SUPPLEMENTARY MATERIAL FOR 
“Barriers and Facilitators in the Implementation of Routine Outcome Monitoring from the Clinicians’ Perspective: 
A qualitative meta-analysis”

Supplement 1. The ENTREQ checklist (Tong et al., 2012)
	No.  Item  
 
	Guide questions/description 
	Reported on Page #

	1. Aim 
	State the research question the synthesis addresses 
	5

	2. Synthesis methodology 
	Identify the synthesis methodology or theoretical framework which underpins the synthesis, and describe the rationale for choice of methodology (e.g. 
meta-ethnography, thematic synthesis, critical interpretive synthesis, grounded theory synthesis, realist synthesis, meta-aggregation, meta-study, framework synthesis) 
	5-6

	3. Approach to searching 
	Indicate whether the search was pre-planned (comprehensive search strategies to seek all available studies) or iterative (to seek all available concepts until they theoretical saturation is achieved) 
	6

	4. Inclusion criteria 
	Specify the inclusion/exclusion criteria (e.g. in terms of population, language, year limits, type of publication, study type) 
	6

	5. Data sources 
	Describe the information sources used (e.g. electronic databases (MEDLINE, EMBASE, CINAHL, psycINFO), grey literature databases (digital thesis, policy reports), relevant organisational websites, experts, information specialists, generic web searches (Google Scholar) hand searching, reference lists) and when the searches conducted; provide the rationale for using the data sources 
	6

	6. Electronic Search strategy 
	Describe the literature search (e.g. provide electronic search strategies with population terms, clinical or health topic terms, experiential or social phenomena related terms, filters for qualitative research, and search limits) 
	6

	7. Study screening methods 
	Describe the process of study screening and sifting (e.g. title, abstract and full text review, number of independent reviewers who screened studies) 
	6-7

	8. Study characteristics 
	Present the characteristics of the included studies (e.g. year of publication, country, population, number of participants, data collection, methodology, analysis, research questions) 
	Supplement 2

	9. Study selection results 
	Identify the number of studies screened and provide reasons for study exclusion (e,g, for comprehensive searching, provide numbers of studies screened and reasons for exclusion indicated in a figure/flowchart; for iterative searching describe reasons for study exclusion and inclusion based on modifications to the research question and/or contribution to theory development) 
	Figure 1

	10. Rationale for appraisal 
	Describe the rationale and approach used to appraise the included studies or selected findings (e.g. assessment of conduct (validity and robustness), assessment of reporting (transparency), assessment of content and utility of the findings) 
	6-7

	11. Appraisal items 
	State the tools, frameworks and criteria used to appraise the studies or selected findings (e.g. Existing tools: CASP, QARI, COREQ, Mays and Pope [25]; reviewer developed tools; describe the domains assessed: research team, study design, data analysis and interpretations, reporting) 
	6-7

	12. Appraisal process 
	Indicate whether the appraisal was conducted independently by more than one reviewer and if consensus was required 
	6-7

	13. Appraisal results 
	Present results of the quality assessment and indicate which articles, if any, were weighted/excluded based on the assessment and give the rationale 
	Supplement 3

	14. Data extraction 
	Indicate which sections of the primary studies were analysed and how were the data extracted from the primary studies? (e.g. all text under the headings “results /conclusions” were extracted electronically and entered into a computer software)
	7

	15. Software 
	State the computer software used, if any 
	8

	16. Number of reviewers 
	Identify who was involved in coding and analysis 
	7-8

	17. Coding 
	Describe the process for coding of data (e.g. line by line coding to search for concepts) 
	7-8

	18. Study comparison 
	Describe how were comparisons made within and across studies (e.g. subsequent studies were coded into pre-existing concepts, and new concepts were created when deemed necessary) 
	7-8

	19. Derivation of themes 
	Explain whether the process of deriving the themes or constructs was inductive or deductive 
	7-8

	20. Quotations 
	Provide quotations from the primary studies to illustrate themes/constructs, and identify whether the quotations were participant quotations of the author’s interpretation 
	11-20
Supplement 5

	21. Synthesis output 
	Present rich, compelling and useful results that go beyond a summary of the primary studies (e.g. new interpretation, models of evidence, conceptual models, analytical framework, development of a new theory or construct) 
	10-20




Supplement 2. Flow diagram of the data retrieval
Identification of studies via other methods
Identification of studies via databases


Records identified from:
Ebsco (n = 785)
WoS (n = 585)
Scopus (n = 450)
Records removed before screening:
Duplicate records removed (n = 210)
Records identified from:
Citation searching (n = 16)
Other (n = 0)


Identification






Records excluded
Not psychotherapy (n = 1143)
Not therapists’ perspective (n = 184)
Not ROM (n = 221)
Not qualitative or mixed-method (n = 12)

Records screened
(n = 1610)





Reports sought for retrieval
(n = 50)
Reports sought for retrieval
(n = 16)

Reports not retrieved
(n = 0)

Screening
 



Reports assessed for eligibility
(n = 50)
Reports excluded:
Not therapists’ perspective (n = 1)
Not psychotherapy (n = 4)
Not implementation (n = 3)
Reports assessed for eligibility
(n = 16)







Studies included in review
(n = 58)
Reports of included studies
(n = 57)

Included
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Supplement 3. Characteristics of the primary studies
	Study
	Clients’ presenting issues / client population
	N of therapists
	Therapists’ age (years)
	Therapists’ gender (Male/Female/Other)
	Country/Ethnicity
	Therapists’ experience – general
	Therapists’ experience – ROM
	Treatment approach
	Treatment setting
	[bookmark: _Hlk58244228]Data collection method
	Data analysis method (N of analysts)
	ROM system/ measure

	Akiba et al. (2023)
	Depression
	39 (6 champions, 12 NCD providers, 6 FB counselor, 6
hospital leader, and 6 clinic-embedded research staff members)
	
	
	Malawi
	
	
	Problem-solving
therapy
	Non-communicable disease clinics
	Interview
	RTA
	PHQ-9, SRA

	Antunes et al. (2020)
	
	4
	
	
	Portugal
	Experienced
	2 to 4 years
	EFT, CBT, group therapy
	Private practice, psycho-oncology
	Interview
	QA
	PQ

	Bowens & Cooper (2012)
	Adults
	10
	18-65
	2M/8F
	UK
	6 experienced (M=8.8 years), 4 trainees
	3 had previous experience with TPF
	Integrative, humanistic, PCA
	
	Interview
	TA
	TPF

	Brooks Holliday et al. (2020)
	Trauma, substance use disorder, and other mental health issues / Adults
	60 (43 clinicians, 12 administrators, 5 support staff members)
	
	
	USA
	
	34 extensive, 21 moderate, 4 no experience
	
	U.S. Veterans Health Administration outpatient mental health care
	Interview
	TA
	PHQ-9, PCL-5, GAD-7, BAM

