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Abstract 

 Idiographic patient-reported outcome measures (I-PROMs) are a growing set of 

individualized tools for use in routine outcome monitoring (ROM) in psychological therapies. 

This paper presents a position statement on their conceptualization, use, and analysis, based 

on contemporary evidence and clinical practice. Four problem-based, and seven goal-based, 

I-PROMs, with some evidence of psychometric evaluation and use in psychotherapy, were 

identified. I-PROMs may be particularly valuable to the evaluation of psychological therapies 

because of their clinical utility and their alignment with a patient-centered approach. 

However, there are several challenges for I-PROMs: how to generate items in a robust 

manner, their measurement model, methods for establishing their reliability and validity, and 

the meaning of an aggregated I-PROM score. Based on the current state of the literature, we 

recommend that I-PROMs are used to complement nomothetic measures. Research 

recommendations are also made regarding the most appropriate methods for analyzing I-

PROM data.  
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Idiographic Patient Reported Outcome Measures (I-PROMs) for Routine Outcome 

Monitoring in Psychological Therapies: Position Paper 

The debate around psychological outcome measurement has gained importance in the 

current context of managed health, where the assessment of outcomes is a routine component 

of services. Routine Outcome Monitoring (ROM), the regular assessment of patient outcomes 

to capture progress during the course of therapy, has become a quality tool for measuring the 

clinical response of patients. Exemplars of ROM include the session-by-session use of 

mandated outcome measures in NHS England’s Improving Access to Psychological 

Therapies program (Clark, 2018), the primary mental health collaborative care model in the 

Netherlands (van Orden et al., 2009) and the TrueBlue model in Australia (Morgan et al., 

2013). At the service level, the aggregation of patient scores derived from ROM has the 

potential of providing evidence on the outcomes of different services and treatments, thereby 

informing service commissioning and policy guidelines. At the clinical level, ROM has been 

used to inform individual patient clinical progress. Feedback on patient progress provided by 

ROM systems has the potential to improve treatment outcomes and optimize clinical 

decision-making (Lambert et al., 2018).  

The assessment tools used in ROM, Patient Reported Outcome Measures (PROMs), 

are typically nomothetic. These are standardized questionnaires that measure patients’ self-

reported experiences on universal indicators of psychological health. Such questionnaires are 

typically well-evidenced in psychometric terms, brief, acceptable to patients, and have items 

that are broad enough to capture a gamut of difficulties and experiences. This allows for 

population-level comparisons (Barkham et al., 2001, 2010; Green, 2016; Lutz et al., 2005). 

The procedure for administering nomothetic PROMs to patients locates their scores against 

norms derived from clinical and non-clinical populations. Change in scorings of nomothetic 
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PROMs at different points of treatment are taken as indicators of therapeutic change, and 

inferences can be made about the effect of the intervention. 

Despite the value of nomothetic PROMs, it is widely recognized that each person 

receiving a psychological therapy or intervention presents with a unique configuration of 

characteristics, problems, strengths, preferences, and circumstances (e.g., Cooper & McLeod, 

2011). On this basis, it has been argued that individualized methods are needed for assessing 

therapeutic change (Evans, 2012; Piccirillo & Rodebaugh, 2019). Idiographic PROMs (I-

PROMs), or “Patient-Generated Outcome Measures”, are outcome tools that involve patients 

in devising their own assessment criteria, reflecting the areas they need help for and wish to 

change (Sales, 2017). On I-PROMs, free-text items are generated by patients, and then scored 

on such dimensions as “intensity” or “goal progress”. This allows for the computation of 

change scores.  

While nomothetic PROMs are grounded in the positivist assumptions of classical test 

theory (that a “true” score exists, along a latent, objectively “real” dimension), I-PROMs are 

more closely aligned with constructivist, constructionist, and phenomenological thinking 

(Ashworth et al., 2019). This emphasizes, and prioritizes, the uniqueness of individual 

experiences, perceptions, and constructions. Here, patients’ problems are not seen primarily 

as expressions of—and reducible down to—general, pre-definable syndromes, quantifiable 

along numerical dimensions. Rather, their manifestation in the conscious, sense-making 

lived-experiencing of patients—in all their difference and diversity—is, itself, considered 

ontologically legitimate.  

This paper aims to give a position statement on the use of I-PROMs for ROM in 

psychological therapies. The authors are a group of researchers that have developed, and 

conducted research on, I-PROMs, including experts in psychotherapy research and 

psychometrics. We provide a description of I-PROMs and the principal measures available, 
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discuss their strengths and limitations for the monitoring of outcomes in real clinical settings, 

propose criteria for assessing their psychometric properties, and consider implications for 

policy and practice. Through this position paper, we aim to outline new directions for practice 

with, and research on, I-PROMs; present expert recommendations on the key methodological 

challenges that need to be addressed over coming years—if the I-PROMs field is to mature 

methodologically; and guide current usage of I-PROMs in practice and on the analysis of I-

PROMs data. 

I-PROMs in Psychological Therapies: A Narrative Review 

There are two major types of I-PROMs (Lloyd et al., 2019; Sales & Alves, 2016): 

Problem-based I-PROMs invite patients to indicate difficulties or concerns to be addressed 

during treatment; Goal-based I-PROMs invite patients to specify the objectives they want to 

achieve. Tables 1 and 2 present a review of available problem-based and goal-based I-

PROMs, respectively. The measures identified in these tables are based on recent systematic 

reviews (Lloyd et al., 2019; Sales & Alves, 2016), with additional searches conducted for 

more recent measures (up to January 2021). These additional searches were conducted using 

key term searches in Google and Google Scholar (including synonyms for, and combinations 

of, “goal-based”, “problem-based”, “outcome measures”, “patient-reported”). Eligibility 

criteria for inclusion in the narrative review were evidence of (a) use in psychological 

therapies, and (b) psychometric evaluation.  

Four problem-based I-PROMs met criteria for inclusion: two developed for use with 

adults only, and three for young people and adult population. These I-PROMs involve two 

main processes for gathering individualized items: the self-report method, where patients are 

invited to write their concerns in a pen-and-paper format (e.g., Psychological Outcome 

Profiles, PSYCHLOPS; Ashworth et al., 2005); and open-ended interviews, where patients 
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are asked, in a dialogue, to talk about their problems (e.g., Simplified Personal Questionnaire, 

PQ; Elliott et al., 2016).  

