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FOREWORD

J. Orley, Senior Medical Officer, Division of Mental Health,
World Health Organization, 1211 Geneva 27, Switzerland

This document brings together various papers prepared. for WHO on quality assurance in the.
broad mental health field, focusing largely on the situation found in particular countries. There is no:
doubt that some form of quality assurance for mental health services is desirable, but the mechanisms.
used and the extent to which this is formalized could vary from country to country and even within.
countries. These papers illustrate possible paths that may be taken, .

The following papers fall into two groups. The first group deals with psychiatric services in a;
few selected countties and the last group with other services (mental handicap, alcohol and drug abuse;;
child day care and nursing homes for the elderly). The quality of long term care for the elderly was;
discussed at a meeting co-sponsored by WHO and the Kellogg International Program on Health and:
Aging, The edited papers from the meeting have been published as a supplement to the Danish
Medical Bulletin and readers are advised to consult that publication for a wide variety of papers on this;
topic. Just one has been selected for inclusion in this document, describing a project involving the
residents themselves in the process. This document concludes with a paper describing the broad range
of WHO activitics in this field and related ones,

These papers provide background for a current WHO aetivity on Quality Assurance in Mental
Health. Within that activity a set of check-lists have been designed, with glossaries and recording.
forms, to assist in the development of programmes covering such areas as mental health programmes
in primary health carc settings, outpatient mental health facilities, in particular facilitics and residential
facilities for the elderly mentally ill, as well as mental health policies and programmes, '

The papers presented in this document cover both internal and external appraisal mechanisms
for quality assurance. Internal reviews are conducted by staff working within a service and shoutd
involve representatives of the various disciplines, and ideally all staff in one way or another, In health
facilitics this is often done in case presentations or grand rounds involving a large number of staff,
although such presentations are often carricd out for teaching or to obtain help with difficult clinical
problems, rather than to ¢xamine critically the functioning of the service. Other mechanisms for
internal reviews exist and should be considered for introduetion in any service if they do not already:
exist. Staff for instance can meet to selcet case notes at random to review the adequacy with which
information is recorded (e.g. concerning admission data, medication prescribed, changes in care plans
and treatment), Such reviews may or may not result in internal reports. In addition to mechanisms
for reviewing the quality of the clinical management of patients, it is important to look at other aspects
of the service which affect the patients’ welfare, particularly accommodation, meals and factors
influencing daily patient-staff interaction. It is particularly in these latter areas that the patients or
residents should have a place in any process of quality assurance and to emphasize this the two papers
by Anderson and Holder have been selected for inclusion, since they review and describe this aspect
of quality assurance.

In a process of international review, it may however be difficult for staff to be critical of
themselves or of their colleagues with whom they work every day. In order to avoid this and the
suggestion that staff are covering up their own deficiencies, a process of external review which can
complement the intcrnal one may be desirable. '

For both internal and external processes, the content of the review should be clearly defined:
If a service has set itself certain objectives these can obviously form one basis for review by examining
the extent to which they have been achicved. Explicit standards or indicators of good service can be
and indeed in some cases have been developed and this can be done at a national level or at an
international level.  With very different systoms of service existing in differcnt countries, it may however
not always be possible to find indicators that are appropriate in many different countries, There are -
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however, certainly a bare minimum of facilities and a minimum level of service that should be available
for the treatment of certain defined conditions anywhere in the world.

Some processes of review rely more on implicit criteria. For external review this is based op
the expectation that selected reviewers will have a good sense of what is good and a monitoring team,
if it works topether on several occasions and has aceess to previous reports can develop its own shared
values.  This is the proccss used by the UK Health Advisory Service.  Even when written
standards/indicators are available, there can still be differences in the extent of their detail. The
Canadian accreditation system for hospitals for instance, provides a very detailed check hst. The
system used will influence to some extent what is done with it. A checklist has the danger however
of services being satisfied by merely obtaining a minimum scorc or grade without necessarily looking
at the reasons for "poor marks”. The argument put forward for not having explicit standards s that
it is more flexible, encouraging greater diseussion of problems and of ways they can be overcome. Tt
is however probably more difficult to apply such a system uniformly and it can be distorted by individual
whims of members of the reviewing team. The services Loo can find it unsatisfactory not to have some
kind of listing as to what is expected of them by the reviewers.

