
Outcomes Management 
Developing Quality at the Heart of Therapy



What is CORE?



Historical Developments 

1995 CORE Development Starts

2001 CORE-PC software launches

2005 CORE-PC achieves 2500 users  

2006 CORE Net Beta launches

1998 CORE System Launches

2007 CORE Net wins 1000 demonstrators

June 2008 CORE Net officially launches



The CORE Net Methodology

STEP 2: Therapist uses 
CORE-OM and Therapy 

Assessment Form to 
summarise clinical 

presentation

STEP 1: GP or PoH use 
the CORE 10 on-line 

screening tool (optional)

STEP 3: Therapist uses CORE 10 or 
CORE 5 to track clinical progress openly

STEP 4: Therapist uses CORE-OM and 
End of Therapy Form to summarise 

therapeutic processes and outcomes
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Who are CORE?



CORE National 
Research  

Database helps 
develop practice- 
based evidence, 
benchmarks and 
service quality 
management 

guidelines

The CORE Infrastructure

CORE IMS 
provide CORE 
software and 

change 
management 

support

CORE Network meets to explore and share good practice

CORE System Trust provide free CORE System tools to support the development 
and growth of practice-based evidence

CORE System Quality Development Tools CORE 
Net

The CORE Methodology



Level 3: Service Management

Aim: Use data to assess treatment quality

Level 1: Measurement
Aim: Collect OM data and achieve good completion rates

Requirements for Level 2
Quality checks on data & ability to aggregate data 

Level 2: Data Monitoring

Aim: Profile services

Requirements for Level 3
Contextual data & governance interpretation

Requirements for Level 4
Appropriate normative data & expert review group

Level 4: Benchmarking
Aim: Compare outcomes 

against national benchmarks

The Benefits Pyramid
NiMHE Outcomes Measures Implementation Best 
Practice Guidance. April, 2005



CORE System Benchmarks 
Volume 6 Number 1 March 2006
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What is a Performance Indicator or 
Benchmark  ?
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% patients achieving 
clinical & reliable change

“Thermometer” comparing performance of 43 
services (primary care counselling)

Performance of lowest 25% 
of services

National Average

A specific measure of service performance

Lowest performing service

Highest performing service 
Implicit message  “green = good”
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Benchmarking Recovery & Improvement

Mullin T, Barkham M, 
Mothersole G, Bewick 
BM, Kinder A (2006). 
Recovery and 
improvement 
benchmarks in routine 
primary care mental 
health settings. 
Counselling & 
Psychotherapy 
Research, 6, 68-80. [B]



Bewick, B. M., Trusler., K., 
Mullin, T., Grant, S., 
Mothersole, G. (2006). 
Routine outcome 
measurement completion rates 
of the CORE-OM in primary 
care psychological therapies 
and counselling. Counselling & 
Psychotherapy Research, 6(1): 
50-59.

Benchmarking Outcomes Measurement

Post-therapy
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Benchmarking Treatment Pathways

Connell J, Grant S, 
Mullin S (2006). Client 
initiated termination of 
therapy at NHS primary 
care counselling services. 
Counselling & 
Psychotherapy Research, 
6, 60-67



Why CORE Net?





Journal of Clinical Psychology 

Vol 61 Issue No 2 Feb 2005

“Enhancing psychotherapy outcome 
through feedback”

Michael J Lambert (Ed)

8 papers

www.interscience.wiley.com

Outcomes Management

http://www.interscience.wiley.com/


Within the 20-30% of clients 
‘not on track’ rapid clinical 
feedback results in :-

Significant reduction in % 
of patients deteriorated at 
end of therapy

Significant increase in % 
of patients improved (who 
would otherwise not have 
changed)
In some studies the 
number of clients in that 
‘not on track’ group who 
achieved a successful 
outcome doubled 



Claimed results :-

- Outcome effectiveness 
improved by up to 65%

- DNA’s reduced by 40%

- Cancellations reduced by 25%

- Number of sessions reduced 
by 40%



For clients doing well 

Treatment length is shorter 

80% patients get 1 session less 

“Don’t over treat relatively 
healthy clients”

For clients identified as potential 
treatment failures (20%)

20% get average 3 sessions 
more 

20% of the potential failures 
achieve improved outcomes

“Don’t under treat clients who 
are relatively ill”







