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Abstract
Recent research shows the value of ensuring the quality and
efficiency of treatment using progress monitoring instruments.
Before implementing progress monitoring instruments in clinical
practice, health managers and clinicians must decide which
particular instrument to use. Most identified progress monitoring
instruments for substance use disorder treatment seems to include
symptom level, relational functioning and social functioning, and
all report adequate psychometric qualities. Of concern is that
central variables such as alliance, user satisfaction and motivation
most often are neglected. There is a need to validate existing
instruments used in mental health treatments for substance use
disorder populations. In addition, specialized progress monitoring
instruments for substance use disorder populations should
continue to be developed, based on the needs of clinicians and
health managers, and on previous research.
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Background
Monitoring of treatment is standard practice for many medical
conditions. The use of progress monitoring (PM) instruments in
mental health treatment is increasing, and several organizations (e.g.,
American Psychiatric Association) and countries (e.g., Australia and
Switzerland) recommend such instruments as a means for ensuring
the quality and efficiency of treatment. In addition, PM is a means
for personalizing treatment and increasing patient involvement.
Substance use disorder (SUD) treatment has been slow to adopt this
practice. In a consultative document for the proposed Norwegian
guidelines for SUD treatment [1], the first recommendation
proclaims that: “To ensure customized treatment systemized and
continuous monitoring of treatment progress should be facilitated”
(our translation). The challenge for leaders and clinicians faced with
the implementation of the new guidelines is to decide which of the
available PM instruments to use.

Progress Monitoring (PM) in Substance Use Disorder
(SUD) treatment
Many measurements and feedback interventions have been
evaluated in mental health treatment [2]. Historically, urine
drug screens and breathalysers have been commonly used as PM
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instruments used in SUD treatment. In addition, drop-out or
attendance in treatment has been seen as an indication of negative or
positive treatment progress, respectively [3]. Positive drug screens or
missed sessions would indicate lack of progress in treatment, perhaps
leading to a change in the treatment plan or even expulsion from
treatment. More recently, specific measures have been developed to
assess progress in the treatment of SUD.
A recent review of PM in mental health and SUD treatment
concluded that previous meta-analyses showed PM significantly
improved the outcome in mental health treatment, and focused on
the need for further research and the adoption of PM methods in
SUD treatment [2]. In addition to the eight PM instruments reviewed
in the paper, the Session Rating Scale (SRS) [4], the Outcome Rating
Scale (ORS) [5] and the OQ-45.2 [6], have been used in SUD
treatment and are under ongoing study at different study sites in
Norway and internationally. There might be some local instruments
in use that have not yet come to our attention.
From a clinician or leaders view, a successful PM instrument
should balance ease of administration, to allow for routine use, with
comprehensiveness, to capture multiple domains of importance.
Items should reflect constructs or variables that are linked to patient
problems, and psychosocial and relational issues that are linked to
service needs, to predict possible iatrogenic effects and outcomes.
In addition, the instruments should provide a snapshot that depicts
the patient’s status, and create a cumulative record of the patient’s
progress over time. Finally, the instruments should have a user
interface suitable for the patient group in question.
None of the PM instruments reviewed in the paper fulfil all of
the criteria (Table 1). All the instruments seem to have adequate
psychometric qualities. Most of them also include variables such as
symptom level, relational functioning and social functioning. The
threshold for use seems to be at an acceptable level, although many
of the instruments are not available in Scandinavian languages (there
might be local translations of the instruments that I did not find by
searching the Internet). On the other hand, central variables such
as alliance, user satisfaction and motivation are generally neglected
in the reviewed instruments. This lack of focus in the development
of the PM instruments is surprising, given the amount of research
literature supporting the importance of alliance and motivation
as effective and necessary ingredients in achieving good treatment
results and reducing drop-out [3]. Although the effect of user
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satisfaction on treatment effect is still under debate, there is no doubt
that we have an ethical responsibility regarding user involvement. In
using PM instruments, we have a unique opportunity to ask for user
satisfaction in the treatment process in a structured way, and to use
it to make decisions about changes in treatment, together with the
patient.
Only three of the instruments allows for a test frequency of one
week or every session. The others vary between one month, and the
start and end of treatment. A PM instrument is supposed to monitor
the treatment process, be able to detect possible iatrogenic effects
and prevent possible drop-out; one could question whether these
instruments were intended to be PM instruments, or designed more
as outcome measures.
Research on using PM instruments designed for mental health
services on SUD populations is scarce, but there have been some
steps in establishing a research base for PM in SUD treatment [15,16].
The demographics of SUD populations tend to differ from those in
mental health studies, and although the studies suggest potential for
PM instruments to help retain patients longer in treatment, more
research needs to be done.

Conclusion
It appears that the three PM instruments originally designed for
mental health treatment (SRS, ORS, OQ-45.2) are the most closely
aligned to the concept of PM. These instruments fulfil most of the
criteria determined by the review group. One could envision three
scenarios to take PM in SUD treatment a step further: 1) further
research on the SRS, ORS and OQ-45.2; 2) review of more of the PM
instruments developed for mental health treatment, with research to
determine whether they can be used in SUD populations; and 3) the
development of specialized PM instruments for SUD populations.
Currently, an ongoing focus on the SRS, ORS and OQ-45, and a
parallel process to develop specialized PM instruments for SUD
populations, based on the needs of clinicians and health managers,
and on previous research seems to be the most promising strategy
regarding the state of the research field in SUD treatment and PM
instruments.
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