral Health Rating Scales for Primary Care Providers

Table 3: Rating scales designed to assess substance use, general child behaviors, and contextual factors.
Target
Number of Time Period
Measure
Population
Response Options
Reliability
Items
Assessed
(Reporter)
Substance Use
Adolescent
Part A: 3
Past 12
CRAFFT [69,70]
Binary (Yes/No)
α = .68
(Self-report)
Part B: 6
months
Adult (SelfPast 12
DAST-10 [71,72]
10
Binary (Yes/No)
α = .86
report)
months
Adult (SelfLikert, 0 (Never) to 4
AUDIT [73,74]
10
Not specified2
α = .80-.90
report)
(Daily/Almost Daily)
Child Difficulties (Broadband Measure) & Prosocial Behaviors
Likert, 0 (Not True) to 2
Child (Parent
Past 6
Strengths &
α = .57-.854
25
(Certainly True)
report)
months3
Difficulties
Questionnaire
Child (SelfLikert, 0 (Not True) to 2
25
Past 6 months
α = .41-.81
(SDQ [75])
report)
(Certainly True)
Contextual Factors
Likert, 1 (Strongly
McMaster Family Adult and
12-, 535-,
and 60-item Not specified Agree) to 4 (Strongly
α = .72-.92
Assessment
Adolescent
versions
Disagree)
Device [76,77]
(Self-report)
Work and Social
Likert, 0 (not at all
Adult (SelfAdjustment Scale
5
Not specified impaired) to 8 (very
α = .70-.94
report)
[78,79]
severely impaired)
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Sensitivity

Specificity

Screening
(S) and/or
Monitoring (M)

79-91%

93-97%1

S

100%

84%

S

92%

94%

S

25-74%

91-96%

S+M

13-40%

89-97%

S+M

57-83%

60-79%6

S+M

88%

78%

S+M

Range depends on what kind of use is being evaluated according to DSM-V: problem use, or SUD.
The measure includes questions that consider frequency of use over days/weeks/months/year, with a set of questions that consider “During the past year…”.
3
Baseline assessment considers the past 6 months; follow-up assessments consider the past month.
4
Range depends on the subscale: total difficulties, emotional, conduct, hyperactivity, peer problems, prosocial, and total impact.
5
The original FAD was 53-items, which is what the validity and reliability statistics are based on. There is also a more recent 60-item version. The 12-item general
functioning subscale may be used on its own as a brief screening measure.
6
Range depends on subscale (Problem Solving, Communication, Roles, Affective Responsiveness, Affective Involvement, Behavior Control, General Functioning).
1
2

Other factors that may warrant consideration include
alignment with diagnostic criteria, grading of symptom severity,
and multiple forms. Many measures are structured to align
with diagnostic criteria for various psychological disorders
and some may have the ability to further provide information
about symptom severity (e.g., PHQ). This is helpful for tracking
treatment progress over time, i.e., if a patient still meets
diagnostic criteria but the severity reduces from severe to mild.
For example, PHQ-9 scores can effectively and accurately
differentiate between patients with persistent major depression,
and partial and full depression remission [47].
Many measures offer a “short form” (e.g., SCARED).
Although long forms typically offer richer information and
boast stronger psychometric characteristics, short forms may
be optimal for patient satisfaction (particularly for childreported measures) and efficiency of administration and scoring
(particularly if scales are completed via paper and pencil as
opposed to electronically). Another option is to provide a
“gating” measure, where responses to a few initial questions
determine whether a longer form will be completed. For
example, the 5-item PC-PTSD may be used as a gating measure
for longer PTSD scales, such as the 20-item PCL. Specifically,
patients obtaining a score of <3 on the PC-PTSD would not be
prompted to complete further PTSD measures, but those with

a score of >3 would be prompted to complete a more in-depth
screening.

