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Aims and method This study sought to obtain the views of doctors associated with
the Royal College of Psychiatrists on the use of outcome measures in mental health
services. An online survey was developed by the College's working group on outcome
measures and widely disseminated to psychiatrists through College channels.

Results In total, 339 completed responses were received. Respondents were mostly
consultant psychiatrists; based in England; and working in the National Health Service
with working-age adults. Almost half said they used outcome measures routinely,
with almost half finding outcome measures clinically useful. Lack of time and
inadequate information technology systems were identified as the top barriers to
using outcome measures.

Clinical implications Based on our results, psychiatrists are generally keen to use
outcome measures, but are often prevented from doing so effectively by pressures on
services and lack of appropriate support. The Royal College of Psychiatrists and other
relevant organisations could enhance the use of outcome measures in mental health
services through improved guidance, providing additional resources and integration of
measures into electronic patient records.

Keywords Clinical outcome measures; mental health services; electronic health
records; health informatics; quality improvement.

re-use, distribution and reproduction,
provided the original article is properly
cited.

Outcomes can be defined as the results that matter most to
patients and an outcome measure is a method of quantifying
these results.! Measurement can be achieved through various
means, including by quantifying hard outcomes, such as
mortality or hospital admission rates, and questionnaires
completed by a range of informants, such as patients, carers
and clinicians.? The Royal College of Psychiatrists endorses
the routine use of outcome measures to support clinical care
in mental health services.® It has produced several pieces of
guidance for its members on the use of outcome measures,
most notably the College Report entitled Outcome Measures
in Psychiatry (CR240), published in June 2024. This report
brought together the views of each faculty of the College,
governed by the overarching principles that outcome
measures should support patient care and be clinically
meaningful and valid.

The use of outcome measures has been a topic of interest
for psychiatrists since at least the 1990s,*% when the UK
Department of Health commissioned the Royal College of
Psychiatrists’ Research Unit (CRU) to develop the Health of
the Nation Outcome Scales (HoNOS).”® This clinician-
reported outcome measure (CROM), originally designed
for working-age adults, has been subsequently adapted for a
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range of other settings and patient groups.” HONOS was used
as the basis for clustering, which was intended to underpin a
move towards payment by results. Clustering was highly
controversial, attracting criticism for being unnecessarily
burdensome on clinicians’ time and unreflective of clinical
realities.’® Clustering has since been abandoned, and work is
underway to identify new payment systems.!!

In recent years there has been a particular focus on the
importance of promoting patient-reported outcome meas-
ures (PROMs), which are completed by patients them-
selves.!? For example, PROMs are integral to the National
Health Service’s (NHS) Improving Access to Psychological
Therapies (IAPT) programme (now referred to as NHS
Talking Therapies), which mandates practitioners to offer
their patients the opportunity to complete PROMs to
measure progress during treatment.'® Although PROMs are
yet to be mandatory beyond IAPT services there is a
proliferation of guidance. Different types of service currently
demonstrate varying levels of maturity in the use of outcome
measures. Liaison psychiatry services have published a
framework for routine outcome measurement
(FORM-LP),"* which recommends specific measures for
process, PROMs, CROMs, and patient and referrer
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satisfaction. The National Clinical Audit of Psychosis has
been collecting data on HoNOS, DIALOG and the Process of
Recovery Questionnaire (QPR) since 2018, but the reports do
not analyse outcome scores to measure change.!® The
National Collaborating Centre for Mental Health
(NCCMH) was commissioned by NHS England to produce
an implementation guide in response to the commitment to
increasing the use of PROMs in the NHS Long Term Plan
(2019). The NCCMH recommended the use of three
measures — DIALOG, goal-based outcomes (GBOs) and the
10-item Recovering Quality of Life tool (ReQoL-10) - for
community mental health services.!” "

Past attempts to implement routine outcome data
gathering have struggled to engage with clinicians.
A national survey of consultant psychiatrists in the UK in
2002 with 340 eligible responses found that only a small
minority used outcome measures routinely.?® Numerous
barriers have been identified to the uptake of routine
outcome measurement in clinical practice. Clinicians have
expressed difficulty in understanding the clinical relevance
of measurement and concerns about lack of integration with
information technology systems such as electronic patient
records.?! Other concerns centre on the perceived intrusive-
ness of the measurement process, lack of infrastructure and
fears that results could be used inappropriately for contain-
ing costs by excluding individuals from services.??

