T — R —,

WHO/MNH/MND/94.17
Originak English
Distr.: Umited

QUALITY ASSURANCE IN
MENTAL HEALTH CARE

CHECK-LISTS & GLOSSARIES

VOLUME 1

DIVISION OF MENTAL HEALTH
WORLD HEALTH ORGANIZATION

GENEVA




This document is not issued to the general public, and all rights are reserved by the
World Health Organization (WHQ). The document may not be reviewed, abstracted,
quoted reproduced or transplanted, in part or in whole, without the prior written
permission of WHO. No part of this document may be stored in a retrieval system or
transmitted in any form or by any means - electronic, mechanical or other - without the
prior written permission of WHO.

The views expressed in documents by named authors are solely the responsibility of
those authors.




fRIET I’ﬁa@

QUALITY ASSURANCE IN
MENTAL HEALTH CARE

CHECK-LISTS & GLOSSARIES

VOLUME 1

This document includes check-lists with respective
glossaries designed to assist in the development of programmes
of quality assurance in mental health care. They are based on
recommendations of a group of experts in this field and are being
issued after field testing in 10 countries in all WHO Regions.

This volume contains instruments for the assessment of
mental health policies, mental health programmes, primary health
care facilities, outpatient mental health facilities, inpatient mental
health facilities and residential facilities for the elderly. A future
volume will contain instruments on day centres and hospitals,
forensic psychiatric facilities, community-based services,
protected housing, and psychosocial rehabilitation facilities.

Key-words:  quality assurance, standards of care, mental health
care, mental health services, service indicators.

J.M. Bertolote
(Editorn)

DIVISION OF MENTAL HEALTH
WORLD HEALTH ORGANIZATION
GENEVA
1994






WHO/MNH/MND/94.17
Page i

"FOREWORD

A group of experts in mental health care meeting in Séptember 1991, recommended
to WHO that instruments and methodologies for comprehensively assessing the quality of
mental health care and services should be developed and tested'; in addition, it was also
recommended that these be based on a public health perspective.

Following those recommendations a set of draft instruments were produced®®. Those
drafts included a list of criteria of high quality mental health care, glossaries and recording
forms. A study protocol was also designed for the multisite field testing of those draft
instruments. ' ‘

The present document includes the final version of instruments for the assessment of
mental health policies, mental health programmes, primary health care facilities, outpatient
mental health facilities, inpatient mental health facilities and residential facilities for the
elderly mentally ill , incorporating modifications indicated by the study. A future volume will
include instruments for the assessment of forensic psychiatric facilities, community-based
services, protected housing and psychosocial rehabilitation programmes,

In choosing sites to participate in the study a major concern was the inclusion of
countries with a variety of social, econornic and political organizations, in addition to having
different health care systems and mental health care traditions. Out of the initial 13 countries
considered for participation only three could not accept the invitation or could not complete
the study. At any rate, we are confident that we have included such a variety of countries as
to satisfy the requirements of a wide coverage of different systems.

Another major concern was with the obtention of instruments for self-assessment.
Accordingly, the study protocol tested the performance of the drafts completed by independent
research assistants with the self-reporting done by the director of the facilities included in the
study. Only those critéria for which there was an acceptable rate of agreement (80% or more)
between these two groups of raters were retained. This guarantees that the instruments are
useful for ranagers willing to examine their own services, in view of improving them. At the
same time, the instruments can also be very useful for external evaluation e.g. accreditation
purposes. -

Although the formulation of the criteria and the glossaries are straightforward, it is
useful to insist on a few points in order to decrease misunderstandings.

Criteria included here, notwithstanding the fact that they do represent standards of
quality, are not WHO official norms. They should be looked at rather as WHO guidelines
for the formulation of norms, at country level. At country (or regional, or local) level, these
criteria should be re-examined. In most places the set of criteria for a given facility will be
retained as presented here; in other places, a few criteria counld be dropped without irreparable
damage to the integrity of the instrument, whereas in others, additional criteria will have to
be formulated, Still in other countries quantitative criteria (such as those related to staffing)
could be readjusted (e.g. according to local availability of human resources) in order to
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improve their appropriateness. In any case, an instrument specific for a given facility only
acquires its full meaning when analyzed together with the corresponding modules on
mental health policy and on the mental health programmes, which frame them.

