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Using Quality Measures 
and Measurement-
Based Care to Improve 
Behavioral Health Care 
for Veterans and Service 
Members

C
ommunity-based organizations that provide behavioral health (BH) care to veterans, ser-
vice members, and their families in the community need to ensure that the care being 
delivered is high-quality and effective, and that it aligns with recommended care. Although 
these organizations can provide needed services, they may not systematically evaluate the 

quality and the impact of the care 
provided. The aim of this report is 
to introduce two related but distinct 
approaches to assessing and improv-
ing BH care: using quality measures 
and measurement-based care (MBC). 
Using quality measures is an organi-
zational process in which measures 
are used to assess capacity to provide 
care, determine whether the care 
delivered to patients was consistent 
with care recommendations outlined 
in clinical practice guidelines (CPGs), 
and assess whether those patients 
improved. CPGs are summaries of 
recommendations of how to diagnose 

C O R P O R A T I O N

KEY FINDINGS
	■ Two related but distinct approaches to assessing and improv-

ing behavioral health (BH) care—using quality measures and 
measurement-based care (MBC)—could help community-based 
organizations that provide BH care to veterans, service members, 
and their families ensure that care is high-quality and effective.

	■ A core set of quality measures relevant to depression, post-
traumatic stress disorder, and anxiety could help community-
based organizations that provide BH care to expand their quality 
improvement efforts. The proposed set consists of nine quality 
measures: five outcome measures, three process measures, and 
one structure measure.

	■ Using MBC within an organization requires support for each stage 
of MBC (collecting data, sharing the data with patients, and acting 
on the data through provider-patient treatment discussions), inte-
gration of an MBC data platform, and provider training.
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Abbreviations

APA American Psychological Association
BH behavioral health
CMS Centers for Medicare and Medicaid 

Services
CPG clinical practice guideline
DHA Defense Health Agency
DoD U.S. Department of Defense
DSM-5 Diagnostic and Statistical Manual of 

Mental Disorders, 5th edition
E&M evaluation and management
GAD-7 Generalized Anxiety Disorder-7 item
HEDIS Healthcare Effectiveness Data and 

Information Set
ICD-10 International Classification of Diseases, 

10th revision
MBC measurement-based care
MHS Military Health System
MIPS Merit-Based Incentive Payment System
MTF military treatment facility
NQF National Quality Forum
PCL-5 PTSD Checklist for DSM-5
PHQ-9 Patient Health Questionnaire-9 item
PRO patient-reported outcome
PROM patient-reported outcome measure
PTSD posttraumatic stress disorder
SUD substance use disorder
VA U.S. Department of Veterans Affairs

and treat medical and BH conditions using current 
medical knowledge that are updated on a regular 
basis (Institute for Quality and Efficiency in Health 
Care, 2016). In contrast, MBC is a clinical process 
in which a provider routinely assesses an individual 
patient’s outcomes, monitors changes in outcomes 
over time, and engages the patient in using this infor-
mation to adjust treatment. 

Although large organizations that serve mili-
tary populations—such as the U.S. Department of 
Veterans Affairs (VA)—have made robust efforts in 
both areas, community-based organizations provid-
ing more-targeted BH services could find additional 
guidance useful to inform how to initiate using qual-
ity measures or MBC or to expand current efforts 
within their organization. For this report, we focused 
our efforts on quality measures and MBC that would 
be relevant for community-based organizations 
that deliver psychotherapy to veteran and service 

member populations, with a focus on treatment for 
depression, posttraumatic stress disorder (PTSD), 
and anxiety.1 We first provide an overview of each 
of these approaches, provide background informa-
tion, and highlight their distinctive qualities as well 
as how these approaches complement each other to 
support organizations in improving the BH care that 
they provide. We then describe a proposed core set of 
BH quality measures that could be useful for ongo-
ing monitoring of the quality of BH care delivered. 
Finally, we describe key components of MBC and 
the features that organizations should consider when 
starting MBC implementation. Terms associated with 
these two approaches can overlap, which could lead 
to confusion, so we provide key terms used in this 
report in Box 1.

An Introduction to Behavioral 
Health Care Quality Measures

Organizations that provide BH care to veterans, ser-
vice members, and their families aim to consistently 
provide high-quality care, which has been defined as 
care that is veteran-centered, accessible, evidence-
based, and includes outcome monitoring (Farmer 
et al., 2022). Despite best intentions, the quality of BH 
care can vary markedly. Prior studies have compared 
the quality of medical care in VA inpatient and outpa-
tient facilities with similar non-VA sites of care. Care 
in the VA system was comparable to or better than 
the non-VA care on most measures, but high varia-
tion across VA facilities pointed to a need for targeted 
quality improvement (Anhang Price et al., 2018; 
Apaydin et al., 2023; Farmer, Hosek, and Adamson, 
2016). Other RAND studies of outpatient BH care 
for service members with PTSD or depression also 
showed variation in the quality of care that those ser-
vice members received. Performance on some quality 
measures was high (e.g., follow-up after mental health 
hospitalization), whereas other measures indicated 
potential areas for improvement (e.g., timely receipt 
of a minimal amount of initial BH care) (Hepner, 
Brown, et al., 2021; Hepner et al., 2017). 

Quality of care has been defined as “the degree to 
which health services for individuals and populations 
increase the likelihood of desired health outcomes 
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and are consistent with evidence-based professional 
knowledge” (World Health Organization, 2020). 
Crossing the Quality Chasm: A New Health System 
for the 21st Century, a seminal report on health 
care quality, described six aims for improving care: 
ensuring that care is safe, effective, patient-centered, 
timely, efficient, and equitable (Institute of Medicine, 
2001). Quality measures provide a systematic way 
to assess quality of care. For example, quality mea-
sures can quantify the proportion of patients that 
received the recommended care for their BH condi-
tion. Quality measure scores are often reported as a 
percentage, and higher scores usually indicate better 
performance. Percentages are calculated by dividing 
the patients who received recommended care or dem-
onstrated the desired outcome (numerator) by the 
patients eligible for that care (denominator). In some 
cases, the numerator may be health care visits rather 
than patients. Quality measures rely on detailed 
technical specifications to guide how to define the 
denominator and numerator for each measure. 

Quality measures are developed through a mul-
tistep process. A 2015 RAND report described using 
a nine-step process that consisted of (1) creating a 
framework to categorize types of quality measures, 
(2) identifying relevant measures, (3) mapping those 
measures to the framework, (4) examining whether 
there is a need for new measure development, 
(5) developing new measures or adapting measures 
where there is an identified need, (6) selecting a 
high-priority measure set, (7) preparing conceptual 
descriptions for the measures, (8) developing detailed 
measure specifications to operationalize each mea-
sure, and (9) pilot-testing the measures within a 

health system to evaluate the feasibility and appropri-
ateness of the measure (Hepner et al., 2015). 

Types of Quality Measures

The “structure–process–outcome” model, which 
was originally introduced by Avedis Donabedian 
in 1966 and updated in 1988, separates care into 
three components for assessing health care quality 
(Figure 1) (Donabedian, 1988). Structure refers to 
aspects of capacity to deliver care. Structure quality 
measures are often calculated using administrative 
data and include such aspects of care as visit wait 
time, number of providers available, and types of 
services provided. An example of a structure measure 
that assesses timeliness of care is the percentage of 
patients who saw a BH provider within a certain time 
frame after receiving a referral. 

Process refers to the care provided, and process 
quality measures assess whether the care aligns with 
recommended care that is described in CPGs and 
other clinical guidance documents. An example of 
a process measure is the percentage of patients with 
depression whose symptom severity was assessed. 
CPGs are rigorously developed and summarize 
best practices for care of a particular condition or 
diagnosis (Institute of Medicine, 2011). They often 
include algorithms to assist providers with the deci-
sionmaking related to the assessment, treatment, 
and ongoing management of the patient. The VA 
and the U.S. Department of Defense (DoD) collabo-
rate to develop and maintain multiple CPGs (U.S. 
Department of Veterans Affairs and U.S. Depart-
ment of Defense, undated). VA and DoD CPGs that 

Box 1

Key Terms Used in This Report

•	 Using quality measures: An organizational process in which defined measures are used to assess care delivery for a group 
of patients. Can use administrative data, medical record review data, or patient-reported data.

•	 Using MBC: A clinical process in which a provider routinely assesses patient outcomes, monitors changes in outcomes 
over time, and engages the patient in using this information to inform treatment adjustment.

•	 Quality measure: A standard to measure performance of an organization or provider in delivering health care. Sometimes 
referred to as a quality metric. There are three types of quality measures:
	Ȥ Structure measures focus on capacity to provide care and the available services. 
	Ȥ Process measures focus on the care delivered.
	Ȥ Outcome quality measures focus on whether patients’ health status improved. Sometimes referred to as outcome 

measures.
•	 Standardized tool: A patient-reported structured assessment that is valid and reliable and is administered and scored in a 

standardized way. Sometimes referred to as a patient-reported outcome measure.
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address BH include the management of suicide risk, 
major depressive disorder, PTSD, and substance 
use disorder (SUD) (U.S. Department of Veterans 
Affairs and U.S. Department of Defense, undated). 
Process measures that use administrative data are 
highly feasible but might lack the clinical specificity 
to identify important aspects of care (e.g., whether a 
recommended type of psychotherapy was delivered). 
Assessment of the process of care can also be based 
on review of medical record notes. Using these notes 
contributes additional clinical detail that is not typi-
cally found in coded administrative data, but manual 
approaches to abstracting medical record data have 
historically been time-consuming. Current efforts to 
facilitate this process include the use of designated 
fields for the direct extraction of data from an elec-
tronic health record and the use of natural language 
processing to interpret free text medical notes in 
an automated fashion (Bae et al., 2022; Centers for 
Medicare and Medicaid Services, 2023).

Outcome is the effect of care on patients. Out-
come quality measures assess whether patients have 
improved. BH outcome quality measures often rely 
on standardized tools that use patient-reported data 
on the severity of symptoms associated with their 
diagnosis. An example of an outcome quality mea-
sure is the percentage of patients with depression 
whose symptoms, as assessed by a standardized tool 
(such as the nine-item Patient Health Questionnaire 
[PHQ-9]), show improvement within six months. 
Although outcome quality measures are important, 
their results must be interpreted with caution. Mul-
tiple factors, such as condition severity, co-occurring 
conditions, and demographic and social factors, can 

differ among populations and complicate interpre-
tation of results. Quality measurement data may 
be stratified by patient demographics or other data 
to assess disparities in outcomes. We discuss these 
issues further later in this report. 

Organizations Supporting Quality 
Measurement

Several organizations focus on quality measurement 
and work to advance the use of validated quality 
measures across health care systems, including by 
reviewing and endorsing quality measures. One of 
these organizations is the nonprofit National Qual-
ity Forum (NQF), which has endorsed quality mea-
sures, including BH quality measures. Endorsement 
indicates that a measure has completed a rigorous 
review process that includes expert review, public 
comment, and real-world use with performance 
data. Endorsed measures focus on important areas 
that can affect care; are scientifically acceptable, 
usable, and relevant to providers and decisionmak-
ers; and are feasible to collect (National Quality 
Forum, undated-b). Endorsed measures are often 
used in public reporting of quality and therefore 
lend themselves to use for comparing quality of 
performance across organizations and populations 
(National Quality Forum, undated-c).2 

Other organizations also play important roles 
in measure reporting and stewardship. The National 
Committee for Quality Assurance receives data from 
health plans and other organizations via the Health-
care Effectiveness Data and Information Set (HEDIS) 
(National Committee for Quality Assurance, 

FIGURE 1

Questions Addressed by Each Type of Behavioral Health Quality Measure

NOTE: Adapted from Hepner et al., 2015. 

Structure

Are adequate personnel, 
training, and facilities available 

for providing BH care?

Process

Are evidence-based processes 
delivered to patients with BH 

conditions?

Outcome

Do clinical outcomes for 
patients with BH 

conditions improve?
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undated). This set includes more than 90 quality mea-
sures, including BH measures, that are used by orga-
nizations including DoD and the VA to monitor qual-
ity. HEDIS data are publicly reported, which provides 
organizations with a useful source of comparison data 
for examining quality performance. In some cases, 
payment for care might be linked to quality measure 
performance with the intention of driving improve-
ments in care quality (Quality Payment Program, 
2022). The Merit-Based Incentive Payment System 
(MIPS), administered by CMS, allows different enti-
ties to report data on a variety of quality measures 
(including BH measures) to CMS (Quality Payment 
Program, undated). Eligible entities that bill to Medi-
care and report data to MIPS receive performance-
based payments using their quality data. 