	Brooks Holliday et al. (2021)
	Trauma, substance use disorder, and other mental health issues / Adults
	26 (19 psychologists, 3 psychiatrists, 1 social worker, 1 psychiatric nurse, 1 recreational therapist, 1 case manager)
	
	
	USA
	
	Each used MBC with at least one client
	
	U.S. Veterans Health Administration outpatient mental health care
	Interview
	QA
	PCL-5, PHQ-9, GAD-7, BAM

	Callaly & Hallebone (2001)
	
	12 (3 psychiatrists, 3 team co-ordinators, 3 case managers and 3 service managers)
	
	
	Australia
	
	
	
	
	Interview
	GT
	BASIS-32

	[bookmark: _Hlk127800435]Callaly et al. (2006)
	Children, adolescents, and adults
	83 (64 psychiatric nurses, 12 allied health staff, 7 medical staff)
	
	
	Australia
	
	
	
	Mental health service 
	Group discussion, interview
	GT
	HoNOS, HoNOSCA, LSP, CGAS, FIHS, BASIS-32

	Dayton (2011)
	Individual, group, and student couples / Adults
	22
	30-60
	14M/8F
	European American
	Some had less than 5 years of post-licensure experience while others were in the final 5 years of their career
	Several years of using OQ-45
	Gestalt, REBT, DBT, ACT, CCT/PCA, psychodynamic, integrative, PCA, existential
	University Counseling Center
	Interview
	PA
	OQ-45

	De Beurs et al. (2011)
	Mood, anxiety, and somatoform disorders
	20
	
	
	Netherlands
	
	≥4 years
	CBT, medication, or combination
	Mental health clinics, University Medical Center
	Survey
	QA
	MINI-Plus, DAPP-SF, BDI-R, CGI, GAF

	De Wilde Brand et al. (2022)
	borderline personality disorder (BPD) / Adults
	10 (4 therapists with a post-master degree in Healthcare psychology, 3 psychotherapists, 2 psychologists, 1 psychiatrist )
	
	2M/8F
	Netherlands
	
	
	Mentalization Based Treatment (MBT)
	Dutch institute specialized in psychotherapy for personality disorders
	Interview
	TA
	BSI, SIPP-sf), PDS, BPDSI-IV

	Delgadillo et al. (2017)
	Depression, anxiety
	15
	
	
	White British
	
	6-hour training
	16 CBT, 2 IPT
	IAPT stepped care service
	Interview
	TA
	PHQ-9, GAD-7

	Dias et al. (2016)
	
	14
	25-43 (M = 34.3)
	4M/10F
	Portugal
	4 had <5 years, 3 had 5 to 10 years, and 7 had >10 years
	13 used the ROM app
	
	Private Psychology Clinics, Private Therapeutic Centers, Private Hospitals, Psychology Service of a Private College
	Interview
	QA
	

	Douglas et al. (2023)
	mild to severe psychiatric 
disorders / Child, Adolescent, Adult
	29 (11 leaders, 11 middle managers, 7 clinicians)
	
	
	USA, Netherlands, Norway
	
	3 sites had 1 to 3 years, 6 sites had >3 years
	
	Outpatient mental health organizations
	Interview
	QA
	

	Dowrick et al. (2009) 
	depression 
	34
	31-62 (M=44, Md=45) 
	19M/15F 
	UK

	0-28 years (M=14years) 
	NR 
	NR 
	General Practise 
	Interview
	Comparative analysis 
	NR 

	Frissen et al. (2024)
	Adults
	14 psychologists, psychiatrists, and 
nurses
	21-70
	3M/11F
	Netherlands
	7 had 0-5 years, 7 had 11-45 years
	
	CBT, Acceptance and Commitment Therapy, EMDR, Schema Focused 
Therapy
	Outpatient geriatric teams of a large mental health institution

	Interview
	TA
	Montgomery-Asberg Depression Scale, HONOS65 +

	Errázuriz & Zilcha-Mano (2018)
	Adults of low and middle SES, mostly mood disorders / Adults
	28 psychologists
	M = 37.76 (SD = 7.79)
	9M/19F
	Chile
	M = 8.38 (SD = 5.33) years
	31.87% had never used ROM prior to the study, 38.26% used them occasionally, and 29.87% used them on a regular basis
	Orientation rated on a scale from 1 to 5: systemic M = 3.75 (SD = 1.16), cognitive M = 3.39 (SD = 1.41), psychodynamic M = 3.00 (SD = 1.60), behavioral M = 2.77(SD =1.63), and humanistic/existential M = 2.00 (SD =1.65)
	Outpatient mental health center
	Interview
	CA
	OQ 30.2, WAI, SCS

	Esmiol-Wilson et al. (2017)
	
	26
	21-48 (M = 29.63)
	2M/24F
	USA, 19 white, 7 other
	Trainees
	
	marriage and family therapy
	Training clinic
	Interview
	GT
	ORS, SRS

	Garland et al. (2003)
	Children, adolescent, and adults
	50 (12 counselors, 16 social workers, 20 psychologists, 2 other)
	M = 39.7 (SD = 9.5)
	10M/40F
	Caucasian 76, Hispanic 2, African American 6, Asian/Pacific Islander 10, Other 6
	Years experience 12.8 (8.4)
	
	
	Outpatient treatment, day treatment, case management, residential treatment
	Interview
	QA
	CBCL, YSR, CAFAS, CSQ

	Gleacher et al. (2016)
	Children, adolescent,  and adults
	18
	26-30
	4M/14F
	10 Caucasian, 3 African-American, 5 Multi-Racial, and 2 Hispanic
	12 more experienced (licensed or >10 cases), 6 less experienced (<1 year)
	
	
	Clinics at urban and rural area
	Interview
	CA
	CFS

	Gómez-Penedo et al. (2023)
	Mostly mood and anxiety disorders/ Adults
	13
	M = 36
	8M/3F
	Argentina
	>1 year (M = 9.38 years)
	
	CBT, Psychodynamic, Evidence-based PST, Humanistic-existential therapy, Bioenergetic
	
	Questionnaire
	CQR
	HSCL-11, PHQ-9, GAD-7

	Hall et al. (2014)
	Children and adolescents
	10 (5 clinical psychologists, 2 mental health nurses, 1 nurse prescriber, 1 consultant psychiatrist, and 1 trainee Psychiatrist)
	
	2M/8F
	UK
	1–11 years (M = 7.0, SD = 3.5)
	
	
	CAMHS
	Interview
	TA
	 SDQ

	Hall et al. (2024)
	
	18
	
	5M/13F
	Germany
	in training and working through the hours required for licensure
	1 hour one on one training
	CBT
	Outpatient psychotherapy training center
	Focus group
	QCA, CQR 
	EMA

	Hovland & Moltu (2019, 2020)
	
	18
	25-60
	6M/12F
	Norway
	
	9 had 1 year experience, 9 had 3-6 month experience
	
	Public outpatient and inpatient clinics 
	Interview
	QA
	NF

	Hovland et al. (2023)
	Adults
	18 (Individual therapists, milieu therapists)
	25-60
	6M/12F
	Norway
	