With external reviewers using either implicit or explicit criteria, the tcam needs to have the
respect of all the various staff working in the scrvice as well as the patients, their families and those
representing them. All these groups nced to feel that they have been consulted and a report should
ultimately be produced which rcally reflects the concerns of cach of them. The report can have a
number of functions and could possibly lead to the imposition of some kind of sanctions (the ultimate
being the closing down of the service by its superior authority). On the other hand the report could
be used purely to provide advice to the managers. In either case it is probably best that any report
is written for general distribution and not left confidential.

The ultimate aim of quality assurance is to provide pointers to the managers of the health
service as to the ways that they can improve the service. Ideally the process should encourage the poor
and mediocre to aspire to the standards of the best.

REFERENCE

Danish Medical Bulletin (1987). Gerontology. Quality of long term care. Special Supplement Series, NoJ.
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USER SATISFACTION, USER PARTICIPATION AND EVALUATION x
OF MENTAL HEALTH SERVICES:
EXPERIENCES IN THE USA AND BRITAIN

Jeremy Anderson, Assistant Director
Team for the Assessment of Psychiatric Services
Friern Hospital, London N11 3BP, UK

"The effectiveness of care ... in achieving and producing health and satisfaction, as dcﬁned for
its individual members by a parl‘.lcular society and subculture, is the ultimate validator of the qualtty of
care” - Donabedian, 1966

"The difference between the role of the physician and that of the patient in quality assurance
resembles that between the hen and the pig in the preparation of eggs and bacon: The hen is mvolve.d
but the pig is committed” - Vuorri, 1987, :

0

INTRODUCTION

Over the last 23 years the debate about user satisfaction with, and partlclpatmn in, good quahty
health care has intensified and nowhere has this been more evident than in mental health, i

There seems to be a separation between mental health service evaluators, operating from within
the care delivery system; and service users commenting from the basis of their own experiences. Both
groups claim to want the same thing - a high quality mental health service. Not surprisingly however,
they make different assumptions about evaluation, use different methods, and draw different
conclusions. This paper describes recent provider-led and user-led evaluation strategies drawn from
American and British literature, and provides further reading for those interested in particular topics.
Overall, it is hoped to show that these alternative strategies are beginning to converge, that the
characteristics of sound monitoring practice are becoming clearer, and that both groups stand to benefit
from each other's experiences. The examples in this paper are drawn from the British and American
literature, ¥

MENTAL HEALTH SERVICE EVALUATION

Stimulated by the increased recogmtmn of large variations in health care dehvery, and by thc
failure of high-intensity medical care to improve population health indicators, health service evaluation
methods developed rapidly from the mid-1960’s onward, Evaluation, in this technical sense, aims to
discover whether the objectives of a programme have been achieved. Donabedian (1966) bronght
together the theoretical base of much subsequent work in this field. He described three types ‘of
evaluation criteria: structural criteria, relating to general conditions of care like physical environment
and staffing; process criteria, relatmg to adequacy of procedures performed; and outcome criteria,
relating to the adequacy of the results. Structural evaluation led to concern with acceptable standards
of care, facility accreditation and $0 on. Process evaluation produced audits of specific health activities,
generally undertaken by professional peers. Over time, emphasis has been placed on outcome
evaluation (Holland, 1983), which has been seen to be most directly linked to quality of care. In mental
health, where clearly defined outcomes are hard to quantify, user satisfaction has been recognized as
an important outcome measure (Windle & Paschall, 1981). Because of the technical emphasis of such
evaluation, most use is made of the data by policy planners who have no contact with the users whose
opinions they seek. This centralization of information creates an  artificial “authority of knowledge”
(Webb & Hobdeli, 1930), which tends to deny service users legitimate concern with health matters,
In the past this has generated mistrust between evaluators and service users. The following dlscusswn
llustrates attempts to bridge this gap. s
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USER PARTICIPATION IN MENTAL HEALTH SERVICES

The "consumer movement” in the United States (Nader, 1973) is credited with stimulating the
first attempts at user participation in health services. The accountability of both public and private
institutions to consumcrs of their services became a foecus of concern, particularly where thosc
institutions held a service monopoly. In Britain this populist concept fostered the crcation of
Community Health Councils, which arose from the 1974 National Health Service reorganization. The
consumer movement grcw in mental health areas. In a clear and measured review, Hollander (1980)
spoke of a "mental health revolution”, created by this "culture-wide idcology” which challenged
“uncritical acceptance of expert direction”.