Patient Presents –
Clinician suspects’

 

depression or mental health issue 
CORE 10 Assessment of severity and risk completed (>17 QOF claim) 

Assessment 1

Score 
10-15

Score
15-20

Score 
20 +

Complex/
High Risk

Options
Watchful Waiting

 

Stepping Stones

 

Books on 
Prescription

 

Wigan in Mind 
cCBT

 

Steps for Health

 

Bibliotherapy

 

Self Help

Options 
PC Graduate 
Worker - Guided 
Self Help 
Signpost to: 
DIAS. 
Relate 
Self-Help Clinic
Occupational 
Therapy 
ETC 

ALW PCT 
Risk assessment, 
if risk is high 

If no risk,

 

Watchful Waiting

 

Offer all services 
in mild to moderate 
box and review

Consider:  Complex 
Primary Care Liaison 
Nurse 
High Risk: Locality 
Mental Health Team/ 
Crisis 
Resolution/Mental 
Health Act 
assessment (Referral 
protocols to be 
agreed Tel 
01942????)

CORE 10 ASSESSMENT RESULT (influenced by clinical opinion)





A typical case of an appropriate referral 
for primary care counselling.

A person with no previous history of 
psychological difficulty experiences a 
job loss with subsequent consequences 
for self esteem and self image. The 
person struggles to come to terms with 
this and is referred by the GP to ‘talk 
things through’.

In five sessions of counselling they 
make a steady week on week 
improvement and cross the clinical cut- 
off line indicating ‘clinical and reliable 
improvement’

The client themselves says ‘I don’t think 
I need any more sessions’ and later got 
in contact to say they had got another 
job and were continuing to feel good.

These sorts of curves are quite typical 
of simple, single issue cases, that 
respond well to brief counselling in a 
primary care setting. They have 
become known as ‘ski slope’ 
trajectories because of the 
characteristic curve.

Core Net case example (A2)



A typical primary care referral by a GP 
of a person who has been experiencing 
depressive symptoms for a couple of 
years. They are deeply unhappy and 
feel it is ‘all their fault’.

Attends weekly counselling sessions 
and it quickly emerges the person lives 
in an abusive marriage and is 
frightened. After the first session the 
score goes up as they face up to their 
situation. The client decides to leave the 
relationship and their mood steadily 
improves while they develop a plan and 
the courage to do make the break.

In the middle of the chart the score 
begins to rise again when the partner to 
the client becomes increasingly abusive 
on discovering the client is leaving 
them.

The score drops again after the client  
has actually left and begins to 
consolidate their new situation.

Seen for ten sessions in total and 
measures taken on nine of these. The 
last measure is a three month follow up 
when the client reports feeling the ‘best 
they have for years’ and their score has 
dropped to zero. Client made contact a 
year later to express thanks and say 
they were continuing to do well.

Core Net case example (A8)



A GP referral of person with severe 
anxiety and depression. Client has an 
unsupportive partner and two teenage 
children that are highly challenging. 

Initial risk score is high and admits to 
stockpiling medication and having 
frequent impulsive thoughts of killing 
their self. The initial work focuses on a 
reducing risk and developing practical 
support.

The work continues on, to explore 
family dynamics and underlying beliefs 
and personality style. Client begins to 
practice a more assertive parenting 
style and starts to feel more in control. 
As mood steadily improves so does 
their ability to communicate more 
effectively with the family. Client 
becomes aware of how their personality 
style makes them vulnerable to being 
bullied.

Seen for nine sessions in all and 
measures taken on eight of these. The 
last measure is a two month follow-up 
and client reports that life is much 
improved and they no longer 
experience suicidal thoughts.

Core Net case example (A9)



An apparently typical GP referral in which 
a person is referred with relationship 
difficulties and chronic depressive 
symptoms, but practice turns out to be 
more complex. 

Counselling initially focussed on 
relationship dynamics where it emerged 
that they had a loving partner who found it 
difficult to cope with the clients rapid 
mood changes and so had progressively 
withdrawn from the client.

As the client engaged more deeply in 
counselling, a pattern of idealising and 
devaluing emerged along with other 
characteristics consistent with ‘borderline 
personality difficulties’. 