	
	
	Public outpatient and inpatient clinics
	Interview
	SDI
	NF

	Ionita et al. (2016)
	Children adolescents, adults, elderly, couples, families, groups
	25 (15 psychologists, 4 social workers, 2 counselors, 2 mental health workers, 2 marriage and family therapists)
	20-70
	19M/6F
	21 lived in Canada or USA, 4 lived in Australia, New Zealand, UK, and India
	From less than 2 years to 30+ years
	
	Eclectic/integrative, humanistic, CBT, IPT/relational, systemic, experiential, narrative, existential, behavioral, dynamic
	
	Interview
	QA
	ORS, SRS, OQ, Basis-32

	James et al. (2015)
	Children, adolescents
	12
	
	
	UK
	
	
	
	CAMHS
	Interview
	TA
	CORC

	Koementas-de Vos et al. (2022)
	Mood and anxiety disorders / Adults
	9
	27–43 (M = 35)
	1M/8F
	7 Dutch, 1 Caribbean, 1 Turkish Dutch
	8.0 years (SD = 5.0)
	6 to 16 sessions, none had used ROM in group therapy prior to this study
	Group therapy (IPT and CBT)
	
	Interview
	TA
	 FIGT

	Langley et al. (2010)
	Middle school youth (grades 6–8)
	27 (10 clinical social workers, 4 marriage family therapists, 6 school psychologists, 2 clinical psychologists, 2 psychologists, 2 counselors, 1 school nurse)
	
	
	USA
	
	n=18 had 6 to 24 months experience, 
n=9 did not implement ROM
	CBT
	
	Interview
	QA
	CBITS

	Lavik et al. (2020)
	Child and adolescent mental health setting
	34 (20 clinical psychologists, 6 psychiatrists, 5 clinical social workers, 3 clinical pedagogues)
	
	
	Norway
	
	
	
	Outpatient clinics
	Interview
	TA
	NF, NFPC, NFA

	Lucock et al. (2015)
	More severe, complex, and enduring mental health problems, including personality difficulties and interpersonal problems / Adults
	42
	
	
	UK
	26 permanent and qualified therapists, 8 trainee clinical psychologists, and 8 other therapists
	
	CBT, CAT, psychodynamic, integrative
	NHS
	Review meetings, survey
	TA
	CORE-10, ASC, HASQ, FRQ, FSQ, PEQ

	MacMurray (2019)
	
	6
	
	5M/1F
	USA
	Training directors, graduate program directors, clinic directors
	
	
	
	Interview
	NA
	PCOMS, FIT, ACORN, OQ-45, CCAPS

	Martin et al. (2011)
	Child’s secondary mental health care
	50
	
	13M/37F
	UK
	A few months to 22 years (Mdn = 7 years)
	
	
	CAMHS
	Interview
	TA
	DAWBA

	Medich et al. (2023)
	serious mental illness
	16 (7 psychiatrists,
1 nurse, 3 psychologists, 5 social worker)
	
	
	USA
	
	ROM training
	
	Veterans Administration health care system
	Interview
	CA
	Mobile Sensing app

	Meehan et al. (2006)
	Children, adolescent, and adults
	324 (in 34 focus groups; 169 nurses, 85 allied health professionals, 21 psychiatrist/MD)
	
	
	Australia
	
	8 months
	Adult and youth inpatients, adult and youth community, forensic/secure, rehabilitation
	
	Interview
	CA
	OIS

	Meyer-Kalos et al. (2024)
	Psychotic disorder, Adolescent and adults
	5
	
	
	USA
	
	
	
	Early Psychosis Intervention Network
	Interview
	Multiple case study methodology
	MSSS, Brief-COPE, DAST-10, Audit-C, PROMIS Sleep Disturbance, IPAQ, PCL-5/CATS, BIS/BAS, IMR, LEC 

	Moltu et al. (2018)
	Adults
	37 (6 clinical specialist psychologist, 6 resident psychologist, 5 psychiatrist, 1resident doctor 1, 15 specialized psychiatric nurse, 4 specialized psychiatric social worker)
	20–60
	12M/25F
	Norway
	3 had >5 years, 19 had 6–15 years, 15 had 16–30 years
	
	
	Public hospital trust
	Focus group
	TA
	

	Norman et al. (2014)
	Children and adolescents
	50 (psychiatrists, psychologists, social workers, family therapists, psychotherapists, art therapists, occupational therapists, teachers, nurses, primary mental health workers)
	
	14M/36F
	UK
	A few months to 20 years
	
	
	CAMHS
	Interview
	GT, CA
	PHQ-9, GAD-7, SDQ, RCADS, ESQ

	Pease et al. (2023)
	
	3
	
	
	USA
	masters-level trained 
mental health staff
	
	
	Emergency departments in a major 
healthcare system
	Interview
	TA
	SRSI

	Sales et al. (2007)
	
	25
	24 - 55 (M = 31.76)
	5M/20F
	Portugal, Spain, USA
	37% (n = 7)
1 – 5 years, 32% (n = 6) 1 year or less,
21% (n=4) > 15 years, and 11% (n = 2) 10 - 15
years 
	77% (n=20) had used PQ <20x, 12% (n = 3) > 50x, 
89% (n=23) had used HAT <20x, 12% (n = 3)
>50x
	
	
	Survey
	CA
	HAT, Simplified  PQ

	Savic & Fomiatti (2016)
	Alcohol and drug abuse
	23
	
	
	Australia
	
	3 months
	
	Short-term outpatient counseling (around six sessions)
	Focus group
	ICCM
	ATOP

	Schwabenbauer et al. (2024)
	Adults, veterans
	8 (psychologists)
	
	
	USA
	
	
	
	Home-Based Primary 
Care for Veterans
	Questionnaire
	
	PHQ-9, GSD-S, GAD-7, GAI, 
ZBI-12, WHOQOL-BREF

	Sharples et al. (2017)
	Children and adolescents
	9
	
	
	UK
	
	
	
	CAMHS
	Interview
	TA
	NR

	Sichel & Connors (2022)
	
	80
	21–61
	
	USA
	From <1 year to 20+ years
	1 year
	
	Community-based mental health agencies
	Survey
	TA
	CFF

	Stefancic et al. (2022)
	Patients experiencing first-episode psychosis / Adolescents and young adults (aged 16-30 years)
	11 (5 psychiatric care providers, 3 team leaders, 3 therapists)
	
	
	USA
	
	
	
	Clinics delivering coordinated specialty care
	Interview
	MA
	FREEDoM

	Sundet (2012)
	Conduct disorder, ADHD, OCD, and developmental or emotional problems / Children, adolescents, and adults
	4
	47-63
	2M/2F
	Norway
	3 experienced clinicians (20+ years), 1 trainee
	
	
	Combined day treatment and outpatient unit
	Interview
	CQR
	SRS, ORS

	Sundram et al. (2017)
	Adolescents with mild-to-moderate depression
	50 (in 7 focus groups; general practitioners, school guidance counselors, clinical psychologists, youth workers, and nurses)
	