The consumerist viewpoint has appeal to all extremes of the political spectrum (Smith, 1988).
In Britain, through the last decade, a dominant market-based political perspective emphasized the
efficiency of encouraging individual consumer choic¢ to determine service meeds, rather than an
unwicldy burcaucratic planning process. This approach is exemplificd by the first Grilfiths report
(DHSS, 1983), which represents consumers, in a now well-known metaphor, “shopping” in a
supermarket of health choices. However, considerable theoretical criticism of this approach was
apparent even before its emergenee in Britain (van den Heuval, 1980). Subsequently, uscr-oriented
critics have questioned practical aspects as well (Maxwell & Weaver, 1984; Barker & Peck, 1987).
Clearly the technical and structural features of user participation favoured by a market-based
perspective ("market research”, "customer rclations”), may not lead necessarily to the "empowerment’
of users sought by the original consumerists.

Philosophical differences about user participation in mental health exist, as well as political
ones. Differences in attitude towards mental health itself divide interest groups. Some adopt a
biological vicw of mental health problems (eg. the National Schizophrenia Fellowship), others do not
(¢g. MIND), Some user groups prefer no contact with the psychiatric system (eg. the Campaign
against Psychiatric Oppression); others focus on sclf-support and self-advocacy programmes (eg.
Nottingham Patient Councils Support Grouwp), sometimes for particular interest groups (eg.
Womankind); still others seek in fact, to collaborate with service providers (¢g, Camden Consortium,
Lambeth Mental Health Action Group). Yet an historical progression is evident in mental health
scrvice user participation. From beginnings in "yellow pages consumerism” (Hatfield, 1987), when the
best information resource was a telephone book, user groups have developed considerable knowledge
and expertise.

PROVIDER-LED, USER-ORIENTED MENTAL HEALTH EVALUATION

A notable provider-led evaluation programme in the NHS has been the Health Advisory
Scrvice (Martin & Evans, 1984) established in 1969, This has operated as a form of structure and
process evaluation, using visiting teams of professional peers to monitor particular health programmes.
Although informal provision is made for assessment of service user opinion, HAS reports do not
generally concentrate on speafic outcome measurement.

User satisfaction rating has been proposed as a valid, verifiable outcome measure of quality
of care. This has not been accepted easily. Vuorri (1987) lists five reasons commonly used by
professionals to justify this reluctance. These are that users lack the techmical knowledge to assess
their care; that their condition may not allow for objective judgments; that the rapid pace of care
precludes a sufficiently comprehensive, let alone objective, view; that care providers and service users
may have different care goals; and, finally, that measuring user satisfaction presents insuperable
mcthodological difficulties. Like other authors (Ellsworth, 1975; Dewar, 1978; Friedson, 1961), Vuorri
identifics a covert challenge to professional autonomy underlying this fesistance. Nevertheless, a
comprehensive body of rescarch now exists to show that users of mental health services can assess the
care that they receive (Ware et al, 1978).  User satisfaction surveys are now mandatory by law in
community mental ¢entres in the United States (the 1975 CMHC Amendment Act).
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Early, qualitative research concerning psychiatric inpatient care was essentially descriptive and,
almost invariably, negative More recent guestionnaire-based rescarch has produced positive findings.
The first extensive review of American research, by Weinstein (1979), discusses the methodological
problems and concludes "that a rather large majority of patients voice favourable attitudes to mental
hospitals in general” when quantitatively assessed. - Numerous studies since, in outpatient settings.
(Lebow, 1982; Balch et al, 1977; Lorefice et al, 1982, McPhee et al, 1975), have all reported uniformly.
high user satisfaction ratings, betwgen 60% and 90%. Satisfaction seems to be a unidimensional
concept overall, but it has not been possible to establish the user, treatment, or therapist variables which
are the best rating predictors. Highly-selected subject groups, low response rates, positively-biascd:
assessment instruments, and characteristics of the interview favouring positive responses have all been
discussed as possible confounding Factors (Ware, 1978; Gutek, 1978; Kelman, 1983; Scheirer, 1978).

