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Abstract 

Background: There is growing interest in the use of routine outcome measures (ROM) in mental health services 
worldwide. Australia has been at the forefront of introducing ROM in public mental health services, with the aim of 
improving services and consumer outcomes.

Methods: An in-depth policy and document analysis was conducted using Carol Bacchi’s ‘What is the problem 
represented to be?’ approach to critically analyse the use of ROM. This approach was used to identify and analyse the 
problem representations relating to the need for, and the choice of, outcome measures in Australian public mental 
health services, and the potential consequences of policy and practice. Data included in the analysis were seven 
policy documents, four reports on the introduction of outcome measures in Australia, the Australian Mental Health 
Outcomes and Classifications Network website, and the content of the outcome measures themselves.

Results: Two dominant representations of the ‘problem’ were identified: 1) the ‘problem’ of mental health service 
quality and accountability, relating to the need for mental health outcome measures; and 2) the ‘problem’ of address-
ing deficits in biopsychosocial functioning of mental health consumers, which relates to the choice of outcome meas-
ures. Framing the ‘problem’ of mental health outcomes in these ways locates the problem within individual health 
providers, services, and consumers, ignoring the broader socioeconomic conditions underpinning mental health and 
effective service provision.

Conclusions: This critical analysis of the introduction and use of ROM in public mental health services in Australia 
highlights the need to consider the role of the social determinants of mental health, mental health service funding, 
and recovery-oriented care in ensuring services are meeting consumer needs and expectations. Broader governmen-
tal engagement is central to genuine change and opportunities.
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Introduction
The introduction of routine outcome measures (ROM) to 
evaluate mental health services emerged in the late 1990s 
[1]. The purpose of ROM is to determine if treatment is 
having the desired benefits for the consumer and to assist 
with ongoing service planning and management [1–3]. 
ROMs are intended to act as a key driver of reform, 
underpinned by the notion that “You can’t improve 
what you can’t measure” ([4], p180). Outcome measures 
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typically involve consumers or clinicians rating mental 
health symptoms and general distress; everyday func-
tioning; perceived recovery; quality of life; and service 
satisfaction [1–3]. In current mental health settings clini-
cians may be required to integrate ROM and consumer 
feedback into daily practice, with outcome monitoring 
also appearing prominently in mental health policy [1–3].

Australia was one of the first countries to introduce 
routine outcome measurement of mental health services. 
This was “linked with concerns that services are account-
able, are engaged in a constant endeavour to improve the 
quality of their work, and use the available resources in 
the best and fairest way possible” ([5], p. i). The process 
began with Australia’s first national Mental Health Policy 
in 1992 [6] and has continued through Australia’s subse-
quent policy and Mental Health Plans [7–12], with the 
use of ROMs made mandatory at a national level in 2000 
[3, 13]. Since then, the introduction of ROM in public 
mental health services has been driven by States and Ter-
ritories who are responsible for the delivery of public sec-
tor mental health services. The Australian Mental Health 
Outcomes and Classifications Network (AMHOCN) was 
formed by the Australian government in 2003 with the 
aim of supporting States and Territories in improving 
the collection and use of routine outcome measurement 
by services [13, 14]. Public sector mental health services, 
which include a range of inpatient, ambulatory, and com-
munity services, are funded by State and Territory gov-
ernments and available free of charge. The Australian 
Mental Health Outcomes and Classifications Network 
provides guidance to organisations to embed ROM in 
these services [13].

The ROM implemented by States and Territories are 
collectively titled the National Outcomes and Casemix 
Collection (NOCC), which include a mixture of clini-
cian and consumer rated tools (varying for different age 
groups) [13, 14]. The ROM tools were selected accord-
ing to evidence-based literature, stakeholder consulta-
tion (consumer and clinician), and service trials [13], and 
also developed specifically for the purpose of outcome 
data collection under Australian policy in the case of the 
Health of the Nation Outcome Scale [15]. For the adult 
population, the national clinician rated outcomes are the 
Health of the Nation Outcome Scale (HoNOS, measur-
ing mental health and social functioning) and the Life 
Skills Profile  16 (LSP-16, measuring psychosocial dis-
ability). Consumer rated outcomes vary across States and 
Territories and may include the Mental Health Inven-
tory 38 (MHI, measuring psychological distress and 
wellbeing), Behavior & Symptom Identification Scale 32 
(BASIS-32, measuring mental health symptoms), and 
the Kessler − 10+ (K-10+, measuring non-specific psy-
chological distress). Clinicians in public mental health 

settings are mandated to collect these outcomes at 
admission and discharge from the service and at regular 
intervals (approximately every 91 days), with data sent 
to the Australian Government for analysis and report-
ing by AMHOCN and the Australian Institute of Health 
and Welfare. Reports are made available to everyone (i.e., 
general public, clinicians, etc.) on the AMHOCN web-
sites report portal, with a ‘decision support tool’ devel-
oped for clinicians/services to allow comparison of their 
consumer outcomes with normative data of the popula-
tion under care [13, 14].

While ROM is considered to be central to consumer-
centred practice and in aiding decision making at the 
individual, service, and systems level [1], there have been 
a number of questions raised about their application 
internationally. For example, health care funders in the 
UK and USA are now placing increased emphasis on the 
use of ROM to support the distribution of funds [1, 16], 
raising questions about the appropriateness of using the 
same ROM across variable practice settings and diagnos-
tic groups, with concerns that clinicians are being treated 
as commodities [1]. A further critique is the absence of 
diverse stakeholder consultation and shared decision 
making on the selection, implementation, and ongoing 
development of outcome tools. Without such consul-
tation outcome measures may not be totally reflective 
of quality care, with the consumers’ goals/perspectives 
needing to be considered (e.g., a reduction of symptoms 
may not be the priority of all consumers) [1]. Further-
more, a systematic review by Gelkopf et al. [2] identified 
several barriers to the implementation of ROM in prac-
tice. These included: 1) clinicians questioning the value 
of these tools and the clinical benefits (due to implemen-
tation issues, impact on care, concerns about funding 
cuts and others’ perceptions of their skills, and lack of 
feedback of outcome analysis); 2) Issues around logistics 
and administration (e.g., staff turnover, time required to 
administer, lack of training around use, and lack of infor-
mation technology (IT) support); and 3) low completion 
rates (attributed to points 1 & 2).

A Cochrane review conducted by Kendrick et  al. 
[17] has furthermore found insufficient evidence that 
patient reported outcome measures improved treat-
ment outcomes and ongoing management for people 
with common mental health disorders. This is reflected 
in the Australian context, where the extent to which out-
come data has led to a culture of quality improvement 
and been used to improve mental health service qual-
ity has been questioned [18–21]. Lack of transparency 
in accountability for outcomes and lack of consistency 
in outcome measurement across programmes and ser-
vices has also been identified [19], as well as the need to 
broaden reporting to incorporate social outcomes such 
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as housing, education, employment, and social and fam-
ily relationships [21, 22].

Given these concerns and identified barriers it is evi-
dent that further exploration of the implications and 
impact of ROM on mental health practice is required. 
This study utilises a novel approach to address this need 
by conducting an in-depth policy and document analysis, 
using Bacchi’s ‘What is the problem represented to be?’ 
analytic framework [23] to critically analyse the use of 
routine mental health outcome measures in the Austral-
ian context.

Methods
Bacchi’s approach draws on the work of French philoso-
pher Michel Foucault [24, 25], and is a form of critical 
analysis rather than a criticism of policy, analysing policy 
through a critical lens instead of attempting to explore 
whether the policy approach is correct [26]. As Foucault 
states:

A critique does not consist in saying that things 
aren’t good the way they are. It consists in seeing 
on what types of assumptions, of familiar notions, 
of established, unexamined ways of thinking the 
accepted practices are based. ([27], p. 456)

Bacchi’s approach therefore allows the exploration of the 
assumptions underpinning the introduction of outcome 
measures into mental health care and potential (intended 
and unintended) consequences. In doing so, the approach 
also opens up the possibility of thinking differently about 
outcome measurement in the mental health context.

Bacchi proposes that policies are problematising 
activities that “give shape to ‘problems’. They do not 
address them” ([23], p. x). Governments are therefore 
understood to produce problems rather than react to 
problems that exist independently in the world, with 
“particular representations of ‘problems’ [playing] a 
central role in how we are governed” ([23], p. x). This 
is not to suggest that there are not issues in society that 
need to be addressed. Instead, it highlights the impor-
tance of understanding how phenomena come to be 
understood as particular types of problems requiring 
specific policy solutions, and the implications of these 
problematisations.

Data collection
Bacchi’s (2009) approach has been used to analyse a 
range of problem representations (e.g., disability in 
physical education teacher education [28]; sexual inti-
macy following intimate partner violence in the DSM-5 
[29]; regulation of marriage migration to Norway [30]; 
parental substance abuse [31]), demonstrating the 

applicability of this approach beyond the analysis of 
policy documents to include other authoritative docu-
ments and reports [24, 29]. We therefore collected 
three types of data to explore the problem represen-
tations related to the introduction of ROM in mental 
health care in Australia. This included: 1) Australian 
mental health policy and plans in which outcome meas-
ures are referenced; and 2) documents and websites 
from those involved in the establishment of the current 
practices regarding the measurement of mental health 
outcomes in Australia, as well as 3) the measures them-
selves. The documents included in the analysis are pre-
sented in Table 1.

