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Objective: This study by the International Initiative for Mental Health
Leadership Clinical Leaders Project sought to describe ongoing or soon-
to-be-established national-level mental health quality measurement pro-
grams in 12 participating countries, in order to understand the nature and
structure of these programs. Methods: A survey was distributed to repre-
sentatives from the participating countries (Australia, Canada, England,
Germany, Ireland, Japan, the Netherlands, New Zealand, Norway, Scot-
land, Taiwan, and the United States). Data included descriptions of qual-
ifying programs and the organizations responsible for them, quality
indicators used, entities assessed, sources andmeans of the programs’ data
collection, the level at which data are reported, and how the data are used.
Participants were asked to identify which quality domains and subdomains
were represented by indicators in each program. Results were analyzed
with descriptive statistics. Results: Thirty-eight programs were identified.
Most programs were administered by governmental organizations, fo-
cused on hospital care, and used encounter or utilization databases as
sources of information. Programs used different methods to identify
indicators. Program data were used for various purposes. A wide range of
domains of quality were represented in the programs reported, although
most commonality was seen in domains associated with high-acuity care,
with fewer programs assessing recovery-related domains. Conclusions:
This study found wide variation among established quality assessment
programs, which may reflect a focus on local priorities. The goal of this
project is to work toward establishing an international framework for
mental health quality assessment and thus a means to compare key
measures of performance across countries. (Psychiatric Services 63:982–
988, 2012; doi: 10.1176/appi.ps.201100382)

International surveys conducted by
the World Health Organization
(WHO) demonstrate high one-

year and lifetime prevalence of mental
illness, with interquartile ranges of 9%–

17% and 12%–47%, respectively (1–3).
This burden has led the WHO to
recommend that countries establish
well-formulated mental health policy
agendas that include the measurement

of quality of mental health services (4).
The Institute of Medicine (IOM) has
also highlighted the importance of qual-
ity measurement infrastructure and
accountability in improving mental
health service quality (5). However,
the assessment of mental health ser-
vice quality faces multiple obstacles,
including the lack of a sufficient evi-
dence base, the lack of sufficient data
in existing resources to determinemea-
sures of quality, the lack of government
prioritization of quality assessment, and
the lack of a sufficient quality assess-
ment infrastructure for efficient access
to meaningful data (6).

Efforts have been made to establish
cross-national or international frame-
works for mental health quality assess-
ment to promote standardization of
quality measurement and to assist
comparative benchmarking. The Na-
tional Institute for Health andWelfare
in Finland (STAKES), coordinating
with the European Commission
Health Monitoring Program, devel-
oped a set of 32 mental health care
quality indicators for a European
Community comprehensive health
monitoring system in the domains
of demographic and socioeconomic
factors, health status, determinants
of health, and health systems (7).
The Organization for Economic Co-
operation and Development (OECD)
Health Care Quality Indicators project
used an expert panel to identify 12 key
mental health quality indicators for
use in international benchmarking
across four domains—treatment, con-
tinuity of care, coordination of care,
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and patient outcomes (8). Although
not specifically focused on quality
assessment, the WHO Assessment
Instrument for Mental Health Sys-
tems captured structure measures of
quality in 42 low- and middle-income
countries (9,10). Pincus and colleagues
(11) have proposed a mental health
quality measurement framework con-
sisting of ten key quality indicators
grouped in the IOM quality domains of
safety, effectiveness, patient centered-
ness, timeliness, efficiency, and equity.
The International Initiative for

Mental Health Leadership (IIMHL)
has also sought to evaluate mental
health quality assessment on an in-
ternational scale. The IIMHL was
established initially by mental health
leaders in nine developed countries
in order to exchange information
about effective leadership, manage-
ment, and operational practices in
mental health services delivery and to
collaborate in the development of best
practices for mental health services.
Twelve participating IIMHL countries
initiated the Clinical Leaders Project
to develop an international framework
of mental health care quality measures
in order to compare system perfor-
mance across countries and inform
initiatives to transform mental health
systems. Prior work by this group
includes general descriptions of men-
tal health quality assessment in five
IIMHL countries, identification of
mental health quality assessment pro-
grams in the United States, and an
examination of various mental health
quality initiatives identified through
published articles, government reports,
and other gray literature (12–19). This
study sought to further investigate on-
going or soon-to-be-established quality
measurement programs in the countries
represented in the IIMHL Clinical
Leaders Project, including programs
without previously published infor-
mation or data. Using a survey, we
evaluated the structure of these pro-
grams, the development of measures,
the collection and reporting of data,
and the domains of quality assessed
by quality indicators.