Seven goal-based I-PROMs met criteria for inclusion (six developed for adults and 

one developed for work with children and young people). However, one of these, the 

Motivational Structure Questionnaire, can be considered a family of several discrete 

measures (see Cox & Klinger, 2021; Klinger & Cox, 2011). Lloyd et al. (2019) categorized 

these goal-based I-PROMs into three types. First are those multidimensional tools, developed 

primarily for psychological research, that invite patients to establish goals through structured 

procedures, and then to rate them on a range of dimensions (Motivational Structure 

Questionnaire, Personal Project Analysis, Striving List and Striving Assessment Scales). The 

second type, consisting of just one tool—albeit the most widely used and cited goal-based I-

PROM—which is Goal Attainment Scaling (Kiresuk & Sherman, 1968). Like the first type, 

this has a relatively in-depth goal setting process but, uniquely, invites patients to consider 

and set their own expected levels of outcomes. The third type comprises brief rating forms 

that have a relatively simple goal setting process for use with children and young people, and 

just one dimension for rating goal progress: the Goal Based Outcomes (GBO) tool (Law & 

Jacob, 2015) and the Goals Form (Cooper & Xu, 2021). These latter forms have been 

developed for informing clinical practice, but also specifically for use in ROM. 

What do I-PROMs Offer to Routine Outcome Monitoring? 

Clinical Utility 

The creation of an I-PROM can closely parallel—or be an integral part of—clinical 

assessment and interviews (Greenhalgh et al., 2018). It encourages patients, both adults and 

young people, to express their own views, involving them directly in the establishment of the 

evaluation criteria of their own treatment, and tailoring assessment to the relevant and 

meaningful aspects of each patient’s life. Research indicates that patients, even with the same 
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diagnosis, may have very different expectations of therapy (Grosse & Grawe, 2002; 

Rajkarnikar, 2009). For instance, Krause et al. (2021) found different outcome priority 

profiles for young people with experience of depression. Improvements in mood and capacity 

for hedonia were a priority for all participants. However other outcomes such as learning 

coping skills, processing experiences, and functioning were important to differing degrees 

across profiles (Krause et al., 2021). Tailoring assessment using I-PROMs may contribute to 

the enhancement of treatment goals agreement (e.g., Sales et al., 2019), leading to the 

development of the therapeutic alliance (Bordin, 1979). 

The process of goal- or problem-identification, in itself, has been indicated as 

beneficial both by adult patients and their clinicians. It is seen as providing an opportunity for 

self-reflection, helping patients to think more thoroughly about their difficulties and the 

impact these have on their lives, and leading to disclosures to the clinician that might not 

otherwise be made (Alves et al., 2016; Antunes et al., 2020; Di Malta et al., 2019; 

Greenhalgh et al., 2018; Guerra et al., 2018; Jensen-Doss et al., 2018). For both young people 

and adults, goal setting has been associated with increased satisfaction with care (Jacob, De 

Francesco, et al., 2017; Mintz & Kiesler, 1982), as well as with increased therapeutic 

retention (Cairns et al., 2019). This may be because I-PROMs allow for the faster 

identification of disagreements over the goals or tasks of the therapeutic work, providing an 

opportunity for repair (Bradley et al., 1999). Research also indicates that adult patients value 

the freedom given by I-PROMs to include problems/items of their own choosing (Alves et 

al., 2016).  

Within the field of palliative healthcare, I-PROMs have been perceived as supporting 

communication by enabling patients to tell their own story in their own words (Greenhalgh et 

al., 2018). I-PROMs, in mental health treatments too, generate unique information about the 

patient’s narrative, and therefore have been used by clinicians to complement diagnoses and 
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for treatment planning (Antunes et al., 2020; Sales et al., 2007). In family therapy, for 

instance, the creation of individual problem questionnaires (PQs) for each family member can 

be used to “hold” multiple—and, at times, conflicting—views and needs of different family 

members (Sales et al., 2019). I-PROMs also provide an evidence-based, structured strategy to 

collect qualitative and personalized information about adult and youth patients that can be 

used for systematic evaluation purposes (unlike more informal methods, such as clinical 

notes), to support supervision and the preparation of case studies using sophisticated designs, 

such as the hermeneutic single-case efficacy design (Carvalho et al., 2008; Elliott et al., 

2016).  

I-PROMs allow case-specific feedback on clinical progress through the tracking of 

different areas of importance to the patient, both adult and youth. This is, again, consistent 

with the clinical reality of psychotherapeutic work, as patients may have the same score from 

the same nomothetic PROM, but be working towards different areas on I-PROMs based on 

their personal goals and difficulties (Ashworth et al., 2007; Edbrooke-Childs et al., 2015; 

Sales et al., 2018). Since I-PROMs allow monitoring progress on case-specific issues that are 

not captured by nomothetic tools (Ashworth et al., 2007; Sales et al., 2018) they introduce 

new pieces of information that are valued and used by therapists (Antunes et al., 2020; 

Barkham, 2016). For instance, an analysis of how therapists working with adults used PQ 

feedback showed that, instead of relying on overall change scores, they examined change in 

specific problem areas. This was coupled with using qualitative information to identify 

themes to explore in sessions, and tailoring intervention to meet the needs of each family 

member (Sales et al., 2018).  

I-PROMs can be used by psychotherapists as part of a wider monitoring system to 

support session-to-session clinical decision making with both adult and youth patients. For 

instance, the Individualized Patient Progress System (IPPS; Sales et al., 2014)—co-designed 
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by researchers and practitioners to monitor progress of individuals, families, and groups—

integrates the PQ with the nomothetic CORE-Net system (Barkham et al., 2015). Similarly, 

the Marriage and Family Therapy Practice Research Network developed an internet-based 

assessment portal in which each family member was asked about their top three presenting 

problems, which were then scored for intensity at each session (Johnson et al., 2017). 

Preliminary evidence from controlled studies suggests that the use of I-PROMs may 

be associated with improved outcomes in adults (McMurran et al., 2013; Mintz & Kiesler, 

1982; Smith, 1994). For instance, McMurran et al. (2013) found that clients randomized to 

use of the Personal Concerns Inventory I-PROM after initial assessment, alongside treatment 

as usual, had a median session attendance of 88.3% over 12 weeks, compared to 66.7% 

attendance over the same period for clients receiving TAU only. In the same study, mean 

treatment engagement scores—as measured using the Treatment Engagement Rating scale 

(Drieschner & Boomsma, 2008)—were higher in the PCI group compared to those receiving 

TAU only (6.64 and 2.94 respectively). The use of goal-based I-PROMs is also reinforced by 

an abundance of evidence on the beneficial effects of personal goal setting in adults (Epton et 

al., 2017) and tracking of goal progress (Harkin et al., 2016).  

Patient-Centeredness 

Closely linked to clinical utility, the patient-centeredness of I-PROMs can serve to 

promote an individual rather than normative identity, for both adults and youth (Smith, 1994). 

This is important when considering the personal and fluctuating nature of personal change or 

mental health recovery (Barber et al., 2017; Corrigan et al., 1999; Jacobson & Greenley, 

2001; H. Law et al., 2020; Onken et al., 2007). Research in the healthcare field indicates that 

standardized PROMs could be perceived by clinicians as trivializing patients’ emotions and 

leading to a mechanized process of “question bombardment” (Greenhalgh et al., 2018). In 

addition, thematic analysis of I-PROM free-text items indicates that more than 50% of I-
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PROM contents are not featured in the pre-set items of their nomothetic PROMs 

counterparts, creating considerable non-overlap between these two modalities of outcome 

measurement (Alves et al., 2020; Ashworth et al., 2007; Sales et al., 2018). This may be why, 

when measuring change on items that are of key importance to the patient, I-PROMs change 

scores have consistently been found to exceed nomothetic PROMs change scores for both 

adults and youth (Ashworth et al., 2005; Edbrooke-Childs et al., 2015; Elliott et al., 2016; 

Jacob et al., 2021; Karpenko & Owens, 2013; Krause et al., 2021). 