Using Quality Measures to Improve 
Behavioral Health Care

Monitoring BH care with quality measures over time 
provides information that organizations can use 
to improve the quality of BH care that they deliver 
to patients. The use of a combination of structure, 
process, and outcome quality measures provides a 
broad assessment of multiple aspects of the BH care 
delivery system as part of a larger quality improve-
ment strategy. Quality improvement is a systematic, 
data-based approach to addressing and improving 
health care services and outcomes (Centers for Medi-
care and Medicaid Services, 2021; Johns Hopkins 
Medicine, 2022). The consistent use of quality mea-
sures provides the basis for a learning health system, 
which is an organizational strategy that has been 
proposed to improve care, including the delivery of 
BH care (Agency for Healthcare Research and Qual-
ity, 2019; Stein, Adams, and Chambers, 2016). The 
learning health system involves having a culture that 
acknowledges that the care delivered by an organi-
zation might not always be optimal and that there 
are always opportunities to improve. The organiza-
tion commits to recognizing these opportunities 
for improvement and investing resources toward 
improvement efforts and related system changes. 
In this learning system, organizations share best 
quality-of-care evidence and CPGs with providers 

to guide care. Quality-of-care measure data are col-
lected and analyzed on a regular basis, and results are 
shared with administrators and providers. This feed-
back loop of results provides a context for identifying 
strengths and areas for improvement to guide the 
organization’s related training and quality improve-
ment activities. The learning health system supports 
an environment that facilitates the use of quality-
of-care measure data to identity areas of need and 
implement improvement strategies.

There are many quality measures that organi-
zations providing BH care can choose to apply. A 
2015 review identified over 500 quality measures 
that addressed BH (Patel et al., 2015). Because of the 
large number of quality measures, organizations 
might find it difficult to prioritize which measures to 
implement. Although an organization might choose 
the quality measures that seem most relevant to the 
specific population they serve, there are benefits to 
using the same quality measures across organiza-
tions. Advantages of shared quality measures across 
organizations include being able to compare perfor-
mance among similar populations to provide context 
and help identify areas for improvement efforts. 
However, organizations must decide which measures 
best suit their needs for evaluating the quality of their 
provided BH services. A core set of BH measures, 
such as the set proposed later in this report, could be 
useful to organizations that serve veterans and ser-
vice members as they develop or refine their quality 
measurement and improvement strategies.

This section has provided an overview of the need 
and potential utility of using BH quality measures. In 
the next section, we provide an overview of MBC.

An Introduction to 
Measurement-Based Care

The clinical process of MBC consists of three core 
elements: collecting data from the patient using an 
appropriate standardized tool, discussing and inter-
preting these data with the patient, and using the 
data as a way to engage the patient in shared deci-
sionmaking to make changes to the treatment plan, if 
needed (American Psychological Association, 2022a; 
Barber and Resnick, 2022). Support and incentives for 
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the use of MBC in BH is increasing among clinical 
specialty societies, quality monitoring organizations, 
and payers (Black et al., 2020; Boswell et al., 2023; 
Wrenn, 2016) because there is growing evidence that 
MBC can result in better outcomes, including for 
those patients who are most at risk for poorer out-
comes (de Jong et al., 2021).

A variety of terms are used to describe MBC and 
related practices. We use MBC to describe the clini-
cal process in which a provider routinely assesses an 
individual patient’s outcomes, monitors changes in 
outcomes over time, and engages the patient in using 
this information to adjust treatment. Although they 
are not the focus of this report, many terms are used 
in the literature to describe similar care processes, 
including progress feedback (de Jong et al., 2021), 
routine outcome monitoring (Brattland et al., 2018; 
Gual-Montolio et al., 2020), feedback-informed treat-
ment (Lewis et al., 2019), and practice-based evi-
dence (Boswell et al., 2023). Standardized tools used 
in MBC typically ask patients to rate their recent 
diagnosis-related symptoms. These tools are usu-

ally validated for a particular use as reliable patient-
reported structured assessments that are adminis-
tered and scored in a standardized way. They may 
also be referred to as instruments, measures, outcome 
assessments, patient-reported outcomes (PROs), or 
patient-reported outcome measures (PROMs).3 It is 
important to note that asking patients to complete a 
standardized tool does not in itself constitute MBC. 
Data from standardized tools can be used in both 
outcome quality measures and MBC. Computing 
quality measures, however, requires only collect-
ing the data to generate the quality measure score to 
inform organizational performance on care delivery. 
In MBC, providers use the data from individual 
patients to guide care and facilitate shared decision-
making between the provider and patient.

Effectiveness of Measurement-Based 
Care

MBC can improve outcomes among patients across 
a variety of diagnoses and demographic characteris-



7

tics, including patients who are most at risk of treat-
ment failure (Barkham et al., 2023; de Jong et al., 
2021; Fortney et al., 2017; Lewis et al., 2019; Peterson, 
Anderson, and Bourne, 2018). A 2021 meta-analysis 
of 58 studies of 21,699 patients with BH conditions 
provided a rigorous assessment of the efficacy of 
MBC. The authors found that MBC had a small but 
significant effect of reducing symptoms for patients 
compared with patients who did not receive MBC. 
Notably, symptom improvement was also observed 
in “not-on-track” patients (i.e., patients who were not 
progressing as expected with treatment) (Schilling 
et al., 2021; Shimokawa, Lambert, and Smart, 2010). 
This analysis also found that MBC reduced rates 
of dropout from treatment. Similarly, a random-
ized controlled trial of MBC in 170 patients found 
that patients who received MBC were more likely to 
improve compared with those who did not receive 
MBC, and those effects became more pronounced 
over the course of the four-year study period (Brat-
tland et al., 2018). In addition to evidence of the 
efficacy of MBC, its feasibility and acceptability to 
patients and providers is well established (Fortney 
et al., 2017), and it can be applied in BH care that 
is delivered in person or virtually (Das et al., 2022; 
de Beurs et al., 2022; Kablinger et al., 2022).

The evidence base for MBC varies somewhat by 
diagnosis. The highest volume of evidence for the 
efficacy of MBC is in patients with depression and 
anxiety disorders (Peterson, Anderson, and Bourne, 
2018). Although MBC is being implemented in clinics 
that serve patients with PTSD and SUD, the evidence 
for its efficacy has not been as rigorously established; 
no randomized controlled trials of MBC in PTSD or 
SUD appear to have been completed (Clarke et al., 
2021; Hallgren, 2022; Hallgren et al., 2022; Liebmann, 
Resnick, and Stacy, 2022; Singh et al., 2022).

Although evidence suggests that MBC works, 
how it works is not well understood (Boswell, 2020). 
There are several possible ways that MBC could 
improve outcomes. MBC might enhance the patient’s 
experience of and engagement in their care. For 
example, MBC might increase patients’ engagement 
in their care by encouraging ongoing discussions 
about their perceptions of their progress and con-
necting scores from standardized tools to skills or 
strategies the patient could use (Brooks Holliday 

et al., 2021). MBC could also improve therapeutic 
alliance—the working relationship between the 
patient and the provider (Brattland et al., 2018). 
Relatedly, MBC could also help providers improve 
the quality of care they deliver to patients by facilitat-
ing identification of problems to target in treatment. 
When providers receive feedback through standard-
ized tool scores, they address patient concerns more 
quickly than providers who do not (Douglas et al., 
2015). MBC might also make it easier for providers to 
identify patients who are not improving with treat-
ment or are not progressing toward a positive out-
come (de Jong et al., 2021; Gual-Montolio et al., 2020; 
Lewis et al., 2019). Furthermore, regularly measuring 
outcomes can create a feedback loop that allows the 
provider and patient to test hypotheses, allowing the 
case conceptualization (i.e., the provider’s under-
standing of the patient that informs their treatment) 
to be revised accordingly (Boswell, 2020; Brooks 
Holliday et al., 2021; Christon, McLeod, and Jensen-
Doss, 2015). 

Measurement-Based Care in Clinical 
Practice

There is growing support for use of MBC in clini-
cal practice. The American Psychological Associa-
tion (APA) recently announced the development of 
a professional practice guideline for MBC, and it is 
likely to adopt such a guideline in the near future 
(Boswell et al., 2023). In contrast to CPGs, which 
typically focus on the management of particular 
diagnoses, professional practice guidelines represent 
a broader focus on aspirational best practices. The 
APA’s MBC professional practice guideline would 
aim to increase adoption of MBC among BH provid-
ers (Keepers et al., 2023).

Large integrated health care systems that serve 
veterans and service members have initiated broad 
implementation of MBC in their systems. Among 
large health systems, the VA has emerged as a leader 
in MBC, with its system-wide implementation in 
2016 through the MBC in Mental Health Initiative 
(Resnick and Hoff, 2020). The VA has subsequently 
developed its own model of MBC, recommended a 
core set of MBC standardized tools, and developed 
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an Implementation Planning Guide for MBC (Aldea, 
Johnson, and Alexander, 2021; Barber and Resnick, 
2022; Dollar et al., 2020). The Military Health System 
(MHS) has also committed to monitoring BH out-
comes. DoD has deployed the Behavioral Health Data 
Portal, a means to collect patient symptom data, in 
specialty BH clinics. The portal is being deployed 
across all branches through its integration into the 
functionality of the MHS’s electronic health record, 
which will facilitate and support MBC (Defense 
Health Agency, 2022; Defense Health Agency Pro-
cedural Instruction 6025.13, 2019; Defense Health 
Agency Procedural Instruction 6490.02, 2018). As of 
2018, The Joint Commission requires accredited BH 
organizations to use MBC (Standard CTS.03.01.09) 
(Joint Commission, 2018; Joint Commission, 
undated).

Although most guidance for MBC implementa-
tion has been developed in the context of large, inte-
grated health care systems such as the VA (Brooks 
Holliday et al., 2020; Dollar et al., 2020; Warnecke 
and Teng, 2020; Wrenn, 2016), there is increasing 
evidence for the feasibility and efficacy of imple-
menting MBC in smaller organizations, such as 
community-based clinics. Implementation strate-
gies and best practices are emerging (Albright et al., 
2022; Brooks Holliday et al., 2020; Connors et al., 
2021; Marriott et al., 2023). However, community 
BH clinics have high levels of variation in uptake 
of MBC, and community provider attitudes toward 
MBC vary widely. The reasons for this variation are 
multifactorial (Lewis et al., 2019; Resnick et al., 2020; 
Warnecke and Teng, 2020). Providers’ negative atti-
tudes toward MBC are a major barrier to uptake, as 
are a lack of formal training, administrative burden 
(Keepers et al., 2023; Van Tiem et al., 2022), and 
data-use concerns (Keepers et al., 2023). Later in this 
report, we present MBC implementation consider-
ations and best practices for organizations that serve 
the BH needs of veterans, service members, and their 
families.

Relationship Between Quality 
Measures and Measurement-
Based Care

Using quality measures and MBC are related but 
distinct processes. As an organizational process, 
quality measures allow an organization to assess the 
BH care that it delivers and the outcomes of care 
to groups of patients across a system. In contrast, 
in MBC, clinicians collect data from individual 
patients to engage those patients in discussing symp-
tom changes over time and use this information to 
inform adjustments to their treatment. Regular data 
collection from patients is critical for both processes, 
and the two approaches can be strategically lever-
aged by facilitating streamlined data collection using 
the same standardized tools. Figure 2 illustrates the 
relationship between data used for outcome quality 
measures and MBC. 