Methods
Participants
Respondents were representatives
from the 12 participating countries

(Australia, Canada, England, Germany,
Ireland, Japan, the Netherlands, New
Zealand, Norway, Scotland, Taiwan,
and the United States). Respondents
were asked to obtain additional in-
formation about established or soon-to-
be-implemented mental health quality
assessment programs in their country
from individuals affiliated with their
mental health systems, including
government mental health care lead-
ers, quality assessment project leaders,
key academicians or researchers, and
leaders of nongovernmental health
care organizations. A “point person”
was identified for each country to
coordinate responses from identified
sources. There were no inclusion or
exclusion criteria for participants. All
respondents were fluent in English.

Survey instrument
A survey to assess quality assessment
programs was developed and distrib-
uted to participants. [A copy of the
survey is available online as a data
supplement to this article.] The gen-
eral structure of the survey was based
partly on surveys used in evaluating
mental health programs in the U.S.
Veterans Health Administration (20).
Participants were asked to identify
mental health quality and performance
assessment programs thatmet all of the
following criteria: the programs were
designed not only to provide descrip-
tive information about the state of the
system but also to present results that
measure the quality or performance of
the mental health system; the purpose
of the programs is to measure quality
or performance of the mental health
system, not to guide clinical decisions;
the programs provide measurements
in an ongoing and organized method,
rather than being one-time initiatives
or assessments; and the programs are
intended for quality measurement and
use on a national level, rather than on
a state, provincial, or local level. How-
ever, given variability in mental health
care systems in the participating coun-
tries, if national-level measures were
not generally available, participants
were asked to provide information
about major state, provincial, or local-
level programs instead.

The survey asked participants to
provide a description of each program

being reported and the administering
organization. Participants were then
asked to provide information about
the derivation of utilized measures,
the health care entities being assessed,
the sources and means of data collec-
tion, the level at which data were
reported, and the use of the data.

Participants were also provided with
a list of 15 domains of quality assess-
ment, including several specific sub-
domains within each domain. These
domains and subdomains were adap-
ted from the National Inventory of
Mental Health Quality Measures estab-
lished by the Center for Quality Assess-
ment and Improvement in Mental
Health, as well as from IIMHL partic-
ipant recommendations (21). Partici-
pants were asked to identify which
quality domains and subdomains were
represented by the indicators in each
program and were asked to provide
specific examples of representative in-
dicators, with the option to provide
additional domains or subdomains.
When participants provided examples
of indicators that did not reflect the
aforementioned criteria for quality
assessment, the identified domain or
subdomain was excluded from the
analysis.

Study procedure and data analysis
Participants were contacted via e-mail
between September 2009 and March
2010 to complete the survey online,
via SurveyMonkey.com, or by anno-
tating a Microsoft Word document
and returning it. Participants were
asked to submit a separate “template”
for each reported quality assessment
program. Surveys were provided in En-
glish only, and the point persons in each
country were asked to provide their re-
sponses in English. After responses
were collected, participants were con-
tacted via e-mail and conference calls,
as needed, to clarify responses. Survey
results were analyzed inMicrosoft Excel
with descriptive summary statistics.

Results
A total of 38 qualifying programs were
identified in the 12 participating
countries. [A list of the programs is
available online as a data supplement
to this article.] Seventy-nine percent
of programs (N530) were active and
provided data for collection, and
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16% of programs (N56) were being
planned for future implementation but
were at least in the data-collection
phase. Sixty-six percent of programs
(N525) were administered by govern-
mental organizations, and 29% (N511)
were administered by nongovernmen-
tal organizations, including indepen-
dent regulators, accrediting or licensing
organizations, health insurance pro-
viders, research institutes, and pro-
fessional organizations. The mental

health care entities most commonly
assessed were hospitals and outpa-
tient mental health care clinics, with
fewer programs or countries mea-
suring private health care plans or
insurers (Table 1).