Also, when assessing a given facility it is important to have an idea of its general
outlay and services production. To this end, examples of simple background information
forms on each facility are provided, together with operational definitions of its main items,
immediately after the glossary.

As for the rating of each criteria, an effort was made to provide indications on a three
point scale, indicated between { ] (0 = absent; 1 = partially present; and 2 = fully present).
However, this was not always possible and for some criteria only the two extreme points are
indicated (0 = absent; and 2 = present). In these cases those wishing to do so could define
an intermediate point,

These instruments are the result of a collective work. In Acknowledgements a
complete list of participants in the study, to whom we express our thanks, is shown. In
addition to those people, at least three other names must be mentioned in this connection:
those of Dr N. Sartorius, former Director of WHQ Division of Mental Health (MNH) who
nrovided the initial stimulus to this endeavour; of Dr J. Orley, Senior Medical Officer in
MNH, who actually started the work presented here’'% and of Dr G. Goldemberg, Consultant,
MNH, who conducted data processing and analysis. Also, contributions from the Mario Negri
Institute, WHO Collaborating Centre for Research and Training in Mental Health, in Milan,
and from the International Psychogeriatric Association were received. These people and
institutions not only contributed their knowledge and expertise but also made the management
of the project a pleasant and enriching experience; to them all our profound gratitude.

At the end of the document, there are also indications of cut-off points for different
levels of quality of services. Generally speaking, good quality was considered when a score
of at least 80% of the maximum possible score was reached; fair quality, between 60% and
79%; barely acceptable, between 40% and 59%; and unacceptable, below 40 %.

The publication of this set of instruments (together with the following ones previously
mentioned) covers what has been called the first two levels of quality assurance (QA), ie.
policy and organization, and services'’. Other WHO documents already available'™™* cover
the third level (specific interventions), e.g. the series on Essential Treatments and on
indicators in mental health care. This third level, however, being closer to where care is
effectively provided, greatly benefits from inputs provided by people working locally. Among
nationally developed tools for quality assurance (at the third level) those produced in Australia
and New Zealand'®, and in Sweden’® could be mentioned.

The next step relates to the development of mechanisms for the implementation and
assessment of QA. Previous WHOQ documents have already indicated the nature and the
composition of bodies to monitor QA'"®. Although there is much room for development and
improvement in this area - particularly in relation to mental health and mental health care
indicators - there is already a robust base on which to launch quality assurance programmes
in mental health care .
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As a consequence of the multisite study, these instruments are now available in

Chinese, English, French, Italian, Portuguese, Russian and Spanish. Experience has shown that
the efficacy of similar instruments improve when they are available in local languages.
Therefore, they can be freely reproduced or translated into any other language, but are not for
sale or for use in conjunction with commercial purposes. Comments on these instruments, as
well as copies of possible translations, are welcome and should be sent to:

Dr J. M. BERTOLOTE

Senior Medical Officer

Division of Mental Health

World Health Organization

1211 Geneva-27 SWITZERLAND
Fax: (22) 788 2986

E-Mail: BERTOLOTE@WHO.CH
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A - MENTAL HEALTH POLICY CHECK-LIST

There 1§ a written Mental Health Policy.

The Mental Health Policy is integrated into the Primary Health Care Strategy.

There is an operational programme to give effect to the policy.

DECENTRALIZATION

4, There is a formal effort to increase planning and management capabilities at
district/local level,

Funds are allocated to district/local level authorities with flexibility for using at
least a substantial part of these funds according to locally perceived needs.

INTERSECTORAL ACTION
6. Specific role and functions in mental health actions and: programmes attributed to

each sector in the government have been identified.

Specific role and functions in mental health actions and programmes attributed to
non-governmental and religious organizations have been identified.