A recent realist synthesis of literature on PROMs to support clinician–patient 

communication in the healthcare field found that, “Those studies that directly compared 

individualised and standardised PROMs found that patients felt the former had greater 

validity and were less distressing” (Greenhalgh et al., 2018, p.20; Neudert et al., 2001). By 

centering ROM on the perspective of the adult or youth patient, patients may feel empowered 

with an enhanced sense of agency. I-PROMs have the capacity to strengthen the patient’s 

voice and their sense of building responsibility for their own care (Antunes et al., 2020; 

Tollefsen, Neumer, et al., 2020).The use of I-PROMs also ensures that the voice of adult or 

youth patients is considered seriously by psychological therapists and services (Department 

of Health, 2012; Sales, 2017; Sales & Alves, 2016). In this sense, I-PROMs do not limit 

patients based on their value-systems, culture, or conceptualization of treatment success 

(Jacob et al., 2015; Jacob, Edbrooke-Childs, et al., 2017; Kiresuk et al., 1994). This may be 

particularly important as there are ongoing questions about the extent to which standardized 

measures are inclusive of patients from minoritized groups, especially if the measures have 

not been developed or adapted to such groups.  

Problems and Challenges of I-PROMs 

The use of I-PROMs in ROM raises several important theoretical and methodological 

challenges. 



I-PROMs in Routine Outcome Monitoring: Position Paper 

11 

Item Generation 

Some patients may indicate that they are not able to accurately identify their 

problems, or goals, at intake (Alves et al., 2016; Antunes et al., 2020; Di Malta et al., 2019). 

This may be due to lack of self-awareness or because talking about them is too stressful. 

Depressed patients, or patients facing severe psychiatric conditions, may experience 

interference with their ability to formulate goals/problems, and patients may only be able to 

do so once a degree of symptomatic remission has been achieved (Guerra et al., 2018). 

Further, it has been argued that the setting of problems or goals on I-PROMs is susceptible to 

“gaming”, whereby patients may choose easily attainable areas to focus on (Bevan & Hood, 

2006; D. Law & Jacob, 2015; Wolpert et al., 2015). Equally, practitioners or services may 

orientate patients towards more achievable goals, or more resolvable problems, to “evidence” 

greater change. With I-PROMs, item content and appropriateness are not controlled a priori, 

yet it will affect the outcomes. 

Patients (or therapists) may also focus on topics that are not directly relevant to 

therapy. For instance, a patient may identify as a problem “My manager is too controlling”, 

or “The world is becoming over-populated”, which their treatment may not be designed to 

address. These items may be important because they inform the therapist about issues that 

affect the patient’s quality of life, but it is not clear that they should be used for measuring 

therapeutic change. In order to deal with the quality of free-text items, Elliott (2012) 

developed a quality item rating system for the PQ that can be used for other I-PROMs, where 

an item is classified as “well-formed” if it describes a specific personal difficulty that is 

reasonably a focus for psychological therapies, and does not address general societal issues 

(such as over-population). However, further research is required in order to develop a 

systematic item–quality procedure. 
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Another issue is that patients’ principal problems, or goals, may change over the 

course of therapy. This means that patients may be rating, or working to address, problems or 

goals that are no longer relevant, or may have been resolved or achieved. Some I-PROMs 

allow for modifications. For instance, the Goals Form (Cooper & Xu, 2021) and the PQ 

(Elliott et al., 2016) have procedures for deleting, and adding, goals or problems. 

PSYCHLOPS also allows adding a new problem in the session-to-session form (Czachowski 

et al., 2011). Patient-generated process measures (Sales & Alves, 2016), such as the Helpful 

Aspects of Therapy questionnaire (Llewelyn, 1988) can prove useful in developing I-PROMs 

that can assess micro, session-level outcomes as well as improvements in the primary 

presenting issue(s) (McLeod, 2017). However, this adds considerable complexity to the 

assessment of change over time, particularly in comparison with nomothetic PROMs.  

 

Measurement Model 

Considering their idiosyncrasy and heterogeneity, a fundamental issue is whether I-

PROM items are indeed indicators of a unified construct or whether should they be treated 

separately as observed individual variables of client change. In the latter case, it is 

questionable whether item scores can be aggregated to compute a conceptually coherent 

global score. This, then, makes it difficult for any psychometric approach to validity or 

reliability based on either inter-individual, intra-individual, and inter-item variability. 

If we assume that I-PROM is measuring a unified construct, a new question arises: 

what is the psychological construct being measured by I-PROMs? Given that items are very 

likely different for each person, does the I-PROM questionnaire measure a specific construct 

for each patient? Or is it possible to argue that it measures the same construct across people? 

If the former hypothesis is assumed, psychometric analysis based on inter-individual 

variation is not appropriate, and only intra-individual techniques would be acceptable.  



I-PROMs in Routine Outcome Monitoring: Position Paper 

13 

A third related question addresses the measurement model underlying I-PROMs. A 

measurement model specifies the nature of the association between the obtained observations 

(indicators) and the theoretical latent construct being measured. Bollen and Diamantopoulos 

(2017) state that it is “crucial to correctly specify the type of indicators being used for 

measurement, as this determines the instrument metric properties, as well as its appropriate 

applications” (p. 3). We will briefly present the two principal measurement models in use for 

psychological measures, the reflective and formative models, and will proceed by explaining 

why, from our perspective, the I-PROMs measurement model is still immature, hindering 

their psychometric evaluation. 

In the reflective model, the observed indicators (items) reflect—and are an effect of—

the hypothesized latent construct (Bollen & Bauldry, 2011; Diamantopoulos & Winklhofer, 

2001; Edwards & Bagozzi, 2000; Jarvis et al., 2003). This is the measurement model 

underlying classical test theory (e.g., Nunnally & Bernstein, 1994) and established 

nomothetic PROMs where, for instance, scores on an item such as “How often have you been 

bothered by feeling down, depressed, or hopeless?” are considered reflective of an 

underlying, latent condition or construct (e.g., depression) (Kroenke et al., 2001). Change in 

the items reflects change in the construct. By contrast, in the formative measurement model, 

the observed indicators form—in the sense that they cause—the hypothesized construct: for 

instance, when assessing the construct life stress by inquiring about an illness in the family. 

Here, change in the item (e.g., family member illness) causes change in the construct life 

stress. 