Case Example: Depressive Symptoms Impacting Diabetes Treatment
The following case example illustrates the use of self-report
behavioral health rating scales by two primary care providers
who work together within an office-based practice. The case was
created for the purposes of exemplifying the recommendations
in this paper.
Dr. J is a primary care provider for Cindy, a 45-year-old
mother. Dr. J works in the same practice as Dr. K, a pediatrician
who sees Cindy’s 11-year-old son Sam. Cindy is followed
by Dr. J for type 2 diabetes. Cindy’s diabetes had previously
been well-controlled by diet, exercise, and medication, but her
HbA1c levels have increased over the past year (currently 9%).
Cindy reports she is lethargic and is no longer exercising; she
previously walked three times per week at lunch with a friend
but has recently felt too tired to continue. She admits she has also
been forgetting to consistently take her prescribed Metformin
to manage her diabetes. Dr. J counsels Cindy about checking
her blood sugar levels, reviews the importance of exercising
regularly, and encourages medication adherence. Dr. J notes the
flagging system used in the office that indicates Cindy completed
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a PHQ-9 in the waiting room prior to her appointment. Upon
review of the PHQ-9, Dr. J notes elevated depressive symptoms
(PHQ-9 score indicating moderate depression, no endorsement
of suicidal ideation). Dr. J’s clinical interview confirms that
over the past month Cindy has been experiencing low mood,
less enjoyment of activities, low energy, poor ability to
concentrate, and insomnia (she denies thoughts of suicide or a
suicide attempt). Dr. J uses the PHQ-9 to educate Cindy about
the symptoms of depression. Cindy expresses relief that there
is a clear way to understand and conceptualize her symptoms,
and motivation to participate in treatment for her depressive
symptoms. Further review of Cindy’s rating scale assessment
results indicates elevations in unhealthy family functioning (as
measured by the McMaster Family Assessment Device). Dr.
J reviews these findings with Cindy, who describes increased
conflict with her 11-year-old son, Sam. Cindy explains that Sam
has been angry with his parents because of their recent divorce.
Dr. J seeks consultation from a behavioral health provider who
suggests that Cindy would benefit from a referral to therapy.
Cindy provides permission for her therapist to review the
behavioral health rating scales from Dr. J’s office. Based on the
elevated PHQ-9 and FAD scores, Cindy’s therapist explores how
her relationships might be affecting her mood and stress levels.
Cindy describes Sam as “irritable” and she reports often having
conflict with Sam related to traveling between two homes now
that his parents are divorced. The therapist suggests Sam see his
physician for an evaluation as well.
As part of MBC, Dr. K’s office routinely collects parentreport rating scales on Sam’s functioning from his mother, as
well as Sam’s self-report on several rating scales. Sam’s scores
revealed elevated depressive symptoms (Mood and Feeling
Questionnaire score indicating mild depression), which is
consistent with Cindy’s mention of Sam’s “irritability” during
her therapy sessions. Dr. K refers Sam to a therapy group for
school-aged children of divorced parents. Cindy also considers
her therapist’s recommendation to consider incorporating a few
parent-child sessions into their work.
Six weeks later, Cindy and Sam return for follow-up
appointments. In accordance with MBC practices, they complete
behavioral health rating scales again. Cindy shares that she is
continuing her personal therapy and her son is participating in
group therapy. She believes that her relationship with her son
has improved following several sessions they had together with
Cindy’s therapist. Cindy reports feeling more energetic and she
has begun exercising again. She also shares that it has been
easier to remember to take her diabetes medication since her
mood has improved. Cindy’s PHQ-9 follow up score is 9 and
Sam’s MFQ is 3 (both within normal limits). The FAD followup score does not reveal any disturbances in family functioning.
Cindy’s HbA1c decreased to 7.5%. Cindy and Sam were advised
to return in 3 months for follow-up appointments.