In our survey we sought to obtain up-to-date informa-
tion on the views of psychiatrists who are Fellows, Members
or Associates of the Royal College of Psychiatrists. The
results will inform the College’s policy on outcome measures
and guide the work of the outcome measures working group.

Method
Development

We conducted a cross-sectional survey managed through the
Qualtrics platform (Qualtrics XM, Qualtrics, Provo, Utah,
USA; https://www.qualtrics.com/en-gb/). We are senior
members of the outcome measures working group at the
Royal College of Psychiatrists and we developed the survey
ourselves. The survey had four sections, covering current use
of outcome measures, views on barriers and facilitators to the
use of outcome measures, resources that psychiatrists need
to support their use of outcome measures and an optional
section seeking feedback on the College Report CR240. The
survey was piloted with other members of the working group
prior to distribution. The survey was approved by the
Registrar of the Royal College of Psychiatrists. The authors
assert that all procedures contributing to this work comply
with the ethical standards of the relevant national and
institutional committees on human experimentation and
with the Helsinki Declaration of 1975, as revised in 2013.
Informed consent was obtained from all participants, who
were asked to agree to use of their anonymised data and
responses.

Distribution and analysis

An electronic link to the survey was sent by email to all
Fellows, Members and Associates registered on the College
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database on 22 January 2025. The survey was also advertised
through other College channels, such as the members’
newsletter. The survey was closed to responses on 2 April
2025. Incomplete responses were excluded from the analysis.
Quantitative data from closed questions were analysed using
appropriate descriptive statistics and free-text responses
were analysed thematically.

Results
Sample characteristics

A total of 339 complete responses were received. Most
respondents were consultant psychiatrists (78%), based in
England (70%) and working primarily in the NHS (73%). The
most common setting that respondents worked in was
community mental health services (67%), followed by
in-patient mental health services (43%) and liaison services
in general hospitals. See Table 1 for more detailed sample
characteristics.

Current use of outcome measures

Respondents were asked to rank eight different outcome
areas in terms of the importance of measuring each in their
own practice. Symptom severity was most commonly ranked
as the most important (n = 140; 41%), followed by risk to self/
others (n=73; 22%) and quality of life (n=63; 19%). Life
skills and social factors (such as employment and housing)
were least frequently ranked as most important (n =3 and
n =4 respectively; both 1%), and avoidance of admission/
readmission was most frequently ranked as the least
important (n =140; 41%) (Table 2). Other areas that were
identified as important included abstinence from substance
use, ability to engage in treatment planning, side-effects of
medication, family/carer support, family/carer quality of life,
adherence to treatment, and interpersonal relationships. One
respondent commented that the list was too focused on
pathology and suggested that measures of self-esteem and
self-efficacy should be prioritised. Another objected to being
asked to rank the outcomes for all patients, highlighting that
the relative importance fluctuates between individuals.