Adopting one measurement model over the other requires different approaches in 

psychometrics. In particular, with the formative model, different causal indicators are not 

necessarily expected to correlate with each other. Hence, techniques relying on shared 

variance (e.g., factor analysis), or internal consistency based on inter-item correlations (e.g., 
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coefficient alpha), may not be appropriate for the evaluation of formative-based measures  

(Diamantopoulos et al., 2008). As I-PROM items are generated by patients, they may be both 

reflective of an underlying latent construct, or formative of it. Indeed, most probably, I-

PROMs would combine both reflective and formative problems/goals. It is difficult to 

classify I-PROMs in terms of their measurement model, and therefore its psychometric 

evaluation can be problematic. 

In our view, these three issues regarding the measurement model of I-PROMs 

constitute the major methodological challenge to the idiographic assessment of outcomes in 

psychological treatment. There have been methodological proposals to deal with these issues 

(e.g., Elliott et al., 2016; Gaasterland et al., 2019; Urach et al., 2018). However, we do not 

have a consensus answer to these questions yet, as the psychometric science of I-PROMs 

continues to emerge. Our recommendation is that any psychometric analysis of I-PROMs 

explicates and justifies the measurement model assumed, along with the corresponding data 

analysis plan (see Sales et al., 2021). Further, we propose that analyses should preferably use 

methods that are applicable to both reflective and formative measurement models. 

Accordingly, we display in Table 3 key methods used to evaluate the reliability and validity 

of measures, arranged in descending order according to their applicability to the two models. 

We also make specific recommendations in the next sections.  

Establishing Reliability 

The prevalent method for reliability assessment used on reflective models—internal 

consistency through coefficients such as Cronbach’s alpha, once the factor structure of the 

measure has been established—should not be blindly adopted with I-PROMs. Internal 

consistency only applies to the reflective measurement model for unidimensional (sub)scales 

(COSMIN guidelines; Prinsen et al., 2018), In the formative model, the correlation of 

indicators can be high, or low, or null (Coltman et al., 2008; Edwards, 2011), so low 
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intercorrelation of indicators does not mean low reliability. I-PROM items can even be 

considered a set of observed variables which do not have conceptual unity (Bollen & 

Bauldry, 2011). Therefore, Cronbach’s alpha should be used with I-PROMs only when the 

reflective measurement model can be explicitly assumed (for example, PSYCHLOPS in Sales 

et al., 2021). 

Since item scores should be stable across time in both the reflective and formative 

models (Diamantopoulos et al., 2008), test–retest reliability is still applicable to I-PROMs 

that assume that items are indicators (either reflective or formative) of a psychological 

construct. However, test-retest computation requires between-individuals variation, so it can 

only be applied to I-PROMs that measure the same construct across patients. 

There are alternatives to examine reliability of I-PROMs at the intra-individual level, 

when there is data available over time (e, g, session-to-session intermediate outcomes). 

Cronbach’s alpha can be computed based on item covariances estimated at the intra-

individual level; session-to-session autocorrelations (lag-1) can also be used to assess 

temporal consistency within patients (Elliott et al., 2016), The reliability across clients, in 

terms of mean reliabilities and ranges, can then be reported at the population level (for 

example, in PQ, Elliott et al., 2016). This intra-individual approach, however, is not without 

limitations when applied to isolated items since it is not possible to distinguish if an observed 

score variation over time in the target item is due to measurement error (i.e., informs about 

the reliability of the tool) or to real therapeutic change (i.e., informs about the tool’s 

sensitivity to change). 

Finally, I-PROMs do not include only scoring but also patient-indicated qualitative 

data, which calls for the evaluation of item’s content reliability. This is particularly important 

in self-report I-PROMs, such as PSYCHLOPS, where patients may provide an 

incomplete/ambiguous description of the problem (e.g., “my mother”). Here we recommend 
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that therapists clarify the content and together with the patient reformulate the item in a way 

that clarifies its meaning. Furthermore, quality and reporting standards for qualitative 

research (Elliott, 1991; Levitt et al., 2018) can be used in. Indeed, if I-PROM items are to be 

categorized based on content, it is particularly important to ensure categorization is 

transparent and reproducible; for example, being conducted by, and consistent across, more 

than one researcher. Categories should be reviewed by clinicians and patients to ensure they 

are meaningful and appropriate to different interpretations of what a particular problem/goal 

might mean. Moreover, future research should examine the distinctiveness of I-PROM item 

categories and whether different demographic and clinical characteristics are associated with 

setting different types of item categories, and whether certain item categories show higher or 

lower levels of progress. This would further help to ensure the reliability of I-PROMs and the 

triangulation of the qualitative and quantitative data they uniquely afford. 

Establishing Validity 

For construct validity in nomothetic reflective measures, common factors are 

predominantly studied via factor analysis. For I-PROMs, P-techniques for factor analysis 

(Molenaar & Nesselroade, 2009) applied to item covariances at the intra-individual level 

(across sessions) can be used to extract or confirm latent dimensions. However, such an 

approach is still based on the assumption of highly intercorrelated items, where the 

percentage of shared variance and communalities are emphasized. In formative models, by 

contrast, high covariance among items is not required, and construct validity is assessed by 

the correlation between indicators and construct—that is, the contribution of the individual 

indicators to the constructs (Diamantopoulos et al., 2008). Both approaches assume that I-

PROM is measuring a latent construct.  

Convergent and divergent validity of I-PROMs may be explored at the intra-

individual level (for instance, bivariate correlation between I-PROMs scores, or even 
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single/isolated I-PROM items, with an external criterion across sessions). However, since I-

PROMs may be considered different for each patient, convergent and divergent validity 

approaches based on inter-individual differences should be used carefully and exclusively 

when a justifiable rational exists. 

According to the COSMIN guidelines, the most important measurement property of a 

psychological scale is content validity (Prinsen et al., 2018), which is theoretically ensured by 

the fact that I-PROM items are indicated by the patient.  

Service evaluation and aggregated scores 

A key question is the extent to which I-PROMs can be used to compare outcomes of 

patients at the service level. This is a critical consideration for the take-up of such measures 

by commissioners. We argue that I-PROM data can be used at both the individual and service 

level (Edbrooke-Childs et al., 2015). Suppose a service brought about reductions in distress 

but, overall, no one reached their personal goals or solved their personal problems. Is that 

good? To the extent that we hold open the question of what therapy is for, we propose that I-

PROM scores are needed as population-level indicators of service quality.  

Service-level data may be analyzed following the same procedure as are used for 

PROMs—i.e., computing the total score and calculating the pre–post clinically significant 

change (Elliott et al., 2016; Sales et al., 2021). Alternative methods have also been developed 

to accommodate the specific nature of I-PROM data. Currently, for instance, in Child and 

Adolescent Mental Health Services in England, NHS England and NHS Improvement are 

trialing an outcomes metric which incorporates change on at least one goal on the GBO tool, 

utilizing the principles of the reliable change index (Jacob et al., 2021; Jacobson & Truax, 

1991). This outcome metric is in its “shadow year” and its findings will be watched with 

interest. In analysis of service outcomes based on this principle, the combining of data from 

an I-PROM with data from nomothetic measures gave higher levels of reliable improvement 
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compared to nomothetic measures alone. This suggests that important improvements may be 

missed without the use of I‐PROMs data at the service level (Jacob et al., 2021). 