	
	New Zealand
	
	
	
	Youth health center, Primary care service, School guidance service
	Focus groups
	TA
	SPARX

	Tarp et al. (2022)
	Anxiety disorders (group therapy) OCD (individual therapy) / Adults
	3 (psychiatric nurse, psychotherapist and social worker, psychologist specialized in psychotherapy)
	37-52 (M = 45)
	3F
	Denmark
	 1 to 22 years (M = 11)
	3m/5month
	CBT
	Mental health services
	Interview
	TA
	

	Teruya et al. (2006)
	Substance abuse treatment / Adults
	230 (159 counselors or substance abuse specialists, 35 administrators, 24 administrative assistants, 7 data processors, 5 others)
	
	83M/147F
	USA
	<1 to 30 years (M=7)
	
	
	Residential and outpatient
	Focus groups
	CA
	ASI, ASAM PPC II

	Trauer et al. (2009)
	
	61 (28 nurses, 12 doctors, 9 social workers, 7 psychologists, and 5 occupational therapists)
	
	
	Australia
	1 to 42 years (M = 12.7, SD = 10.8)
	42 were trained in using ROM, 19 not
	
	Mental health service
	Field notes from team meetings
	
	HoNOS, LSP-16, BASIS-32

	Unsworth et al. (2017)
	
	9
	
	
	UK
	5 experienced (M = 8 years), 4 trainees
	6+ months
	
	NHS
	Focus group
	QA
	CORE-Net

	Valdiviezo-Oña et al. (2024)
	
	20 (9 therapists, 9 clinical psychology trainees, 2
clinical supervisors)
	21-47 (M = 28.40)

	7M/13F
	Ecuador
	0-15 years, M = 3.38
	
	Systemic, cognitive-behavioral, and integrative
	University 
psychotherapy service
	Interview
	FA
	

	Van Wert et al. (2021)
	Children, adolescents, and adults
	138
	
	
	USA
	4 had <1 year, 28 had 1 to 5 years, 28 had 5 to 10 years, 78 had 10+ years
	
	
	Outpatient, intensive outpatient, psychiatric rehabilitation, case management, mobile treatment, and school-based services
	Survey
	TA
	

	Whitcomb et al. (2018)
	Relationship issues, anxiety, depression, self-esteem, adjustment, impulse control, stress, substance abuse, social skills, eating disorders, self-mutilation, and pornography / Adults
	16
	
	
	USA
	
	
	CBT, humanistic, psychodynamic, systems, integrative
	University counselling center
	Written responses after every session, interview
	CA
	GQ, OQ-45

	Whitmyre et al. (2023)
	Suicide / Youth and their caregivers
	36 (29 Clinical Psychology, 6
Counseling Psychology)
	26-34 (M = 28.11)
	6M/29F
	USA (30 White, 5 
Asian, 1
African American)
	
	ESPT pre-implementation training
	
	outpatient mental health service
	Interview
	MAXQDA
	C-SSRS, ESPT

	Winkeljohn Black et al. (2017)
	Depression and anxiety symptoms / Adults
	1
	
	F
	White
	Trainee
	
	Psychodynamic–interpersonal
	
	Interview
	
	AiA, WAI, PCOMS

	Wolpert et al. (2016)
	Children
	4
	
	
	UK
	
	
	
	Child mental health services
	Interview
	CA
	

	Zhou et al. (2020)
	
	247 (54.1% clinical psychologists, 21.8% school psychologists, and 15.2% counselling psychologists)
	
	140M/259F
	90% European-Canadian/White
	
	Some
	
	43% worked in private practice
	Survey
	CQR
	TFB


Note:  empty cell = not reported.  ACORN = A Collaborative Outcomes Resource Network, ACT = Acceptance and Commitment Therapy, AiA = Alliance in Action, ASAM PPC II = American Society of Addiction Medicine Patient Placement Criteria form, ASC = The Assessment for Signal Cases, ASI = Addiction Severity Index Lite, ATOP = Australian Treatment Outcomes Profile, Audit-C = Alcohol Use Disorders Identification Test, BAM = Brief Addiction Monitor, BASIS-32 = Behaviour and Symptom Identification Scale, BDI-R = the Brief Symptom Inventory, BIS/BAS = Behavioral Inhibition and Activation Scale, BPDSI-IV = Borderline Personality Disorder Severity Index-IV, BSI = Brief Symptom Inventory, CA = Content analysis, CAFAS = Child and Adolescent Functional Assessment Scale, CAMHS = Child and Adolescent Mental Health Services, CAT = Cognitive Analytic Therapy, CATS = Child and Adolescent Trauma Screen, CBCL = Child Behavior Checklist, CBITS = Cognitive Behavioral Intervention for Trauma in Schools, CBT = cognitive-behavioral therapy, CCAPS = Counseling Center Assessment of Psychological Symptoms, CCT = Client-Centered Therapy, CFF = Client Feedback Form, CFS = Contextualized Feedback System, CGAS = the Children’s Global Assessment Scale, CGI = Clinical Global Impression, CORC = Outcomes Research Consortium, CORE-10 = Clinical Outcomes in Routine Evaluation, CORE-Net = Clinical Outcomes in Routine Evaluation with computer software, CQR = Consensual Qualitative Research, CSQ = Client Satisfaction Questionnaire, DAPP-SF = Dimensional Assessment of Personality Pathology-Short Form, DAST-10 = Drug Abuse Screening Test, DAWBA = Development and Well-Being Assessment, DBT = Dialectical Behavior Therapy, EFT = Emotion-Focused Therapy, EMA = Ecological Momentary Assessment, ESPT = Electronic Safety Plan Template, ESQ = Experience of Service Questionnaire, FA = Framework Analysis, FIGT = Feedback-informed group treatment, FIHS = Factors Influencing Health Status, FIT = Feedback-Informed Treatment, FREEDoM = First Episode Digital Monitoring (an app-based mHealth intervention), FRQ = Feedback Response Questionnaire, FSQ = Feedback System Questionnaire, GAD-7 = Generalized Anxiety Disorder Inventory-7, GAF = Global Assessment of Functioning, GAI = Geriatric Anxiety Inventory, GSD-S = Geriatric Depression Scale-Short Form, GT = Grounded theory, HASQ = Helpfulness Alliance and Stage Measure, HAT = Helpful Aspects of Therapy, HoNOS = The Health of the Nation Outcome Scales, HoNOSCA = Scales for Children and Adolescents, HoNOS65+ = Health of the Nation Outcome Scales, HSCL-11 = Hopkins Symptom Checklist-11, IAPT = Improving Access to Psychological Therapies, ICCM = Inductive Constant Comparison Method, IMR = Illness Management and Recovery, IPAQ = International Physical Activity Questionnaire, IPT = Interpersonal Therapy, LEC = Life Event Checklist, LSP = Life Skills Profile, MA = matrix analysis, MINI Plus = International Neuropsychiatric Interview-Plus, MSSS = Minnesota Symptom Severity Scale, NA = Narrative analysis, NF = Norse Feedback, NFA = Norse Feedback Adolescent, NFPC = Norse Feedback Primary Care, NHS = National Health Service, OIS = Outcomes Information System, OQ = Outcome Questionnaire, ORS = Outcome Rating Scale, PA = Phenomenological analysis, PCA = Person-Centered Approach, PCL-5 = PTSD Checklist for DSM–5, PCOMS = Partners for Change Outcome Management System, PDS = Post-traumatic Diagnostic Scale, PEQ = Patient Experience Questionnaire, PHQ-9 = Patient Health Questionnaire-9, PQ = Personal questionnaire, QA = Qualitative analysis (not specified), QCA = Qualitative Content Analysis, RCADS = Revised Children’s Anxiety and Depression Scale, REBT = Rational Emotive Behavior Therapy, RTA = Reﬂexive Thematic Analysis, SCS = Self-Concealment Scale, SDI = stepwise-deductive-inductive method, SDQ = Strengths and Difficulties Questionnaire, SIPP-sf = Severity Indices of Personality Problems-short form, SPARX = Smart, Positive, Active, Realistic, X-factor thoughts, SRA = Suicide Risk Assessments, SRS = Session Rating Scale, SRSI = Suicide Risk Screening Interview, TA = Thematic Analysis, TFB = Test Feedback, TPF = The Therapy Personalisation Form, WAI = Working Alliance Inventory, WHOQOL-BREF = World Health Organization Quality of Life- BREF, YSR = Youth Self-Report, ZBI-12 = Zarit Interview-Short Version.