Data on symptoms from a standardized tool 
completed by a patient can be used in quality mea-
sures at the organizational level, or they can be used 
for MBC with that individual. On the left side of 
Figure 2, a patient’s data are aggregated with data 
from other patients to determine the organization’s 
performance on outcome quality measures, such as 
the percentage of patients with depression whose 
symptoms indicate symptom improvement within six 
months. On the right, the provider and patient use 
the data during the BH visit. The provider can show 
the patient their own data on depression symptoms 
from that day compared with data over the course 
of their treatment, facilitating a conversation about 
what is working, what is not, and what changes might 
need to be made to the patient’s treatment plan. For 
quality measures, data are collected and combined to 
produce reports on groups of patients. In MBC, the 
data are collected at standardized intervals and made 
available during the patient’s visit so that individual 
progress reports can be discussed. 
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Using Quality Measures: A Core 
Quality Measure Set

As described in previous sections, using quality 
measures and MBC are two related but distinct 
approaches to improving BH care delivery. In this 
section, we focus on using quality measures and 
propose a core set of quality measures to support BH 
care organizations in initiating, expanding, or assess-
ing their BH quality-measurement efforts. Orga-
nizations that provide BH care to veterans, service 
members, and their families could use these quality 
measures to monitor and inform improvements in 
BH care. However, organizations might find it chal-
lenging to determine which quality measures would 
be most useful for their organization. 

We aimed to propose a small set of structure, 
process, and outcome quality measures that would be 
relevant for organizations that deliver psychotherapy 
to veteran and service member populations, with a 
focus on treatment for depression, PTSD, and anxi-
ety. This scope was informed by discussions with 
the project sponsor (an organization that primarily 
provides psychotherapy) and the relatively small size 
of this initial effort, which meant that the process to 
select measures relied largely on the expertise of our 

project team and previous RAND work in BH qual-
ity measures (Hepner, Brown, et al., 2021; Hepner 
et al., 2015; Hepner et al., 2020; Hepner et al., 2017; 
Hepner et al., 2023; Hepner et al., 2016; Watkins 
et al., 2011). It was outside the scope of this effort to 
conduct a formal measure selection and development 
process. Such a process often involves identifying a 
broader set of candidate measures and integrating 
expert panel input, which we have done in prior work 
(Hepner et al., 2015). In addition, measures related to 
medication treatment (e.g., medication duration) or 
transitions of care (e.g., timely outpatient follow-up 
after psychiatric hospitalization discharge), as well 
as quality measures specific to diagnoses outside 
depression, PTSD, and anxiety (e.g., SUD), were 
not considered to be within the scope of this effort. 
Because of the limitations in our approach and scope, 
conducting an expanded process would be a valuable 
next step and could be helpful in building consensus 
around a core set of BH quality measures.

For this initial effort, we reviewed commonly 
used measures for depression, PTSD, and anxiety 
used in recent studies and cited by NQF, APA, DoD, 
and recent recommendations for standards of care for 
veterans (Defense Health Agency, 2022; Farmer et al., 
2022; Mental and Behavioral Health Registry, 2022; 

FIGURE 2

Relationship Between Data for Outcome Quality Measures and Measurement-Based 
Care

The provider tracks scores of an 
individual patient over time and uses 
those scores to engage the patient 

and adjust treatment collaboratively.

Multiple patient scores are 
aggregated to calculate outcome 

measures across an organization.

Using outcome quality 
measures

Using measurement-
based care
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National Quality Forum, 2023). We favored measures 
that were endorsed by a quality measure organiza-
tion or had been previously applied in a military 
population because there would likely be potentially 
useful data to aid in interpretation of results. We also 
favored measures that relied on administrative data 
(coded data that are typically generated automati-
cally from health care encounter data) rather than 
measures that require review of medical record notes, 
which can be labor intensive. Finally, we favored 
outcome quality measures that used standardized 
tools that are reliable, valid, practical to implement; 
are sensitive to capturing change (e.g., change in 
symptoms); have no fee associated with their use; 
and are widely used in practice across organizations 
and settings. We note that the outcome quality mea-
sures that we selected require commonly used stan-
dardized tools to elicit symptom data directly from 
patients (e.g., PHQ-9 to assess depression symptoms). 
These tools are the same standardized tools that can 
be used to provide actionable clinical data for MBC. 
We discuss MBC and the standardized tools that can 
be used later in this report.

The resulting proposed core set includes nine 
quality measures, consisting of five outcome mea-
sures, three process measures, and one structure 
measure (Table 1).4 In the sections that follow, we 
present each of the nine quality measures, including 
the measure statement, numerator and denominator, 
and rationale for each measure. The data elements 
required to calculate the measures and examples of 
contextual data for which these measures have been 
used are summarized in Appendix A. More-detailed 
technical specifications to calculate the measures are 
included in online Appendix B. 

Outcome Quality Measures 

In this section, we describe the five outcome quality 
measures that can be used to assess patient response 
to treatment for three high-priority BH diagnoses 
among veterans and service members: depression, 
PTSD, and anxiety. Outcome quality measures assess 
the impact of treatment, which is arguably what 
patients and payers alike value most. Farmer and 
colleagues (2022) include outcome monitoring using 

TABLE 1

Proposed Core Quality Measure Set to Assess Behavioral Health Care
Measure Title Measure 

Outcome Measures

Depression Response Patients with depression and a 50% reduction of PHQ-9 score at six months

Depression Remission Patients with depression and a PHQ-9 score < 5 at six months

PTSD Response Patients with PTSD and a ≥ 10-point reduction of PCL-5 score at six months

PTSD Remission Patients with PTSD and a PCL-5 score < 23 at six months

Anxiety Response Patients with anxiety and a 25% reduction of GAD-7 score at six months

Process Measures

Symptom Assessment Patients with depression, PTSD, or anxiety with a symptom assessment during a four-month 
measurement period 

Minimal Initial Psychotherapy Patients with depression, PTSD, or anxiety with at least four psychotherapy visits in eight weeks

Minimal Initial Care Patients with depression, PTSD, or anxiety with at least four psychotherapy visits or 
two E&M or medication management visits in eight weeks

Structure Measure

Average Days to 
Appointment

Average days from intake to first appointment with BH care provider is ≤ 15 days

NOTE: E&M = Evaluation and management; PCL-5 = PTSD Check List for Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition; 
GAD-7 = General Anxiety Disorder-7 item. 
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standardized tools in the definition of high-quality 
care for veterans. 

The outcome quality measures that we selected 
use three standardized tools to assess patient symp-
toms. The recommended standardized tools are also 
included in the core set recommended by the Ken-
nedy Forum (an organization focused on advocacy 
for access to quality BH care) to support broader use 
of both BH quality monitoring and MBC (Kennedy 
Forum, undated). Aligning the standardized tools 
used for quality measures and MBC has the advan-
tage of streamlining clinical workflow and improv-
ing rates of standardized tool administration for 
both purposes.

Depression Outcome Quality Measures

Depression is common among veterans and service 
members. A national survey showed that preva-
lence of depression in veterans was 7.2 percent in 
2015–2016 (Liu et al., 2019). From 2016 through 2020, 
456,293 active component service members were 
diagnosed with at least one mental health disorder; 
depressive disorders accounted for 16.5 percent of 
those diagnoses (Armed Forces Health Surveillance 
Division, 2021). Our core set includes two depres-
sion outcome quality measures: one that assesses 
whether a patient’s depression symptoms changed, 
which indicates a response to treatment (i.e., a 
clinically significant improvement), and one that 
assesses whether symptom change was indicative 
of depression remission. 

The two outcome quality measures assess rates 
of response to treatment and remission during a 
period of six months (±60 days) following the initial 
or index visit during which the diagnosis of major 

depression or dysthymia was made (Table 2). This 
six-month period (±60 days) is referred to as the mea-
surement period.5 Patients included in the denomi-
nator (patients who are eligible for the measure) are 
those with a PHQ-9 score greater than 9, which is 
indicative of depression of at least moderate severity 
(Kroenke, Spitzer, and Williams, 2001). Response to 
treatment (the numerator or patients demonstrating 
the desired outcome) is defined as the last PHQ-9 
score during the measurement period showing 
a 50 percent or greater reduction from the index 
PHQ-9 score. Remission is defined as the last PHQ-9 
score during the measurement period being lower 
than 5. During treatment and in conjunction with 
the use of MBC, a patient can accrue several PHQ-9 
scores over the course of care. For these quality 
measures, the score used to determine response and 
remission is the last score of the measurement period.

These outcome quality measures assess improve-
ment in depression symptoms in adults using the 
PHQ-9 (Nandakumar et al., 2019).6 The PHQ-9 is a 
nine-item standardized tool that has demonstrated 
validity in its use to assist in the diagnosis of depres-
sion, monitor symptom severity, and to assist in 
the development and ongoing management of the 
patient’s treatment plan by monitoring symptom 
change over time. The PHQ-9 also includes a single 
item that assesses suicidal ideation (Kroenke, Spitzer, 
and Williams, 2001; Simon et al., 2013). Possible 
PHQ-9 scores range from 0 to 27. A five-point drop 
in PHQ-9 score is considered a minimally clini-
cally significant difference (Trivedi, 2009). CPGs 
recommend the regular use of a standardized tool 
to monitor depression symptoms over time to guide 
treatment and support patient-centered care (Trangle 

TABLE 2

Outcome Quality Measures for Depression

Measure Title Measure Statement Denominator Numerator

Depression Response Patients with depression with 
response to treatment in six 
months

Patients with major depression 
or dysthymia and an initial 
PHQ-9 score > 9

Patients with a 50% reduction 
or greater from index PHQ-9 
score at six months

Depression Remission Patients with depression in 
remission in six months

Patients with major depression 
or dysthymia and an initial 
PHQ-9 score > 9

Patients with a PHQ-9 score < 5 
at six months

SOURCE: National Quality Forum, 2023. 
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et al., 2016; U.S. Department of Veterans Affairs 
and U.S. Department of Defense, 2022). We selected 
these measures because they are NQF-endorsed, are 
regularly reviewed and tested by the measure devel-
oper, and have been used in various settings with 
public reporting of results (National Quality Forum, 
undated-a). The PHQ-9 can also be used in MBC.

Posttraumatic Stress Disorder Outcome 
Quality Measures

According to the National Center for PTSD, the 
prevalence of PTSD in veterans who have served in 
Iraq or Afghanistan is about 11 to 20 percent (U.S. 
Department of Veterans Affairs, undated). Among 
the 456,293 active component service members 
who were diagnosed with at least one mental health 
disorder from 2016 to 2020, PTSD accounted for 
7.7 percent of those diagnoses (Armed Forces Health 
Surveillance Division, 2021). We included two PTSD 
outcome quality measures: one that assesses response 
to treatment for PTSD and one that assesses response 
that is indicative of remission.

These two PTSD outcome quality measures, 
like the depression outcome quality measures, assess 
response to treatment during a similar measure-
ment period of six months (±60 days) after the ini-
tial or index visit (Table 3). Patients included in the 
denominator are those with a PCL-5 score of 29 or 
higher. The PCL-5 is based on the DSM-5 criteria 
for the diagnosis of PTSD (Blanchard et al., 1996).7 
The PCL-5 is a patient-reported, 20-item standard-
ized tool that can be used to assist in the diagnosis 
of PTSD, monitor symptom severity, and assist in 
the development and ongoing management of the 
patient’s treatment plan (Bovin et al., 2016; Weath-

ers et al., 2013; Wortmann et al., 2016). PCL-5 scores 
range from 0 to 80. Initial studies of the PCL-5 sug-
gest that a PCL-5 cutoff score between 31 and 33 is 
indicative of probable PTSD. However, the popula-
tion of interest and the purpose of the screening 
might warrant different cutoff scores (Weathers 
et al., 2013). A lower cutoff score increases the inclu-
sion of cases in a population that is likely to be at 
risk for PTSD but could also increase the number 
of false positives. For example, the Defense Health 
Agency (DHA), the agency tasked with overseeing 
care delivered by the MHS to service members and 
their dependents, uses a cut point of 29 in its PTSD 
outcomes measures (Defense Health Agency Pro-
cedural Instruction 6490.02, 2018). This same cut 
point was also used in a RAND study of predictors 
of BH treatment outcomes among active component 
soldiers with PTSD (Hepner et al., 2020). Response to 
treatment is defined as the last PCL-5 score during 
the measurement period showing at least a 10-point 
reduction from the index PCL-5 score. Although 
a five-point reduction is indicative of change, a 
10-point reduction is considered clinically signifi-
cant (Weathers et al., 2013). Remission is defined as 
the last PCL-5 score during the measurement period 
being less than 23.8 This definition of remission cor-
responds to the definition used in the RAND study 
of BH outcomes in active component soldiers with 
PTSD (Hepner et al., 2020). 