Further data analysis procedures have been developed to deal with the challenges of 

inter-individual comparison of I-PROMs. For instance, the Metric-Frequency Similarity 

Index (Sales et al., 2015; Sales & Wakker, 2009) was developed to compare PQ 

questionnaires, in a way that considers the content and the intensity of all free-text items. Its 

algorithm was implemented in feedback systems to compare members of a therapeutic group 

and family members regarding PQ (Sales et al., 2014). Another example is the use of Group 

Iterative Multiple Model Estimation (GIMME) to integrate both I-PROM and nomothetic 

measures (Beltz et al., 2016; Beltz & Gates, 2017; Gates et al., 2019). This method is based 

on modelling the relationships between a set of variables for individuals over time, creating 

individual-level networks that include some group-level relations, therefore generating 

associations that are shared by all individuals in a sample. GIMME generates a graph for each 

participant that can be conceptualized as a person-specific network or connectivity map. 

Further, this method accommodates group-level information in the individual level networks 

multilevel structural equation techniques (Beltz et al., 2016; Wright et al., 2015). Similarly, 

analysis of patient-indicated goals by its classification into pre-determined, data driven 

themes has been suggested as useful for identifying training needs and for service planning 

(Jacob et al., 2021).   

Final Comments 

Given the epistemological differences on which I-PROMs and nomothetic PROMs 

are based, it is likely that these different types of measurement will appeal to—and sit 

within—differing practitioners’ and researchers’ epistemological positionings. However, it 

should be recognized that science is not purely nomothetic or idiographic. To maximize the 

ability to understand change in terms of individuals’ lived experiences, both may be 
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necessary (Allport, 1961; Ashworth et al., 2019; Edbrooke-Childs et al., 2015; Green, 2016; 

Sales et al., 2007; Wolpert et al., 2015). Hence, while theoretical arguments may accentuate 

the epistemological differences, these may be less evident in practice (Ashworth et al., 2019). 

Current knowledge about the metric characteristics and quality standards of I-PROMS 

is, however, insufficient. Further research is required, for instance, on how to generate items 

so that they are specific and realistic in the context of psychological therapy (Cooper, 2019). 

Similarly, there is the question of how to accommodate changes to the content of I-PROMs 

over the course of treatment (e.g., setting new goals/problems, or deleting problems), and 

how this might be incorporated into any aggregate score. Further work is also needed on the 

appropriateness of applying statistical methods to analyze the psychometric properties of I-

PROMs, based on its congruence with the measurement model of each I-PROM tool. In our 

view, it is crucial that all the methodological and analytic solutions are reported in detail, so 

that they can be contrasted and evaluated in a future systematic review.  

Despite these ongoing questions, the importance of including I-PROMs in ROM for 

psychological therapies is clear. Tools designed to capture ongoing therapeutic change must 

show acceptability, feasibility, and face validity, as seen by key stakeholder groups: in this 

case, patients and therapists. In their realist synthesis on PROMs and clinician–patient 

communication in the healthcare field, Greenhalgh et al. (2018) found:  

 

clinicians across a range of clinical settings found using a standardised PROM during 

initial assessments could constrain, rather than support communication and interfered 

with the process of managing relationships with patients, while individualised PROMs 

supported this dialogue. (p. 23)  
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I-PROMs’ unique strengths of clinical utility and person-centredness (with a content 

validity inherently high from the individual patient’s perspective) puts them as equivalent and 

complementary to nomothetic PROMs for monitoring change in routine clinical settings. Our 

recommendation is that I-PROMs are combined with nomothetic PROMs—balancing the 

strengths and limitations of each type, alone, following an integrated measurement approach 

called personalized ROM (Sales & Alves, 2012). 

Attempts to resolve epistemological, empirical, and practical challenges should not 

come at the expense of compromising the value of these tools: ensuring the individual 

patient’s voice is central to the psychotherapeutic process and assessment of its outcomes 

even if that voice comes in many different tones. 
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Table and Figures 

 

Table 1. 

Problem-Based I-PROMS 

Name (Key Reference[s], 

website).  

 

Brief description (inc. 

population, item 

generation, item rating, 

assessment, scoring). 

Variations. 

Usage to date (who by, 

included in monitoring 

systems) 

Clinical utility/face 

validity (acceptability, 

clinical usefulness, 

feasibility) 

 

Psychometric evidence 

(reliability [internal, 

test-retest], convergent 

validity, divergent 

validity, sensitivity to 

change) 

Simplified Personal 

Questionnaire (PQ, 

Elliott et al., 1999) 

PQ is generated in a semi-

structured interview, 

where the client reports 

the problems that 

motivated him or her to 

seek therapy. This results 

in a list of items in the 

patient’s own words (e.g., 

“My son does not talk to 

me anymore”) that are 

rated for the degree of 

bother (from 1— not at all 

to 7—maximum possible) 

and for duration (from 1—

less than a month to 7—

more than 10 years). 

Clients are free to add or 

The PQ is available in 

English, Portuguese and 

Spanish. 

 

Use in ROM: PQ is 

included in the 

Individualized Patient-

Progress System (IPPS) 

and CORE-NET. 

 

Therapists find that PQ 

provides useful 

information for 

establishing treatment 

goals, in individual and 

family formats; PQ is 

useful for monitoring 

progress in specific 

personal domains; it 

warns about emerging 

problems; it supports 

ongoing clinical decision 

making; allows saving 

time/number of sessions, 

and it helps with writing 

clinical reports for 

supervision and 

administrative purposes 

Internal reliability: 

demonstrated as 

acceptable. 

Test–retest reliability: 

overall value good. 

Convergent validity: the 

PQ correlated with several 

outcome measures. 

Sensitivity to change: the 

pre-post standardized 

differences of the mean 

(Cohen’s d) were large; on 

a session-to-session basis, 

these effect sizes were 

small (Elliott et al., 2016). 
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remove items on every 

application. 

 

Age and population: 8-

year-old and above; 

psychiatric and 

counselling settings, 

culturally diverse 

population 

(Sales et al., 2007). It 

helps patients thinking 

about their difficulties 

(Antunes et al., 2020). 

However, the generation 

of PQ items is time-

consuming. 

Psychological Outcome 

Profiles 

 (PSYCHLOPS;  

Ashworth et al., 2004) 

 

www.psychlops.org.uk 

 

PSYCHLOPS is a self-

complete, one page, 

patient generated outcome 

measure. It consists of 

four questions in which 

the client is asked:  

• to describe the 

‘problem’ that troubles 

them most, writing this 

in a freetext box, then 

scoring it (Problem 1) 

• to add a second 

problem, if there is one, 

again writing it in a 

freetext box and scoring 

it (Problem 2) 

• to describe ‘one thing 

that is hard to do 

because of the problem, 

writing it in a freetext 

box, then scoring it 

(Function 1) 

Used as a patient-centred 

mental health outcome 

measure for talking 

therapies in community, 

primary care settings and 

in patients with substance 

dependency problems.  