Supplement 4. Quality assessment of the primary studies
	Reference
	Criterion
	Score

	
	1. An explicit theoretical framework and/or literature review
	2. Aims and objectives clearly stated
	3. A clear description of context
	4. A clear description of the sample and how it was recruited
	5. A clear description of methods used to collect and analyze data
	6. Attempts made to establish the reliability or validity of data analysis
	7. Inclusion of sufficient original data to mediate between evidence and interpretation
	

	Akiba et al. (2023)
	x
	x
	x
	
	x
	x
	x
	6

	Antunes et al. (2020)
	x
	x
	x
	
	x
	x
	x
	6

	Bowens & Cooper (2012)
	x
	x
	x
	x
	x
	x
	x
	7

	Brooks Holliday et al. (2020)
	x
	x
	x
	
	x
	x
	
	5

	Brooks Holliday et al. (2021)
	x
	x
	x
	
	x
	x
	x
	6

	Callaly & Hallebone (2001)
	x
	x
	
	
	x
	
	
	3

	Callaly et al. (2006)
	x
	x
	
	
	x
	
	x
	4

	Dayton (2011)
	x
	x
	x
	x
	x
	x
	x
	7

	De Beurs et al. (2011)
	x
	x
	x
	
	
	x
	
	4

	De Wilde Brand et al. (2022)
	x
	x
	x
	x
	x
	
	x
	6

	Delgadillo et al. (2017)
	x
	x
	x
	
	x
	x
	x
	6

	Dias et al. (2016)
	x
	x
	x
	
	x
	x
	x
	6

	Douglas et al. (2023)
	x
	x
	x
	
	x
	x
	x
	6

	Dowrick et al. (2009)
	
	x
	x
	
	x
	x
	x
	5

	Errázuriz & Zilcha-Mano (2018)
	x
	x
	x
	x
	x
	x
	
	6

	Esmiol-Wilson et al. (2017)
	x
	x
	x
	x
	x
	x
	x
	7

	Frissen et al. (2024)
	x
	x
	x
	x
	x
	x
	x
	7

	Garland et al. (2003)
	x
	x
	x
	x
	x
	x
	x
	7

	Gleacher et al. (2016)
	x
	x
	x
	x
	x
	x
	x
	7

	Gómez-Penedo et al. (2023)
	x
	x
	
	
	x
	x
	x
	5

	Hall et al. (2014)
	x
	x
	x
	
	x
	x
	x
	6

	Hall et al. (2024)
	x
	x
	x
	x
	x
	x
	x
	7

	Hovland & Moltu (2019)
	x
	x
	x
	
	x
	x
	x
	6

	Hovland et al. (2023)
	x
	x
	x
	
	x
	x
	x
	6

	Ionita et al. (2016)
	x
	x
	x
	x
	x
	x
	x
	7

	James et al. (2015)
	x
	x
	x
	
	x
	x
	x
	6

	Koementas-de Vos et al. (2022)
	x
	x
	x
	x
	x
	x
	x
	7

	Langley et al. (2010)
	x
	x
	x
	
	x
	x
	x
	6

	Lavik et al. (2020)
	x
	x
	
	
	x
	x
	x
	5

	Lucock et al. (2015)
	x
	x
	x
	
	x
	x
	
	5

	MacMurray (2019)
	x
	x
	x
	
	x
	x
	x
	6

	Martin et al. (2011)
	x
	x
	x
	
	x
	x
	x
	6

	Medich et al. (2023)
	x
	x
	x
	
	x
	x
	x
	6

	Meehan et al. (2006)
	x
	x
	
	
	x
	x
	x
	5

	Meyer-Kalos et al. (2024)
	x
	x
	x
	
	x
	x
	x
	6

	Moltu et al. (2018)
	x
	x
	
	
	x
	x
	x
	5

	Norman et al. (2014)
	x
	x
	
	
	x
	x
	x
	5

	Pease et al. (2023)
	x
	x
	x
	
	x
	x
	x
	6

	Sales et al. (2007)
	x
	x
	x
	x
	x
	x
	x
	7

	Savic & Fomiatti (2016)
	x
	x
	x
	
	
	x
	x
	5

	Schwabenbauer et al. (2024)
	x
	x
	x
	
	
	
	x
	4

	Sharples et al. (2017)
	x
	x
	x
	
	x
	x
	x
	6

	Sichel & Connors (2022)
	x
	x
	x
	
	x
	x
	x
	6

	Stefancic et al. (2022)
	x
	x
	x
	
	x
	x
	x
	6

	Sundet (2012)
	x
	x
	x
	
	x
	x
	x
	6

	Sundram et al. (2017)
	x
	x
	x
	
	x
	x
	x
	6

	Tarp et al. (2022)
	x
	x
	x
	x
	x
	x
	x
	7

	Teruya et al. (2006)
	x
	x
	x
	x
	x
	x
	
	6

	Trauer et al. (2009)
	
	x
	x
	
	
	