COMPREHENSIVENESS

8. . Specific promotive; preventive, treatrnent and rehabilitative activities and actions
have been indicated.

Specific actions/programmes addressed to vulnerable age groups have been
indicated.

Specific actions/programmes addressed to psychosocial needs and alcohol and drug
abuse have been indicated.

Orientation for wraining and research has been given.
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EQUITY
12.  Equal access to same types of care to every segment of the population is assured.

13, Health resources are equitably distributed.

CONTINUITY

14.  The coordinated integration of mental health care with general health care is
indicated and specified.

15.  The linkage among services 1s indicated and specified.

COMMUNITY PARTICIPATION

16.  The role and functions of consumers in the planning of mental health
actions/programmes is specified.

17. The role and functions of consumers in the implementation of mental health
actions/programmes is specified. ’

18. The role and functions of consumers in the evaluation of mental health
actions/programmes is specified.

PERIODICAL REVIEWS

19.  The composition of the group to undertake periodical reviews of the mental health
policy is indicated.

20.  The frequency of the reviews of the mental health policy is indicated.

21.  Eventual changes indicated by periodical reviews are duly and timely implemented.
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B - MENTAL HEALTH PROGRAMME CHECK-LIST

There is a written National Mental Health Programme.
There are written Regional Mental Health Programmes.
There are written Local Mental Health Programmes.

Technicians, politicians and consumers participated in the preparation of Mental
Health Programmes.

RANGE OF ACTIONS

3.

10.
i1,
12.

13,

Actions for the promotion of mental health are clearly indicated.

Actions for the prevention of mental disorders are clearly indicated.

Actions for the treatment of people with mental disorders are clearly indicated.
Actions for psychosocial rehabilitation are clearly indicated.

Actions for improving the linkage between mental health, social, and general heaith
services are clearly indicated.

Actions for enhancing the quality of life are clearly indicated.
Actions for improving education related to health are clearly indicated.
Actions for improving research are clearly indicated.

Actions for improving information dissernination are clearly indicated.

PLAN OF WORK

14,
15.
16.
17.

18.

The general objectives of the Mental Health Programme are clearly stated.
The specific objectives of the Mental Health Programme are clearly stated.
Targets have been defined.

Strategies and approaches are specified.

Priorities have been identified.




WHO/MNH/MND/94.17

Page 4
19.
20.
21,
22,

23,

24,

26,

27.

28.

29.

The division/unit/post responsible for the programme is specified.
Catchment areas have been defined.

The linkage among health services is indicated and specified.
The linkage with the social services sector is specified.

Mechanisms for coordination and information exchange across national, regional,
and local levels are indicated.

Mechanisms for decision making are indicated.
Mechanisms for resource allocation are indicated,
Cost estimates and other budgetary implications are specified.

The Mental Health Programme is based on reasonable information on general,
psychiatric and psychosocial morbidity/mortality data.

The Mental Health Programme is based on existing facilities.

The Mental Health Programme is based on existing human resources.

MONITORING AND EVALUATION

30.

31

32.

Monitoring and evaluation systems are specified.

The monitoring system of programme implementation includes client characteristics
and services utilization pattern,

The monitoring system of programme implementation includes cost assessments,

COMMUNITY PARTICIPATION

33.

34.

LN
LA

The role and functions of consumers in the planning of mental health
actions/programmes is specified.

The role and functions of consumers in the implementation of mental health
actions/programmes is specified.

The role and functions of consumers in the evaluation of mental health
actions/programmes is specified.




m_'—_ﬁ

WHO/MNH/MND/94.17
Page 5

C - THE PRIMARY HEALTH CARE FACILITY CHECK.LIST

PHYSICAL ENVIRONMENT

L. The facility has been officially inspected and meets local standards for the
protection of the health and safety of patients and staff,

2. The space is sufficient for the number of patients seen.

3. There is reasonable space for specific treatment procedures.

4. The facility has an adequate supply of basic medical drugs.

5. The facility has an adequate supply of basic psychiatric drugs.

6. A first-aid kit is available in the facility,

ADMINISTRATIVE ARRANGEMENTS

7. A written policy on philosophy and model of care is available.
8. Priorities have been defined.
9. Written policies on conditions of service for staff are available.