Case Discussion
MBC practices optimize both behavioral health and medical
outcomes. In the case above, scores from routinely administered
rating scales provided Dr. J an opportunity to explore Cindy’s
mood and track progress over the course of treatment.
The introduction of the PHQ-9 allowed Cindy to increase
understanding of her symptoms, thus increasing engagement in
treatment for both behavioral health and physical health issues.
Rather than attributing Cindy’s poor diabetes control to willful
non-adherence, Dr. J explored behavioral health symptoms
that may have prevented her from engaging in activities
recommended for diabetes control. The PHQ-9 prompted and
assisted Dr. J in conducting a clinical interview that resulted in
a depression diagnosis. Furthermore, since the PHQ-9 measures
gradations in symptom severity that are sensitive to change,
Dr. J was able to see that Cindy had made clinically significant
improvement at the 6-week follow-up session. Cindy’s diabetes
was also improved, which Cindy attributed to being better able
to manage her condition due to increased energy and ability to
concentrate. She had more energy to exercise and greater ability
to organize and thus follow through on her diabetic diet and
medications.
Since Dr. J’s clinic workflow also included rating scales that
measured contextual factors such as family functioning, Dr. J was
able to identify that family dysfunction was likely contributing
to Cindy’s depressive symptoms and that a behavioral health
assessment for Sam was also warranted. Behavioral health
MBC also helped Dr. J identify that Sam was experiencing mild
depression and difficulties related to his parents’ divorce. Like
his mother, Sam greatly benefited from treatment, as exhibited
by his follow-up depression rating scale score, which was in the
normal range.

Discussion
MBC is integral to optimizing patients’ behavioral and
physical health outcomes [9,14] and increasing provider
accountability in patient care. MBC may be employed to
augment patient evaluation, monitor behavioral health treatment
progress, and increase patients’ engagement in their care [48].
Patients receive higher quality care when they are educated
about their symptoms, partner with their providers through
a shared treatment plan, and monitor treatment outcomes
along with their providers. It is advantageous for providers in
primary care settings to have ready access to a broad range of
psychometrically validated, patient-administered, easily scored
and interpreted, freely available behavioral health rating scale
measures. This paper reviewed the effectiveness evidence for
behavioral health MBC, examined challenges associated with
adoption, and provided recommendations for implementation
into primary care practices. We also reviewed psychometrically
validated and publicly available rating scales to measure a broad
range of behavioral health symptoms in both adult and pediatric
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populations and described some of the considerations when
choosing rating scales for practice.
The benefits of MBC for patient care are clear. However,
the effective integration of behavioral health rating scales into
a clinical setting requires seamless integration of rating scales
with clinic workflow and an office culture that supports the
use of rating scales. Providers and clinic administrators offer
important input on how to make the MBC process both useful
and efficient. Maintaining an ongoing dialogue about the use
of MBC and the impact on clinical operations may promote
ongoing ideas for continual improvement. Many providers may
find that the benefits of MBC to patient care outweigh initial
challenges related to workflow. The growing emphasis on
integrated care and awareness of the importance of a holistic
view of health and wellness suggests that primary care providers
must move toward including behavioral health outcomes as part
of their objective measurement and documentation.
At a healthcare system level, MBC may be used to
further increase quality and accountability in care by
guiding professional development practices and practicelevel quality improvement [4]. Examining population-level
data from a primary care practice obtained through MBC
provides an opportunity to learn about the prevalence and
severity of behavioral health symptoms experienced by
a group of individuals. This data may then be used to guide
trainings and workshops for providers. Data may also be
utilized to plan for new service offerings within a primary care
practice. For instance, data from a primary care practice that
utilizes the GAD-7 in MBC may reveal that a high percentage
of patients have a possible anxiety disorder. Further analysis
from the medical record may reveal that many of these patients
experience chronic pain symptoms and are higher utilizers of
medical services. At a systems level, this information may be used
to heighten the identification of patients with comorbid anxiety and
pain, and train primary care providers to provide straightforward
interventions to target anxiety in the office such as mindfulness
practices, progressive muscle relaxation, and visual imagery.
Additionally, the health system may also decide to invest in more
intensive case management services for these patients. Continuous
data analysis examining behavioral health symptoms and service
utilization may be conducted to examine the impact of primary care
trainings and implementation of new services; this serves as the
framework for continuous quality improvement in practice.
At a national level, MBC may be used to demonstrate the
value of behavioral health treatment to healthcare purchasers
and payers [4]. Behavioral health and medical outcomes data,
along with healthcare utilization and cost data, may demonstrate
the positive impact of treatment of behavioral health symptoms
for primary care patients. Patient outcomes and costeffectiveness data may be used to support reimbursement for
integrated behavioral health and primary care models. MBC
may be achieved within primary care settings to improve patient
outcomes and promote systems-level changes that support
behavioral health treatment in primary care settings.
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