There are no PTSD measures endorsed by the 
NQF. The proposed measures are patterned after 
the NQF-endorsed depression response and remis-
sion quality measures and the PTSD outcome qual-
ity measures that have been used in prior RAND 
studies (Hepner et al., 2020; Hepner et al., 2017). 
Like the depression CPG, the VA and DoD CPG for 

TABLE 3

Outcome Quality Measures for Posttraumatic Stress Disorder

Measure Title Measure Statement Denominator Numerator

PTSD Response Patients with PTSD with 
response to treatment in 
six months

Patients with PTSD and a 
PCL-5 score ≥ 29

Patients with a ≥ 10-point 
reduction from index PCL-5 
score at six months

PTSD Remission Patients with PTSD in 
remission in six months

Patients with PTSD and a 
PCL-5 score ≥ 29

Patients with a PCL-5 score 
< 23 at six months 

SOURCE: Hepner et al., 2020.
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PTSD recommends the regular use of a standardized 
tool to monitor PTSD symptoms over time to guide 
treatment and support patient centered care (U.S. 
Department of Veterans Affairs and U.S. Depart-
ment of Defense, 2017).9 The PCL-5 can also be used 
for MBC. 

Anxiety Outcome Quality Measure

A recent study of 48,695 veterans who separated 
from active-duty service in the 90 days prior to 
August–November 2016 revealed that 34 percent of 
veterans screened positive for one or more probable 
BH conditions, 73 percent of whom screened positive 
for a probable anxiety disorder (Aronson et al., 2020). 
Among the 456,293 active component service mem-
bers who were diagnosed with at least one mental 
health disorder from 2016 to 2020, anxiety disorders 
accounted for 6.7 percent of those diagnoses (Armed 
Forces Health Surveillance Division, 2021). Inci-
dence rates of anxiety disorders per 1,000 active-duty 
service members increased from 1999 to 2018 and 
ranged from 0.01 to 23.7 (Russell et al., 2022). We 
propose one outcome measure that assesses response 
to treatment for anxiety. No analogous measure has 
been proposed for anxiety remission. 

This quality measure assesses response to treat-
ment during a period of six months (±60 days) fol-
lowing the initial or index visit where the diagnosis 
of anxiety was made (Table 4). Patients included in 
the denominator are those with a seven-item Gen-
eral Anxiety Disorder (GAD-7) score of 8 or higher, 
which is indicative of at least moderately severe 
anxiety.10 GAD scores range from 0 to 21. Response 
to treatment is defined as the last GAD-7 score 
during the six-month measurement period show-
ing a 25 percent or greater reduction from the index 
GAD-7 score.

The anxiety outcome quality measure uses the 
GAD-7, which is a seven-item tool that can be used 
to assist in the diagnosis of anxiety, document initial 
symptom severity, and monitor the patient’s response 
to treatment over time; possible scores range from 
0 to 21 (Spitzer et al., 2006; Toussaint et al., 2020). 
The measure is included in the APA Mental and 
Behavioral Health Registry, which was approved by 
CMS to participate in MIPS as a Qualified Clinical 
Data Registry in 2022 (APA, 2023). The GAD-7 can 
also be used for MBC.

Accounting for Patient Characteristics in 
Outcome Quality Measures

Outcome quality measures are used to assess the 
quality of care provided by an organization, but 
outcomes can be affected by other factors, such as 
patient characteristics. Thus, outcome quality mea-
sures can be risk-adjusted to account for differences 
among patients that existed before treatment began, 
such as clinical, demographic, social, and func-
tional characteristics. Risk adjustment is a statistical 
technique that helps “level the playing field” when 
comparing performance between different providers 
by using available data to compensate for worse out-
comes among patients who have characteristics that 
are have been demonstrated to be associated with 
poor outcomes (Hermann, Rollins, and Chan, 2007; 
Jha and Zaslavsky, 2014). 

The use of risk adjustment for social and func-
tional characteristics has become controversial with 
respect to whether it advances equity or perpetuates 
inequity (National Quality Forum, 2022b). Critics 
point out that adjusting for social characteristics, 
such as income or education, reinforces lower stan-
dards of care for these patients and makes it more 
difficult to assess real differences in care quality 
among providers serving disadvantaged patients. 

TABLE 4

Outcome Quality Measure for Anxiety

Measure Title Measure Statement Denominator Numerator

Anxiety Response Patients with anxiety 
with response to 
treatment in six months

Patients with anxiety 
and a GAD-7 score ≥ 8

Patients with 25 percent or 
greater reduction on last 
GAD-7 score at six months

SOURCE: Mental and Behavioral Health Registry, 2022.
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Supporters of risk-adjusting outcome quality mea-
sures emphasize that without it, health care provid-
ers are incentivized to avoid providing services to 
patients most in need, which perpetuates inequity 
through lack of access to care. Risk adjustment must 
therefore be considered and performed carefully.

The NQF has recently released guidance on best 
practices for adjustment of social and functional risk 
factors in quality measurement for measure develop-
ers (National Quality Forum, 2022b). The authors 
suggest that measure developers use a conceptual 
model that illustrates possible pathways between 
the social and functional risk factors, clinical fac-
tors, quality of care, and the measured health care 
outcome. The guidance establishes a minimum set 
of social and functional risk factors that must be 
considered in the conceptual model: age; gender; 
race; ethnicity; an indicator of urbanicity or rural-
ity; an indicator of poverty, such as eligibility for 
Medicaid, lower educational attainment, or lower 
income; indices of social vulnerability, such as the 
Agency for Healthcare Research and Quality SES 

Index score; and indicators of frailty and disability, 
such as limited activities of daily living, vision or 
hearing loss, cognitive impairment, or eligibility for 
disability programs. There is not a clear consensus 
about the utility of race in risk-adjustment models. 
Race is a multidimensional concept that can point 
toward numerous influences, including discrimina-
tion and bias, genetic or epigenetic predisposition to 
disease, environmental factors, access to health care, 
and socioeconomic status. The guidance therefore 
recommends consideration of race on a case-by-case 
basis, informed by the possible factors identified in 
the conceptual model. 

The guidance pertains to measure developers 
rather than measure implementers. Because of the 
lack of consensus on the value of and approach to 
risk adjustment and the complexities involved for BH 
organizations to implement such models, it might 
not be practical for BH organizations to risk-adjust 
quality measures. Instead, stratified reporting of 
outcome quality measures could be a more practical 
approach.11 The NQF guidance recommends report-
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ing stratified outcome quality measures to identify 
disparities in care among subgroups of patients. For 
example, NQF recommends that outcomes be strati-
fied by race, ethnicity, an indicator of urbanicity or 
rurality, an indicator of poverty, and an indicator of 
disability. An organization should consider the vari-
ables that are most relevant for its setting and popu-
lation. Because the number of individuals in certain 
groups might be small, it could be necessary to pick a 
minimum number of patients that need to be in any 
subgroup to be meaningful; ten or fewer is a common 
cutoff used by CMS for public reporting.

Limitations of Proposed Outcome Quality 
Measures

There are limitations in the five outcome quality 
measures in our proposed set. These measures all rely 
on standardized tools to elicit self-report of symp-
toms from patients. Therefore, for those patients 
who are not proficient in English, alternate language 
versions of the tools or a qualified interpreter must 
be available. The use of these standardized tools 
increases the time and data-collection burden to 
generate the quality measure scores. However, the 
burden might be more tolerable to patients if they 
see how these data can also be used to guide their 
own care via MBC. The outcome measure symptoms 
being assessed might not be a patient’s primary con-
cern. For example, there is an interest in outcome 
quality measures that assess other outcomes, such 
as functioning and quality of life. However, to date, 
it has been challenging to identify a functioning or 
well-being self-report measure that meets minimal 
criteria (e.g., sensitive to change, brief, available for 
use at no cost) (Hepner, Roth, et al., 2021). 

Process Quality Measures 

Process quality measures reflect care recommenda-
tions contained in CPGs that would support achiev-
ing better health outcomes. Care provided or rec-
ommended to a patient is largely under the control 
of the provider. Therefore, identified deficiencies 
in provision of recommended care can guide qual-
ity improvement efforts. We selected three process 
measures for assessing quality of BH care that can be 
applied to patients with depression, PTSD, or anxiety. 
The process measures assess the monitoring of BH 
symptoms, receipt of minimal initial psychotherapy, 
and receipt of minimal initial care. These measures 
were selected as most appropriate for organizations 
primarily providing psychotherapy services. Other 
important BH process measures include assessing 
medication management (e.g., duration of a newly 
prescribed medication, follow-up after initiating a 
new medication) and transitions of care (e.g., follow-
up after hospitalization or emergency room visit for a 
BH condition).12 We do not discuss measures of this 
type in this report because they are more relevant to 
care delivery systems that provide broader services.

Symptom Assessment Quality Measure

The quality measure of assessment of symptom 
severity is applied to patients with depression, PTSD, 
or anxiety and uses a standardized tool at regular 
intervals during treatment. It also specifies the pre-
ferred standardized tool to use to assess symptom 
severity for each of the three conditions. These symp-
tom assessments contribute data that are used to 
compute the depression, PTSD, and anxiety outcome 
quality measures. 

This measure focuses on symptom assessment 
of depression, PTSD, and anxiety at regular inter-
vals during treatment (Table 5), including a baseline 
(index) assessment and follow-up measurements at 

TABLE 5

Process Quality Measure for Symptom Assessment

Measure Title Measure Statement Denominator Numerator

Symptom Assessment Symptom assessment 
with standardized tool

Patients with a diagnosis of 
depression, PTSD, or anxiety

Patients with a symptom 
assessment during a four-month 
measurement period
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least once in four-month measurement intervals, 
which is a minimal standard that seeks to promote 
the need for regular symptom assessment using the 
same standardized tool during treatment. When 
MBC is used, symptom assessment would be done 
more frequently. 

VA and DOD CPGs for depression and PTSD, 
as well as recommended standards for high-quality 
veterans’ care, support the use of a standardized 
symptom assessment tool to guide initial treatment 
planning and monitor ongoing response to treatment 
(Farmer et al., 2022; U.S. Department of Veterans 
Affairs and U.S. Department of Defense, 2017; U.S. 
Department of Veterans Affairs and U.S. Department 
of Defense, 2022). In addition, the APA Mental and 
Behavioral Health Registry includes a measure that 
supports the regular use of a standardized tool to 
assess symptom severity of anxiety (APA, 2023). The 
depression measure is based on the MN Community 
Measurement measure, which was endorsed by NQF 
until December of 2022 (National Quality Forum, 
2023). We have extended the measure application to 
include PTSD and anxiety. Using a standardized tool 
to assess symptoms at the start of care and through-
out the course of care provides a means with which to 
establish symptom severity and track symptoms and 
response to treatment over time. The recommended 
standardized tools for this measure are the PHQ-9 
for depression, the PCL-5 for PTSD, and the GAD-7 
for anxiety, which are the tools used in the previously 
described outcome quality measures. 

Minimal Initial Psychotherapy and Care 
Quality Measures

These two quality measures assess receipt of minimal 
initial care for patients with a new treatment episode 
of depression, PTSD, or anxiety. We define a new 

treatment episode as starting care for the diagnosed 
condition with no treatment for that condition in 
the prior six months. One quality measure focuses 
on the receipt of initial psychotherapy, and the other 
assesses initial care that includes either psychother-
apy or medication treatment. 

The first measure defines minimal initial care 
for patients with a new treatment episode of depres-
sion, PTSD, or anxiety as at least four psychotherapy 
visits within eight weeks (Table 6). The second mea-
sure defines minimal initial care for those patients as 
at least four psychotherapy visits or two evaluation 
and management (E&M) or medication management 
visits within eight weeks.