Almost half of respondents (n = 164; 48%) reported using
outcome measures routinely. The most common type of
measure that respondents reported using was a PROM
(n=189; 56%), followed by a CROM (n=180; 53%). The
most common ways that respondents reported using
outcome measures in their practice were, first to measure
their patients’ progress in the community (n =161; 47%),
second to identify needs and inform care planning (n =132;
39%) and third to drive quality improvement (n =126; 37%)
(Table 3). Other reasons for using outcome measures
reported by respondents included to measure their own
performance as a clinician, to measure positive and negative
effects of treatment, to satisfy commissioners and to ensure
treatment is patient centred. Almost half of respondents
found outcome measures clinically useful for their patients
(n=165; 49%). Respondents were roughly evenly divided
about how easy they found outcome measures to use in their
clinical practice.
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Table 1 Characteristics of respondents to the survey
(n=339)

Question Response n %

Primary role (select one)

Consultant psychiatrist 264 78
SAS psychiatrist 27 8
Higher trainee in psychiatry (resident doctor) 22 6
Core trainee in psychiatry (resident doctor) 12 4
Other 14 4
Primary country of work (select one)
England 236 70
Scotland 33 10
Wales 10
Northern Ireland n
Republic of Ireland 9
Other European country
Non-European country 34 10
Setting of practice (select one)
NHS 246 73
Independent sector 37 1
Mixture of NHS and independent 25
Other 31 9
RCPsych Faculty membership (select all that apply)
Academic 42 12
Addictions 26 8
Child and adolescent 59 17
Eating disorders 22 6
Forensic 48 14
General adult 160 47
Intellectual disability 25 7
Liaison 51 15
Medical psychotherapy 29 9
Neuropsychiatry 41 12
Old age 42 12
Perinatal 18
Rehabilitation and social 29
None 47 14
Age group worked with (select all that apply)
Under 18 years old 91 27
18-65 years old 262 77
65+ years old 120 35
Types of services working in (select all that apply)
In-patient 145 43
Community 226 67
Liaison 58 17
Emergency 36 11
Other 55 16

SAS, specialty and specialist; NHS, National Health Service; RCPsych, Royal
College of Psychiatrists.
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Table 2 Ranking of the importance of eight outcome areas
by survey respondents (n = 339)

Rank, n

Area 1 2 3 4 5 6 7 8

Symptom severity 140 94 42 22 16 13 8 4
Risk to self/others 73 97 48 39 19 14 19 30

Quiality of life 63 55 60 51 44 39 19 8
Recovery 39 36 68 57 54 38 28 19
Physical health 10 24 50 56 55 55 61 28
Avoid (re)admission 7 13 28 37 36 35 43 140
Life skills 4 9 17 33 59 78 85 54
Social factors 3 1N 26 44 56 67 76 56

Barriers and facilitators to using outcome measures

The most commonly cited barrier to using outcome
measures was respondents’ lack of time in their job role to
complete them (n=196; 58%), followed by information
technology preventing or limiting their use of outcome
measures (n=137; 40%) (Table 3). Half of respondents
(n=170; 50%) reported having received no training in using
outcome measures, although over one-third of these felt it
was not necessary to have any training for the outcome
measures that they used. Of those who had received training,
the majority received this through their employer (n =102;
61%), the rest received it from an external organisation or
from a variety of other sources, including colleagues, self-
directed reading or even as part of the development team for
particular measures. Only a small number of respondents
reported that they did not want to use outcome measures at
all (n = 26; 8%). Around double that number reporting they
used outcome measures routinely (n = 50; 16%), with similar
numbers reporting that they would like to use outcome
measures more, but lacked time (n = 46; 14%) or information
technology support (n = 49; 16%). Respondents reported that
the most helpful action to help them use outcome measures
would be the integration of the measures into the electronic
patient records (n =168; 50%), followed by a mechanism for
collating and presenting outcome data (n =118; 35%). More
resources to collect outcome data (n = 115; 34%) and national
guidance (n =112; 33%) were also viewed as important by
many respondents.

Free-text responses: themes

Three main themes were identified in free-text answers.