	
	2

	Unsworth et al. (2017)
	x
	x
	x
	
	x
	x
	x
	6

	Valdiviezo-Oña et al. (2024)
	x
	x
	x
	x
	x
	x
	x
	7

	Van Wert et al. (2021)
	x
	x
	
	
	x
	
	
	3

	Whitcomb et al. (2018)
	x
	x
	x
	
	x
	x
	x
	6

	Whitmyre et al. (2023)
	x
	x
	x
	x
	x
	
	x
	6

	Winkeljohn Black et al. (2017)
	x
	x
	
	
	
	x
	x
	4

	Wolpert et al. (2016)
	x
	x
	x
	
	x
	
	x
	5

	Zhou et al. (2020)
	x
	x
	x
	
	x
	x
	
	5

	Marginal %
	96%
	100%
	84%
	28%
	91%
	86%
	84%
	





Supplement 5. Summary of meta-categories
	[bookmark: _Hlk193291581]Meta-category
	Description
	Illustrative Quote - Facilitators
	Illustrative Quote - Barriers
	n
	%

	Cluster 1: Perceived clinical relevance

	Fit with clinicians’ views of therapy 
	Clinicians find it easier to implement ROM into their work if ROM fits with their own view of psychotherapy and the way they work (clinical skills, theories, and sources of information). A conflict between the use of measurement, the use of technology, and one's own therapeutic approach represents a barrier to ROM use.
	“It’s got to be done in a way when it’s easy and you can remember and it fits with clinical practice.” (Norman, 2014, p. 589)
	“[I]n some ways it is asking me to change the way I work slightly to be able to fit it in … I find it goes against … the way that I work.” (Unsworth, 2012, p. 75)
	23
	38

	Perceived clinical validity
	Clinicians differ in their perception of the clinical validity of ROM as a measurement tool, the scores obtained, and the qualifications of ROM administrators. The themes of subjectivity of measurement, in/ability of measuring instruments to capture the effect of therapy and client change, and criticism of the reduction of captured variables are important.
	“Well I will say that of course there’s error in the OQ, but I have more faith in the OQ than I have in anything else.  It’s a flawed instrument but it’s better than everything else.” (Dayton, 2011, p. 68)
“I think once [clinicians] got used to it and see the value of it, it was more helpful. And people started to really buy into it more.” (Gleacher, 2016, p. 434)
	“Not all outcomes are quantifiable by assessing a set number of criteria.” (Norman, 2014, p. 585)
“I don’t have sufficient confidence that it’s an objective enough tool, really, to measure trends.” (Dowrick, 2009, p. 3)
“[I was] skeptical about whether something so brief could be that useful, could be valid, how you could ask such simple, vague questions to get at something as hard to pin down as well-being.” (Ionita, 2016, p. 177)
	26
	43

	Perceived clinical utility
	Clinicians evaluate the clinical usefulness of ROM regarding the benefits it may provide for their practice. When ROM supplements their clinical judgment with new information that helps guide the treatment, they perceive it as beneficial. The lack of information perceived as useful, often accompanied with an insufficient training in ROM, presents a barrier.
	"I think when you can see what it gives you it is helping, but if you can’t then it becomes a [sigh] you know, then it just becomes something you have to do extra…” (de Wilde Brand et al., 2022, p. 10)
“Always useful, shows what you are doing and why.” (Norman, 2014, p. 585)
“An instrument that objectively goes through all those complaints and scales, it is an addition to your clinical view.” (de Wilde Brand et al., 2022, p. 9)
	One clinician went as far as to say that the mandatory use of measures can feel completely pointless, “like a tick-box exercise, I am not really interested in what they show.” (Sharples, 2017, p. 222)
“Well [it’s] not so much useful — we don’t bother using it because we already know the stuff which comes out of the HoNOS so why would you go back and look at the HoNOS?” (Callaly, 2006, p. 167)
	44
	73

	Concerns about interruption of therapeutic relationship
	Clinicians are concerned about the hypothesized negative impact of ROM use on the therapeutic relationship. This includes a potentially depersonalizing influence of the measuring instrument, the potential of labeling clients, and other non-specific concerns.
	
	“[I]nitially I felt completing the form might affect the relationship I was hoping to build.” An explanation for this was a sense that it felt a “bit bureaucratic or interrupting contact.” (Bowens & Cooper, 2012, p. 60)
“Boxing people – people may then pick out that information and just look at that rather than overall.” (Norman, 2014, p. 586)
	19
	32

	Cluster 2: Institutional Aspects

	Encouraging and engagement by the organization
	Clinicians consider support and motivation from management and senior staff to be essential for the adoption of ROM.
Involvement of clinicians in the decision-making within the implementation process affects the successful adoption of the ROM as well as clinicians’ buy-in.
	“If you’re going to do something like this, everybody has to be involved.” (Teruya et l., 2006, p. 345)
“I think especially my supervisor makes it a priority and has us look at it during supervision. So I think they’re pretty active in trying to get us to use it and make it a part of treatment.” (Gleacher, 2016, p. 433)
	“Why these measures? Why weren't we involved in the first place in the decisions.” (Garland, 2003, p. 401) 
“They need senior staff to be supportive of the process; if senior staff aren’t supportive then it’s not going to flow through in the ranks.” (Callaly, 2006, p. 170)
	19
	32

	Fit with organizational culture
	Adaptation of organizational structure in favor of ROM, compatibility of ROM with organization culture regarding the use of feedback, and readiness of the organization to implement ROM in the practice of clinicians are perceived as necessary by the clinicians.
	“…barriers were more easily overcome when new strategies and interventions were better rewarded, supported, and expected. Respondents in some clinics described how engaged leadership and strong implementation climates helped to better ensure champion strategy ﬁdelity and MBC ﬁdelity by overcoming implementation barriers.” (Akiba et al., 2023, p. 8)
	‘‘It’ not that I’m resistant, that I don’t want to use [CFS]. If there were other supports in place, then yeah, I would probably see more beneﬁt from it.” (Gleacher, 2016, p. 432)
As we have foreshadowed, the quantitative and qualitative modes of ordering were incompatible in agencies that did not have preexisting cultures, processes, and systems to support measurement. In these agencies, few outcome monitoring forms were completed as clinicians continued to utilize a qualitative approach to understanding progress. (Savic & Fomiatti, 2016, p. 178)
	20
	33

	Concerns about a non-clinical agenda behind ROM
	Clinicians are concerned about the misuse of ROM data with unwanted consequences for them or their workplace, for example hiring, firing, funding, comparisons between therapists’ results by management or legal/professional ramiﬁcations.
	“It is important for funding…important to prove whether the service is working.” (Norman, 2014, p. 584)
“We are measured on everything. Referral rates and absolutely everything, so why then can one not just measure if therapists use NF? For example, I am prepared to be questioned: ‘Why have you only eight out of twenty?’ I think it is an interesting question. Perhaps I need help to get 12 out of twenty.” (Hovland & Moltu, 2019, p. 8)
	“Outcome data may be used later on if something like a negative event was to occur…to show negligence…that sort of thing. What would happen if a client’s score was high but wasn’t followed up?” (Meehan, 2006, p. 584)
“I’m not absolutely sure that it wouldn’t show up in rank advancement files.” (Dayton, 2011, p. 78)
	19
	32