10.  Job descriptions are specified for all staff.
11, Staff have a full medical examination annually.

12, Written procedures for the protection of confidentiality of patients’ and staff
records are available.

13 Written records are appropriately maintained on all patients.
14, Written records are appropriately maintained on all staff.
15, Written procedures to be followed if a violent episode breaks out are available.

16.  Written procedures for dealing with complaints from patients and families are
available.

17. Written policies on disciplinary procedures are available.
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18.  All caregiving staff are required to participate in in-gervice training programmes.
19.  All staff have been trained in first aid.
20.  All caregiving staff have received training in basic nursing skills.

21 Staff have been trained for the identification and treatment of patients with mental
disorders.

22, Staff have been trained for the management of psychiatric emergencies.
23. Staff have access 1o mental health specialist help.

24, Arleast 10% of each staff’s working time is dedicated to training, supervision and
administrative activities.

25, At least 20% of each staff’s working time is dedicated to work in the community.

26, Opportunities are provided for staff to discuss with their superiors difficulties they
may have in working with people with mental disorders,

27.  Annually, staff conduct an internal study to identify strengths and weaknesses in
the facility’s policies and programmes.

CARE PROCESS

28.  There 15 a manual for the identification and treatment of patients with mental
disorders.

29.  Every patient is evaluated in terms of biological, psychological and social
functioning.

30, An informed consent is obtained prior to starting a planned treatrnent programme.
31.  Treatment plans are written down for each patient and followed by all staff.

32. There are clear written guidelines on the indications and use of drug therapies.
33.  Meetings are held regularly for staff to discuss individual patient care plans.

34.  Patients are kept informed about their own progress.

35.  Help and support are quickly available if violence breaks out.
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INTERACTION WITH FAMILIES

36.  Upon request, family members have a chance to discuss the pauent $ care with a
responsible member of staff ‘

37.  Family members are encouraged to be involved in the patient’s treatrnent
programme. :

38,  When needed help and support are made available by staff to family members.

39. Home visits are caried out for improving caring and, coping skills of families of
some selected patients,

40.  Famtilies and patients are thoroughly oriented in relation to other health and social
services available in their community.

41.  Patients and family members are instructed about measures to takf: in case of
relapse or reappearance of symptoms.

OUTREACH

42.  Regular contact is maintained with other health facilities.

43.  Contact is regularly made with schools in the facility’s area.

44.  Regular contact is maintained with other social agencies in the facility’s area.

45.  Regular contact is matntained with patients’ employers.

46. A standard information form is always sent to another facility whenever a patient is
referred to it -

47. A standard information form is always glvan to the patient whenever refemred to

another facility.
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D - THE OUTPATIENT MENTAL HEALTH FACILITY CHECK-LIST

PHYSICAL ENVIRONMENT

1. The facility has been officially inspected and meets local standards for the
protection of the health and safety of patients and staff.

2. The space is sufficient for the number of patients seen.

3. There is reasonable space for specific treatment procedures.

4, The facility has an adequate supply of basic medical drugs.

5. The facility has an adequate supply of basic psychiatric drugs. '

6. A first-aid kit is available in the facility. .

ADMINISTRATIVE ARRANGEMENTS

7. A written policy on philosophy and model of care is available,
a. Priorities have been defined.
9. Written policies on conditions of service for staff are available.

10.  Job descriptions are specified for all staff.
11, Staff is multidisciplinary.
12, Staff have a full medical examination annually.

13, Written procedures for the protection of confidentiality of patients’ and staff
records are available,

14, Written records are appropriately maintained on all patients.
15.  Written records are appropriately maintained on all staff.
16.  Written procedures to be followed if a violent episode breaks out are available.

17.  Written procedures for dealing with complaints from patients and families are
available.

18.  Written policies on disciplinary procedures are available,




19.