 

Used globally by WHO 

(in their PM+ and SH+ 

programmes working in 

LMICs), Médecins Sans 

Frontières (in Palestine) 

and International Rescue 

(with refugees in Greece). 

 

Currently available in 14 

languages. 

 

Use in ROM: Included in 

CORE-NET 

 

 

Therapists report that 

PSYCHLOPS increase 

counselling engagement 

with patient priorities; it is 

culturally sensitive; it 

warns about emerging 

problems; it supports 

ongoing clinical decision 

making. However, not all 

patients can self-complete 

PSYCHLOPS (Alves et 

al., 2020; Ashworth et al., 

2005). 

Internal reliability:  

Cronbach’s alpha is 

demonstrated as 

acceptable. 

Test–retest reliability:  

ICC = 0.79 (95% CI: 0.64 

to 0.88).  

Convergent validity: 

Considered good with 

both HADS baseline 

scores; and HADS change 

scores.  

Sensitivity to change:  

Large effect sizes were 

demonstrated (Ashworth 

et al., 2009; Evans et al., 

2010). 

http://www.psychlops.org.uk/
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• to score how they are 

feeling in themselves 

(Wellbeing 1) 

 

Each question is scored 0-

5, giving a maximum 

possible score of 20.  

 

PSYCHLOPS is suitable 

for use by adults 17+ 

years.  

PSYCHLOPS Teen is for 

13–16-year-olds 

PSYCHLOPS Kids is for 

7–13-year-olds (Godfrey 

et al., 2019). 

Youth TOP Problems 

(TP; Weisz et al., 2011) 

After diagnostic 

assessment, young people 

and their parents/ carers/ 

teachers separately 

identify the three 

problems of greatest 

concern, written down in 

their own words, (e.g., 

“My mom and I argue a 

lot.”). The problems are 

rated on a scale of on a 

scale of 0 [“not at all”] to 

10 [“very, very much”] in 

response to: ‘How big of a 

problem is this for you/ 

them’. They are prioritised 

Available in English. 

 

Used and tested in the 

U.S.  

 

Manual for use: 

https://weiszlab.fas.harvar

d.edu/files/jweisz/files/top

_problems_assessment_m

anual_09.11.18.pdf  

No evidence of the 

clinical utility of TP could 

be identified.  

Test-retest reliability 

correlations ranged from 

good to excellent (mean 

interval between 

measures: approximately 

8 days). 

Convergent validity: TP 

correlated with several 

standardised instruments; 

correlations on subscales 

and total scores on both 

young person-reported, 

and parent/carer-reported 

measures were significant. 

Discriminant validity: 

Correlations between TP 

https://weiszlab.fas.harvard.edu/files/jweisz/files/top_problems_assessment_manual_09.11.18.pdf
https://weiszlab.fas.harvard.edu/files/jweisz/files/top_problems_assessment_manual_09.11.18.pdf
https://weiszlab.fas.harvard.edu/files/jweisz/files/top_problems_assessment_manual_09.11.18.pdf
https://weiszlab.fas.harvard.edu/files/jweisz/files/top_problems_assessment_manual_09.11.18.pdf
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based on the following 

questions: “Is the biggest 

problem right now? 

Which of these is giving 

you/them the most trouble 

right now? Which one is 

the most important to 

work on?”, resulting in a 

ranked list. The severity 

of the problems is rated 

weekly during treatment. 

scores and measures of 

theoretically distinct 

constructs demonstrated 

that the externalising 

subscale on the parent-

carer-reported TP was 

significantly correlated 

with the DSM Anxiety 

scale. 

Sensitivity to change: 

When compared to a 

standardised measure 

(BPC), Internalizing, 

externalizing, and total 

score reliabilities are good 

(parent/carer and young 

person) for both TP and 

for BPC (Weisz et al., 

2011). 

ASSERT (Tollefsen, 

Darrow, et al., 2020) 

ASSERT has been 

developed in Norway for 

young people in primary 

mental health care. 

The therapist asks the 

young person 'What 

matters to you'? and uses 

their concerns to guide the 

intervention. At every 

session, young people 

indicate on a scale from 1 

to 10 whether they are 

closer or further away 

ASSERT is available in 

English and Norwegian 

Interviews and focus 

groups with therapists 

who had used ASSERT 

found that it was 

experienced as a positive 

way to gain insight into 

young people’s concerns 

and needs. Therapists said 

that ASSERT helped to 

focus treatment and 

allowed them to follow up 

on concerns in a 

methodological way. 

Convergent validity: In 

an RCT, comparisons 

were made between 

ASSERT and standardised 

instruments (MHLC for 

locus of control; 

Norwegian SDQ for 

mental health; Norwegian 

version of ILC for quality 

of life) revealed that 

ASSERT was associated 

only with locus of control. 

In comparisons between 
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from their self-defined 

concerns. A higher score 

indicates improvement, 

meaning that the young 

person is less bothered by 

this concern.  

Therapists viewed 

ASSERT as a way to 

allow young people to feel 

empowered about being 

involved in their care 

(Tollefsen, Darrow, et al., 

2020). 

groups, the score [on the 

outcome measure] was 

significantly lower in the 

ASSERT group (M = 

39.8) than in the control 

group (M = 42.9) 

(Tollefsen, Neumer, et al., 

2020). 
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Table 2. 

Goal-Based I-PROMs 

Name (Key Reference[s], 

website) 

 

Brief description (inc. 

population, item 

generation, item rating, 

assessment, scoring). 

Variations. 

Usage to date (who by, 

included in monitoring 

systems) 

Clinical utility/face 

validity (acceptability, 

clinical usefulness, 

feasibility) 

 

Psychometric evidence 

(reliability [internal, 

test-retest], convergent 

validity, divergent 

validity, sensitivity to 

change) 

Goal Attainment Scaling 

(GAS, (Kiresuk et al., 

1994; Kiresuk & 

Sherman, 1968) 

Primarily used with 

adults. Needs to be led by 

trained professional. Focal 

issues for treatment are 

identified and at least 

three goals are chosen. An 

outcome indicator is then 

identified for each goal; 

and “expected”, 

“more/less than 

expected”, and “much 

more/less than expected” 

outcomes are set. This 5-

point scale can then be 

used for follow-up rating. 

An average can be 

calculated. Several 

variations of basic 

procedure have been 

developed for different 

populations and contexts.  

Most widely used of goal-

based I-PROM. Has been 

applied to mental health 

treatments as well as a 

wide range of other 

domains, such as 

education, rehabilitation, 

drug treatment, and 

correction.  

Research indicates that, 

“the process of setting 

goals [with GAS] may 

itself have a positive 

effect on treatment 

outcome” (Smith, 1994, p. 