	Training in using ROM
	Clinicians underline the importance of ongoing training in the use of ROM, they summarize the benefits of training, and preferred methods. Examining the purpose of ROM, correct data interpretation, and integration in the session should be the primary focus of training. Insufficient training reduces the perception of ROM as useful for practice.
	“Training, regular supervision, discussion about measures, and not only a one-time training, but ongoing, e.g., what you are measuring, pros/cons, how to administer, how to interpret, how to talk with patients about outcomes”. (Van Wert, 2021, p. 770)
	“The big thing I can say — it is about people’s attitude. Unless they are trained properly, and that can make it valuable, then it really just becomes a joke. They just do it because it’s got to be done and is no way of getting anything out of it. You know, I think that one of the things around here … is that they didn’t provide enough training, it’s piecemeal.” (Callaly, 2006, p. 170)
	27
	45

	Practical support
	Clinicians appreciate practical help they receive when using ROM: They mention the availability of administrators who assist with data management; consultations with leadership, colleagues, and researchers who help them fine-tune the inclusion of ROM in their clinical practice; and the availability of technical support when using ROM in case technical difficulties emerge.
	“[T]he administrative assistants are helpful with …the clients, like giving us the computers and making sure they do it.” (Gleacher, 2016, p. 434)
“Having [clinical consultant name] is always helpful, because she provided real clinical based support to engage with CFS in a way that would be helpful to us” (Gleacher, 2016, p. 434)

	“Many of the allied and medical staff don’t carry a caseload…do no measures…I mean collect no data. This is causing resentment between them and nursing staff.” (Meehan, 2006, p. 584)
“What I’d like to do is I’d like to find somebody in here who’s willing to be pretty darn open with this data.  And me and that person sit down and then talk about it, understand it.  I’d like to do that with another person or small group.” (Dayton, 2011, p. 63)
	21
	35

	Cluster 3: Practical Aspects

	Time burden
	Clinicians describe time and workload burdens associated with ROM use. They express that their time is already limited, thus any additional time requirements resulting from data collection, evaluation of questionnaires, ROM-related paperwork, advocating for ROM use, and explaining the procedure to clients, present a barrier.
	
	“I have so [many] other things to do for my job that I’m unable to use this tool to my or the client’s advantage. Unfortunately, it’s more of a requirement to meet…I haven’t had the time to go into the system [to] review the data for trends, on any of my 21 cases.” (Sichel & Connors, 2022; 17)
"As clinicians, we are burdened by more and more paperwork to prove what we do, which takes a big hunk of time away from doing what we do." (Garland, 2003, p. 400)
	35
	58

	Concerns about data security 
	Clinicians are concerned about ensuring confidentiality when using ROM, the security of client data, and the potential misuse of data.
	“I've had, I've had, I've had parents who went to look at the kids' records that were on paper, yes, it's happened to me. Here I think there will be more privacy, there may not be total accessibility.” (Dias, 2016, p. 9)
	“the PQ can create dilemmas about confidentiality … when the construction interview is conducted by other than the therapist.” (Antunes, 2020, p. 32)
	16
	27

	User experience with ROM as a tool
	Features of the measuring instruments such as system design, ease of interpretation, technological availability and reliability, and user friendliness towards their patients fundamentally influence the clinicians’ use of ROM.
	“I love the intake part. It’s really self-explanatory. And it’s user-friendly…” (Gleacher, 2016, p. 433)
“be easy to use, that it, that it be understandable, that it be accessible, just, I mean, that it be accessible to all people.” (Valdiviezo-Oña et al., 2024, p. 7)
	“I don’t know if it’s the network, the computers that we have, if they’re just outdated, but whatever the issue is that created a lot of the glitches in terms of…uploading things.” (Gleacher, 2016, p. 432)
“a little overwhelming...lots of bars...the page is completely full.” (Stefancic, 2022, p. 9)
	39
	65

	Lack of skills facilitating the use of ROM 
	Clinicians describe specific skills that facilitate the implementation and use of ROM. The skills include abilities to use ICT, knowledge of the ROM system(s), assessment and interpretation skills, understanding measures, facilitating buy-in of ROM for clients, and effective use of in-session feedback. The absence of these skills functions as a barrier.
	“Well I actually have good response from my clients who do the BASIS-32. I think it’s very much in the hands of the clinicians as to whether the client is prepared to do it or not.” (Callaly, 2006, p. 168)
“I had no problem with [interpreting the data] at all.”  (Dayton, 2011, p. 65)

	“Lack of understanding over what the measures are about… practitioners being uncertain how to use.” (Norman, 2014, p. 590)
“So what am I supposed to do with this feedback now?” (Esmiol-Wilson, 2017, p. 29)
“I struggle with what the data means…” (Dayton, 2011, p. 65)
	33
	55

	Cluster 4: Client variables

	Level of enthusiasm for using ROM and technology
	Clinicians consider digital literacy, clients' general openness or reluctance to use technology, and clients’ willingness to participate in the process of feedback in therapy to be factors that significantly influence the potential to use ROM effectively.
	“ (...) Yes, I think that particularly in the case of teenagers, in fact, I think it will make adherence much easier.” (Dias, 2016, p. 8)
Most prominently, HCPs felt the iPad was of particular interest to the young people. “I think it feels more… valuing of them, that we are giving them a piece of technology to use and the iPad is quite… a desirable thing isn't it.” (Hall, 2014, p. 14)
	“Clients can’t use computers very well.” (Gleacher, 2016, p. 432)
“Clients don’t like it. They don’t really want to ﬁll out. A lot of them just check whatever.” (Gleacher, 2016, p. 432)
“With some there is just no point. They are stern and refuse–having nothing extra to give or the capacity to do it, and they ‘get away’ with it, but otherwise I am quite inclusive.” (Hovland & Moltu, 2020, p. 256)
	16
	27

	Clients’ cognitive abilities 
	Clinicians describe that clients' age, maturity, and cognitive abilities can make ROM use difficult. As a result, they notice the potential need to adjust ROM systems for usage with specific groups of clients.
	
	“Some settings are less appropriate, for example like with younger children, they have little concentration so this wouldn't be a thing that you could use.” (Hall, 2014, p. 11) 
“Clinicians also thought that CF would be too demanding for persons with cognitive difﬁculties, dementia, and those who were disorganized or had difﬁculty concentrating.” (Hovland & Moltu, 2020, p. 256)
	15
	25

	Specific mental health condition and current state
	Clinicians consider clients with disorders that impair their judgment (personality disorders, schizophrenia, dementia, etc.) unsuitable for ROM. They also consider ROM inappropriate for clients with acute needs, in emotionally charged situations or after intensive therapies when clients need space to process their own emotions.
	
