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Take home messages

• It is possible to collect meaningful outcome data 
on mental health treatment and support

• It is possible to compare teams and service 
providers on outcome data

• It is possible to learn from these comparisons on 
outcomes
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In the Netherlands, service provider “transparency” 
is built upon four cornerstones

Cost effectiveness

=

Efficiency

+

Performance

=

Safety

+

Client opinion

+

Outcomes
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Together, these cornerstones are an 
integral system for performance assessment

Providers collect data on client
level. 

Before sending data to national 
databases, they are encrypted

Results are public and presented 
on level of service providers. 

It is mandatory by law for service 
providers to collect  data and 
present them publicly.
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Patient safety indicators are important and 
decided upon by Health Inspectorate

• Somatic screening (all patient admitted to clinical facilities)
• Medication safety

‒ Availability up-to-date medication list during prescribing
‒ Information on side effects of medication (CQ Index)

• Timely contact following 
discharge from a clinic

• Coercion (mandatory)
‒ restraint
‒ seclusion 
‒ forced medication
‒ forced feeding



Source: Janssen W, et al (2014) Zes jaar Argus. Vrijheidsbeperkende interventies in de GGZ in 2012 en ontwikkelingen ten
opzichte van voorgaande jaren. Den Dolder: Expertisecentrum Agressie management, 2014.
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The benchmark on coercion shows a significant 
variation between hospitals.

Number of seclusions started per 
1000 admissions in 2012

Total number of hours in seclusion per 
1000 admission hours in 2012



Source: Raboch, J., L. Kališová, A. Nawka, E. Kitzlerová, G. Onchev, A. Karastergiou and F. Torres-Gonzales (2010), “Use of  coercive measures
during involuntary hospitalization: findings from ten European countries”, Psychiatric Services, 61(10), 1012-1017. 
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In comparison to other countries, the Netherlands prefer 
seclusion above forced medication

Coercive measures used among 770 involuntary admitted patients in 10 European countries. 
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Client opinions as measured by CQ Index

Standardised questionnaire with items:
• freedom of choice between professionals/treatments
• informed consent
• fulfilment of wishes in care delivered 
• evaluation/adjustment of 

treatment/support
• coordination of care 
• approach of clients by professionals
• housing and living conditions in a 

clinical setting or sheltered housing



Source: RIVM (2014), Zorgbalans 2014 (original in Dutch) 10

Over 85% of people using outpatient mental health care 
find their treatment appropriate and according to wish

Percentage of answers to questions about shared decision making and execution 
of  treatment plan in out-patient care for common mental disorders  in 2009.

0% 20% 40% 60% 80% 100%

 Were you informed what result you
might expect? (n=1399)

Was the treatment plan executed
according to your wishes? (n=1320)

Does the treatment address your
problems? (n=1336)

Does your carer understand your
problems? (n=1397)

No Yes



Source: Stichting Benchmark GGZ (2014), SBG zorgdomeinen, meetdomeinen, meetinstrumenten.
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Outcome measures can be different for client groups

• Symptom reduction 
(common mental disorders)

• daily functioning/quality of life 
(severe mental ill health)

• parental stress 
(children/adolescents)

• craving (addiction)
• risk (forensic care)
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Outcome measurements are first and foremost to aid 
clients and professionals in mental health services

Clients fill in questionnaires 
• at the beginning, 
• during and 
• end of treatment or support. 

Measuring:
• reduction of symptoms
• functioning in daily life
• quality of life



Source: https://www.sbggz.nl/MDS?contentitem=706c647f-1aa4-4cc0-a5e2-a4621a2fdc07#Factsheets-Meetinstrumenten,
assessed 18 October 2017
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… with many different 
instruments to use for 

different groups

https://www.sbggz.nl/MDS?contentitem=706c647f-1aa4-4cc0-a5e2-a4621a2fdc07#Factsheets-Meetinstrumenten
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Quality of Life questionnaire (QoL+) 

Could you please tell how satisfied you are with …..

1) …. your housing situation? 1 2 3 4 5 6 7
2) …. your relations with people? 1 2 3 4 5 6 7
3) …. your physical health? 1 2 3 4 5 6 7
4) …. your mental health? 1 2 3 4 5 6 7
5) …. your financial situation? 1 2 3 4 5 6 7
6) …. your work? 1 2 3 4 5 6 7
7) …. your life in general? 1 2 3 4 5 6 7
8) …. the support you receive? 1 2 3 4 5 6 7
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Collecting and analysing outcome data to learn from
each other is possible and meaningful

Clinical recovery

(according to RCI)
A B C D

% Recovered 31% 39% 23% 28%

% Reliable improved 11% 13% 19% 21%

% No change 55% 43% 50% 43%

% Reliable aggravated 4% 6% 9% 8%

Results of a pilot in 2011 of 4 mental health service providers in long 
term mental health care on the basis of HONOS questionnaires. Not
corrected or standardised for case mix. RCI = Reliable Change Index (RCI). 
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In research, accumulated outcome data could be very 
useful. New methodology needed !