Theme 1: Need for outcome measures to be clinically
meaningful and useful

The purpose of completing outcome measures was not clear
for many respondents, who commented that they saw them
as ‘box-ticking’ exercises, done to satisfy managers and
commissioners. Respondents noted that measures were
often completed only because they were mandatory, with
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Table 3 Survey respondents’ views on the use of outcome
measures (n=339)

Question Response n %

Use of outcome measures by team or service (select one)

Routinely 164 48
Frequently 67 20
Rarely 79 23
Never 29 9
Types of outcome measures used (select all that apply)
Patient-reported outcome measure 189 56
Patient-reported experience measure 136 40
Clinician-reported outcome measure 180 53
Carer-reported outcome or experience 82 24
measures
‘Hard’ outcome measures (e.g. death, 12 33
readmission)
Other 32 9
None 46 14
Purpose of using outcome measures
Measure progress in the community 61 47
Measure progress as an in-patient 102 30
Assess readiness for discharge 63 19

Identify care needs and inform care planning 132 39

Benchmark service performance 102 30
Drive quality improvement 126 37
For quality assurance 97 29
For clinical research 57 17

Inform decisions about resourcing or funding 65 19

Other 29 9
None 46 14
Clinical usefulness of outcome measures for individual patients
Very positive 55 16
Somewhat positive 1Mo 32
Neutral 79 23
Somewhat negative 43 13
Very negative 20
Not applicable 32
Ease of using outcome measures in clinical practice
Very easy 34 10
Somewhat easy 84 25
Neither easy, nor difficult 62 18
Somewhat difficult 93 27
Very difficult 35 10
Not applicable 31 9
Barriers to using outcome measures (select all that apply)
Lack of time 196 58
Inadequate information IT 137 40
Lack of feedback about measures completed 101 30
Insufficient training 54 16
Continued

Table 3 Continued

Question Response n %
Other 72 21
None 45 13
Training in use of outcome measures
None 108 32
None, but not necessary 62 18
Some training, but not enough 53 16
Sufficient training 97 29
More than enough training 10 3
Not applicable 9
Current position on using routine outcome measures
| do not want to use outcome measures at 26 8
all
| would like to use outcome measures more 51 15

for some patients

| would like to use outcome measures more 75 22
for all patients

| would like to use outcome measures more, 46 14
but don't have time

| would like to use outcome measures more, 49 14
but don't have the IT

| would like to use outcome measures more, n 3

but don't have the training

| would like to use outcome measures more, 15 4

for another reason

| already use outcome measure routinely 50 15

Other 16 5
Most helpful for using outcome measures (choose up to three)

Guidance/protocols from my local 83 24

organisation

National/international guidance M2 33

Integration of outcome measures into 168 50

electronic patient record

Smartphone app for collecting outcome data 56 17

Tablets available to patients in my clinic/ 81 24
ward to input outcome data

Mechanism for collating and processing M8 35
outcome data

Development of new/different outcome 59 17
measures that are easier to use

More training in using outcome measures 50 15
More team resources to facilitate the M5 34

collection of outcome measures

Website that collates details of relevant 47 14
outcome measures

IT, information technology.

data not being presented back to clinicians or used to inform
care planning. The meaningful involvement of patients in
rating and interpreting outcome measures was highlighted as
important. Several respondents highlighted that scores could
be at odds with clinical impressions, undermining confidence
in measures. One commented that hard outcomes such as
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length of stay may not reflect the complexity of patients,
where achieving stability and optimising quality of life in the
context of severe mental illness is often the goal.

Respondents highlighted the need for repeated meas-
ures, with collation of data and feedback of results, ideally
including graphical representation of change over time and
longitudinal trends. Respondents also emphasised the
importance of selecting specific measures for the particular
population, for example in older adults employment may not
be as relevant an outcome as in younger adults. Others
highlighted that measures may not be culturally sensitive or
suitable for different ethnic groups. Several respondents
questioned whether it is possible to quantify patients’
experiences at all. Some felt that measures can be too
generic and fail to capture the breadth of outcomes in all
patients, for example in liaison psychiatry, where psychia-
trists encounter a wide range of situations.