	Clients with certain mental health issues responded negatively: “primarily people … with personality disorder … or more on the paranoid side.” (Ionita, 2016, p. 177)
“People sometimes come with immediate problems, with great emotional distress or even physical pain … and it would be disrespectful to the patient (…) to do it with the draft cards.” (Antunes, 2020, p. 39)
	16
	27

	Cultural expectations
	The sociocultural background of clinicians and clients influences the feedback received by the clinician and the possibility to use ROM. Cultural aspects may have several forms: From the clinicians’ perspective, some clients find it unacceptable to express any negative feedback, while for some clients, the specific language used in ROM may cause misunderstandings. Other clients may perceive the use of ROM as insensitive.
	The unit treated a few refugees and foreign workers, and for some they had to use an interpreter in therapy. According to one participant, those patients could have beneﬁtted from CF, as feedback might have captured nuances more precisely than conversations through an interpreter. (Hovland & Moltu, 2020, p. 257)
	“Some of the cultures I work with have no sense of empowerment at all, and when asked if I could do anything different with session, it was difficult to get an open response … This opened my eyes to the fact that not every culture is comfortable with therapy or being asked for their opinion. Many of my clients live under the dominant white society and that has made it difficult for them to feel they have a voice and that they can speak up and advocate for themselves and their families.” (Esmiol-Wilson, 2017, p. 31)
	5
	8

	Cluster 5: Clinicians’ Personal Reactions

	Challenging clinicians’ judgment and authority
	Some clinicians feel that their clinical judgement is devalued, especially in situations when ROM feedback is inconsistent with their assessment. Depending on the clinicians' attitude to formalized feedback, ROM can challenge clinicians' authority, devalue their intuition, professionalism and clinical judgment.
	In this domain, we developed three categories that link whether feedback information and clinical judgment concur or not. … Finally, three therapists answered that this discrepancy turned out to be useful, specifically expressing that: “It gave the opportunity to propose other strategies or also to enhance the interpretation of the case.” (Gómez-Penedo et al., 2023, p. 6)
	These staff believed that outcome measures devalue intuition and clinical judgement and we do not need some measure to tell us what the problems are … mental health staff have been doing that for years. (Meehan, 2006, p. 584)

	8
	13

	Fear of being evaluated
	For some clinicians, ROM may create pressure to demonstrate effectiveness and as a result, endanger their self-esteem or cause upsetting feelings. Some clinicians also feel threatened by the possibility of being compared to other clinicians. From this perspective, ROM may cause competitive atmosphere.
	Very few clinicians indicated that they felt direct personal pressure to demonstrate the effectiveness of their services and/or to demonstrate improved clinical performance. (Garland, 2003, p. 400)
“Can compare clinical effectiveness.” (Norman, 2014, p. 584)
	All agreed that they had a fear of being judged as therapists for their performance based on a set of scores. (Unsworth, 2012, p. 76)
“Some people could find it threatening or competitive.” (Norman, 2014, p. 589)
	8
	13

	Feeling reassured and supported by positive feedback  
	In contrast to the fear and other negative emotions that ROM use can evoke, some clinicians report the effects of ROM use as encouragement, reassurance, confidence, and a sense of competence.
	“…feeling more competent and sure-footed about what [she’s] doing.” (Bowens & Cooper, 2012, p. 57)
“You can see that what you are doing is effective. If it’s not then you can change to some other ways that might work.” (Norman, 2014, p. 584)
	In fact, there was some agreement that it was less helpful when everything was marked ‘just right’. (Bowens & Cooper, 2012, p. 57)
“This process [of reflecting on client feedback] has shown that my confidence is still low as a therapist and I am very hard on myself.” (Esmiol-Wilson, 2017, p. 29)
	8
	13

	Struggling to embrace negative feedback

	Clinicians process emotions potentially elicited by feedback in different ways. Some overcome the initial uneasiness and get used to using ROM, some find it quite difficult to handle negative feedback. As a result, some clinicians may devalue the feedback by discrediting the measuring tool. Processing feedback with colleagues is helpful for many clinicians.
	“Initially, it was very hard (experiencing fear) . . . But then what happens is you get used to it (feedback), because you know it’s not a criticism, it’s just feedback and then you begin to notice that the client really trusting you … and the feedback is that you really listen to them. So I think you overcome that initial uneasiness about what they might say.” (Ionita, 2016, p. 179)
	“I found my results really upsetting and really struggled to make sense of them… My initial response was one of, ‘Why am I not good enough?’ and ‘Better find a new profession.’  That sort of thing.” (Dayton, 2011, p. 58)
	8
	13

	Sense of professional growth
	Clinicians describe that ROM helps them reflect on their current work, identify their strengths and weaknesses, and thus indicate areas for possible improvement and further professional training or development.
	“It helped me to figure out why the treatment was not working properly. Partly because of this, I started to study the method of group psychotherapy thoroughly and I registered for a training.” (Koementas-de Vos, 2022, p. 208)
	Practitioners expressed concerns about how ROM might affect the morale of themselves and other practitioners. “May make the routine stagnant, so that enthusiasm and motivation may be affected.” (Norman, 2014, p. 590)
	12
	20


Note: N (%) = the number (percentage) of studies within which the meta-category was identified. These frequencies reflect the salience of the categories across primary studies. They by no means represent the prevalence of the types of experience across psychotherapists because qualitative studies are not designed to represent the prevalence of categories in the population. For a more detailed report of which meta-category was found in which study, see Supplement 6.
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	Unsworth et al. (2017)
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	Whitcomb et al. (2018)
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	Winkeljohn Black et al. (2017)
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	9%
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	Zhou et al. (2020)
	
	x
	x
	
	
	
	
	x
	
	
	
	
	x
	
	
	
	
	
	
	
	
	
	4
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	Frequency
	23
	26
	44
	19
	19
	20
	19
	27
	21
	35
	16
	39
	33
	16
	15
	16
	5
	8
	8
	8
	8
	12
	
	

	%
	38%
	43%
	73%
	32%
	32%
	33%
	32%
	45%
	35%
	58%
	27%
	65%
	55%
	27%
	25%
	27%
	8%
	13%
	13%
	13%
	13%
	20%
	
	


Note: Cluster 1: 1a. Fit With Clinicians’ Views of Therapy, 1b. Perceived Clinical Validity, 1c. Perceived Clinical Utility, 1d. Concerns about Interruption of Therapeutic Relationship; Cluster 2:  2a. Encouragement and Engagement by the Organization, 2b. Fit With Organizational Culture, 2c. Concerns About a Non-clinical Agenda Behind ROM, 2d. Training in Using ROM, 2e. Practical Support; Cluster 3: 3a. Time Burden, 3b. Concerns About Data Security, 3c. User Experience with ROM as a Tool, 3d. Lack of Skills Facilitating the Use of ROM; Cluster 4: 4a. Level of Enthusiasm for Using ROM and Technology, 4b. Clients’ Cognitive Abilities, 4c. Specific Mental Health Condition and Current State, 4d. Cultural Expectations; Cluster 5: 5a. Challenging Clinicians’ Judgment and Authority, 5b. Fear of Being Evaluated, 5c. Struggling to Embrace Negative Feedback, 5d. Feeling Reassured and Supported by Positive Feedback, 5e. Sense of Professional Growth. Frequency = in how many primary studies the meta-category was present. Intensity = to how many meta-categories a study contributed.
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