Data analysis
Bacchi’s ‘What is the problem represented to be?’ 
approach involves asking six interrelated questions of 
the data collected for analysis, presented in Table 2.

The analysis involved familiarisation with the data 
by one of the authors (CO) followed by the develop-
ment of initial responses to the six questions. The 
authors then met to discuss the early analysis and the 
question responses were refined based on the discus-
sion. The process was repeated a further two times and 
the analysis finalised and agreed on.

Terminology
There is considerable discussion and debate regard-
ing how best to refer to those who receive health care 
[34], particularly mental health care [35]. Commonly 
used terms include ‘patient’, ‘client’, ‘consumer’, ‘service 
user’, ‘survivor’, and ‘people with lived experience’, each 
of which has its proponents and opponents [35]. Given 
the preference for the term ‘consumer’ in the Austral-
ian context, and in particular in groups representing 
those with lived experience of mental ill-health, the 
term ‘consumer’ is used herein.

Results
Two dominant representations of the problem of men-
tal health outcome measures were evident in the anal-
ysis. The first is the ‘problem’ of mental health service 
quality and accountability, which relates to the need 
for mental health outcome measures expressed in the 
documents. The second is the ‘problem’ of the require-
ment for mental health services to address deficits in 
functioning of mental health consumers, which relates 
to the choice of outcome measures. Each of these rep-
resentations has varying histories and effects, pre-
sented below in relation to Bacchi’s six questions. We 
begin with a discussion of problem representations 
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relating to the need for mental health measures, fol-
lowed by a discussion of the choice of measures.

Mental health service quality and accountability: the need 
for outcome measures
Analysis of the need for outcome measures in the docu-
ments in response to Bacchi’s six questions is summa-
rised in Table 3 and discussed below.

What is the problem [of the need for mental health 
outcome measurement] represented to be?
Answering Bacchi’s [23] first questions involves begin-
ning with the solution that is presented in the documents 
and using the framing of the solution to make the prob-
lem explicit. There are often multiple problem represen-
tations that can be identified.

The need for clinical outcome measures (the solution) 
has been an integral part of Australia’s mental health 
policy and plans since 1992. The overarching framework 
in which the proposal of outcome measurement is pre-
sented is the need to “reduce functional impairment from 
mental disorder” ([7], p. 1) and improve outcomes for 

people with mental health problems and disorders. This 
is proposed to be achieved through ‘high quality’ mental 
health services and linking this to the measurement of 
outcomes as well as monitoring and accountability at the 
systematic level:

… services provided to people with mental health 
problems and mental illness should be monitored 
and evaluated to ensure that they are of high quality 
and achieving positive outcomes. ([10], p. 24)

This suggests the ‘problem’ to be one of the (potential) 
lack of high standards or quality of mental health care, 
situated within the broader concern about variability in 
service standards and quality discussed in mental health 
plans and policy since 1992 [36]. The first National Men-
tal Health Plan, for example, noted that “the historical 
approach to mental health care has not always been con-
ducive to achieving high standards” ([7], p. 29). Collect-
ing and reporting on outcome measures was presented as 
a solution to improve quality of care, as discussed in the 
2005 review of standardised measures used in the NOCC 
as follows:

Table 1 Documents included in the analysis

Author (date) Title

Australian Health Ministers (1992) [7] First National Mental Health Plan

Australian Health Ministers (1992) [6] National Mental Health Policy

Australian Health Ministers (1998) [8] Second National Mental Health Plan

Australian Health Ministers (2003) [9] Third National Mental Health Plan

Australian Health Ministers (2008) [10] National Mental Health Policy

Australian Health Ministers (2009) [11] Fourth National Mental Health Plan

Australian Health Ministers (2017) [12] The Fifth National Mental Health and Suicide Prevention Plan

Australian Mental Health Outcomes 
Classification Network

https://www. amhocn. org

Australian Mental Health Outcomes 
Classification Network (2021) [14]

Mental Health National Outcomes and Casemix Collection: Overview of clinician-rated and consumer self-
report measures

Andrews, Peters & Teesson (1994) [32] The Measurement of Consumer Outcome in Mental Health

Stedman et al. (1997) [5] Field Testing of Selected Measures of Consumer Outcome in Mental Health

Pirkis et al. (2005) [33] Review of Standardised Measures Used in the National Outcomes and Casemix Collection (NOCC)

Outcome measures Health of the Nation Outcome Scale (HoNOS); Life Skills Profile 16 (LSP-16); Mental Health Inventory 38 (MHI); 
Behavior & Symptom Identification Scale 32 (BASIS-32); Kessler − 10+ (K-10+); Children’s Global Assessment 
Scale (CGAS); Strengths and Difficulties Questionnaire (SDQ)

Table 2 Bacchi’s six questions

1. What is the problem [of mental health outcome measurement] represented to be?

2. What presuppositions or assumptions underpin this representation of the ‘problem’?

3. How has this representation of the ‘problem’ come about?

4. What is left unproblematic in this problem representation? Where are the silences? Can the ‘problem’ be thought about differently?

5. What effects are produced by this representation of the ‘problem’?

6. How/where has this representation of the ‘problem’ been produced, disseminated, and defended? How has it been (or could it be) questioned, 
disrupted, and replaced?

http://www.amhocn.org
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The continued improvement of the quality and effec-
tiveness of the treatment of people with a mental 
illness is one of the major objectives of the National 
Mental Health Strategy. The Strategy recognises 
that this objective can only be achieved through the 
development of sound information to support plan-
ning and service delivery. ([33], p. 2).

An additional problem representation relates to value 
for money and “cost-effectiveness” ([9], p. 15) on the 
part of government commissioning of services. The First 

National Mental Health Plan states under the section 
titled ‘Financial Accountability’:

...  a comprehensive range of outcome measures, 
including efficiency and effectiveness measures, 
should be progressively developed; reporting on 
agreed outcome measures should commence in the 
1993 National Report. ([7], np)

The problem in this statement is one of a lack of value 
in terms of wasted or misdirected (inefficient) use of 

Table 3 Analysis of the need for outcome measures reported in the documents

Bacchi’s Question Response

1. What is the problem [of the need for mental health outcome measure-
ment] represented to be?

• Lack of service quality

• Lack of service value

• Underperforming services and staff

2. What presuppositions or assumptions underpin this representation of 
the ‘problem’?

Managerial discourse:

• Outcomes are attributable to mental health service intervention(s)

• Lack of positive outcomes is due to low quality and performance of 
services and staff

• Measuring outcomes will lead to improvement in service quality, 
efficiency, and accountability, which in turn will lead to improvement in 
consumer outcomes

• Measuring and reporting outcomes, and comparing outcomes between 
services, will foster a culture of ongoing improvement within the services

• Consumers and carers have access to a range of supports and services, 
the ability to choose the highest quality service, and will use ROM to select 
providers

• Good mental health outcomes are defined by behaviours that can be 
assessed quantitatively

3. How has this representation of the ‘problem’ come about? • Dominance of managerialism in healthcare

4. What is left unproblematic in this problem representation? • Factors other than interventions implemented by mental health services 
that affect outcomes

• The uncertainty of the relationship between measuring outcomes and 
quality improvement

5. What effects are produced by this representation of the ‘problem’? Actual/Potential (unintended) consequences:

Effects on health professionals:

• Increased bureaucratic burden

• Potential jobs lost

• Being accountable to the measures rather than care provision

• Loss of autonomy

Effects on services:

• Cost containment

• Incentivised to ‘game the system’

Effects on consumers/carers:

• Reduction in quality of care

• Undermining therapeutic relationship

• Lack of services for vulnerable consumers

6a. How/where is this representation of the problem produced, dissemi-
nated, and defended?

Mental health policy and plans; AMHOCN website and documents; health 
service plans & models of care; academic literature

6b. How can it be questioned, disrupted, replaced? Shift the focus to service funding, policy, and social norms to address 
broader determinants of mental health outcomes
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resources in mental health services. A third problem rep-
resentation relates to the concept of ‘performance indi-
cators’, where outcomes measures are identified as an 
indicator of the performance of mental health services 
(and by implication the staff who work in these services). 
This implies the ‘problem’ of lack of performance.

Overall, then, outcome measures are proposed as the 
solution to the problem of mental health services that are 
lacking in quality and value and provided by services (and 
their staff) who are underperforming. The main mecha-
nism by which outcome measures are proposed to solve 
the underlying problems is through making performance 
against the measures visible to staff, services, govern-
ments, consumers, and carers. This is proposed to allow 
comparison of performance across services and between 
services over time.

What presuppositions or assumptions underpin this 
representation of the ‘problem’?
Answering Bacchi’s second question requires an analy-
sis of the ‘conceptual logic’ that underpins the problem 
representations. By opening this up for examination, the 
purpose is not to make a determination of the veracity 
of presuppositions or assumptions. Instead, we aim  to 
explore the “meanings that must be in place for a particu-
lar problem representation to ... make sense” ([23], p. 5). 
Identifying these meanings can be done through exami-
nation of binaries, key concepts, and categories.