Some commented that patients appreciated the oppor-
tunity to complete measures, whereas other noted patients
were wary of doing so. Several respondents emphasised the
importance of PROMs and patient involvement in selecting
suitable outcomes, but some noted the lack of suitable
measures, and challenges to collecting reliable data from
patients. Several commented that the act of asking patients
to complete PROMs changed the tone of the consultation and
may not be appropriate for certain groups or circumstances,
such as younger people, who may be alienated by the
formality of completing structured questionnaires, or people
in a crisis, who may be further distressed when presented
with a questionnaire. Several respondents highlighted the
need for cultural change, where outcome measurement
becomes routine practice.

Theme 2: Complexities and potential pitfalls of using
aggregated outcome data

Some respondents commented that using aggregated scores
could be misleading and that a measure’s psychometric
properties may not be adequate to support service-level
inferences. Some observed that competing incentives for
patients and clinicians could influence the way measures are
scored. Others cited the potential utility of outcome
measures for research, quality improvement and service
planning; however, they noted that to achieve this, systems
need to be effective in capturing and processing the data.
Some expressed concern that outcome measures could be
used to justify reducing resources, although others pointed to
their usefulness in comparing similar services. Some
welcomed the idea of using outcomes to measure clinicians’
effectiveness, whereas others were wary of how attempts to
measure individual clinicians’ performance might be mis-
used. Respondents noted that, if scores are to be compared,
they need to be filled in consistently and reliably. The data
need to be complete and of good quality. Several reflected
that employers did not appear to be interested in introducing
or promoting the use of outcome measures, and without
institutional buy-in they are unlikely to have an impact.
Some commented that a lack of interrater reliability can limit
usefulness of outcome measures when patients are seen by
multiple clinicians.
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Theme 3: The need to minimise the burden of outcome data
gathering

Many respondents commented on the limited capacity of
psychiatrists to spend time completing outcome measures,
with potential opportunity costs of reduced clinical contact.
Choosing measures that are quick to complete, involving
other members of the multidisciplinary team and ensuring
that technology supports the collection of responses were
identified as facilitators that could minimise the burden on
psychiatrists. Careful selection of the minimum number of
measures would also help to limit the burden. Support from
other members of the multidisciplinary team, such as care
coordinators and assistant psychologists, was identified by
some as useful in completing measures. Several respondents
expressed their frustration with the erstwhile mental health
clustering, feeling it was clinically unhelpful and time
consuming. Some respondents felt that training was impor-
tant, but others felt this was unnecessary and even indicated
a problem with the outcome measure if it required extensive
training to be useful.

Free-text responses: College support for members to
use outcome measures

Respondents advanced a series of suggestions about what the
Royal College of Psychiatrists could offer to support its
members.

Training and access to information

Suggestions for training included masterclasses, courses,
e-learning, books and videos. Some respondents suggested
that all training should be suitable for the whole multidisci-
plinary team, not just psychiatrists. Others recommended
the use of digital platforms such as mobile applications
(apps) for College members or a QR code that could be given
to patients that links to key information and resources on
outcome measures. An alternative view from one respondent
suggested that the College should not provide training, as
good outcome measures should be intuitive and be usable
without training.

Guidance

Many respondents suggested that specific guidelines would
be helpful, such as a position paper, with a list of
recommended measures for particular settings or popula-
tions. Several respondents emphasised the importance of
clinical leadership by the College on the selection of
measures, to ensure their relevance and ease of use. Some
stated that the College should advocate for the mandatory
use of outcome measures and their use in NHS benchmark-
ing, and others highlighted the need to prioritise a small
number of measures and promote standardisation. A few
responses highlighted the importance of the College being
clear about which measures are not useful, and working to
avoid their imposition. Patient involvement was highlighted
as important, including the need to provide information to
patients and carers to increase their familiarity and skills in
using outcome measures.
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Research

Some respondents saw the College having a role in
generating evidence on the benefits of outcome measures,
with examples of how they have led to meaningful differ-
ences. Others wanted the College to examine the perfor-
mance of common outcome measures in different
populations. One respondent called for a national audit of
outcome measures. Several respondents suggested the
development of new measures to support specific patient
groups, such as older people with dementia and adults with
attention-deficit hyperactivity disorder, or ones that have a
broader social perspective.