Methods to identify and establish
quality assessment indicators included
literature reviews, forums or consul-
tations with key stakeholders and
experts, or adoption from preexist-
ing quality measurement programs.

Many programs had specific inclusion
criteria for identified measures and
included feasibility studies and field
testing of determined measures prior
to full implementation. In most cases,
the organization responsible for the
operation of the program was the
organization involved in deriving or
identifying the quality indicators used
(such as the Council of Australian
Governments’ National Action Plan
on Mental Health and England’s Care
Quality Commission’s Periodic Review).

The data collected for the reported
programs most commonly came from
mental health care utilization databases
or registries or from client survey data,
and few programs included data di-
rectly obtained from physician surveys
or insurance claims (Table 2). Results
were predominantly reported on a na-
tional or regional level (74%, 28 of 38)
or on a clinic or organization level
(50%, 19 of 38) and were less fre-
quently reported on the level of con-
sumer demographic cohort (34%, 13
of 38), diagnosis (21%, eight of 38), or
individual provider (13%, five of 38).
Seventy-three percent of programs
(28 of 38) presented their data
publicly, compared with 13% that
did not (five of 38). Sixty-four percent
of programs presenting data publicly
(18 of 28) presented individualized
quality or performance data about the
participating care providers or organi-
zations being measured.

The data collected by the programs
were used in various ways, often
related to the structure and intent of
the responsible organization. At the
time of our survey, many programs
were still in the process of collecting
and generating data and had not be-
come active. Programs variably used
quality data to identify national or
regional targets for quality improve-
ment, to compare existing services
with identified benchmarks, to create
interventions to improve quality per-
formance, and to track changes over
time. In particular, the Department of
Health in England and the Scottish
Integrated Care Pathways for Mental
Health used quality data both on the
national level to drive countrywide
health care policy and on the local level
to drive quality improvement and re-
design. Programs such as the National
Psychiatric In-Patient Reporting System

Table 1

Mental health service quality and care provider entities assessed in 12
participating countries

Entity

Programs
(N538)

Countries
(N512)

N % N %

Hospital (inpatient care) 29 76 11 92
Local, state, or provincial mental health care
systems or programs 22 58 9 75

Outpatient mental health care clinics 19 50 10 83
National mental health care system 18 47 7 58
Individual psychiatrists or psychiatric groups 13 34 7 58
Emergency care 13 34 7 58
Early intervention 13 34 7 58
Specific service or treatment programs (residential
treatment or community teams) 12 32 6 50

Individual primary care physicians or primary care
provider groups or clinics 10 26 6 50

Other individual nonphysician mental health care
providers 9 24 6 50

Partial hospitalization program 9 24 5 42
Other entities 9 24 6 50
Crisis management 8 21 6 50
Private health care plans or insurers 5 13 4 33

Table 2

Sources of data collected by programs and participating countries
measuring mental health care quality

Source

Programs
(N538)

Countries
(N512)

N % N %

Database or registry of mental health care utilization
or encounters 23 61 10 83

Client surveys or other direct consumer response 16 42 10 83
Compilation of patient clinical information
(database containing patients’ weights or Global
Assessment of Functioning scores) 13 34 6 50

Chart reviews or abstractions 11 29 6 50
Regional or national census, mortality, or other
regional or national statistics 8 21 5 42

Database or registry of nonclinical utilization or
encounters (employment, housing) 5 13 5 42