We reflected together on the frequent 
fluctuations in CORE scores and this 
seemed to help the client gain an external 
perspective on their difficulty in regulating 
mood state. 

Met for eleven sessions in total and took 
eight measures. The last measure is a 
two month follow-up at which they 
reported a range of improvements 
including returning to work. However there 
was also acknowledgment of ongoing 
mood instability and so discussed how 
they might seek longer term specialist 
therapy. 

Core Net case example (B1)



A complex case of severe long term 
depression that had been managed by 
the GP with anti-depressant medication. 
The client was very resistant of 
engaging with secondary care services 
but had agreed to ‘try’ counselling.

Was seen for 14 sessions in all and 
measures were taken on 7 of these. 
Client was difficult to engage and 
expressed significant suicidal ideation. 
Early work focussed on building the 
therapeutic alliance and risk 
management. As trust and rapport was 
established we began to develop a 
meta perspective of the many 
problems, past and present. This led to 
a willingness to engage with some 
practical problem solving of immediate 
crises. Success with this led to a raising 
of the clients sense of hope and a 
willingness to further engage with 
professional agencies. 

The main impact of the work was to 
reduce risk and help the client to 
consider the value of making a 
commitment to engaging with longer 
term specialist services. Eventually they 
agreed to a referral to secondary care.

Core Net case example (B3)



A PTSD case initially referred because 
of depression and  problems at work. 
This however turned out to be a rather 
more complex case needing a  
specialist psychiatric assessment and 
subsequent referral for both EMDR and 
CBT

In the early stages the client was fearful 
& paranoid and scored relatively low on 
the CORE scale and apparently with no 
risk, however as trust and rapport was 
gained the client admitted to not 
answering the questionnaire honestly at 
first for fear they might be ‘locked up’.

Involved in a serious road accident a 
year earlier the client had sustained 
major injuries resulting in chronic pain 
and severe PTSD symptoms. This 
seemed to be further complicated by 
underlying personality difficulties and a 
ridged belief system.

In due course the client agreed to a 
psychiatric assessment and my role 
became one of facilitating the transition 
to specialist therapy. The focus of our 
work became one of developing 
strategies to help cope with strong 
suicidal thoughts. In this regard the risk 
score was a particularly useful aid. 
Supervision was a significant feature of 
managing this complex case.

Core Net case example (B4)



The case of a person referred with  
chronic depression and relationship 
difficulties.

Engaged well and was keen to have 
counselling but proved to be low on 
psychological mindedness and have 
little capacity for self awareness. 
Continually externalised problems and 
could only see their self as a ‘victim’.

In all had eleven sessions of counselling 
which as the chart shows had very little 
impact, although they clearly ‘enjoyed’ 
coming to counselling and expressed 
much appreciation.

On reflection this is a case where I 
continued to offer sessions even though 
it was apparent they were making no 
impact. By seeing this pattern on a few 
other cases it has increased my 
awareness of treatment failure early on 
in the process. I subsequently learnt to 
close such cases sooner.

Core Net case example (C2)



Core Net case example (D3) A case of moderately severe, recurrent 
depression in which the client had 
refused medication and would not 
engage with secondary care. Was 
referred for counselling by GP. 

Seen for eleven sessions across a nine 
month period. Eight measures were 
taken in all.

The client made reference at 
assessment to a ‘seasonal’ pattern to 
their depression. However they initially 
responded well to six sessions of 
problem solving and basic CBT and by 
May was much improved. Agreed to 
follow-up sessions to review progress 
through the year where upon it was 
apparent that the client was 
progressively reverting  to their former 
depressed state. 

Reflecting on the chart was useful to 
the client in helping to acknowledge the 
need for a more specialist assessment 
by secondary care. The client also 
began to accept anti-depressant 
medication from the GP. Unfortunately 
no more CORE data is available to 
track the progress over a longer period 
or to see the relative effect of 
medication or whether there was indeed 
a seasonal factor to this case.



60

65

70

75

80

85

67

73

78
78

Benchmarking Recovery & Improvement

Mullin T, Barkham M, 
Mothersole G, Bewick 
BM, Kinder A (2006). 
Recovery and 
improvement 
benchmarks in routine 
primary care mental 
health settings. 
Counselling & 
Psychotherapy 
Research, 6, 68-80. [B]
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