Other views

Some respondents expressed scepticism about the usefulness
of outcome measures and suggested there should be more
open discussions and active debate about whether they have
a role in clinical practice at all. There were concerns that
outcome measures detract from clinical time and that
psychiatrists are increasingly expected to spend time on
administration at the expense of patient contact. One
response suggested that the College should make recom-
mendations of what other work should be reduced to make
time for outcome measurement. Many responses highlighted
the need for adequate time and staffing levels to use outcome
measures, with the College playing a role in advocating for
these increased resources. When asked what else might be
helpful in using outcome measures, many respondents
emphasised the importance of administrative support and
digital integration to collect, analyse and feed back the data
from outcome measures.

Feedback on College Report CR240

Out of 330 respondents who chose to answer, 267 (80%)
either ‘agreed’ or ‘strongly agreed’ with the principles in the
College Report Outcome Measures in Psychiatry (CR240),
with only 4% either disagreeing or strongly disagreeing.
Other comments on the report included the need to mention
carers and family members in the principles, and the need for
a greater focus on individual patient care. Several respond-
ents commented that the principles were aspirational and
the College needs to develop a plan to influence practice on
the ground.

Discussion
Key findings

This study is a cross-sectional survey of psychiatrists about
their use of, and views on, outcome measures, conducted by
the Royal College of Psychiatrists’ working group on outcome
measures. Most of the 339 survey respondents were
consultant psychiatrists, were working with working-age
adults and were based in England. Almost half used outcome
measures routinely and almost half were positive about the
clinical usefulness of outcome measures for individual
patients. Lack of time and inadequate information technol-
ogy support were the most cited barriers to outcome measure
use. Respondents reported that integration of outcome
measures into electronic patient records, with a mechanism

6

to collate and process those data, and more team resources to
collect outcome data would be the most helpful facilitators to
using outcome measures.

In free-text responses, respondents highlighted the need
for outcome measures to be clinically meaningful, the
complexities of using aggregate outcome data, and the need
to minimise the burden of data collection for psychiatrists
and other team members. Respondents called for better
training and information resources on outcome measures;
improved guidance at all levels, including guidance on which
measures to use; and more research into the effectiveness of
outcome measures and the development of measures in
specialist areas where suitable tools are lacking.

Interpretation of results and comparison with existing
literature

The results of the current study suggest that the routine use of
outcome measures by psychiatrists is more widely embedded
in practice compared with 25 years ago. A similar survey of
340 UK adult psychiatrists in 2000 reported rates of routine
use of outcome measures to assess clinical change over time of
between 4.7 and 11.2%, compared with 48% of respondents
saying that they routinely use outcome measures in 2025.2°
Although respondents were mostly positive about the clinical
usefulness of outcome measures for individual patients, many
expressed scepticism in the free-text comments about the
use of aggregate outcome data, especially at a service level.
The perception that outcome measures are a ‘tick-box
exercise’ is not new and has been linked to a lack of feedback
of outcome data to clinicians, previously described as ‘pouring
valuable clinical information into a black hole’?* Some
respondents even feared that outcome measure data may
be misused to castigate clinicians, cut funding or limit access
to services, which echoes views reported elsewhere.??
Commissioners’ reliance on process measures, such as length
of stay, may further contribute to clinicians’ antipathy towards
measurement.