Some of the problems of provider-led evaluation of user satisfaction are revealed in a large
survey of community mental health centres by Sorenson et al (1979). . They found an almost complete
lack of methodological consistency between centres, and considerable variation in the groups to whom.
user satisfaction data was reported. Only 40% shared data with external funding bodies, only 9%
reported results to service users. Windle & Paschall (1981), in a useful review, do show a rising
incidence of user satisfaction surveys following the 1975 CMHC Amendment Act, although user
involvement in this process remained low, Some progress has been made towards a standard research
methodology. The Consumer Satisfaction Questionnaire (Larsen et al, 1979; Weltzein et al, 1986) i is.
a simple, though rclatively non-specific, instrument with acceptable psychometric propertics.

British user satisfaction rcscarch is poorly developed in comparison. Reviews (Brandon, 1981;
Shields, 1985) reveal few original reports.  Surveys of psychiatric inpatient services in the early 1970’s
(Raphael & Peers, 1972; Raphael, 1974) revealed that users generally express favourable attitudes to
overall scrvice received, with dissatisfaction arising from organizational, rather than treatment factors
(noise, lack of privacy, boredom, and lack of information from staff). Though comprehensive, these
surveys had some methodological difficulties that hinder more extensive interpretation, for example
varying methods of obtaining satisfaction ratings. Three more recent studies (Hsu et al, 1983; Baker
et al, 1986; Shiclds & Morrison, 1988) add little further information, but reinforce the importance of
non-specific, non-treatment issues in determining satisfaction in a variety of settings. Macdonald et
al (1988) performed the most sophisticated British research to date. Using a questionnaire de.vcloped:
after consultation with staff and service users, the researchers "were impressed by the high response rate
as well as by the lucidity of responses and high level of awareness” shown by their subjects, highly-
disabled long-stay psychiatric hospital residents. High levels of overall satisfaction with life in hospital
were shown. Lack of individualization and isolation were the arcas of most dissatisfaction. The study
was regarded as particularly useful for future service planning.

In summary , user satisfaction rating can be seen as a useful outcome measure for mental
health service evaluation.  Though not without methodalogmal problems, questionnaire surveys
consistently show a majority of users to be satisfied with the service they receive, over a number of
treatment settings.

USER-LED, USER-ORIENTED MENTAL HEALTH EVALUATION

Collaboration between providers and users has been suggested as a means of providing greater
user input into the evaluation process (Smith, 1988). For example, in America, the research literature
deseribes examples of such collaboration between providers and users in defining evaluation goals
(Morrison, 1978; Peters et al, 1979; Windle & Paschall, 1981). This confers both political and technical
benefits to the evaluation, besides increasing the relevance of the results to both groups. This process
is known to be difficult to do well (Giordano, 1978), but different strategics in United States show
promise (Zinober et al, 1980). Manasse (1980) describes a psychiatric hospital running since 1975
with high levels of user participation at all levels of administration and planning, including evaluation.
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By contrast in Britain, user participation in mental health service evaluation has been almost
entirely user-motivated and even this is a relatively new phenomenon. The earliest user groups in
Britain adopted a distinctly separatist philosophy (Barker & Peck, 1987). In 1985, the conference of
the World Federation for Mental Health in Brighton created interest in the concept of "advocacy”, a
different form of user participation in mental health issues. Advocacy aims to promote the individual
coneerns of scrvice users by the colleetive support of other users ("self-advocacy”), or allies ("citizen
advocacy”) (Kopolow & Bloom, 1977). Almost by definition, advocacy requires a closer awareness of,
if not necessarily agreement with, ¢cxisting mental health services.