Insurance claims 5 13 5 42
Physicians or physician group surveys 4 11 3 25
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in Ireland and the Uniform Reporting
System in the United States were used
to compare regions within the respec-
tive country, whereas programs such as
the Taiwan Quality Indicator Project
were used to compare individual hospi-
tals. Several programs were geared
toward accreditation procedures for
health care organizations, such as
Scotland’s Electro-Convulsive Ther-
apy Accreditation Network and the
ORYX(R) Performance Measurement
Initiative in the United States. Pro-
grams reporting data publicly were
also used by stakeholders such as
consumers, providers, and employers
to allow for comparison of providers
or health plans (such as the GGZ
Transparency Steering Group Perfor-
mance Indicators in the Netherlands,
the National Quality Indicators in
Norway, and the Healthcare Effec-
tiveness Data and Information Set in
the United States). Some programs,
such as Germany’s Ambulatory Qual-
ity Indicators and Key Measures,
Taiwan’s National Health Insurance
Bureau quality measurement program,
and the Physician Quality Reporting
Initiative in the United States, were
used to determine financial incen-
tives for systems or providers based
on quality benchmarks.
Table 3 presents data for the

domains and subdomains of quality
assessment measured by the indica-
tors included in the reported pro-
grams. The presence of indicators
within the listed domains was highly
variable among the programs. No
domain was assessed by every partici-
pating country. Subdomains measured
by two-thirds or more of participating
countries included symptom assess-
ment domains (such as bipolar or
depressive disorder, substance abuse,
and suicide risk), efficiency and conti-
nuity measures (including duration of
hospitalization, utilization of outpatient
services, and inpatient readmission),
safety and legal issues (involuntary
hospitalization and use of seclusion
or restraints), total population mental
health care expenditures, and access to
emergency care. The subdomain most
commonly measured was duration of
hospitalization, assessed by 42% of
programs and 83% of participating
countries. Domains measured by half
or fewer countries were recovery, cul-

tural competence, evidence-based phar-
macotherapy, nonpharmacological so-
matic treatment, and substance abuse.

Participants provided examples of
subdomains not included in the
survey prompts, such as adequate
duration of antidepressant treatment,
use of measurement-based care, self-
injurious behavior, elopement, assess-
ment of dementia, attention-deficit
hyperactivity disorder or borderline
personality disorder, use of supported
housing or occupational therapy, ac-
cess to crisis resolution or home health
services, and screening for patient
strengths and wellness.

Discussion
This study builds on prior work by the
IIMHL Clinical Leaders Project and
other groups (theOECD, STAKES, and
WHO) in identifying mental health
quality indicators and quality assessment
programs and in helping to provide a
framework to understand the state of in-
ternational mental health quality assess-
ment. In particular, this study provides a
more in-depth and direct comparison of
program-level features of quality as-
sessment, such as methods of deriving
quality indicators and uses of quality
data. The findings of this study are
consistent with prior studies, showing
a wide variation among established
quality assessment programs in indica-
tor derivation, program administration,
and utilization of generated data. This
may indicate that programs are fo-
cused on local priorities rather than on
building a consensus framework for
mental health quality assessment. This
variability may also be attributed to the
significant variation in the organiza-
tion of mental health care systems and
quality assessment infrastructure in
the participating countries; data col-
lected on these topics will be reported
separately. Further study is required
to better understand how individual
national priorities may be reflected
in the choice of quality assessment
methodologies, uses, or domains of
focus.

Although prior studies by the IIMHL
group have broadly demonstrated
variety in the domains covered by
quality measurement programs, this
study extended beyond the prior
work by providing an updated and
quantified comparison of specific

quality indicator subdomains mea-
sured by these programs. The domains
and subdomains most commonly
assessed by the identified programs in
this study were largely related to high-
acuity mental health care, such as
involuntary hospitalization, inpatient
readmission, access to emergency care,
and use of seclusion and restraints.
These areas are consistent with the
finding that a high proportion of the
identified programs measure hospital-
based care and may reflect either
a general international consensus re-
garding the critical domains of men-
tal health quality measurement or a
greater availability of data for indica-
tors measured in these domains. The
low proportion of recovery-oriented
quality assessment measures, despite
the high proportion of programs
and countries collecting consumer-
level data, is notable given the
recent emphasis, including from the
IOM, on recovery-oriented, patient-
centered services (5). The impact of
this misbalance of represented qual-
ity domains requires further explora-
tion, but it is concerning because of
a potential lack of focus of national
policies and resources on recovery-
oriented, outpatient, and preventive
services. These findings may also
indicate the need for a more balanced
range of mental health care quality
indicators and provide further impe-
tus for the development of a consensus
framework for mental health quality
assessment.