20.

2L

22,

23.

24.

25.

26.

27.
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All caregiving staff are required to participate in in-service training programmes.
All staff have been trained in first aid. -

All caregiving staff have received training in basic nursing skills.

Staff have been trained for dealing with and treating patients with mental disorders.
Staff have been trained specifically for the mﬁagement of ﬁsychiatric emergencies,

At least 10% of each staff’s working time is dedicated to training, supervision and
administrative activities.

At least 20% of each staff’s working time is dedicated to work in the community.

Opportunities are provided for staff to discuss with-their superiors, difficulties they
may have in working with people with mental disorders.

Annually, staff conduct an internal study to identify strengths and weaknesses in
the facility’s policies and programmes,

CARE PROCESS

28.

29.

30.

31

32.
33.
34

35.

36.

37.

Every patient is evaluated in terms of biological, psychological and social
functioning,

Staff always speak to patients in a friendly, positive. and courteous manner.
At least 45 minutes are allocated for a staff member to see each new patient.

At least 20 minutes are allocated for a staff member to see each patient from the
second visit on. ' :

At least 60 minutes are allocated for each group activity with patients.
An informed consent is obtained prior to starting a planned treatment.
There are clear written guidelines on the indications and use of drug therapies.

There are clear written guidelines on the indications and use of occupational
therapy and rehabilitation activities.

Treatment plans are written down for each patient and followed by all staff.

Meetings are held regularly for staff to discuss individual patient care plans.
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38, . Patients are kept.informed about their own progress.

39.  Help and support are quickly available if violence breaks out..

40. Staff have access to specialist medical help in case of an emergency.

INTERACTION WITH FAMILIES

41. Upon request family members have a chanca to discuss the patient’s care with a
-responsible member of staff. :

42.  Family members are encouraged to be involved in the panent s t:rcdtment

- programme.

43. © When needed help and support are made available by staff to family members.

44,  Home visits for improving caring and coping skills of families of some selected
patients are carried out. :

45.  Discharge plans are discussed by all staff and with both the patient concerned and
family members.

46.  Patients are thoroughly oriented in terms of other health and social services
available in their. community. ‘

47, Family members are mstructed about measures to takc in case of relapse or
reappearance of symptoms. :

OUTREACH

48, Regular contact is maintained with other health facilities.

49.  Contact is regularly made with schools in the facility’s area. -

30.  Regular contact is maintained with other social agencies in the facility’s area.

51. -Regular contact is maintained with patients’ employers.

52. A standard information form is always sent to another facﬂuy whcnf:ver a pauent is
referred to it. . :

53. A standard information form is always given to the patient whenever referred to -

another facility.
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E - THE INPATIENT MENTAL HEALTH FACILITY CHECK-LIST

PHYSICAL ENVIRONMENT

L.

Q.
11.
12.
13.
14.
I5.
16.
17.
18.
19.

20.

The facility has been officially inspected and meets local standards for the
protection of the health and safety of the inpatients and staff,

The ward space is sufficient for the number of patients adrmitted.

There is reasonable space for specific treatment procedures.

There is reasonable space for recreational activities.

There is reas;onable space for receiving visitors.

Adequate space is provided for patients to store their personal belongings.

The ward is arranged in such a way that each panent has a small piece of territory
which is seen as his/hers.

Toilets are in good working order for all patients.

A reasonable daily supply of water is available for paﬁents.

There is reasonable privacy for relevant bodily functions.

The ward has adequate lighting.

The ward is cleaned daily.

Sufficient and appropriate bedding equipment is available for use by the patients.
Sufficient and appropriate seating equipment is available for use by the patients.
Sufficient and appropriate eating utensils are available for use by the patients.
The facility has an adequate supply of basic medical drugs.

The facility has an adequate supply. of basic psychiatric drugs.

A first-aid kit is available in each ward.

All potentially dangerous products are stored out of reach of patients.

The facility kitchen complies with recommended local standards for hygiene and
food service.