Over the last three years a large network of user groups bas developed, assisted by special
interest groups likc Good Practices in Mental Health (Barker & Peck, 1987).  Therc are over 60
groups listed in the MIND Consumer Network (Walleraft, 1988). In general, few of these groups have
a specifically evaluative function. However, many of them adopt this role informally as part of a
programme of organizing patients’ councils (Gell, 1987); involvement in joint planning with hcalth
service administrators (Campbell, 1987); or citizen advoeacy (Robson, 1987). In the main this is
feedback comparable to structural and process evaluations. Sinee advocacy focusses on user problems,
it is not surprising that this fcedback expresses considerable dissatisfaction with services received
(Walleraft, 1988). Kelman (1976), while acknowledging the range of concerns indicated by such
material, notes that it may be difficult to interpret. User concerns are often stated in global terms, and
the extent to which these advocatcs are representative of a broader constituency of service users may
be unclear,

The work of Camdenr Consortium in the UK approaches the outcome-measured evaluation of
mental health services. On the basis that "planners’ resistance to written material appears to be weaker
than it is to oral or anecdotal ¢vidence” they have compiled surveys of user opinion to "bring planners
into contact with a wider truth" (Campbell, 1987). Their "Treated Well? A Code of Practice for
Psychiatric Hospitals" (Good Practices in Mcntal Health and Camden Consortium, 1988) arose from
self-generated satisfaction guestionnaires rated by users, and a series of user discussions concerning
aspects of psychiatric hospital care.  Once again, considerable dissatisfaction with many aspects of
hospital mental health care was expressed.  These covered a broader range of concerns than the non-
specific issucs rated in questionnaires administered by care providers. Recognizing that "it is easier
to comment on shorfcomings than on successes”, the authors concentrated on the latter. The report
developed a checklist of "prompt questions” for care providers, by discussing how suceessful treatment
was practiced. In cffect, the service users adopted a set of care objectives which they could share with
the service providers. This enhanced the value of the study.

CONCLUSION

Provider-led evaluation tends to report high user satisfaction with mental health service, while
user-led evaluation tends to report low user satisfaction. To some extent this reflects the general
conflict between quantitative and qualitative methodologies in nser attitude research criticized by
Weinstein (1979). Furthermore, certain features of the approach of each group may invite these
rcsults, as discussed previously, This conflict is partly, therefore, an inevitable result of the differing
viewpoints of care providers and service users. Where shared definitions of mental health service
objectives ¢can be determined between providers and users, cither explicitly or implicitly, the valuc of
care evaluation for both groups is greatly increased. Recent work in both the United States and
Britain sugpests that this is the way forward.

In summary, the criteria of good quality user-oriented mental health service evaluation appear
to be: a balance between the technical/methodological and social/political aspects of the evaluation;
setting agreed programme objectives; and, the active participation of service users in designing the
evaluation and examining the results.
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EXTERNAL AND INTERNAL REVIEW MECHANISMS FOR
MENTAL HEALTH SERVICES IN CANADA

THE CANADIAN PROGRAMME OF HEALTH CARE FACILITIES ACCREDITATION!

Joyece Boillat, Director General .
Douglas Hospltal Centre
6875 LaSalle Boulevard
Verdun (Québec), Canada H4H 1R3

The Canadian Council on Health Care Facilities Accreditation was incorporated in 1958, and
is composed of five corporate members: The Canadian Hospital Association, the Canadian Long Term
Care Association, the Canadian Medical Association, the Canadian Nurses Assodation, and the Royal
College of Physicians and Surgeons of Canada. These members nominate Council directors, who dircct
the accreditation programme by setting accreditation standards and evaluating compliance with them,
It includes site visits, and studies many elements of a health care facility, including its governing body,
and its medical, nursing, diagnostic, therapeutic and support services. The programme is voluntary,
independent of government agencies and organized and administered by health care professionals.
Couneil, by carrying out functions leading to the achievement of its ultimate goal - accreditation. of all
health care facilities - encourages continuous yet voluntary improvement in the delivery of quality care
to Canadians.

The Couneil's Statement of Misston identifics the following six functions which provide the\
framework for the accreditation programme,

1, Researching and developing standards for accreditation and determining their relationshili
to the guality of services ‘

The standards for acereditation address all services provided in acute care and general
hospitals, long term care centres, mental health centres and rehabilitation centres. Standards
are also developed for the environment provided by facilities to ensure that it is safe,
appropriate for the delivery of care and conducive to the well-being of patients, residents and
staff. '

The standards address the systems and structures related to the delivery of health care. Thesq
are Tegarded as essential prerequisites to quality care, and compliance with the standards is considered
an indicator of good patient care. Council also expects that quality assurance mechanisms to regularly
evalnate stroctures, processes and outcomes will be implemented throughout a facility, Such a
programme of quality assurance enables a facility to maintain accountability to both its board and its .
CONSUMETS.