Treatment for a new episode of depression, 
PTSD, or anxiety requires timely treatment, defined 
here as a minimum amount of care received in the 
first eight weeks after the new episode. CPGs for the 
management of depression and PTSD do not specify 
an exact frequency of required visits but do indicate 
the need for frequent encounters in the early treat-
ment period for patient assessments (U.S. Depart-
ment of Veterans Affairs and U.S. Department of 
Defense, 2017; U.S. Department of Veterans Affairs 
and U.S. Department of Defense, 2022). However, 
there is some evidence that a higher frequency of 
initial treatment sessions for depression and anxi-
ety during the first three months is associated with 
improvement and recovery (Tiemens et al., 2019). 
Because treatment (psychotherapy, medication, or 
both) can vary depending on clinical indication, 
patient preference, and services offered, we present 
two versions of a process measure for initial care. The 
first measure, which focuses on psychotherapy, might 
be most appropriate for organizations that deliver 
primarily psychotherapy services. The measure is 
also included among the recommended standards for 

TABLE 6

Process Quality Measures for Minimal Initial Psychotherapy and Care

Measure Title Measure Statement Denominator Numerator

Minimal Initial 
Psychotherapy

Receipt of minimal initial 
psychotherapy

Patients with a new treatment episode 
of depression, PTSD, or anxiety

Patients with at least four psychotherapy 
visits in eight weeks

Minimal Initial Care Receipt of minimal initial 
care 

Patients with a new treatment episode 
of depression, PTSD, or anxiety

Patients with at least four psychotherapy 
visits or two E&M or medication 
management visits in eight weeks
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high-quality care for veterans (Farmer et al., 2022). 
The second measure is more inclusive and includes 
psychotherapy visits or E&M or medication manage-
ment visits. This measure would be appropriate for 
organizations that provide both psychotherapy and 
medication treatment and management services. 

Accounting for Patient Characteristics in 
Process Quality Measures

Unlike outcome quality measures, accounting for 
patient characteristics through risk adjustment is 
typically not performed on process measures. In 
some cases, it might be appropriate to adjust process 
measures when the process being measured could 
reflect other factors, such as patient adherence or 
resources (Rubin, Pronovost, and Diette, 2001). 
However, high-quality care should be equitable, and 
health care processes should not vary by social or 
functional characteristics for patients with the same 
clinical characteristics. In addition to measures 
aggregated over the population, stratified process 
measures should also be presented. Doing so can help 
identify potential health disparities across patient 
subgroups. The social and functional risk factors rec-
ommended for stratification of outcome quality mea-
sures are likely also appropriate for process measures: 
race, ethnicity, an indicator of urbanicity or rurality, 
an indicator of poverty, and an indicator of disability 
(National Quality Forum, 2022b). Therefore, col-
lecting data on these characteristics is important. 
Again, because the number of individuals in certain 
groups could be small, it might be necessary to pick a 
minimum number of patients that need to be in any 
subgroup to be meaningful; ten or fewer is a common 
cutoff used by CMS for public reporting.

Limitations of Proposed Process Quality 
Measures

In this core set, we selected only three of many 
possible process measures. The selected measures 
are highly feasible because they can be generated 
using administrative data. However, hey are lim-
ited because they assess care at a minimal level. 
The assessment of symptoms measure encourages 
repeated assessment but at a minimal level of fre-
quency that would not support MBC. The minimal 

initial care measures do not assess whether the 
psychotherapy delivered was among the recom-
mended types of psychotherapy for the condition 
being treated, because that typically requires medi-
cal record review. The quality measure set also does 
not assess other aspects of BH care, such as receipt 
of recommended medication or the handling of 
transitions of care (e.g., receiving a timely outpatient 
appointment after discharge from a psychiatric inpa-
tient facility). Finally, these quality measures have 
not been validated in terms of their ability to predict 
improved outcomes.

Structure Quality Measure

Structure quality measures provide information 
about aspects of the organization that delivers care, 
the services available, and access to those services; 
the goal is timely access to care. For organizations 
that facilitate a patient’s access to BH care, the wait 
time to the receipt of an initial appointment with a 
BH provider is an important measure to evaluate how 
well one aspect of the goal of timeliness of care is 
met. We selected one structure measure that assesses 
initial access to care.

Structure Measure for Average Days to 
Appointment for Behavioral Health Care

This measure focuses on the average number of days 
from the time an individual requests services and has 
completed an intake assessment to the first scheduled 
appointment with a BH provider (Table 7). 

The goal of many community organizations that 
serve veterans and service members is to facilitate 
access to community BH providers and initiate care. 
The MHS monitors access to care, and the goal for 
service members with a referral to specialty care 
(both BH and non-BH care) is to receive care within 

TABLE 7

Structure Quality Measure of Average 
Days to First Appointment

Measure Title Measure Statement

Average Days to 
Appointment

Average days from intake to first booked 
appointment is 15 days or less
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28 days of referral (U.S. Government Accountability 
Office, 2016). A similar standard has been recom-
mended for high-quality care for veterans (Farmer 
et al., 2022). However, the MHS also strives to achieve 
receipt of care within seven days for an initial, non-
urgent self-referral (U.S. Government Accountability 
Office, 2016). The differences in measures for self-
referral and specialty referral might reflect the time 
required for approval of a referral versus an appoint-
ment secured with a patient’s current provider. 
However, these differing measures can confuse those 
delivering care about what the relevant maximum 
time span should be (Inspector General, 2020). The 
VA standard for wait time for a BH appointment is 
20 days (U.S. Department of Veteran Affairs, 2019; 
Feyman, Asfaw, and Griffith, 2022). In an evaluation 
report for fiscal year 2021, the MHS stated a goal of 
receipt of specialty care (BH and non-BH) within 
15 days of referral (Defense Health Agency, 2022). 
The measure presented here is concordant with that 
15-day goal. 

Accounting for Patient Characteristics in 
Structure Quality Measures

Similar to process measures, accounting for patient 
characteristics through risk adjustment is typically 
not performed on structure measures; high-quality 
care should be equitable, and access to health care 
should be determined by clinical characteristics or 
resources rather than demographic characteristics 
or resources. In addition to computing measures for 
the entire population, structure measures should be 
stratified. Stratification breaks down the measures 
by patient subgroups so differences can be observed. 
Like with outcome and process measures, risk factors 
recommended for stratification include race, ethnic-
ity, an indicator of urbanicity or rurality, an indicator 
of poverty, and an indicator of disability. Subgroups 
of ten or fewer patients are likely too small for the 
data to be meaningful, if reported (National Quality 
Forum, 2022b). Organizations should collect data on 
characteristics relevant to their patient population to 
enable stratification. 

Limitations of Proposed Structure Quality 
Measure

Although we included only one structure measure in 
our proposed set, other structure measures might be 
of value in the future. Another time frame that could 
be of interest and similarly tracked is the average 
days from the time a patient submits an indication 
of interest in the organization’s services to the date 
of the organization’s first contact with or intake of 
the patient. Other examples of important aspects of 
structure that we do not address include number of 
available providers, days and hours of operation, ease 
of contact and communication with organization 
personnel, and percentage of providers trained in 
military and veteran cultural competency. 

Using Measurement-Based 
Care: Key Considerations

In this section, we discuss key considerations for 
using MBC. Our overview is based on a Collect-
Share-Act model, which provides a useful context 
for understanding MBC and considerations for its 
implementation (Figure 3). Our model was informed 
by prior Collect-Share-Act models for MBC (e.g., 
APA, 2022a; Barber and Resnick, 2022) but empha-
sizes best practices suggested by Brooks Holliday 
and colleagues (Brooks Holliday et al., 2020) and 
describes the needed key organizational capabili-
ties. We focus on application of MBC for depression, 
PTSD, and anxiety.

The Collect-Share-Act model refers to the three 
stages of the clinical process of MBC. In the first 
stage, the provider collects data from the patients. 
Information on symptoms is elicited by adminis-
tering a standardized tool to measure the patient’s 
symptoms. Although MBC does not have to focus 
on symptoms, it is the most common application in 
BH and our focus in this report. In the second stage, 
the provider shares the data with the patient and 
engages the patient in a discussion about their scores, 
ideally supported by a graphical plot of the patient’s 
symptoms over time. In the third and final stage, the 
provider and patient discuss the data and engage in 
shared decisionmaking on how they will act on the 
information, in terms of treatment adjustments that 
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may need to be made. This model also highlights 
the underlying organizational capabilities needed to 
support implementation of MBC. Organizations will 
need to decide whether to invest in a platform for 
data collection and enhance visualization of patient 
progress. Organizations will also need to invest in 
provider training. 

Next, we use the Collect-Share-Act model to 
describe the clinical process and relevant organiza-
tional considerations for using MBC at each stage.

Collect

In the Collect stage, the provider selects, introduces, 
and administers standardized tools. The provider 
should select standardized tools that are appropriate 
for the patient. During the first visit with the patient, 
the provider discusses the rationale for using MBC 
and explains how the standardized tools will be used 
to track the patient’s progress and assess the need 
to make changes to the treatment plan. The selected 
standardized tools should be administered at the first 
appointment and then repeatedly on a regular sched-
ule. The rationale for MBC should be repeated during 
treatment to support patient engagement.

Select Appropriate Standardized Tools

Providers should select one or more standardized 
tools that are relevant to the patient’s presenting 
diagnoses. Standardized tools should ideally meet 

several criteria to minimize barriers to uptake 
(Connors et al., 2021; Kennedy Forum, undated). 
They should be short: Patients should not have to 
spend a significant amount of time completing the 
standardized tools, because they will need to be com-
pleted frequently. They should also be sensitive to 
change over the relevant time interval of treatment: 
They should be able to detect meaningful changes 
in symptoms in response to treatment. Lastly, they 
should be free for providers to administer: Some stan-
dardized tools require providers to pay a fee for each 
administration. 

For depression, the PHQ-9 meets these crite-
ria. Although there are many available options for 
depression (Hong et al., 2021; Liebmann, Resnick, 
and Stacy, 2022), many common standardized tools 
do not meet the minimum criteria. For example, 
the Beck Depression Inventory-II is not free, and 
the Center for Epidemiologic Studies–Depression 
Scale and the Zung Depression Scale are not short. 
The PHQ-9 is also the most used standardized tool 
for depression by the VA and DoD, which indicates 
its appropriateness and relevance for veteran and 
military populations (Liebmann, Resnick, and Stacy, 
2022; Resnick and Hoff, 2020). Furthermore, con-
sensus appears to support use of the PHQ-9 for MBC 
outside the VA and DoD (Kennedy Forum, undated). 
For PTSD, the PCL-5 fits all these criteria. It is also 
widely used by the VA and DoD, as well as in non-
veteran civilian populations (Connors et al., 2021; 

FIGURE 3

Model of Measurement-Based Care
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Liebmann, Resnick, and Stacy, 2022; Resnick and 
Hoff, 2020; Wrenn, 2016). A recent VA study estab-
lished benchmarks for nonresponse to treatment for 
the PCL-5, bolstering its utility for MBC in veteran 
populations (Darnell et al., 2023). For anxiety, the 
GAD-7 meets these criteria. Other commonly used 
standardized tools do not meet at least one of these 
criteria. For example, the Beck Anxiety Inventory is 
not free. Like the PHQ-9, the GAD-7 is the anxiety 
MBC standardized tool that is most used by the VA 
and DoD, and it is used more broadly (Connors et al., 
2021; Liebmann, Resnick, and Stacy, 2022; Resnick 
and Hoff, 2020; Wrenn, 2016).

Note that these tools—the PHQ-9, PCL-5, 
and GAD-7—are the same standardized tools that 
underly the core set of outcome quality measures 
described in previous sections. Aligning these 
standardized tools will further reduce barriers for 
community-based organizations to implement MBC 
if they already use quality measures, or vice versa. 
The main difference in workflow for using standard-
ized tools in quality measurement and MBC will be 
that the standardized tools will need to be admin-
istered at more-frequent intervals in MBC than is 
required for the quality measures.

Provide Strong Rationale

Prior work has suggested that patients and provid-
ers are more likely to agree that MBC is a valuable 
part of care when the provider has provided a strong 
rationale for MBC (Brooks Holliday et al., 2021). 
Patients are likely to be unfamiliar with MBC—even 
those patients who have received BH treatment 
in the past. Providers should begin by providing 
patients with a strong rationale for why they use 
MBC and what the process will involve. Patients are 
more willing to complete standardized tools and 
engage in MBC if providers spend time explaining 
the importance of the data (Brooks Holliday et al., 
2020). The provider might want to use educational 
materials to promote understanding and engagement 
and give the patient an opportunity to ask questions 
(Martin-Cook et al., 2021). 

Patients might have concerns about the use of the 
data for purposes other than MBC and whether the 
privacy of their data could be compromised. These 

concerns might be especially salient for veterans, who 
have expressed concern about the privacy of MBC 
data within the VA and have cited beliefs that such 
data could negatively affect their service connection 
rating or disability benefits (Brooks Holliday et al., 
2020). The strong rationale should continue to be 
reinforced over the course of treatment, not only at 
the initial visit (Brooks Holliday et al., 2021). Reiter-
ating the rationale for MBC multiple times may be 
especially important to encourage patients with cog-
nitive limitations to complete the standardized tools 
(Brooks Holliday et al., 2021).