3); with more success in 

reaching goals, and 

greater personality 

adjustment (Mintz & 

Kiesler, 1982). Clients 

have also reported being 

more satisfied with 

treatment when GAS is 

used, and saying that they 

found the process 

“therapeutic” (Cardillo & 

Smith, 1994; Mintz & 

Kiesler, 1982). Setting 

and rating of goals can be 

time consuming, such that 

GAS may not be 

appropriate for session-

Average scale 

intercorrelation is low 

(Kiresuk & Sherman, 

1968; Smith, 1994). Test–

retest reliability, from end 

of therapy to 8-week 

follow up, is acceptable (r 

= .77, McGaghie & 

Menges, 1975). GAS 

scores show significant 

moderate to high 

correlations with other 

indicators of 

psychological health, such 

as the Brief Symptom 

Inventory (Shefler et al., 

2001).  
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by-session monitoring. 

Use of GAS also requires 

extended training period 

for professional (approx. 

14 hours).  

Motivational Structure 

Questionnaire (MSQ), 

Interview Questionnaire 

(IntQ), Personal 

Concerns Inventory 

(PCI), Personal 

Concerns Inventory 

Offender Adaptation 

(PCI: OA), Personal 

Aspirations and 

Concerns Inventory 

(PACI) (see Cox & 

Klinger, 2021; Klinger & 

Cox, 2011). 

Family of measures, 

developed primarily as 

assessment tools for 

“systematic motivational 

counselling” (SMC) for 

alcohol use in adults. 

Clients asked to list 

concerns in core life areas, 

then re-frame as goals. 

Goals then rated on a 

range of dimensions and 

scales, including 

“nearness to goal 

attainment”/“goal 

distance” (0–9). 

Digital Scoring algorithms 

available on request. 

IntQ is forerunner to 

family of measures. PCI is 

simplified version of 

MSQ, adapted to an 

offender population as 

PCI: OA. PACI focuses 

more directly on 

goals/aspirations than 

MSQ.  

Primarily used within 

SMC. Have been adapted 

for other problems and 

environments, such as the 

workplace, and use with 

adolescents in schools.  

 

 

Client feedback on 

helpfulness, difficulty, and 

clarity suggests MSQ is 

feasible and acceptable to 

clients (Grothenrath & 

Schneider, 1996, cited in 

De Jong-Meyer, 2004). 

Clients suggested that the 

measure provided clarity 

around goals and concerns 

and improved their 

motivation. Use of PCI 

associated with greater 

session attendance and 

engagement (Drieschner 

& Boomsma, 2008; 

McMurran et al., 2013). 

Can be time-consuming to 

complete (approx. one 

hour for simplest 

versions), as well as 

training. PCI-OA and 

PACI-O acceptable to 

offender population but 

did not lead to improved 

outcomes (Sellen et al., 

2013).  

Internal stability for forms 

shows considerable 

variation (Klinger & Cox, 

2011). Low levels of test–

retest reliability on IntQ 

were demonstrated. MSQ 

has moderate convergent 

validity with BDI 

(Baumann, 2011). 

Criterion validity 

distinguishing between 

clinical and non-clinical 

established (Man et al., 

1998). 
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Personal Project 

Analysis (PPA) (Little, 

1983; Little & Gee, 2007). 

www.brianrlittle.com/Top

ics/research/personal-

projects-analysis/  

Primarily used with 

adults.  

Respondents invited to list 

around 10-15 of their 

current “projects”, then 

appraise each one on 0-10 

standardised scales, 

including “Likelihood of 

success,” “Difficulty,” and 

“progress.” “Cross-impact 

matrix” allows 

respondents to rate 

relationship between 

goals. 

PPA can be administered 

through clinical interview, 

self-report workbook, or 

digitally. 

PPA has been used in 

university counselling 

services (Salmela-Aro, 

1992), as well as group 

based psychoanalytic and 

experiential therapies 

(Salmela-Aro & Nurmi, 

1996). 

No evidence of use in 

ROM. 

No evidence. Can be time-

consuming to complete 

assessment and 

subsequent rating, as well 

as training.  

 

Test–retest reliability 

shown to be moderate 

(Little & Coulombe, 

2015). Independent 

correlations between each 

of the PPA factors, and 

clinical concerns like 

depression, have been 

found (Little, 2011): e.g., 

PPA dimension of 

progress had a significant 

negative association with 

depression (Dowden et al., 

2001). 

Strivings List and 

Striving Assessment 

Scales (SAS) (Emmons, 

1986) 

Up to 15 “personal 

strivings” generated, each 

then rated on up to 15, 0-

10 point dimensions, 

including “probability of 

success”.  

Use in both individual and 

CBT programs for 

veterans suffering from 

Posttraumatic Stress 

Disorder (Kashdan et al., 

2010), as well as in 

motivational interventions 

for those with co-morbid 

schizophrenia and alcohol 

use disorders (Carey et al., 

2007). 

No evidence of use in 

ROM. 

No evidence. Can be time-

consuming to complete 

assessment and 

subsequent rating, as well 

as training.  

 

One month test–retest 

reliability for “probability 

of success” were fair to 

good (Emmons, 1986). 

Evidence of stability of 

strivings over time was 

good, with the majority of 

strivings remaining the 

same (or closely worded 

variations) one year later 

(Emmons, 1986). 

http://www.brianrlittle.com/Topics/research/personal-projects-analysis/
http://www.brianrlittle.com/Topics/research/personal-projects-analysis/
http://www.brianrlittle.com/Topics/research/personal-projects-analysis/
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Goal-based Outcomes 

tool (GBO; D. Law & 

Jacob, 2015)  

 

https://goals-in-

therapy.com/tag/gbo/  

 

In collaboration with their 

parent/carer and 

practitioner, or separately, 

the GBO allows young 

people to set up to three 

goals. Progress at the start 

and then during therapy, 

or at the end of an 

intervention, is rated on a 

scale from zero to ten 

where ‘zero’ means the 

goal has not been met in 

any way and ‘ten’ means 

the goal has been 

completely met. 

 

 

Implemented nationally 

by NHS England and 

NHS improvement as part 

of the children and young 

people’s outcome metric.  

 

Available in English, 

Portuguese, French, 

Norwegian, Japanese, 

Welsh, Irish and Russian. 

 

Young people and their 

representatives have 

expressed positive 

attitudes towards the use 

of GBO, particularly in 

relation to goal setting and 

tracking helping to focus 

treatment and to empower 

young people to be 

involved in decisions 

about their care (Badham, 

2011; Bromley & 

Westwood, 2013; Feltham 

et al., 2018; D. Law & 

Jacob, 2015). 

Convergent validity: 

aggregate GBO scores 

were correlated to 

standardised parent- and 

practitioner-reported 

instruments (SDQ, 

CGAS). Correlations were 

low to moderate. 