There are a number of important
limitations to this study. The surveys
and responses were generated in
English only because we had insuffi-
cient resources to provide translation;
respondents were responsible for
translation from native languages.
This may have placed a larger burden
on respondents from non–English-
speaking countries and influenced
both the interpretation of the survey
prompts and generated responses. Fur-
thermore, the study focused on only
a subgroup of developed countries;
further study is required to determine
how these data relate to mental health
systems in low- and middle-income
countries. Some reported programs
did not have distinct elements separat-
ing data collection, measurement de-
velopment, and data reporting, which
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Table 3

Indicators covered by domains of mental health quality assessment in 12 participating countries

Domain and subdomain

Programs
(N538)

Countries
(N512)

N % N %

Symptom or diagnostic assessment
Substance abuse 15 39 8 67
Suicide risk 14 37 8 67
Bipolar or depressive disorder 13 34 8 67
Schizophrenia or other psychotic
illness 9 24 7 58

Other 9 24 5 42
Anxiety disorder 7 18 5 42
Total 22 58 10 83

Evidence-based pharmacotherapy
Selection of medications 8 21 5 42
Medication adherence 7 18 3 25
Polypharmacy 7 18 4 33
Adequate medication dosage 4 11 2 17
Occurrence of side effects 3 8 2 17
Monitoring 2 5 2 17
Medication reconciliation 1 3 1 8
Other 1 3 1 8
Total 13 34 5 42

Evidence-based psychosocial
interventions
Assertive community treatment 8 21 6 50
Early intervention programs 6 16 5 42
Mental health screening 6 16 4 33
Psychotherapy 5 13 4 33
Case management 5 13 4 33
Employment support or assistance 5 13 3 25
Other 5 13 3 25
Integrated dual diagnosis
treatment 4 11 4 33

Family psychoeducation 4 11 3 25
Total 15 39 8 67

Somatic interventions: electroconvulsive
therapy 5 13 4 33

Substance use
Engagement in care 9 24 5 42
Quantity or frequency of use 6 16 5 42
Other 1 3 1 8
Blood or urine monitoring 0 0 0 0
Total 12 32 6 50

General medical care
Preventive medical care or
screening 8 21 6 50

Chronic illness medical care 8 21 6 50
Other 1 3 1 8
Total 11 29 7 58

Continuity of care
Inpatient readmission 14 37 9 75
Outpatient follow-up after inpatient
discharge 10 26 6 50

Coordination with outpatient mental
health 10 26 6 50

Coordination with primary care 9 24 5 42
Inpatient discharge planning 8 21 7 58
Coordination with substance abuse
treatment 8 21 5 42

Other 4 11 3 25
Total 26 68 11 92

Access measures
Access to emergency mental health
care 9 24 8 67

Domain and subdomain

Programs
(N538)

Countries
(N512)

N % N %

Access to and wait times for outpatient
services 8 21 7 58

Access to primary care 3 8 3 25
Other 3 8 3 25
Access to and wait times for substance
abuse treatment 2 5 2 17

Total 15 39 11 92
Efficiency measures

Duration of hospitalization 16 42 10 83
Utilization of outpatient services 11 29 9 75
Utilization of substance abuse
treatment 4 11 4 33

Other 1 3 1 8
Total 17 45 10 83

Patient safety
Use of seclusion or restraints 13 34 9 75
Medication errors or adverse
events 6 16 5 42

Other 6 16 5 42
Falls or injuries 5 13 5 42
Nonmedication adverse
events 4 11 3 25

Total 15 39 11 92
Forensic or legal issues

Involuntary or compulsory
hospitalization 11 29 8 67

Criminal justice encounters 4 11 3 25
Involuntary or compulsory community
treatment 3 8 3 25

Other 2 5 2 17
Total 14 37 8 67

Recovery measures
Access to peer or consumer
services 7 18 4 33

Shared decision making 7 18 5 42
Recovery 4 11 3 25
Other 3 8 3 25
Total 10 26 6 50