Administer Standardized Tools Repeatedly

The selected standardized tools are administered 
repeatedly to track patient’s progress over time. Most 
published studies of MBC administer standardized 
tools at every session (de Jong et al., 2021). Providers 
and organizations can opt to collect data less often, 
but this is discouraged for several reasons. First, less 
frequent collection of standardized tools is less useful 
for tracking trends; there is little evidence on the 
efficacy of MBC when standardized tools are admin-
istered less frequently than weekly or at every visit. 
Furthermore, collecting the standardized tools at 
every visit makes MBC more familiar and routine to 
patients. Finally, standardized and consistent work-
flows are easier to implement and maintain than 
intermittent or variable routines. 

To reliably collect standardized tools at each 
visit, the organization or practice needs to sensibly 
fit MBC into the clinical workflow (Brooks Holliday 
et al., 2020). Most commonly, standardized tools in 
MBC are completed after checking in for a visit, but 
before seeing the provider. This process requires the 
patient to arrive early and for there to be some way 
for the patient to fill out the correct standardized 
tools on paper, a tablet, or a computer. Completing 
standardized tools before a visit allows data to be 
entered or populated prior to the start of the visit. In 
the context of a large integrated health care system, 
this function might be done by front office staff or 
others handling patient check-in; community clinics 
might not have such personnel available. Alterna-
tively, patients could complete standardized tools on 
their own before arriving at the visit if the standard-
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ized tools are available to be completed on paper 
or through an MBC platform on the patient’s own 
computer or mobile device. This method could be 
less reliable because patients might not remember to 
complete the standardized tools before they arrive. 
Patients could be prompted to complete the stan-
dardized tools right before the appointment time, but 
if prompted too close to the appointment time they 
might not have enough time to complete the tools. 
If patients are prompted to complete the standard-
ized tools too far in advance of the visit, there could 
be concerns about identifying clinically significant 
findings that would need to be addressed immedi-
ately (e.g., suicidal ideation reported on the PHQ-9) 
(Turvey et al., 2019). If the organization or practice 
does not have the ability to administer standard-
ized tools before the patient sees the provider, the 
tools could be administered by the provider at the 
beginning of the visit. Administering the tools at the 
beginning of the visit reduces the amount of treat-
ment time spent with the patient, more so if patients 
are completing multiple standardized tools. If the 
assessments are done on paper, the provider may 
have to spend some time during the visit totaling the 
scores, documenting the scores, and adding the new 
scores to graphs being used to visualize the data.

Accommodating patients with language dif-
ferences and cognitive or physical impairments is 
another essential consideration for providing equal 
access to high-quality BH care. Difficulty adminis-
tering assessments to patients with visual, auditory, 
physical, or cognitive impairments has been cited as 
a barrier to implementing MBC in the VA (Aldea, 
Johnson, and Alexander, 2021; Brooks Holliday 
et al., 2020). Having standardized tools available in 
the patient’s preferred language would also remove 
important barriers for therapists in the community 
(i.e., outside the MHS or large health systems) (Lui 
et al., 2022). Organizations and practices need to 
consider the accessibility capabilities of MBC data 
platforms if they are used.

Share

In the Share stage, the provider engages the patient 
in a discussion of the standardized tool scores. 
At each visit during which standardized tools are 

administered, the provider reviews the patient’s 
responses and engages the patient in a discussion 
about their responses. The provider should also 
discuss the current scores in the context of prior 
scores using a graph, helping the patient understand 
whether observed trends are evidence of improve-
ment or decline. 

Discuss Standardized Tool Scores After Each 
Administration

Research suggests that patients may be less likely 
to see the value of MBC as part of their care if the 
provider does not discuss results with the patient 
(Brooks Holliday et al., 2021). Thus, providers should 
ensure that they discuss scores from the standardized 
tool, preferably after each administration. Patients 
need to be engaged regularly in the discussion of 
their results to reinforce the rationale for MBC and 
facilitate shared decisionmaking. 

Use Graph to Show Progress

Research also suggests that it is a best practice to 
plot standardized tool scores over time graphically, 
providing a visual of the patient’s symptom change 
from visit to visit (Brooks Holliday et al., 2020; Jones, 
Gaffney, and Unger, 2023). Patients who see these 
data in a graph tend to understand the rationale for 
MBC more readily (Brooks Holliday et al., 2021). 
Scores could also be converted to standardized scores 
(such as a T-score), which could help aid interpreta-
tion if multiple standardized tools with different 
scales are being used (de Beurs, Boehnke and Fried, 
2022). Patients might also find value in graphs that 
incorporate elements to help contextualize and inter-
pret their scores at different points in time. Such 
elements could include color-coded interpretive 
ranges (e.g., scores at this threshold are considered 
mild severity and shown by a shaded background) 
or markers of life events or treatment milestones at 
the relevant timepoints (e.g., a line marking a signifi-
cant life stressor or a change to the treatment plan) 
(Hepner et al., 2019).

Engage Patient in Discussion About Trends

Providers should engage patients in a discussion of 
whether the data are representative of their subjective 
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experience, probe for areas where there are differ-
ences in their understanding and the patient’s under-
standing, and explore the context for the patient’s 
responses (Brooks Holliday et al., 2021). If there are 
discrepancies, the provider can help promote a pro-
ductive discussion by exploring the time frame that 
the patient was using to represent the scores, differ-
ent language the patient might be using to represent 
their feelings, or emotional avoidance (Marriott 
et al., 2023). Providers can also engage patients in 
discussions about their scores compared with prior 
scores or a benchmark score, or broken out into 
individual items reflecting specific symptoms and 
how these symptoms relate to the patient’s ability to 
function in daily life and carry out their responsi-
bilities (Jones, Gaffney, and Unger, 2023; Marriott 
et al., 2023). The provider and patient should come 
away with a shared understanding of whether symp-
toms are improving, deteriorating, or stable, as well 
as what accounts for any changes over time, such 
as stressful events or effective use of coping skills 
(Brooks Holliday et al., 2021).

Act

In the Act stage, the provider and patient discuss 
what changes, if any, need to be made to the treat-
ment plan. If adjustments to the treatment plan need 
to be made, the provider and patient should come up 
with possible options together and make a plan that 
reflects the patient’s goals and preferences. Together, 
they should also decide when they will check in to see 
how the plan is working and whether further adjust-
ments need to be made. 

Assess and Discuss Whether Treatment 
Adjustments Are Needed

The discussion of the score and trends over time 
might indicate that treatment adjustments are 
needed. The provider should make an assessment 
using their professional judgment and discuss that 
assessment with the patient. MBC data platforms 
could enable features to help with these assessments 
by providing expected levels of improvement using 
the patient’s diagnosis and time in treatment or advi-
sories to the provider that scores are not improving 

as expected (Gual-Montolio et al., 2020). Importantly, 
organizations and practices must have a plan for 
what to do if suicidal risk is uncovered through MBC 
(Martin-Cook et al., 2021).

Collaborate on Plan

The provider and patient should engage in shared 
decisionmaking regarding what, if anything, to 
adjust about their work together or the overall treat-
ment plan. Any changes should reflect the patient’s 
goals and preferences. This discussion could lead to 
a change in focus for the current visit, such as focus-
ing on a specific problem or symptom, and inform 
between-session homework to allow the patient to 
practice the ideas discussed during the visit. If adjust-
ment to the overall treatment plan is needed, provid-
ers need to have a clear understanding of the treat-
ment adjustment options and resources available to 
them and their patients (Brooks Holliday et al., 2021). 
For example, scores indicating that the patient is not 
improving might mean that the patient needs addi-
tional support. Treatment adjustments could include 
increasing the frequency of visits, changing the 
psychotherapy modality (e.g., adding group therapy, 
switching from group therapy to individual therapy), 
or prescribing or adjusting medications. Scores that 
signal remission might indicate the appropriateness 
of reducing the frequency of visits (i.e., tapering) or 
discontinuing treatment (i.e., termination). 

Organizational or Practice Capabilities

Successful implementation of MBC requires organi-
zational capabilities that underpin the three clinical 
processes of MBC. Once an organization has decided 
to implement MBC, it needs to determine the 
method to be used to collect the data and whether to 
invest in an MBC data platform. Organizations will 
also need to invest in training to support providers in 
using MBC. 

Data Platform

Providers will need a way to collect, store, and dis-
play MBC data. Organizations may opt to invest in 
one of the many available MBC data platforms (Hong 
et al., 2021). These systems make collecting standard-
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ized tools and analyzing the data less burdensome 
to providers, which could reduce barriers to uptake 
and improve adherence to best practices (Black et al., 
2020; Cheung et al., 2022). MBC data platforms 
enable data to be collected using an organization-
owned computer or tablet or through the patient’s 
own computer or mobile device. Organizations that 
invest in an MBC data platform will need to assess 
and compare the capabilities of various platforms. 
Among capabilities for consideration (Lyon et al., 
2016), usability to providers and patients (Turvey 
et al., 2019) and the extent to which a system enables 
visual displays of data are particularly important 
because technological limitations of data visualiza-
tion are frequently cited as impediments to use of 
MBC data with patients (Brooks Holliday et al., 
2020). Use of MBC platforms has been found to be 
feasible and acceptable to patients in the context of 
MBC (Gual-Montolio et al., 2020), but older patients 
and patients with cognitive impairment might 
experience more challenges using the platforms 
(Kablinger et al., 2022; Liebmann et al., 2022).

Organizations do not necessarily have to invest 
in sophisticated technology to administer standard-
ized tools, track responses over time, and visualize 
data. If visits are conducted in person, data collection 
could be done on paper. If visits are conducted via 
telehealth, the standardized tool could be adminis-
tered verbally. Scores could be plotted manually on 
paper or put into a simple spreadsheet. To make this 
process less cumbersome, organizations that imple-
ment MBC could distribute paper versions of selected 
standardized tools and create data entry spreadsheet 
templates for providers to use.

Provider Training

Training is critical for implementation and sustain-
ment of any MBC program. Lack of formal train-
ing opportunities for community-based providers 
has been cited as a critical barrier to MBC uptake 
(Freedman et al., 2023). Training for MBC resembles 
training for other evidence-based practices; informa-
tion can be delivered in a variety of formats, such as 
lectures, workshops, written materials, videos, role-
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plays, group discussions, and motivational enhance-
ment sessions (Freedman et al., 2023). Training does 
not necessarily have to be intense or tailored to the 
local context and setting; low-touch and nontailored 
trainings seem to be just as effective as other types 
of training. Although there could be many ways to 
think about training design, one study in community 
clinics provided the following useful framework for 
thinking about critical elements of MBC implemen-
tation communication and training:

•	 clear rationale
•	 procedural knowledge
•	 communication through multiple methods
•	 bidirectional engagement
•	 sufficient lead time (Albright et al., 2022). 

Just as patients need to be provided with a ratio-
nale for MBC, providers need a clear rationale to 
understand the purpose of the new practice (Albright 
et al., 2022). Low perceived clinical utility and general 
lack of buy-in are major barriers to uptake of MBC 
(Brooks Holliday et al., 2020; Keepers et al., 2023); 
training is an important opportunity to counter these 
beliefs. The training should make a case for how 
MBC is better than existing practice and how it fits in 
with providers’ values and needs. The content of the 
training could include an overview of MBC, a review 
of supportive evidence, and clinical vignettes (Freed-
man et al., 2023). Trainers should have personal expe-
rience using MBC to have a deep understanding of its 
benefits and challenges (Albright et al., 2022).

Providers also need procedural knowledge of 
how to use this new practice (Albright et al., 2022). 
Provider attitudes toward the practicality of inte-
grating MBC into practice are a major predictor of 
successful MBC implementation (Jensen-Doss et al., 
2018; Williams et al., 2022). The training should go 
over the steps needed to use MBC in clinical prac-
tice and how to deal with issues that emerge, such 
as strategies for using standardized tools to inform 
treatment (Kassab et al., 2022; Marriott et al., 2023). 
If an MBC data platform is used, it must also be part 
of the training (Freedman et al., 2023). The training 
needs to address feasibility and resource constraints 
of the practice environment, as well as perceptions 
that MBC is merely additional paperwork. 