Council also reviews and revises already-published standards at least once every five years,
Such revisions are necessary in order for Council to keep pace with advancing clinical sciences and for
the promotion of continnous improvement in health care delivery.

2, To verify the degree of compliance with the standards by each Facility in the programme and, :'
when deficiencies are discovered, to make recommendations for their correction \

Council policy currcntly restricts the accreditation programme to health services in facilitics
with an identifiable governing board, an organizational structure and that have been in operation fori
at least a year,

iy

"Most of the material is quoted from: The Canadian Program_of Health Care Facilitics Accreditation: An Dw:mcw,;

Fublished by the Canadian Council on Health Facilitics Accreditation, Sept. 1985, B pp.
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To have a survey carried out, a health care facility must meet the eligibility critena established
by Council and submit an application. The standards form the basis for cvaluation during an
accrcditation survey, which is conducted by a Council team of representatives (surveyors). However,
the programme first relies on self-evaluation by facilities before Conncil’s surveyors conduct their
assessment. Counall has developed survey procedures and documents to help surveyors identify the
strengths and weaknesses of an institution. These are contained in published accreditation manuals.

Individuals from the ficlds of medicine, nursing and health administration are selected to be
surveyors on the basis of their education and experience. The majority of surveyors are full-time active
professionals who offer their services to Couneil on a part-time basis. This improves acceptance and
helps ensure that Council’s assessment teams are aware of the general problems and concerns facing
health care facilities.

The Canadian programme of accreditation applies to all hospitals across the country that wish
to participate in this method of cvaluation.  Howcever, for mental health facilities, a different manual
is used, requesting specific information on programmes in mental health. Hence, a psychiatric hospital
is required to fill out all the same administrative questions as a general hospital but fills our the
cvaluation form for programmes in mental health as compared to a general hospital that has to fill out
forms for its departments of surgery, medicine, ete.

The specifics for a psychiatric hospital include reporting on such activities as occupational
thcrapy, cducation programmes, rehabilitation programmes, workshop facilitics, out-patient clinics, day
hospitals, day carcs and other outrcaches into the community, Of course the department of psychology
15 given greater cmphasts and eertainly the organization of psychiatric services is of prime importance.
The social service department and its links externally as well as internally must also be considered.

The process is vigorous and demanding of time for management staff.  However, in our
experignee, it is an extremely useful measure to help the Hospital in its own self evaluation as it
prepares for the visit from the members of the external acereditation programme.

The accreditation process always involves an on-site visit, the length of which depends on the
size of the facility and the complexity of its programmes. The survey process includes an evaluation
of the facility’s degree of compliance with standards and subsequent checking to see if it is achieving
reasonable, sustained progress. The standards are subject to interpretation in each instance, allowing
flexibility where needed so that surveyors can take account of local situations.

Al information received or gathercd during a survey is strictly confidential, as are the deliber-
ations of the Board of Council. The report sent to cach facility surveyed is intended to point out both
its strengths and weaknesses, to suggest methods to help it attain its goal of compliance with standards,
to provide a list of ways to ¢nhance patient care and to help the facility make more cfficient and
effective use of resources. The survey report and the duration of the award are communicated only (o
the Chairman of the Board of the facility, the facility’s chicf executive officer and its medical stafl head.

Every year, Council - which publishes all of its material in both official languages - produces
a public list of currently accredited institutions, excluding information on award duration.

3 To provide counselling to health care facilities

Surveyors, chosen from among interested and active professiomals, are experts in a variety of
areas Of health care, They receive orientation, training and continuing education from Council which,
topether with their own professional background and accumulated survey experience, make them
valuable resource persons for health care facilitics during the survey process, Members of the Executive
Stafl of Council, also physicians, nurses and health administrators, are cxeellent resource persons for
all facilities throughout the year to provide suggestions and advice on interpreting standards.