The problem representation for the need for mental 
health outcome measures is underpinned by manage-
rial discourse. Key concepts include ‘outcomes’, ‘quality’, 
‘efficiency’, ‘accountability’, ‘benchmarking’, and ‘key per-
formance indicators’, which in themselves create catego-
ries such as types of outcomes, degrees of quality and 
efficiency, and levels of performance. From this come the 
binaries of high versus low quality, positive versus nega-
tive outcomes, high versus low efficiency, good versus 
bad performance, and good versus bad outcomes.

Several assumptions underpin the presentation of the 
‘problem’ of mental health care in managerial terms. A 
primary assumption is that outcomes are attributable 
to the interventions implemented by mental health ser-
vices, which itself assumes that a lack of positive out-
comes is due to low quality and performance on behalf 
of services and their staff [37]. A further assumption is 
that measuring outcomes will lead to an improvement in 
service quality, efficiency, and accountability and thereby 
improve consumer outcomes. The first report on the 
development of routine measures for Australian mental 
health services, for example, states:

This report … is focused on the evaluation of clinical 
practice and presumes that routine measurement 

will inform clinical practice, and directly and indi-
rectly improve both the well-being of patients and 
the competence of clinicians. ([32], p. 12)

The Third Mental Health Plan ([9] p. 15) states:

Other approaches to increasing accountability at 
a service delivery level include ongoing implemen-
tation of consumer outcome measures that can be 
used routinely.

The plan also states that accountability “will be 
strengthened by the introduction of systems of public 
reporting by service organisations on key performance 
measures” (p. 61).

The use of accountability as a mechanism to improve 
service quality assumes that measuring and reporting 
outcomes, and comparing outcomes between services, 
will foster a culture of ongoing improvement within the 
services [38]. For example, the Fourth Mental Health 
Plan ([11], p. 52) states that developing key performance 
indicators and a benchmarking framework for comparing 
within and between services “is a key tool for promoting 
quality improvement” and will “build a culture of contin-
uous quality improvement”. This is itself underpinned by 
an assumption that health providers and services “have 
the ability, and power, to implement changes” ([38], p. 
243).

Reporting of outcome measures across services is fur-
thermore promoted as a means of increasing consumer 
and carer choice regarding accessing quality mental 
health care. The Fifth Mental Health Plan ([12], p. 44) 
states that: “Information about the safety and quality of 
services will be available so that [consumers and carers] 
are able to make informed decisions about treatment, 
care and support.” This assumes that consumer and car-
ers have access to a range of supports and services from 
which to choose and are in fact able to choose with 
regard to their treatment, care, and support [38]. It fur-
thermore assumes that consumers and carers will use 
reported outcomes when selecting a provider [37].

The proposal of outcome measures in the documents 
furthermore privileges quantitative measures that allow 
comparison between services and over time as key per-
formance indicators. This assumes good mental health 
outcomes are defined by “behaviors that can be easily 
assessed through quantitative techniques” ([38], p. 242).

How has this representation of the ‘problem’ come about?
Bacchi’s third question explores the history of the prob-
lem representation and, in particular, how one represen-
tation of the ‘problem’ of quality mental health care came 
to be dominant. Prior to the introduction of the need 
for outcome measures in mental health, quality of care 
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and positive outcomes for consumers prioritised medi-
cal expertise as the arbiter of quality care. The introduc-
tion of routine measurement and external surveillance of 
consumer outcomes challenges the dominance of medi-
cal expertise and shifts the focus from clinical judgement 
of outcomes to a managerial focus on quantitative out-
comes for KPIs and benchmarking [39].

Managerialism is linked to the emergence and domi-
nance of neoliberalism in Western countries, which is a 
partnership between government and market where mar-
ket values are applied to the governance of areas such as 
healthcare, education, and welfare [40]. The emergence 
and growing proliferation of managerial discourse in 
health services occurred in the context of financial crises 
and increasing health demands in the 1980s and 1990s 
[41]. In Australian mental health care, this is evident in a 
report on field testing selected outcome measures, which 
cites “competing pressures for health care and social 
resources” ([5], p. i) as one of the reasons for the need to 
introduce the measures. This led to “a significant change 
in the boundaries of medical autonomy” ([42], p. 155) 
through a shift from the dominance of medical expertise 
and peer evaluation to increasing institutionalised regu-
lation of service quality and efficiency.

Australia’s successive Mental Health Plans demon-
strate managerialism in the evolution from the identifi-
cation of the need for measuring outcomes [7], through 
the introduction of outcome measures into mental health 
services [8] and ongoing implementation [9], to the use 
of outcome measures for key performance indicators and 
benchmarking [11], and most recently, the proposal for 
increased transparency through enhanced public report-
ing [12]. This has been supported by initial government 
funding of $37 million to Australian states and territo-
ries to “support the development of clinical information 
systems that would further stimulate improvement in 
service quality, planning and policy development” ([18], 
p. 6). Further funding of $20 million was allocated with 
“the focus on improving capacity to apply the NOCC 
data to improve service quality” ([18], p. 6), followed by 
funding of AMHOCN on an ongoing basis to support the 
collection and use of routine outcome measurement by 
services.

What is left unproblematic in this problem representation?
The purpose of the fourth question in Bacchi’s approach 
is to remind the reader that the ‘problem’ of quality men-
tal health care can be conceptualised in different ways, 
and that these alternative perspectives are worthy of con-
sideration. Two conceptualisations are excluded in the 
documents, namely the roles of factors other than inter-
ventions implemented by mental health services, such 
as consumer and carer actions and expertise, and social 

determinants of health, on consumer outcomes, and the 
uncertainty of the relationship between measuring out-
comes and quality improvement.

As discussed above, a key assumption in the problem 
representation of the need for ROM is that outcomes are 
attributable to the interventions implemented by mental 
health services and staff. Yet this assumption has been 
questioned. For example, during early consultation on 
measuring outcomes in mental health, consumers and 
services providers “pointed out that where a measure did 
detect change in a person’s condition, the attribution of 
this change to any single factor, including intervention, 
may be problematic” ([5], p.2).

One factor that affects mental health outcomes out-
side of mental health settings is the actions of consum-
ers themselves, as well as their carers and others in the 
broader community. The current problematisation views 
consumers and carers as affecting outcomes through 
the ability to compare the performance of services and 
choose those providing the highest quality of care. How-
ever, this might not be the case where there are limited 
services that are available and accessible [38]. Research 
has also found consumers and carers “rarely use per-
formance data when selecting a provider” ([37], p. 57). 
Furthermore, by focusing on the role of clinicians and 
services, the actions and activities of consumers, peers, 
carers, and communities outside of mental health settings 
are marginalised in policy efforts to improve outcomes.

Social determinants of health are another factor affect-
ing mental health outcomes that is left unproblematic 
[21, 43]. Social determinants of health are “the condi-
tions in which people are born, grow, work, live, and age, 
as well as the set of forces and systems that shape daily 
life” ([44], p. 1). There is increasing recognition that men-
tal health problems and outcomes of mental health care 
are strongly dependent on these conditions, systems, and 
forces [44, 45]. In the UK, for example, it is estimated that 
socio-economic conditions “could account for more than 
40% of health performance in a given [health] authority” 
([38], p. 244).

The assumption that measuring and reporting on out-
comes will lead to improvement in quality has also been 
critiqued. As discussed earlier, a key concern in the evo-
lution of the use of ROM in mental health in Australia 
has been a lack of “evidence that outcome measures rou-
tinely contribute to assessments of how to improve prac-
tice and clinical management at a service level” ([18], p. 
17). Commentators have noted “Australia’s approach to 
accountability in mental health is overly focused on ful-
filling governmental reporting requirements rather than 
using data to drive reform” ([21], p. 328). This suggests 
a missing piece in the relationship between measuring 
and reporting on outcomes and quality improvement. 
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For example, financial constraints might limit the ability 
to improve services through actions such as increased 
expenditure on staff and services. Funding and commit-
ment from all stakeholders are also needed to support 
efforts to build a quality improvement culture within 
services.

What effects are produced by this representation 
of the ‘problem’?
Bacchi highlights that problematisations have multiple 
effects. These include discursive effects through limiting 
what can be thought or said in relation to the problem, 
subjectification effects through the constitution of par-
ticular subjects and subjectivities, and lived effects by 
their impact on people’s lives. Discursive effects can be 
seen in the discussion above about the ways in which the 
current problematisation excludes other ways of under-
standing the problem of quality mental health care and 
consequently less attention is paid to the role of factors 
such as broader systems and determinants of mental 
health.