Organizations and trainers should recognize that 
providers need to receive communication through 
multiple methods and have meaningful opportuni-
ties for bidirectional engagement (Albright et al., 
2022). Communication related to MBC adoption 
should involve more than one mode. Initial informa-
tion could be shared in an email; additional touches 
could include reminder emails, paper postings in 
physical clinics, and question-and-answer events 
conducted in person or virtually. Providers will want 
to engage with organizational leadership about the 
change in practice. They need the opportunity to 
discuss concerns, offer suggestions for implementa-
tion, ask questions, and otherwise help align imple-
mentation of MBC with their values and constraints. 
Such opportunities will also allow organizational 
leaders to address concerns about the use of data for 
purposes other than MBC, or whether and how MBC 
may be linked to provider compensation.

Lastly, training and implementation needs 
to happen with sufficient lead time for successful 
implementation (Albright et al., 2022). There must 
be enough advance notice ahead of the planned start 
date to allow enough time for the necessary training 
and preparation activities to occur. Providers need 
time to seek out their own information, discuss this 
information with peers, experiment with MBC, 
and provide feedback on the MBC data platform 
before it is cemented into routine practice. This 
lead time can be significant. The VA’s implementa-
tion took multiple years; the first phase of imple-
mentation and training took place over 12 months 
(Brooks Holliday et al., 2020).

Limitations of Measurement-Based 
Care

There are several important limitations to MBC. 
First, valid and reliable standardized tools do not 
exist for all conditions and treatment goals. An 
important example of this is SUD—another BH 
condition that is common in military populations 
but not included in the scope of this effort. The best 
standardized tools to use in SUD are not clear-cut, 
although numerous options have been put forward 
(Clarke et al., 2021). The most used standardized tool 
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in the VA, the Brief Addition Monitor, is limited in 
that it is has not demonstrated that it is sensitive to 
change (Liebmann, Resnick, and Stacy, 2022; Resnick 
and Hoff, 2020). Although some organizations sug-
gest the use of the Alcohol Use Disorders Identifica-
tion Test-Concise for MBC, it is only appropriate for 
screening because it lacks evidence that it is sensitive 
to clinical change over a relevant time interval of 
assessment (APA, 2022b).

Summary

In this report, we provided an introduction to two 
related but distinct approaches to assessing and 
improving BH care: using quality measures and 
MBC. Application of quality measures provides 
information to organizations that can help them 
identify strengths and weaknesses and target qual-
ity improvement efforts. We proposed a core set of 
measures relevant to depression, PTSD, or anxiety to 
support organizations delivering care to veterans and 
service members in initiating or expanding the use of 
quality measures and to select among the hundreds 
of available BH quality measures. This proposed 
set consists of nine quality measures: five outcome 
measures, three process measures, and one structure 
measure. We also described key considerations for 
using MBC, such as processes for collecting data, 
sharing that data with patients, and acting on that 
data through provider-patient treatment discussions. 

Organizations and practices using MBC might also 
need to evaluate their data collection capabilities and 
provider training before MBC implementation. 

APPENDIX A 

Quality Measure Data Elements 
and Contextual Data

This appendix describes details of data elements 
required for using the quality measures as well as 
published contextual data from the application of 
these measures in various populations. Quality mea-
sures are often applied in larger health care systems 
in which comprehensive administrative data are 
routinely collected and used to calculate measure 
scores. In smaller organizations that provide more-
focused services, administration of care and available 
data are likely to vary from larger organizations, and 
implementation of the same quality measures might 
therefore vary as well. In describing each measure, we 
have included comments on required data elements 
where variations in implementation may occur. 

Outcome Quality Measures

Table A.1 provides an overview of the data elements 
required to compute the outcome quality measures.

A minimum data set is necessary to implement 
the depression outcome quality measures. Depend-

TABLE A.1

Outcome Quality Measure Data Elements

Measure 
Specifications Depression PTSD Anxiety

Measure(s) Depression response at six months
Depression remission at six months 

PTSD response at six months
PTSD remission at six months 

Anxiety response at six months 

Denominator

Index visit: Active 
diagnosis

Major depressive disorder, dysthymia PTSD Anxiety (generalized anxiety 
disorder, social anxiety disorder, 
panic disorder)

Age 18 years or oldera 18 years or older 18 years or older

Baseline (index) 
scoreb 

PHQ-9 score > 9 within seven days 
of index visit

PCL-5 score ≥ 29 within one 
month of index visit

GAD-7 score ≥ 8 at index visit

Follow-up scorec Include patients with no PHQ-9 
score in the six-month (±60 days) 
measurement period

Include patients with no PCL-5 
score in the six-month (±60 days) 
measurement period

Exclude patients with no GAD-7 
in the six-month (±60 days) 
measurement period
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ing on organizational structure and operations, some 
variations in implementation may apply (Table A.2). 

Data on quality measures used in similar popu-
lations can be beneficial in providing context for 
assessing an organization’s performance. However, 
such comparisons depend on using measures that 
have been implemented with the same or similar 
specifications across settings and that have been 
applied in comparable populations. In addition, qual-
ity measure specifications evolve over time using data 
from actual use experience and changes in recom-
mended care. This evolution can make it challenging 
to compare scores of the same measure over time 
and across care settings. For example, in a recent 
update to the measure, the measurement period for 
the depression response and remission measures was 
expanded from six months ±30 days to six months 
±60 days. The expanded measurement window was 
made to be a more reasonable period that fit with 
the clinical course of depression recovery (National 
Quality Forum, 2023). Therefore, it is important to 
consider these and other factors when comparing 
measure performance over time and across different 
care settings and populations. 

Table A.3 shows the depression response and 
remission rates from several studies by the VA, MN 
Community Measurement (the measure developer), 
and RAND. In studies in which those without a 
follow-up score were included in the denomina-
tor, response and remission rates varied from a low 
of 7 percent and 3 percent, respectively, to a high 
of 19 percent and 11 percent, respectively. Exclud-
ing patients with only an index score from the 
denominator results in higher measure response and 
remission rates than if those patients were included. 
However, other specifications varied among these 
studies in addition to whether a follow-up PHQ-9 
score was required for inclusion in the denomina-
tors. These differences included the setting of care 
(e.g., whether primary care was included), source 
of data (e.g., survey versus medical record), and 
the duration of the measurement period (e.g., three 
versus six months, six months ±60 days versus ±30 
days). A larger measurement period would increase 
the number of eligible scores and likely increase the 
number of patients with response or remission. Vari-
ations in technical specifications (how the measure 
has been implemented by different organizations) 

Measure 
Specifications Depression PTSD Anxiety

Denominator exclusions, required

Diagnosis at index 
visit or during the 
measurement period

Bipolar disorder, schizophrenia, 
psychotic spectrum disorder 

Schizophrenia, psychotic 
spectrum disorder, personality 
disorder

Schizophrenia, psychotic 
spectrum disorder, personality 
disorder

Denominator exclusions, allowable

Anytime during the 
measurement period

Permanent nursing home resident, 
hospice or palliative care, death, 
personality disorder-emotionally 
labile, pervasive developmental 
disorder

Permanent nursing home resident, 
hospice or palliative care, death

Ongoing care not indicated (e.g., 
referred to another provider or 
facility, consultation only), patient 
self-discharged early, medical 
reasons (e.g., scheduled for 
surgery or hospitalized)

Numerator

Reduction in 
follow-up score 
within six months 
(±60 days)

Reduction in index PHQ-9 score on 
last PHQ-9 in measurement window: 

Response: 50% reduction in 
index PHQ-9 score
Remission: PHQ-9 score < 5

Reduction in index PCL-5 score 
on last PCL-5 in measurement 
window: 

Response: 10-point reduction 
in index PCL-5 score
Remission: PCL-5 score < 23

Reduction in index GAD-7 score 
on last GAD-7 in measurement 
window: 

Response: 25% reduction in 
index GAD-7 score

a Measure can also be used with children age 12 to 17 years old using the PHQ-9M. 
b Timing of index score from the index visit might vary depending on structural aspects of an organization’s delivery of care. 
c Specifications for denominator inclusion vary across measures.

Table A.1—Continued
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TABLE A.2

Data Elements Required for Depression Response and Remission Measures

Data Elements Potential Variation

Denominator

Diagnosis: Initiating treatment for major depressive 
disorder or dysthymia at the initial (“index”) visit 

Limited to patients with no treatment for depression in the past six 
months using administrative data. For smaller organizations that provide 
more-limited services, patients who are new to the organization might be 
considered to be initiating treatment.

Index PHQ-9 score: An index (baseline) PHQ-9 score 
that is greater than 9 within seven days of the index 
visit

The baseline PHQ-9 is likely to coincide with the index visit. However, in 
some situations patients might complete the PHQ-9 in the days just prior 
to the index visit as part of a screening assessment or intake process that 
may exceed seven days.

Denominator Exclusions

Exclude patients with certain comorbidities (e.g., 
bipolar disorder). Other reasons for exclusion are 
discretionary (e.g., patient in hospice care).

Discretionary exclusions might vary depending on the goals of the 
organization and the population served. 

Measurement Period

Window of time four to eight months after the index 
visit (i.e., six months ±60 days) 

PHQ-9 scores provide feedback regarding patients’ level of symptom 
severity. The last score during this period is used to determine response to 
treatment and remission.

Numerator

Response: The last PHQ-9 score in the measurement 
period shows a 50 percent or greater reduction from 
the index PHQ-9 score.
Remission: The last PHQ-9 score in the measurement 
period is less than 5.

Note: Patients with no follow-up PHQ-9 score in the measurement period 
remain in the denominator, and they are included in the numerator as no 
response and not in remission.

SOURCE: National Quality Forum, 2023.

TABLE A.3

Rates for Depression Response and Remission from Published Studies

Population Measurement Period Denominator Inclusion
Response

(%)
Remission

(%)

Veterans, primary integrated BH 
and specialty care, October 2019–
December 2021a

Limited to patients with 
two PHQ-9 scores

Survey data Three months (±30 days) 19.0 7.8

Electronic health record data Three months (±30 days) 29.0 13.0

Electronic health record data Six months (±60 days) 33.7 16.4

Residents of MN, primary and 
specialty care, report year 2020b 

Six months (±60 days) Includes patients with 
just one PHQ-9 score 

19.4 11.3

Active-duty Army soldiers, BH 
specialty care, 2016-2017c

Six months (±60 days) Includes patients with 
just one PHQ-9 score

18.4 8.6

Active-duty service members, BH 
specialty care, 2013-2014d

Six months (±30 days) Includes patients with 
just one PHQ-9 score

7.1 2.5

SOURCES: 
a Liebmann et al., 2023.
b National Quality Forum, 2023.
c Hepner et al., 2020.
d Hepner et al., 2017.
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make it difficult to compare performances across dif-
ferent organizations and studied populations.

A minimum data set is needed to calculate the 
PTSD outcome quality measures (Table A.4). 

Directly comparable data for the PTSD outcome 
quality measures are limited. Analyses from two 
RAND studies are shown in Table A.5. Specifica-

tions for the first study limited the denominator to 
patients with at least two PCL-5 scores (Hepner et al., 
2020). Therefore, these rates of response and remis-
sion are higher than they would be if those without 
a follow-up PCL-5 were kept in the denominator. 
The second study was implemented with the PCL, 
and the results are therefore not directly comparable 

TABLE A.4

Data Elements Required for Posttraumatic Stress Disorder Response and Remission 
Measures

Data Elements Potential Variation

Denominator

Diagnosis: Initiating treatment for PTSD at the initial (“index”) 
visit 

Limited to patients with no treatment for PTSD in the past six 
months using administrative data. For smaller organizations 
that provide more-limited services, patients who are new to the 
organization might be considered to be initiating treatment.

Index PCL-5 score: An index (baseline) PCL-5 score that is  
29 or higher within one month of the index visit

The baseline PCL-5 is likely to coincide with the index visit. 
However, in some situations patients might complete the PCL-5 
in the days just prior to the index visit as part of a screening 
assessment or intake process.

Denominator Exclusions

Exclude patients with certain comorbidities (e.g., 
schizophrenia or psychotic disorder). Other reasons for 
exclusion are discretionary (e.g., patient in hospice care). 

Discretionary exclusions might vary depending on the goals of the 
organization and the population served. 