Incremental validity: Goal 

change explained 35% of 

the variance of change in 

functioning. Reliable 

change: a calculation 

based on the principles of 

the Reliable Change Index 

(Jacobson & Truax, 1991) 

resulted in a ‘meaningful’ 

change score of 2.45 

points or more, based on 

parent rated goals. Internal 

reliability: internal 

consistency between goals 

based on parent-reported 

GBO at baseline is good 

at both time points tested 

(Edbrooke-Childs et al., 

2015). 

Goals Form (Cooper & 

Xu, 2021). https://goals-

in-

therapy.com/2018/04/09/g

oals-form-for-adults-in-

Developed specifically for 

ROM with adults. 

Client and therapist 

identify up to seven goals 

for treatment; write them 

Used for ROM in UK-

based studies of 

“pluralistic counselling for 

depression” (Cooper, 

Clients’ mean ratings of 

Goals Form = 3.9 and 4.2 

on 1 (very unhelpful) to 5 

(very helpful) scale 

(Cooper & Xu, 2021). 

Within-clients internal 

reliability s good or very 

good. Mean test–retest 

stability is good from 

assessment to session 1, 

https://goals-in-therapy.com/tag/gbo/
https://goals-in-therapy.com/tag/gbo/
https://goals-in-therapy.com/2018/04/09/goals-form-for-adults-in-counselling-psychotherapy/
https://goals-in-therapy.com/2018/04/09/goals-form-for-adults-in-counselling-psychotherapy/
https://goals-in-therapy.com/2018/04/09/goals-form-for-adults-in-counselling-psychotherapy/
https://goals-in-therapy.com/2018/04/09/goals-form-for-adults-in-counselling-psychotherapy/
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counselling-

psychotherapy/  

down to create an 

individualised Goals 

Form; then rate and re-rate 

on a 1 (not at all 

achieved) to 7 (completely 

achieved) Likert-type 

scale. Can be used 

session-by-session. Client 

can add, remove, and 

revise goals. Mean change 

scores based on pre- to 

post- changes on 

individual goals over 

treatment. 

2015; Cooper & Xu, 

2021).  

Qualitative interview data 

indicates measure 

generally acceptable. 

Specifically developed to 

be brief and easy to use—

suited to session-by-

session monitoring. 

Limited training required.  

Within-clients convergent 

validity is mixed, from 

low to moderate. Scores 

divergent from session 

rating scale. Large ESs for 

pre- to post- change 

(Cooper & Xu, 2021).  

The Values Wheel (VW; 

O’Connor et al., 2019) 

The Values Wheel was 

developed for Acceptance 

and Commitment 

Therapy. It is 

administered by 

researchers and 

practitioners as a single 

interview-based 

instrument to assess the 

degree to which clients’ 

actions have been guided 

by their idiographic and 

weighted values over the 

previous week. The client 

writes a discrete personal 

value on the lip of each 

coloured disk. They then 

rate the extent to which 

The VW has been used 

with adult clinical 

populations. 

 

It is available in English. 

 Available at: 

https://osf.io/8b6kr/  

 

 

No evidence of the 

clinical utility of the VW 

could be identified.  

Convergent validity: in 

comparison to a range of 

standardised instruments 

relating to depression, 

anxiety, stress, and quality 

of life (AAQ-II; MHC-SF; 

DASS; SWLS; MCSD-

SF; VQ; VLQ), significant 

Pearson’s correlations 

ranged from low to 

moderate. Scores on the 

VW were positively 

related to outcomes on 

measures of well-being 

and life satisfaction, 

though no significant 

negative correlations were 

https://goals-in-therapy.com/2018/04/09/goals-form-for-adults-in-counselling-psychotherapy/
https://goals-in-therapy.com/2018/04/09/goals-form-for-adults-in-counselling-psychotherapy/
https://osf.io/8b6kr/
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their behaviour has been 

guided by each value over 

the past week by placing a 

mark on the target of each 

respective coloured disk 

to represent this. Finally, 

the client adjusts the area 

of the circle covered by 

each coloured disk to 

reflect the relative 

importance of each value. 

found for anxiety, stress, 

or depression. 

Discriminant validity: A 

significant negative 

correlation was seen in the 

relationship between VW 

and years of education. 

Convergent validity: 

Convergence with 

alternative measures of 

values was demonstrated. 

Incremental validity: VW 

accounted for unique 

proportions of variance in 

well-being, mental health 

and life satisfaction 

(Barrett et al., 2020). 
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Table 3 

Methods to Analyze the Psychometric Properties of I-PROMs 

Psychometr

ic 

Properties 

Content Statistics Applicability Level Methods Limitations 

Reliability Test-retest 

reliability 

Correlations of 

either measures or 

items at two 

different time 

points 

Both reflective 

model and 

formative model 

Intra-

individual 

Multilevel 

modeling 

Requires multi-items as 

indicators of the same 

construct 

Inter-

individual 

Bivariate 

correlation 

Requires the assumption that 

scores/items are measuring 

the same construct between 

individuals 

Internal 

consistency  

Cronbach’s α Reflective model.  

Not appropriate to 

formative model: 

high positive item 

intercorrelation is 

unnecessary 

Intra-

individual 

Cronbach’α for 

each patient 

(mean and 95% 

CI of αs) 

Requires multi-items as 

indicators of the same 

construct 

Unsuitable for patients with 

few sessions. Therefore, not 

all patients could be included 

in analysis 

Inter-

individual 

 Not appropriate and 

meaningful for I-PROMs, 

unless a reflective model is 

justifiably assumed, which 

considers that items are 

measuring the same construct 

between individuals. 

Validity Convergent 

validity 

Correlations 

between either 

measures or items 

and other 

Both reflective 

model and 

formative model.  

Intra-

individual 

Multilevel 

modeling 

 

Inter-

individual 

Bivariate 

correlation/ 

Requires the assumption that 

scores/items are measuring 
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nomothetic 

outcome 

measures. 

It is expected the 

latent variable 

completely 

mediates the 

effects of its 

indicators on other 

nomothetic 

outcome variables 

in formative 

model. 

Structure 

equation 

modeling 

the same construct between 

individuals. 

Discriminant 

validity  

Correlations 

between either 

measures or items 

and other 

theoretically 

irrelevant 

variables. 

Both reflective 

model and 

formative model. 

Intra-

individual 

Multilevel 

modeling 

 

Inter-

individual 

Bivariate 

correlation/ 

Structure 

equation 

modeling 

Requires the assumption that 

scores/items are measuring 

the same construct between 

individuals 

Construct validity 

 

Loadings of the 

indicators to the 

construct. 

Both reflective 

model and 

formative model, 

not all the loadings 

are expected high 

in formative 

model.  

Intra-

individual 

P-Factor 

analysis for each 

patient  

Unsuitable for patients with 

few sessions. Therefore, not 

all patients could be included 

in analysis 

Inter-

individual 

 Not appropriate and 

meaningful for I-PROMs, 

unless a reflective model is 

justifiably assumed, which 

considers that items are 

measuring the same construct 

between individuals. 
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