Although measurement-based care has some evidence
to support its effectiveness, there remains a substantial gap
between what is desirable in theory and what happens in
practice.?? Reducing the burden of collecting outcome data
is a common concern across medicine and applies to
measures reported by clinicians, patients and others.?+25
Recommendations to achieve this include the use of shorter
measures, ensuring measures are relevant and designing
administrative systems that support data collection. The
importance of integrating outcome measures into existing
electronic patient record systems has been widely reported
elsewhere in medicine.?%?” Researchers have recommended
that measures should be incorporated either directly into
local records or through stand-alone systems that interface
seamlessly with the local system.?®

Implications for policy, practice and research

Routine outcome data gathering is endorsed by the RCPsych
which has established a working group on outcome measures
and published guidance on this topic. Despite this, little was
previously known about the wider experiences and views of
UK psychiatrists and psychiatrists associated with the
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College on outcome measures. The current survey adds to
our knowledge of how outcome measures are being currently
used in mental health services mostly within the UK (based
on where most of the respondents were from) and the
perceptions of psychiatrists on their use. It also provides
valuable feedback on how the College and other organisa-
tions can most effectively support the use of outcome
measures.

The results from the current survey suggest that many
psychiatrists in the UK are already using outcome measures
and many feel positive about their use. However, serious
reservations remain, with numerous barriers to the success-
ful implementation of routine measurement in a way that
benefits patients or enhances clinicians’ practice. A joined-up
response is required from policymakers that emphasises the
need for robust measurement systems to be embedded in,
and align with, clinical practice. Measurement should focus
on genuine outcomes that are important to stakeholders and
not simply easy-to-quantify processes. Many respondents to
our survey highlighted the need for a cultural shift to achieve
this, which would involve organisations (such as NHS trusts),
individual clinicians and teams, and patients and carers all
recognising outcome measures as important and actively
participating in measurement.

We would propose a model whereby outcome measures
are chosen for relevance and ease of use, with the input of
clinicians, patients and other stakeholders. These could then
be integrated into the local electronic patient records, such
that data collection is as simple as possible. Data from
repeated measures over time could then be automatically
processed to produce usable outputs, such as graphs, that are
readily understandable to clinicians and patients. The use of
aggregate data to inform benchmarking, service improve-
ment and research is potentially transformative, but requires
careful thought to avoid introducing perverse incentives.
Aggregated data, when data quality is poor or response rates
are low, should be used with caution, as they may not be
generalisable or representative. The Royal College of
Psychiatrists and other organisations have a role in providing
guidance (including advising on which measures to use),
developing training and guiding research into the implemen-
tation of outcome measures.

Strengths and limitations

To our knowledge, this survey is the first nationwide survey
of psychiatrists’ views on outcome measurement in the UK
for a quarter of a century. As a survey of Fellows, Members
and Associates of the Royal College of Psychiatrists it was
open to almost all doctors working in mental health services
in the UK, and to psychiatrists in many other countries
around the world, given the international nature of the
College’s membership. Owing to the way that the survey was
distributed it is not possible to calculate an exact response
rate. Many invitations sent via email are likely to have been
diverted to junk mail folders or otherwise misplaced. Equally,
other respondents may have chosen to participate after
seeing advertisements in social media and newsletters. The
absolute number who responded is in line with similar
surveys endorsed and disseminated by the Royal College of
Psychiatrists. However, given the much larger number of
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psychiatrists and other doctors linked to the College, there is
the possibility of response bias. Psychiatrists holding strong
views about outcome measures, whether these are positive or
negative, may have been more likely to complete the survey,
owing to a desire for their views to be considered. As we
included responses only from those who completed the
whole survey (339/574; 59%) we did not include partial
responses, which may have been systematically different (for
example those who failed to complete the survey may be
working in busier clinical settings). We only present
descriptive statistics and did not attempt further analysis
to explore associations in the data, as this was not felt to be
meaningful. Given the short nature of most of the free-text
responses, formal qualitative analysis using data manage-
ment software was not deemed necessary and therefore was
not conducted.
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