In terms of subjectification effects, this is most clearly 
seen in the dichotomies discussed earlier and how these 
“set groups of people in opposition to each other” ([23], 
p. 16). Health professionals, for example, become effec-
tive or ineffective providers of mental health care within 
managerial discourse, with those deemed ineffective seen 
as responsible for the problem. This has lived effects 
on health professionals and their practice, such as an 
increased bureaucratic burden [16]. More seriously, a 
failure to achieve outcomes as defined by the measures 
might lead to “ineffectiveness [being] revealed or inap-
propriately deduced … and jobs lost” ([16], p. 315). The 
use of outcome measures as KPIs also has the potential 
to shift the focus of care from the client to the measure, 
such that health professionals are accountable to the 
measure rather than the care they provide. Health profes-
sionals have therefore expressed concern that ROM are 
“intrusive to clinical practice” ([2], p. 1) and “a threat to 
… clinical judgement, and therefore autonomy” ([46], p. 
295). This is not to suggest that clinicians are infallible, 
nor that ineffectiveness should go unchecked, but rather 
to highlight the potential lived effects of the problem 
representation.

Mental health services are also affected by being 
divided into ‘good’ or ‘bad’ services in terms of the extent 
to which they meet KPIs related to outcome measures. A 
key concern for services is the potential for the measures 
to be used for “cost containment and service eligibility 
instead of service quality improvement” ([2], p. 1). Ser-
vices are also affected by being incentivised to ‘game the 
system’ [37]. This was identified by consumers and ser-
vice providers during early consultation, who noted the 

problematic attribution of change to the intervention (as 
discussed above) and expressed concern that “people may 
respond in a biased manner should resource of service 
delivery implications be attendant upon the results” ([5], 
p.2). Similarly, the Australian Productivity Commission’s 
Mental Health report ([20], p. 1221) identified concerns 
that “providers might ‘game’ the system, misreport or dis-
tort data to create a good impression, or focus attention 
on some performance measures at the expense of others” 
should benchmarking be introduced.

Effects on health professionals and services in turn 
have effects on the lives of consumers and their car-
ers in relation to the extent to which the quality of care 
is improved through the introduction of routinely col-
lected outcome measures. The relationship between 
consumer and health professional might also be affected, 
with consequent effects on care provision. In particular, a 
managerial approach to quality of care means that health 
professional might act “for the state or their employer 
… at the expense of working in partnership with cli-
ents” ([47], p. 248), leading to a transactional relation-
ship between consumers and health professionals and 
services. Consumers have therefore expressed concern 
that the use of ROM functions as a bureaucratic exercise 
that can undermine the establishment of a therapeutic 
relationship with clinicians [48]. Thus, while Australia’s 
National Standards for Mental Health Service require a 
“commitment to improving the quality of care” ([22], p.3) 
in mental health services, potential unintended effects on 
clinical practice and ‘gaming the system’ might ultimately 
lead to a reduction in service quality rather than the qual-
ity improvement intended by policy.

Finally, there is also the risk that “services for the most 
vulnerable [could be] shut down” ([16], p. 315) should 
outcome measures be used to determine allocation of 
resources, particularly given the role of social determi-
nants on mental health outcomes. This would exacerbate 
existing socioeconomic and geographic disparities in 
access to mental health services [49], a potential unin-
tended consequence of the use of ROM.

How/where is this representation of the ‘problem’ 
produced, disseminated and defended and how could it be 
questioned, disrupted and replaced?
Question six of Bacci’s analytic process explores how 
“particular problem representations reach their target 
audience and achieve legitimacy” ([23], p. 19). The rep-
resentation of the problem of mental health outcomes as 
a lack of quality and value provided by services and their 
staff is produced, disseminated, and defended in a range 
of places. In addition to mental health policy and plans, 
it is also seen in reports relating to the introduction of 
ROM in mental health in Australia (e.g., [5, 32, 33]) and 
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on the website of AMHOCN and the documents pro-
vided on the website (e.g., [14]). The representation is 
also produced and disseminated in Local Health Network 
(LHN) health service plans and models of care. There is 
some ‘questioning’ in these documents and websites. 
However, the focus is on which outcome measures to use 
rather than questioning the underlying assumptions of 
the problem representation.

Defence of the representation of the problem can 
furthermore be seen in academic literature. There are 
numerous studies, systematic reviews, and commen-
taries on the need for mental health outcome measures 
to improve the quality of mental health care. While the 
research does not provide definitive support for the effec-
tiveness of this approach to improve quality, it generally 
does not challenge the need for outcome measures as a 
solution to the ‘problem’ of quality mental health care 
[1–3, 13, 17].

Bacchi’s sixth question also includes analysis of poten-
tial of resistance to the problematisation. A key area of 
resistance would be to shift the focus from addressing 
the quality of mental health services and clinicians to act 
“further upstream” through changes to service funding, 
policy, and social norms to address broader determinants 
to improve mental health outcomes ([45], p. 844).

A deficit model of mental health: the choice of outcome 
measures
Having determined the need for outcome measures in 
mental health policy and plans, the choice of outcome 
measures required further problematisation. There are 
nine measures that are specified for use by Australian 

public sector mental health services under the National 
Outcomes and Casemix Collection (NOCC). Table  4 
shows the descriptive characteristics of the measures 
and the settings and Australian States and Territories in 
which they are used ([13], p. 265). In what follows, we 
explore the representation of the ‘problem’ of what con-
stitutes a valid measure of mental health service quality 
using Bacchi’s six questions.

When looking at the choice of outcomes measures, we 
see a shift from a managerial discourse to a biopsychosocial 
discourse underpinned by a deficit model of mental health. 
Analysis of the choice outcome measures in response to Bac-
chi’s six questions is summarised in Table 5 and discussed 
below.

What is the problem [of the choice of outcome measures] 
represented to be?
In order to measure the outcomes of mental health ser-
vices there is a need to determine what constitutes a 
good outcome in the first place. Here the problem is 
represented to be the need for mental health services to 
address individual deficits in functioning. This reflects an 
“individual-deficit model of diagnosis for mental health 
[that] asserts that the symptoms of mental illness are the 
result of personal limitations” ([50], p. 447). Key domains 
explored in the measures include difficulties or ‘impair-
ments’ in behaviour, psychological functioning, social 
functioning, and physical health, reflecting a biopsycho-
social deficits model of mental health.

The biopsychosocial deficit focus can be seen in word-
ing of the questions included in the measures. For exam-
ple, the Health of the Nation Outcome Scales (HoNOS) 

Table 4 Descriptive characteristics of mental health outcome measures in Australia

NSW, New South Wales; Vic, Victoria; Qld, Queensland; WA, Western Australia; SA, South Australia; Tas, Tasmania; ACT, Australian Capital Territory; NT, Northern Territory

Outcome measure State/ territory Rater Overarching constructs No. of 
core 
items

Children and adolescents HoNOSCA All Clinician Range of behavioural, symptomatic, social 
and impairment domains

15

CGAS All Clinician Dysfunction 1

SDQ All Consumer and/ 
or parent

Behaviours, emotions and relationships 25

Adults HoNOS All Clinician Mental health and social functioning 12

LSP-16 All Clinician Disability 16

MHI Qld Consumer Psychological distress and well-being 38

BASIS-32 Vic, Tas, ACT Consumer Symptom and problem difficulty 32

K-10+ NSW, WA, SA, NT Consumer Non-specific psychological distress 10

Older adults HoNOS65+ All Clinician Mental health and social functioning 12

LSP-16 All Clinician Disability 16

MHI Qld Consumer Psychological distress and well-being 38

BASIS-32 Vic, Tas, ACT Consumer Symptom and problem difficulty 32

K-10+ NSW, WA, SA, NT Consumer Non-specific psychological distress 10
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are a suite of measures applicable to different settings 
(adult, child and adolescent, older adult) where clinicians 
rate the severity of a range of problems such as: overac-
tive, aggressive, disruptive behaviour; non-accidental 
self-injury; problem drinking or drug taking; problems 
with relationships; problems with activities of daily living; 
etc. The Life Skills Profile (LSP) is another clinician rated 
measure assessing functioning over the past 3 months 
and includes questions such as: “Does this person gener-
ally have difficulty with initiating and responding to con-
versation?”; “Does this person generally withdraw from 
social contact?”; “Does this person generally look after 
and take his or her own prescribed medication (or attend 
for prescribed injections on time) without reminding?”

The Basis-32 measure is a consumer-rated measure 
that similarly focuses on individual problems, asking: “In 
the past week, how much difficulty having you been hav-
ing” across 32 areas of life such as managing day-to-day 
life, work, school, relationships, depression, anxiety, and 
physical symptoms such as headaches and sleep distur-
bance, among others. The Kessler-10 (K10) is another 
consumer-rated measure asking questions about how the 

person has been feeling. Questions include, for exam-
ple: “In the last four weeks, about how often did you feel 
hopeless?”; “In the last four weeks, about how often did 
you feel worthless?”

What presuppositions or assumptions underpin this 
representation of the ‘problem’?
The problem representation for the choice of outcome 
measures is underpinned by biopsychosocial discourse. 
Key concepts include ‘problems’, ‘deficits’, ‘difficulties’, ‘bio-
medical’, ‘psychological’, and ‘social’, which create categories 
of mental health problems (e.g., depression, anxiety, etc.), 
the degree of problems or deficits related to these diagno-
ses, and aspects of the person’s life in which these prob-
lems occur (within their biology, their psychology, and/or 
their relationships). From this come the binaries of being 
a person with or without a mental health diagnosis and 
experiencing or demonstrating normal versus abnormal 
cognitions, behaviours, and psychosocial functioning.