Outcome assessment
Functioning 12 32 6 50
Client or family satisfaction with care 9 24 6 50
Change in reported symptoms 8 21 6 50
General health status 8 21 5 42
Mortality 7 18 5 42
Employment or income 6 16 4 33
Client or family self-assessment 6 16 4 33
Housing 5 13 3 25
Other 2 5 2 17
Total 24 63 10 83

Cultural or ethnic issues
Racial or ethnic disparities in care 6 16 5 42
Training in cultural competency 1 3 1 8
Access to culturally specific care 1 3 1 8
Total 7 18 6 50

Population-based resources
Total expenditure for mental health
services for the population 11 29 9 75

Mental health workforce (full-time
equivalents) for the population 8 21 7 58

Other 2 5 2 17
Total 12 32 9 75
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may be attributable to countries with
more centralized mental health quality
structures. The analysis included pro-
grams that have been implemented and
programs that are still in the imple-
mentation phase. The yet-to-be imple-
mented programs were included in the
analysis because they are still able to
reflect national methods and priorities
of mental health quality assessment,
such as domains of interest, data
sources, and uses of data. We did not
identify the feasibility of full imple-
mentation of these programs, and
therefore the results may be skewed
away from truly feasible quality assess-
ment. Also, the reported percentages
are overrepresentative of countries
without a unifiedmental health quality
assessment infrastructure, with coun-
tries such as the United States and
Ireland having multiple independent
groups measuring quality data and
thus more reported programs. In
addition, participants from countries
with decentralized systems may not
have fully identified quality measure-
ment programs in their country,
partly due to the nature of their
positions in the public mental health
system, and therefore may have con-
tributed to a skew in program-level
reporting. The study was reliant on
participants to report only programs
and quality domains that met the
established criteria for quality assess-
ment, and independent verification of
validity could not be reliably estab-
lished. Additional important domains
and subdomains of mental health
quality assessment may exist that
were not included in this survey and
may require further exploration.
Both this study and prior IIMHL

Clinical Leaders Project studies have
provided mental health leaders the
opportunity to exchange information
and to obtain peer-to-peer consulta-
tions for the assessment and imple-
mentation of quality improvement
initiatives. Ultimately, the goal of this
project is to establish a consensus
international framework for mental
health quality assessment and thus
a means to compare key measures of
performance across countries. The
second phase of this project involves
examining all of the collected mental
health quality indicators and creat-
ing a set of core quality measurement

concepts based on their validity, im-
portance, and feasibility. Furthermore,
we intend to create an international
network linking quality measurement
groups or organizations within each
country to help facilitate quality mea-
surement framework development
and assist implementation of the core
measures.

Further steps in research and
practice will be required to improve
quality assessment internationally,
including establishing tighter links
between process and outcome mea-
surements, increasing use of standard-
ized assessments, expanding use of
information technology, delineating
benchmarks for comparison across set-
tings, increasing investment in quality
research, and integrating mental health
quality assessment into the broader
framework of health care quality (11).
The development of a common frame-
work of mental health quality assess-
ment may be an instrumental first step
in the process of refining mental health
quality assessment. The results of this
study will help provide data to better
understand shared priorities for mental
health quality assessment and may help
identify barriers to development of a
common framework.

Conclusions
This study sought to assess existing or
soon-to-be implemented mental health
quality assessment programs among
participating members of the IIMHL
Clinical Leaders Project. Thirty-eight
qualifying programs from 12 partici-
pating countries were identified. Most
of the programs assessed were active,
were administered by governmental
organizations, were focused on hospital
care, and used encounter or utiliza-
tion databases as sources of informa-
tion. Different methods were used by
the programs to identify and estab-
lish quality indicators. Program data
were generally publicly reported and
were used for various purposes by
their respective organizations or
countries. A wide range of domains
of quality were represented in the
reported programs, although most
commonality was seen in domains
associated with high-acuity mental
health care, with fewer programs assess-
ing domains related to recovery. These
data will help future work intended to

establish an international framework
for mental health quality assessment.
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