RCT test person



17

In research, accumulated outcome data could be very 
useful. New methodology needed !

RCT test person Real person
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In this randomised controlled trial in addiction care, 
CBT is more cost effective than MDFT …

RCT compares MDFT 
and CBT on outcomes 
for youths between 13 
and 18 years old

There is no significant 
difference  between 
MDFT and CBT for 
response or recovery.

However, MDFT costs 
more time and money 
than CBT (3-4 times)

Source: Hendriks, V.M., Van der Schee, E, Blanken, P. (2011). Treatment of adolescents with a cannabis use disorder: main findings of a 
randomised controlled trial comparing multidimensional family therapy and cognitive behavioural therapy in the Netherlands.
Drug Alcohol Depend. 119 , 64-71.

Main outcome measure in adolescents according to treatment condition (n = 109)
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… however, post hoc analysis showed a different reality 
when moderators are taken into account.

“The RCT showed that MDFT and CBT were equally effective in 
reducing cannabis use. The post hoc analysis strongly suggests that 
age, disruptive behaviour and internalizing disorders are important 
treatment effect moderators. This gives directions for future patient 
treatment matching”

Source: Hendriks, V., Van der Schee, E, Blanken, P. (2012). Matching adolescents with a cannabis use disorder to multidimensional family therapy 
or cognitive behavioural therapy: treatment effect moderators in a randomized controlled trial. Drug Alcohol Depend. 125, 119- 126
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Accumulation of outcome data is an opportunity
for payers and providers to discuss performance
Variation between highest and lowest Delta-T in adults with common 
mental disorders between November 2012 and April 2013
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Accumulation of outcome data is an opportunity
for payers and providers to discuss performance

Variation in treatment effect (Delta – T) between service 
providers for completed care pathways in the treatment 
of adults with common mental disorders
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The “in-house reporting” is under way, enabling 
learning within mental health service providers



Source: NZa (2014), Marktscan GGZ, deel B.
23

Completed sets outcomes collected by Mental Health 
Benchmark Institute is above 40% in 2014



Source: RIVM (2014), Zorgbalans 2014
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For CMD, 78% of patients had positive outcomes with an 
average improvement of 7.8 (8.0 is very good). 

Frequency distribution of treatment effect in closed DRG’s for common mental 
disorders between 1 January 2012 and 30 June 2013, expressed in difference 
between start and end of treatment (normalised T-score) .
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What would be the ideal situation to be able to 
determine if treatment / support is appropriate? 

Outcome Cut off point

ROM ROM Time
(Care Pathway)



Source: Delaspaul. P h. A.E.G. (2015)., Routine Outcome Measurement in  the Netherlands, - a focus on
benchmarking. International Review of Psychiatry (Early edition; 1-9) 26

Although milestones have been reached in the 
past eight years, there is criticism too

From a professional point of view, the system disowns health 
professionals:
• Data collection process does not relate to clinical practice;
• Too much a systems perspective, not a clinical perspective;

From a scientific point of view, the data collection does not serve 
clinical decision making and continuous improvement:
• Post hoc correction of case mix is scientifically not sound.
• Too much bias (client/professional/instrument/selection) for 

using (P)ROM to make irreversible decisions.
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To make the pendulum swing back, a Breakthrough 
Project for ROM started in 2014

• Aim is to increase use of ROM as an
instrument for quality improvement
in mental health

• Two national learning networks led 
by Trimbos colleagues:
• Consisting of 15 – 20 teams 
• Experiment with 

implementation of PROMs 
• Following “breakthrough method”
• Teams are supported intensively by experts to 

learn, analyze and improve the use of ROM
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How to reconcile two legitimate 
perspectives on quality of care ?

• From the viewpoint of health workers, the limited resources 
(time) should be directed to collect meaningful data that 
enables them and their clients improve the noticeable quality 
of care on the spot. That is in the best interest of the client 
and professional.

• From the viewpoint of society, financial restrictions make it 
necessary to allocate resources to cost effective interventions. 
To do so, performance assessment in terms of measurable 
quality is needed. This is in the best interests of people paying 
taxes, insurance and out-of-pocket fees.



Source: Nightingale F (1863). Notes on hospitals, 3rd Edition. London: Longmans (page 161). 29

In 1863, Florence Nightingale already introduced 
outcome measurements for hospitals

“It is proposed that one and the same form should 
be used for each statistical element. Seven 
elements are required to enable us to tabulate the 
results of hospital experience: 
1. Remaining in hospital on the first day of the 

year. 
2. Admitted during the year. 
3. Recovered or relieved during the year. 
4. Discharged incurable, unrelieved, for 

irregularities, or at their own request. 
5. Died during the year. 
6. Remaining in hospital on the last day of the 

year. 
7. Mean duration of cases in days and fractions of 

a day.”
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Take home messages

• It is possible to collect outcome data on mental 
health treatment and support

• It is possible to compare teams and service 
providers on outcome data

• It is possible to learn from these comparison on 
outcomes

• After 155 years, it is time to catch up.
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