This representation of the problem is underpinned 
by two main assumptions. The first is that mental ‘ill-
ness’ is situated within the individual (biologically, 

Table 5 Analysis of the choice of outcome measures reported in the documents

Bacchi’s Question Response

1. What is the problem [of the choice of mental health outcome measures] 
represented to be?

• The need for mental health services to address individual deficits in 
functioning

2. What presuppositions or assumptions underpin this representation of 
the ‘problem’?

Biopsychosocial discourse:

• Mental ‘illness’ is situated within the individual (biologically, psycho-
logically, and socially), represented by deficits as defined in the chosen 
outcome measures

• Quality mental health care addresses deficits in the individual

3. How has this representation of the ‘problem’ come about? • Historical dominance of the biomedical model of mental illness within 
mental health disciplines

• Incorporation of the psychosocial into the biopsychosocial models in the 
1970s

• Supported by neoliberalism as the main approach to mental health care 
governance

4. What is left unproblematic in this problem representation? • Silencing of alternative approaches, e.g., strengths-based/recovery-
focused services, clinician judgement

• The role of social determinants of health

5. What effects are produced by this representation of the ‘problem’? • Stigmatising consumers by constituting people with mental health 
problems as having deficits that are measured and ‘fixed’ through mental 
health care

• Clinician burden to complete the measures, leading to prioritisation of 
clinician-rated measures and excluding consumer/carer perspectives

• Lack of focus on and funding for the broader issues affecting mental 
health

6a. How/where is this representation of the problem produced, dissemi-
nated, and defended?

Reports and publications; AMHOCN website and documents; items in the 
outcome measures; Diagnostic and Statistical Manual of Mental Disorders 
(DSM)

6b. How can it be questioned, disrupted, replaced? • Use of strengths-based and recovery-focused measures

• Measure services rather than consumers

• Measure social determinants of health
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psychologically, and socially), represented by a specific 
range of deficits as defined in the chosen outcome meas-
ures. Some measures incorporate social determinants 
such as living conditions and occupation. For example, 
the HoNOS includes the questions ‘Problems with liv-
ing conditions and daily domestic routines’ and ‘Prob-
lems with occupation, activities in daytime environment’. 
However, the focus remains on the individual rather 
than the broader socio-political or structural aspects of 
social determinants. The second assumption is that the 
role of quality mental health care is to address deficits in 
the individual (in relation to their biological, psychologi-
cal, and social functioning) as opposed to, for example, 
examining and addressing issues in health services or the 
broader socio-political context of mental health.

How has this representation of the problem come about?
There is a long history of focusing on individual deficits 
within mental health disciplines (psychiatry, psychology, 
nursing, etc.) underpinned by the dominance of the bio-
medical model of mental illness. The biomedical model 
sees mental health as akin to physical health in defin-
ing and understanding illness. As with the biomedical 
model of physical health, the aim is to explore signs and 
symptoms of illness in the individual and attempt to treat 
these. The extension of the biomedical model to incorpo-
rate the psychosocial (the biopsychosocial model) in the 
1970s extends the identification of signs and symptoms 
to the person’s psychology and broader social factors yet 
continues to locate the cause of problems within the indi-
vidual. The focus on biopsychosocial deficits in the indi-
vidual is furthermore supported by the predominance of 
neoliberalism in mental health care. According to Espos-
ito & Perez ([51], p. 414):

… this obsession with medicalization and the ten-
dency to treat ‘mental illness’ as a problem within 
the individual continues to be supported within the 
prevailing neoliberal logic that downplays the social 
realm, treats individuals as self-contained agents, 
and pathologizes thoughts and behaviors that devi-
ate from what the market defines as functional, pro-
ductive, or desirable.

The dominance of the biopsychosocial, deficit model of 
mental illness in the choice of outcome measures can be 
seen in the initial process of determining which measures 
would be included. The first report on the measurement 
of consumer outcome in mental health [32] outlines the 
criteria for inclusion in the suite of national measures. 
The report states: “the measure of outcomes should be 
multidimensional, covering symptoms and disability” 
(p. 29). Disability is outlined in terms of “the symptoms 
of the individual consumer [and] … the consequences 

of the illness especially with regard to the ability of the 
consumer to function in the community and to maintain 
independence from the mental health services” (p. 29), 
reflecting a neoliberal focus on productivity and individ-
ual responsibility for health and wellbeing [40].

Further criteria were that measures should be applica-
ble, acceptable, practical, reliable, valid, and sensitive to 
change [32]. Early consultation identified the importance 
to clinicians, consumers, and other stakeholders that 
symptoms, disability, and consumer satisfaction were 
important elements of mental health outcomes. Meas-
ures that are ‘applicable’ are those that address these 
dimensions. Acceptability referred to measures being 
brief and user-friendly. Practicality included minimal 
cost, ease of scoring and interpretation, and minimal 
need for training. Reliability and validity relate to the 
measures having acceptable psychometric properties. 
Finally, sensitivity to change means that a change in the 
measure can be interpreted in relation to change in an 
external criterion. These criteria were then used to search 
the literature on existing measures to create a shortlist of 
potential measures [52]. This process ultimately limited 
the way in which outcomes could be defined and meas-
ured to a biopsychosocial, deficit-based definition of out-
comes measured within a managerial focus on time and 
cost-effectiveness.

What is left unproblematic in this problem representation?
The current representation of the ‘problem’ of what con-
stitutes a valid measure of mental health service quality 
focuses on the degree to which deficits within individual 
functioning are addressed through treatment. This prob-
lematisation silences alternative problem representa-
tions. For example, aspects of mental health that do not 
meet the criteria outlined above are silenced in the cur-
rent problematisation. This includes strengths-based and 
recovery-focused outcome measures [13, 47, 52], as well 
as the validity of qualitative measures such as clinician 
judgement or outcomes relating to consumers’ personal 
experiences of meaningful changes. Measurement of the 
functioning of the services themselves, such as the role of 
service culture, staffing, or the extent to which services 
are recovery oriented [53], while included to some extent 
by AMHOCN as part of the mental health information 
development strategy (e.g., using the Your Experience of 
Service Survey and the Carer Experience Survey), are not 
part of the NOCC and therefore also largely silenced.

The problem representation furthermore leaves the role 
of social determinants of mental health unproblematic. 
For example, questions relating to occupation or living 
conditions focus on the availability of work opportuni-
ties, adequate, safe housing, or access to other resources 
such as transport at the individual level rather policies, 
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social norms, and structural causes. The potential of 
measuring and addressing the social determinants affect-
ing individuals and their mental health more broadly is 
therefore silenced in the current focus on individual defi-
cits in biopsychosocial functioning [51, 54].

What effects are produced by this representation 
of the problem?
The current representation of the problem has a range of 
effects on consumers, carers, clinicians, and services. A 
significant effect of the current problematisation is that it 
constitutes people with mental health problems as having 
deficits and as passive recipients of mental health care 
through which these deficits are measured and ‘fixed’. A 
deficit approach has lived effects by stigmatising consum-
ers and sustaining “public practice which divide between 
‘us’ and ‘them’” ([55], p. 1).

The number of measures required for ROM further-
more places burden on time-poor clinicians. This has 
led to a tendency of clinicians to prioritise completing 
clinician-rated measures, such as the HoNOS measures, 
which are “administered at a much greater rate than 
consumer measures” ([13], p. 267). This has the effect 
of excluding consumer perspectives regarding mental 
health outcomes.

It is widely recognised that action needs to be taken at 
the individual, health services, and societal levels if we 
are to achieve the policy aim of reducing the prevalence 
and severity of mental health problems [56]. The focus on 
the individual and their ‘deficits’ prioritises ‘fixing’ indi-
viduals and their relationships rather than the broader 
issues that affect mental health. Adversity is framed as 
“an individual matter which excludes the possibility that 
adversity could result from circumstances which require 
social rather than individual change” ([40], p. 13). The 
effect of this is that funding and action is focused on the 
individual and health services levels rather than on the 
broader forces affecting mental health.

How/where is this representation of the ‘problem’ 
produced, disseminated and defended and how could it be 
questioned, disrupted and replaced?
The representation of the problem of what to measure 
in determining mental health outcomes is produced and 
legitimised in the reports and publications relating to 
the introduction of ROM in mental health care in Aus-
tralia (e.g., [5, 13, 32, 33]). It is also represented on the 
AMHOCN website and in the documents provided on 
the website (e.g., in documents providing an overview of 
the measures and in the training manuals for the use of 
each of the measures), as well as in the measures them-
selves and the literature on the production and valida-
tion of the measures. Underpinning these is the focus on 

individual biopsychosocial deficits in the Diagnostic and 
Statistical Manual of Mental Disorders (DSM). The DSM 
is a primary authoritative text used to define mental dis-
orders and which “singularly focus[es] on individuals and 
exclude[s] social and structural determinants of mental 
health” ([57], p. 646).