Measurement Period

Window of time four to eight months after the index visit  
(i.e., six months ±60 days) 

PCL-5 scores provide feedback regarding patients’ level of 
symptom severity. The last score during this period is used to 
determine response to treatment and remission.

Numerator

Response: The last PCL-5 score in the measurement period 
shows a 10-point or greater reduction from the index PCL-5 
score.
Remission: The last PCL-5 score in the measurement period 
is less than 23.

Note: Patients with no follow-up PCL-5 score in the measurement 
period remain in the denominator, and they are included in the 
numerator as no response and not in remission.

SOURCE: Hepner et al., 2020.

TABLE A.5

Rates for Posttraumatic Stress Disorder Response and Remission from Published 
Studies

Population Measurement Period Denominator Inclusion
Response

(%)
Remission

(%)

Army soldiers, BH specialty care, 
2016–2017a 

Six months 
(±60 days)

Limited to patients with 
two PCL-5 scores

34.8 12.9

Active-duty service members, BH 
specialty care, 2013–2014b

Six months 
(±30 days)

Includes patients with 
just one PCL score 

13.9 6.6

SOURCES:
a Hepner et al., 2020.
b Hepner et al., 2017.
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to PCL-5 results. In addition, these measures were 
implemented with a five-to-seven-month measure-
ment period, so they were likely lower than if they 
had been computed with the current four-to-eight-
month period (Hepner et al., 2017). 

A minimum data set is needed to implement the 
anxiety outcome measure (Table A.6). Note that this 
measure, unlike the depression and PTSD outcome 
quality measures, limits the denominator to those 
with a follow-up contact and GAD-7 score during the 
measurement period.

There are no reported contextual results for this 
anxiety response measure. 

Process Quality Measures

A minimum data set is needed to implement the 
symptom assessment measures (Table A.7). 

The data describing the regular use of a stan-
dardized symptom assessment tool are limited 

(Table A.8). The MN Community Measurement 
reported in 2020 that 78 percent of adults with 
major depression or dysthymia in Minnesota had a 
PHQ-9 administered in the four-month measure-
ment period, though medical group performance 
(primary care and specialty BH care) varied from 
25 to 100 percent (National Quality Forum, 2023). In 
a RAND study of active-duty service members with 
depression or PTSD receiving care at military treat-
ment facilities (MTFs), rates of receipt of a symptom 
assessment were lower (Hepner et al., 2017). The 
MN Community Measurement has been reporting 
this measure for ten years, which could contribute 
to the higher response rate—a rate that has gradu-
ally improved from 2010, when it was 55 percent 
(National Quality Forum, 2023). 

A minimum set of variables is needed to imple-
ment the initial minimal care measures (Table A.9). 

Results for minimal initial care are available 
for depression and PTSD from two RAND studies 
for service members receiving BH specialty care at 

TABLE A.6

Data Elements Required for Anxiety Response Measure

Data Elements Potential Variation

Denominator

Diagnosis: Initiating treatment for anxiety (generalized 
anxiety disorder, social anxiety disorder, or panic disorder) 
at the initial (“index”) visit 

Limited to patients with no treatment for anxiety in the past six 
months using administrative data. For smaller organizations 
that provide more-limited services, patients who are new to the 
organization might be considered to be initiating treatment.

Index GAD-7 score: An index (baseline) GAD-7 score that is 
8 or higher at the index visit

The baseline GAD-7 is likely to coincide with the index visit. 
However, in some situations patients may complete the GAD-7 
in the days just prior to the index visit as part of a screening 
assessment or intake process.

Follow-up GAD-7 score: A follow-up visit and a GAD-7  
score within six months (±60 days) of the index score

Required for inclusion in the denominator.

Denominator Exclusions

Exclude patients with certain comorbidities (e.g., 
schizophrenia or psychotic disorder). Other reasons for 
exclusion are discretionary (e.g., patient in hospice care).

Discretionary exclusions may vary depending on the goals of the 
organization and the population served. 

Measurement Period

Window of time four to eight months after the index visit  
(i.e., six months ±60 days) 

GAD-7 scores provide feedback regarding patients’ level of 
symptom severity. The last score during this period is used to 
determine response to treatment.

Numerator

Response: The last GAD-7 score in the measurement period 
shows a 25% or greater reduction from the index GAD-7 
score.

Note: Patients with no follow-up GAD-7 score in the measurement 
period are excluded from the denominator.

SOURCE: Mental and Behavioral Health Registry, 2022.
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MTFs (Table A.10). Rates of receipt of minimal initial 
psychotherapy were low, ranging from 14 percent 
to 25 percent, but it should be noted that the MTFs 
provided comprehensive BH services, including 
medication treatment. Rates of minimal initial care 
were higher, but still low, ranging from 22 percent to 
36 percent. Rates of treatment for PTSD tended to be 
higher than rates of treatment for depression.

Structure Quality Measure

The data required for the average-days-to-
appointment measure are the number of days 
from the initial intake session with the patient to 
the scheduled appointment with a BH provider 
(Table A.11). If appointments are not booked by the 
organization, time can instead be tracked to the first 
date of care. 

Table A.12 shows the average days to appoint-
ments for veterans and for TRICARE beneficiaries 

TABLE A.7

Data Elements Required for Symptom Assessment Measure

Data Elements Potential Variation

Denominator

Diagnosis:
•	 Depression: major depression disorder or dysthymia
•	 PTSD: PTSD, acute, chronic, or unspecified
•	 Anxiety: generalized anxiety disorder, social anxiety 

disorder, or panic disorder

There are no potential variations.

At least one diagnosis-related visit or contact during the 
four-month measurement period

There are no potential variations.

Denominator Exclusions

Exclude patients with certain comorbidities (e.g., 
schizophrenia, or psychotic disorder). Other reasons for 
exclusion are discretionary (e.g., patient in hospice care).

Discretionary exclusions might vary depending on the goals of the 
organization and the population served. 

Numerator

Symptom assessment at least once during each 4-month 
interval with the designated tool.

•	 Depression: PHQ-9
•	 PTSD: PCL-5
•	 Anxiety: GAD-7

The baseline score is likely to coincide with the first visit or the intake 
assessment preceding the first visit. Follow-up assessments are 
made with a frequency determined by the provider, but at least once 
in each four-month interval.

TABLE A.8

Rates for Symptom Assessment from Published Studies

Population
Standardized Assessment 

Tool
Assessment in 

Four-Month Interval (%)

Residents of MN, primary and BH 
specialty care, report year 2020a

Depression PHQ-9 77.7

Active-duty service members, BH 
specialty care, 2013-2014b

Depression PHQ-9 39.7

PTSD PCL 50.4

SOURCES:
a National Quality Forum, 2023.
b Hepner et al., 2017.
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and service members who receive care at MTFs and 
the relevant standards for appointment wait times. 
In a testimony to the U.S. Congress, Farmer noted 
the variability in the wait times for veterans seeking 
care and that the wait for VA care in the community 
was even longer (Farmer, 2022). Average days to a VA 
BH care appointment with a VA clinician from Janu-
ary 2018 to June 2021 exceeded the 20-day standard 
at 33.6 days. Average wait time for BH care in the 
community was even longer, at an average of 43.9 

days (Feyman, Asfaw, and Griffith, 2022). For service 
members, although the DHA standard for referral 
to specialty care is 28 days, recently reported data 
for TRICARE beneficiaries stated a goal of 15 days 
for specialty referrals and reported an average of 
about 16 days for all referrals, including BH health. 
In a prior RAND study, standards were not met for 
routine initial care but were slightly better for BH 
appointments. The average wait time for referrals to 
specialty care were met for the 28-day standard and 

TABLE A.9

Data Elements Required for Minimal Psychotherapy and Initial Care Measures

Data Elements Potential Variation

Denominator

Diagnosis:
•	 Depression: major depression disorder or 

dysthymia
•	 PTSD: PTSD, acute, chronic, or unspecified
•	 Anxiety: generalized anxiety disorder, social 

anxiety disorder, or panic disorder

Limited to patients with no treatment for the condition of interest in the 
past six months using administrative data. For smaller organizations that 
provide more-limited services, patients who are new to the organization 
might be considered to be initiating treatment.

Denominator Exclusions

There are no denominator exclusions. There are no potential variations.

Numerator

Minimal Initial Psychotherapy: number of 
diagnosis-related psychotherapy visits within eight 
weeks

Most appropriate measure for an organization that primarily provides 
psychotherapy services

Minimal Initial Care: number of diagnosis-related 
psychotherapy visits and E&M or medication 
management visits within eight weeks

Most appropriate measure for an organization that provides broader BH 
services (e.g., medication treatment and psychotherapy)

TABLE A.10

Rates for Minimal Initial Care from Published Studies

Population

Received Minimal 
Initial Psychotherapy 

(%)

Received Minimal 
Initial Care 

(%)

Active-component or National Guard or reserve 
service members, BH specialty care, 2016-2017a

Depression 14.4 22.4

PTSD 22.9 27.3

Active-duty service members, BH specialty care, 
2013-2014b

Depression 13.8 25.9

PTSD 25.1 35.5

SOURCES:
a Hepner et al., 2021a.
b Hepner et al., 2017.
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close to the TRICARE-proposed 15-day standard. 
Neither the TRICARE report nor the RAND study 
results included average days to access care delivered 

by private-sector providers in the community who 
contract with TRICARE.

TABLE A.11

Data Elements Required for Average Days to Appointment Measure

Data Elements Potential Variation

Denominator

Total number of patients given appointments for 
BH care

In organizations in which appointments are not directly booked, use the 
number of patients who initiated BH care. 

Denominator Exclusions

There are no denominator exclusions. The patients included are those determined on initial interview to be 
appropriate candidates for the organization’s BH services. It would not include 
those patients who were deemed not a good fit (e.g., required a level of care 
not provided by the organization) and were referred elsewhere.

Numerator

For all patients in the denominator, the sum of the 
days from intake to the first booked appointment

In organizations in which appointments are not directly booked, use the days 
from intake to the date of first receipt of care.

Computation

Sum of days from intake to first appointment 
divided by total number of patients with 
appointments

In organizations in which appointments are not directly booked, use the days 
to the date of the first receipt of care.

TABLE A.12

Rates for Average Days to Appointment Measure

Population
VA and DHA Appointment 

Standard
Average Days to 

Appointment

Veterans seeking medical care with a VA clinician, January 2018 to 
June 2021a

BH care 20 days or less 33.6

TRICARE beneficiaries receiving care at an MTF, fiscal year 2021b

Referral to specialty care (BH and non-BH) 28 days or less
(2021 reported target: 15 days or less)

15.8

Active-component or National Guard or reserve service members, 
receiving care at an MTF 2016 to 2017c

All routine initial appointments (BH and non-BH) Seven days or less 8.5

Routine initial BH appointment Seven days or less 8.1

All referrals to specialty care (BH and non-BH) 28 days or less 13.1

Referral to BH specialty care 28 days or less 11.4

SOURCES:
a Feyman, Asfaw, and Griffith, 2022.
b Defense Health Agency, 2022.
c Hepner et al., 2021a.
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About This Report
Community-based organizations that provide behavioral health (BH) care to 
veterans, service members, and their families need to ensure that the care being 
delivered is high-quality and effective, and that it aligns with recommended 
care. Although these organizations provide needed services, they might not 
systematically evaluate the quality and the impact of the care that they provide. 
The aim of this report is to introduce two related but distinct approaches to 
assessing and improving BH care: using quality measures and measurement-
based care (MBC). Using quality measures is an organizational process in which 
defined measures are used to assess care delivery for a group of patients. In 
contrast, MBC is a clinical process in which a provider routinely assesses an 
individual patient’s outcomes, monitors changes in outcomes over time, and 
engages the patient in using this information to adjust treatment. Although large 
organizations that serve military populations—such as the U.S. Department of 
Veterans Affairs—have made robust efforts in both areas, community-based 
organizations could find additional guidance useful to inform how to initiate 
using quality measures or implement MBC, or to expand their current efforts 
in these areas. In this report, we introduce each of these approaches, present a 
proposed core set of quality measures that could be useful in initiating ongoing 
monitoring of BH care quality, and outline key considerations for using MBC 
that might support community-based organizations’ efforts to assess and 
improve the BH care that they provide. An appendix to this report is available at 
www.rand.org/t/RRA2522-1.
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