The biopsychosocial representation of the ‘problem’ of 
mental health problems can be disrupted through a shift 
in focus to strengths within individuals and their rela-
tionships. For example, a review by the National Mental 
Health Information Development Expert Advisory Panel 
identified concern with the lack of strengths-based lan-
guage in Australia’s mental health outcome measures 
and advised a shift in focus to measuring functioning in 
terms of “personal recovery, social recovery and clini-
cal recovery” ([52], p. 339). An example of an alternative 
way to measure mental health outcomes is the Warwick-
Edinburgh Mental Well-being Scale (WEMWBS), which 
was developed in Scotland to address the issue with defi-
cit focused measures [53]. The WEMWBS uses positively 
worded statements such as “I’ve been feeling optimistic 
about the future”, “I’ve been thinking clearly”, etc. Meas-
ures of recovery, such as those measuring dimensions 
of CHIME (Connectedness, Hope and optimism about 
future, Identity, Meaning of life, and Empowerment [58]); 
or the use RAS-DS (Recovery Assessment Scale-Domains 
and Stages [59]; measuring the domains of ‘Doing things 
I value’, ‘Looking forward’, ‘Mastering my illness’, and 
‘Connecting and belonging’), could also be used to meas-
ure outcomes of mental health services. However, while 
a focus on strengths and recovery could disrupt the defi-
cit focus of current measures, this approach continues to 
focus on individual functioning at the expense of the role 
of social determinants of mental health [57].

Measuring the functioning of the services is a further 
opportunity for disrupting the focus on individual func-
tioning. The Scottish Recovery Indicator (SRI), used in 
assessing mental health care in Scotland, is an example 
of this approach. The SRI is used by services as a self- 
assessment tool “measuring the extent to which services 
are implementing a recovery-oriented practice model 
within their work” ([53], p. 23). In the UK, INSPIRE, 
https:// www. resea rchin torec overy. com/ measu res/ inspi 
re/, is another validated tool that assesses recovery sup-
port from workers. A further disruption is through a 
focus on measuring the social determinants of mental 
health, such as measures of income inequality, finan-
cial inclusion, equity, etc. [53]. Finally, ensuring services 
provide interventions that are rights based and address 
social determinants is another potential disruptor. Such 
examples would include Individual Placement and Sup-
port, an evidence-based employment program that sup-
ports people living with a serious mental illness to find 

https://www.researchintorecovery.com/measures/inspire/
https://www.researchintorecovery.com/measures/inspire/
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and maintain work [60], and Housing First, an evidence-
based housing model [61].

Discussion
Bacchi’s [23] analytic framework was used to facilitate 
an in-depth understanding and critique of the introduc-
tion of ROM to evaluate Australian public mental health 
services. This analysis identified the managerial discourse 
of mental health service quality and accountability, and 
the dominance of deficits-based models in mental health 
care, as underpinning and informing the use and selec-
tion of outcome measures. As discussed, implications of 
these problematisations are significant for all stakehold-
ers in the context of mental health care provision, and 
particularly those individuals seeking care and treat-
ment from services. This is not to suggest that efforts to 
improve the quality of mental health services, including 
through the use of ROM, should be abandoned. Rather, 
the purpose is to open up the possibility of thinking dif-
ferent about the problem to support future efforts to 
improve care and support.

The rise of managerialism in health and social care sup-
ported by neoliberal modes of governance has attracted 
a great deal of discussion [62]. Our analysis of the prob-
lem representation of the need for ROM adds to this lit-
erature by highlighting the assumptions underpinning 
the decision to use ROMs in mental health, the potential 
consequences, and the exclusion of other problematisa-
tions, such as the role of social determinants of health 
and mental health service funding. The decision to rou-
tinely measure mental health outcomes and use these in 
benchmarking and funding allocation aims to improve 
mental health services and consumer experiences of care. 
However, the potential (unintended) consequences of 
the problematisation underpinning their use are impor-
tant to consider in future efforts to ensure mental health 
services are in fact meeting the needs of the communi-
ties they service. A recent policy analysis that examined 
gaps and barriers to addressing social determinants of 
health (SDoH) for people living with a disability in Aus-
tralia found that a “services drift” was occurring in policy 
[63]. This drift was resulting in a focus on “improv[ing] 
experience of and access to health services … even when 
there is an acknowledgement that broader SDoH are 
not being adequately addressed” (p.226). Similar to our 
analysis, Green at al. [63] attribute this drift to human 
biases, the biomedical model, and neoliberal discourses 
of individualism.

Our analysis furthermore highlights the need to recon-
sider the focus of individual deficits when measuring out-
comes. Internationally there is broad acknowledgement 
of the need for a paradigm shift within mental health 
care service provision. The World Health Organization 

(WHO) identifies respect for legal capacity, non-coer-
cive practices, participation, community inclusion, and a 
recovery approach as critical areas for mental health ser-
vices [64]. The Special Rapporteur to the Human Rights 
Council has advocated that “distress, treatment and sup-
port must be seen more broadly and move far beyond a 
biomedical understanding of mental health” ([65], p.1).

In the Australian context, the recent Royal Commission 
into Victoria’s Mental Health System [66] is influenc-
ing service reform. For example, the Office of the Chief 
Psychiatrist (OCP) [67] announced that the South Aus-
tralian Law Reform Institute was asked to ‘Consider the 
findings of the Royal Commission into Victoria’s Men-
tal Health System’ in their current review of the Mental 
Health Act 2009. Additionally, the OCP [68] referenced 
the need to consider the Royal Commission recommen-
dations in the development of the Rehabilitation Model 
of Care, which relates to 72 newly funded rehabilitation 
beds. Recommendations from the Victorian Commis-
sion include emphasising personal recovery over clinical 
recovery and acknowledging the impact of people’s living 
and working conditions on their health and well-being, 
and specifically, addressing housing needs. We advocate 
that within this climate of reform, the use and selection 
of mental health outcome measures is properly reviewed 
and addressed to better align to services that are rights 
based, person-centred, and recovery focussed, taking 
into account the effect of broader social determinants on 
mental health and mental illness.

There is a high degree of interest in routine outcome 
monitoring within mental health services internationally 
[69–71]. Roe at al. [3] highlight that mental health sys-
tems’ endeavours to become outcome orientated is a pro-
cess rather than an endpoint. We would agree with this 
sentiment. The significant changes in understandings of 
mental illness and distress (e.g., social determinants ver-
sus biogenetic causation) and approaches and interven-
tions (e.g., the growing evidence base for lived experience 
workforce and services) requires ongoing review and 
updating of outcome measures that are used to inform 
and measure care.

Obvious gaps in the Australian public sector context 
are measures of recovery and consumer experiences of 
services. A recent systematic review of patient reported 
outcomes measures and clinician assessments in men-
tal health care found that the most represented catego-
ries included psychosocial functioning and impairment 
and symptom severity and distress [2]. Consumer needs 
were rated by 17% (of services) by clinician-rated meas-
ures, and 9% by consumer-rated measures. This is con-
cerning given the reported discrepancy often observed 
between consumer versus clinician rated measures [71], 
and the expectation that people are active participants 
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in their own care. Measures of consumer satisfaction 
with services (Patient Reported Experiences of Services- 
PREMs) and recovery were significantly less represented 
[2], further highlighting the misalignment of outcome 
measures with contemporary care models that are 
recovery-orientated and trauma informed. PREMs are 
critical to informing service reviews and improvements, 
and actively facilitate inclusion of lived experience [69]. 
Collecting information on what is important to consum-
ers should positively inform care and ongoing service 
development [71]. While PREMs are currently collected 
through the Your Experience of Service (YES) Survey and 
the Carer Experience Survey (CES), they are not part of 
the NOCC.

National mental health policy effort and support and 
mental health service structures are key factors in the 
implementation of ROMs [3]. In the Australian context, 
AMHOCN have led reform related to the use and selec-
tion of mental health outcome measures including the 
development of a new measure, the Living in the Com-
munity Questionnaire (LCQ), that measures social inclu-
sion [72]. However, implementation is complex [73] and 
remains dependant on national and State and Territory 
level support and leadership. Future work should also 
include strategies and processes to meaningfully engage 
services in using data to drive practice change, such as 
through ongoing cycles of implementing and evaluat-
ing change, and provision of funding to support prac-
tice improvement. Smith-Merry and colleagues [53], for 
example, discuss the importance of a ‘communicative 
approach’ to the use of ROM in mental health in Scot-
land, contrasting this to the “culture of targets and terror 
for coordinating the work of the NHS” (p. 2) in England.

In the current climate there is an acknowledgement 
that broader government support is required to ensure 
people living with mental illness and distress receive 
the necessary resources and supports to facilitate recov-
ery [66, 74]. Cross sector policies and partnerships are 
required to address socioeconomic disadvantage and 
the associated broad range of needs, including physical 
health, housing, education, and employment [74]. This 
complexity and need for broader government response 
needs to be captured in the dialogue regarding the use of 
mental health outcome measures that currently lays the 
responsibility for change at the service and individual 
level of consumers and clinicians.

Alternatives to the current representation of the ‘prob-
lem’ of mental health outcome measures in Australia, 
such as measuring and addressing broader determinants 
of mental health and a focus on consumer experiences, 
are important considerations in the future of ROMs 
in mental health care. However, we must not forget to 

follow Bacchi’s advice to apply the six questions of the 
‘What is the problem represented to be’ approach to our 
own problem representations. This will help to ensure 
that “we do not simply buy into [alternative] problem 
representations without reflecting on their origins, pur-
poses and effects” ([23], p.19).

Limitations
This study is a critical analysis of Australian policy relat-
ing to the introduction and use of routine outcome meas-
ures in public mental health services. As such it is limited 
in its focus on the Australian context, and specifically, the 
public health sector. The authors acknowledge that in the 
Australian context non-government organisations have a 
significant role in supporting people living with a mental 
illness, and that these organisations may select a different 
array of outcome measures (e.g., the Camberwell Assess-
ment of Needs). This disparity in use of measures across 
sectors potentially introduces further complexity to the 
issue. Although exploration of this is not within the scope 
of this paper, we acknowledge that this is an important 
factor to consider in any potential review and/or reform 
of public mental health services’ ROMs.

Conclusion
Through the use of Bacchi’s [23] ‘What is the problem 
represented to be’ approach to analyse Australia’s policy 
of ROM in mental health services, it is evident that man-
agerial and biopsychosocial discourse underpin policy 
in this area. While the purpose of ROM is to improve 
mental health care and consumer outcomes, this analy-
sis highlights the (unintended) consequences of the deci-
sion to adopt ROM and the specific measures chosen. 
Framing the problem of mental health outcomes within 
managerial and biopsychosocial discourses locates the 
problem within individual health providers, services, and 
consumers. Lack of positive mental health outcomes are 
therefore seen to result from deficits in health profes-
sionals/ services and in individual consumers and their 
relationships. The use and choice of ROMs in Austral-
ian mental health services therefore shifts the focus away 
from broader determinants of mental health and mental 
health care, such as service funding, recovery-oriented 
care, and the social determinants of mental health. The 
use of ROM in mental health is increasing worldwide. 
Adopting a critical lens to explore Australia’s policy of 
ROM in public mental health services opens up the pos-
sibility of thinking differently about outcome measure-
ment in the mental health context.

Abbreviations
AMHOCN: Australian Mental Health Outcomes and Classifications Network ; 
BASIS-32: Behavior & Symptom Identification Scale 32; CES: Carer Experience 



Page 15 of 16Oster et al. BMC Psychiatry           (2023) 23:24  

Survey; CGAS: Children’s Global Assessment Scale; HoNOS: Health of the 
Nation Outcome Scale; K-10+: Kessler − 10+; LSP-16: Life Skills Profile 16; MHI: 
Mental Health Inventory 38; ROM: Routine Outcome Measures; SDQ: Strengths 
and Difficulties Questionnaire; YES: Your Experience of Service Survey.

Acknowledgements
We would like to acknowledge Dr. Tim Coombs for providing advice regard-
ing the policy context of the development of outcome measures for public 
mental health services in Australia.

Authors’ contributions
All authors were involved in study design. CO undertook the first stage of data 
analysis. CO, SD, JK and SL contributed to research team interpretation of the 
data and writing of the manuscript. All authors read and approved the final 
manuscript.

Funding
This research was funded by the Allied Health Research Collaboration Funding 
2020. This is a collaboration between the University of South Australia, the 
Hospital Research Foundation Group & SA Health. The funding body was not 
involved in the study design, data collection, analysis, interpretation of data, or 
in the writing of the manuscript.

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Present Address: Caring Futures Institute, College of Nursing & Health 
Sciences, Flinders University, GPO Box 2100, Bedford Park, Adelaide 5001, 
South Australia. 2 School of Allied health and Practice, University of Adelaide, 
Adelaide 5005, South Australia. 3 Central Adelaide Local Health Network, 
Adelaide, South Australia. 4 Allied Health & Human Performance, University 
of South Australia, GPO Box 2471, Adelaide 5001, South Australia. 5 Lived 
Experience Australia Ltd, PO Box 12, Oaklands Park 5046, South Australia. 6 Col-
lege of Medicine and Public Health, Flinders University, GPO Box 2100, Bedford 
Park, Adelaide 5001, South Australia. 

Received: 22 July 2022   Accepted: 8 December 2022

References
 1. Boswell JF, Constantino MJ, Kraus DR, Bugatti M, Oswald JM. The expand-

ing relevance of routinely collected outcome data for mental health care 
decision making. Admin Pol Ment Health. 2016;43:482–91.

 2. Gelkopf M, Mazor Y, Roe D. A systematic review of patient-reported out-
come measurement (PROM) and provider assessment in mental health: 
goals, implementation, setting, measurement characteristics and barriers. 
Int J Qual Health Care. 2021;33(1):1–15.

 3. Roe D, Mazor Y, Gelkopf M. Patient-reported outcome measurements 
(PROMs) and provider assessment in mental health: a systematic review 
of the context of implementation. Int J Qual Health Care. 2021;33(1):1–12.

 4. Institute of Medicine (US). Committee on crossing the quality chasm: 
adaptation to mental health and addictive disorders. Improving the 
quality of health care for mental and substance-use conditions: quality 
chasm series. Washington: National Academies Press; 2006.

 5. Stedman T, Yellowlees P, Mellsop G, Clarke R, Drake S. Measuring con-
sumer outcomes in mental health: field testing of selected measures of 
consumer outcome in mental health. Canberra: University of Queens-
land; 1997.

 6. Australian Health Ministers. National Mental Health Policy. Canberra: 
Australian Government Publishing Service; 1992.

 7. Australian Health Ministers. National Mental Health Plan. Canberra: 
Australian Government; 1992.

 8. Australian Health Ministers. Second National Mental Health Plan. Can-
berra: Australian Government; 1998.

 9. Australian Health Ministers. National Mental Health Plan 2003–2008. 
Canberra: Australian Government; 2003.

 10. Australian Health Ministers. National Mental Health Policy. Canberra: 
Australian Government Publishing Service; 2008.

 11. Australian Health Ministers. Fourth National Mental Health Plan: 
an agenda for collaborative government action in mental health 
2009–2014. Canberra: Australian Government; 2009.

 12. Australian Health Ministers. The fifth National Mental Health and 
suicide prevention plan. Canberra: Australian Government; 2017.

 13. Burgess P, Pirkis J, Coombs T. Routine outcome measurement in Aus-
tralia. Int Rev Psychiatry. 2015;27(4):264–75.

 14. Australian Mental Health Outcomes and Classifications A. Mental 
health National outcomes and Casemix collection: overview of clini-
cian-rated and consumer self-report measures, version 2.1. Canberra: 
Department of Health; 2021.

 15. Wing JK, Beevor AS, Curtis RH, Park SBG, Hadden S, Burns A. Health of 
the National outcomes scales (HoNOS). Br J Psychiatry. 1998;172:11–8.

 16. Macdonald AJD, Fugard AJB. Routine mental health outcome measure-
ment in the UK. Int Rev Psychiatry. 2015;27(4):306–19.

 17. Kendrick T, El-Gohary M, Stuart B, Gilbody S, Churchill R, Aiken L, et al. 
Routine use of patient reported outcome measures (PROMs) for 
improving treatment of common mental health disorders in adults. 
Cochrane Database Syst Rev. 2016;7:CD011119.

 18. Australian Government Department of Health and Ageing. Review 
of the Australian mental health outcomes and classification network 
(AMHOCN). Adelaide: Healthcare Management Advisors Pty Ltd; 2011.

 19. National Mental Health Commission. The National Review of mental 
health Programmes and services. Sydney: National Mental Health 
Commission; 2014.

 20. Productivity Commission. Mental health, inquiry report. 2020.
 21. Rosenberg SP, Hickie IB, McGorry PD, Salvador-Carulla L, Burns J, Chris-

tensen H, et al. Using accountability for mental health to drive reform. 
MJA. 2015;203(8):328–30.e2.

 22. Australian Government. National Standards for mental health services. 
Canberra: Commonwealth of Australia; 2010.

 23. Bacchi C. Analysing policy: What’s the problem represented to be? 
Frenchs Forest: Pearson Education; 2009.

 24. Bletsas A, Beasley C, editors. Engaging with Carol Bacchi: strategic inter-
ventions and exchanges. Adelaide: University of Adelaide Press; 2012.

 25. Foucault M. The use of pleasure: the history of sexuality volume two. 
London: Penguin Books; 1992.

 26. Coveney J. Analyzing public health policy: three approaches. Health 
Promot Pract. 2010;11(4):515–21.

 27. Foucault M. So is it important to think? In: Faubion JD, editor. Power: 
essential works of Foucault 1954–1984, vo, 3. London: Penguin; 1994 
[1981].

 28. Apelmo E. What is the problem? Dis/ability in Swedish physical education 
teacher education syllabi. Sport Educ Soc. 2022;27(5):529–42.

 29. Buller A, Epstein S, Hosken N. What is the problem with sexual intimacy 
following intimate partner violence in the DSM-5? Violence Against 
Women. 2022;28(2):395–416.

 30. Eggebo H. The problem of dependency: immigration, gender, and the 
welfare state. Soc Polit. 2010;17(3):295–322.

 31. Flacks S. Dangerous drugs, dangerous mothers: gender, responsibility 
and the problematisation of parental substance use. Crit Soc Policy. 
2019;39(3):477–97.

 32. Andrews G, Peters L, Teesson M. The measurement of consumer outcome 
in mental health. Canberra: Australian Government Publishing Service; 
1994.



Page 16 of 16Oster et al. BMC Psychiatry           (2023) 23:24 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 33. Pirkis J, Burgess P, Kirk P, Dodson S, Coombs T. Review of standardised 
measures used in the National Outcomes and Casemix collection 
(NOCC); 2005.

 34. Costa DSJ, Mercieca-Bebber R, Tesson S, Seidler Z, Lopez A-L. Patient, 
client, consumer, survivor or other alternatives? A scoping review of 
preferred terms for labelling individuals who access healthcare across 
settings. BMJ Open. 2019;9:e025166.

 35. Dickens G, Picchioni M. A systematic review of the terms used to refer 
to people who use mental health services: user perspectives. Int J Soc 
Psychiatry. 2011;58(2):115–22.

 36. Pirkis J, Burgess P, Coombs T, Clarke A, Jones-Ellis D, Dickson R. Routine 
measurement of outcomes in Australia’s public sector mental health 
services. Aust New Zealand Health Policy. 2005;2:8.

 37. Greenhalgh J, Dalkin S, Gibbons E, Wright J, Valderas JM, Meads D, et al. 
How do aggregated patient-reported outcome measures data stimulate 
health care improvement? A realist synthesis. J Health Serv Res Policy. 
2018;23(1):57–65.

 38. Greener I. Performance in the National Health Service: the insistence 
of measurement and confusion of content. Public Perform Manag Rev. 
2003;26(3):237–50.

 39. Malmmose M. Management accounting versus medical profession dis-
course: hegemony in a public health care debate - a case from Denmark. 
Crit Perspect Account. 2015;27:144–59.

 40. Gavin B. Short contract student counselling in a neoliberal world. Psycho-
dyn Pract. 2020;26(1):7–19.

 41. McCabe TJ, Sambrook SA. A discourse analysis of managerialism and trust 
amongst nursing professionals. Ir J Manag. 2019;38(1):38–53.

 42. Flynn R. Clinical governance and governmentality. Health Risk Soc. 
2002;4(2):155–73.

 43. Alegria M, NeMoyer A, Falgas I, Wang Y, Alvarez K. Social determinants of 
mental health: where we are and where we need to go. Curr Psychiatry 
Rep. 2019;20(11):95.

 44. O’Brien KH. Social determinants of health: the how, who, and where 
screenings are occurring; a systematic review. Soc Work Health Care. 
2019;58(8):719–45.

 45. Shim RS, Compton MT. Addressing the social determinants of mental 
health: if not now, when? If not us, who? Psychiatr Serv. 2018;69:844–6.

 46. Trauer T, Callaly T, Herrman H. Attitudes of mental health staff to routine 
outcome measurement. J Ment Health. 2009;18(4):288–97.

 47. Kelly V, Holttum S, Evans C, Shepherd M. A discourse analysis of power in 
relation to PSYCHLOPS (psychological outcome profiles) in the context of 
CBT for psychosis. Couns Psychother Res. 2012;12(4):247–156.

 48. Solstad SM, Castonguay LG, Moltu C. Patients’ experiences with routine 
outcome monitoring and clinical feedback systems: a systematic 
review and synthesis of qualitative empirical literature. Psychother Res. 
2019;29(2):157–70.

 49. Meadows G, Enticott JC, Inder B, Russell GM, Gurr R. Better access to men-
tal health care and the failure of the Medicare principle of universality. 
MJA. 2015;202(4):190–5.

 50. Cresswell J, Friesen D, Dueck K, Gass C. Struggles vs symptoms: the narra-
tive approach to mental illness. Eur Leg. 2018;23(4):447–51.

 51. Esposito L, Perez FM. Neoliberalism and the commodification of mental 
health. Humanit Soc. 2014;38(4):414–42.

 52. Burgess P, Harris MG, Coombs T, Pirkis JE. A systematic review of 
clinician-rated instruments to assess adults’ levels of functioning in 
specialised public sector mental health services. Aust N Z J Psychiatry. 
2017;51(4):338–54.

 53. Smith-Merry J, Freeman R, Sturdy S. Indicating mental health in Scotland; 
2010.

 54. Williams CHJ. Improving access to psychological therapies (IAPT) and 
treatment outcomes: epistemological assumptions and controversies. J 
Psychiatr Ment Health Nurs. 2015;22:344–51.

 55. Walsh DAB, Foster JLH. A call to action. A critical review of mental health 
related anti-stigma campaigns. Frontiers. Public Health. 2021;8(Article 
569539):1–15.

 56. Affleck W, Carmichael V, Whitley R. Men’s mental health: social determi-
nants and implications for services. Can J Psychiatr. 2018;63(9):581–9.

 57. Brown C. Critical clinical social work and the neoliberal constraints on 
social justice in mental health. Res Soc Work Pract. 2021;31(6):644–52.

 58. Brijnath B. Applying the CHIME framework in two culturally diverse 
Australian communities: qualitative results. Int J Soc Psychiatry. 
2015;61(7):660–7.

 59. Hancock N, Scanlan JN, Bundy AC, Honey A. Recovery assessment scale - 
Domains & Stages. Sydney: University of Sydney; 2016.

 60. Bond GR, Drake RE, Becker DR. An update on individual placement and 
support. World Psychiatry. 2020;19(3):390–1.

 61. O’Campo P, Stergiopoulos V, Davis O, Lachaud J, Nisenbaum R, Dunn JR. 
Health and social outcomes in the housing first model: testing the theory 
of change. eClinicalMedicine. 2022;47:101387.

 62. Moncrief J. The political economy of the mental health system: a Marxist 
analysis. Front Sociol. 2022;6:771875.

 63. Green C, Dickinson H, Carey G, Joyce A. Barriers to policy action on social 
determinants of health for people with disability in Australia. Disabil Soc. 
2022;37(2):206–30.

 64. WHO. Guidance on community mental health services: promoting 
person-centred and rights-based approaches. Geneva: World Health 
Organization; 2021.

 65. Human Rights Council. Right of everyone to the enjoyment of the high-
est attainable standard of physical and mental health. Geneva: United 
Nations; 2020.

 66. State of Victoria. Royal Commission into Victoria’s mental health system: 
final report, summary and recommendations, part 1. Victoria; 2021.

 67. Office of the Chief Psychiatrist. Executive update sent to all SA Health 
staff for all sa health staff. Unpublished internal government document. 
2022.

 68. Office of the Chief Psychiatrist. Access to Mental health Beds: Rehabilita-
tion Beds Discussion Paper. Unpublished internal government document. 
2022.

 69. de Bienassis K, Kristensen S, Hewlett E, Roe D, Mainz J, Klazinga N. 
Patient-reported indicators in mental health care: towards interna-
tional standards among members of the OECD. Int J Qual Health Care. 
2021;34:ii7–ii12.

 70. Roe D, Drake RE, Slade M. Routine outcome monitoring: an international 
Endeavour. Int Rev Psychiatry. 2015;27(4):257–60.

 71. Roe D, Slade M, Jones N. The utility of patient-reported outcome meas-
ures in mental health. World Psychiatry. 2022;21(1):56–7.

 72. Coombs T, Reed C, Rosen A. Developing the living in the community 
questionnaire: reporting the social outcomes of mental health care. Asia 
Pac J Soc Work Dev. 2016;26(2–3):178–89.

 73. Roe D, Gelkopf M, Gornemann MI, Baloush-Kleinman V, Shadmi E. Imple-
menting routine outcome measurement in psychiatric rehabilitation 
services in Israel. Int Rev Psychiatry. 2015;27(4):345–53.

 74. Sweeney S, Air T, Zannettino L, Galletly C. Psychosis, socioeconomic 
disadvantage, and health service use in South Australia: findings from 
the second National Health survey of psychosis. Front Public Health. 
2015;3:259.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Mental health outcome measures in the Australian context: what is the problem represented to be?
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Methods
	Data collection
	Data analysis
	Terminology

	Results
	Mental health service quality and accountability: the need for outcome measures
	What is the problem [of the need for mental health outcome measurement] represented to be?
	What presuppositions or assumptions underpin this representation of the ‘problem’?
	How has this representation of the ‘problem’ come about?
	What is left unproblematic in this problem representation?
	What effects are produced by this representation of the ‘problem’?
	Howwhere is this representation of the ‘problem’ produced, disseminated and defended and how could it be questioned, disrupted and replaced?
	A deficit model of mental health: the choice of outcome measures
	What is the problem [of the choice of outcome measures] represented to be?
	What presuppositions or assumptions underpin this representation of the ‘problem’?
	How has this representation of the problem come about?
	What is left unproblematic in this problem representation?
	What effects are produced by this representation of the problem?
	Howwhere is this representation of the ‘problem’ produced, disseminated and defended and how could it be questioned, disrupted and replaced?

	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References


