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Summary

The mental healthcare systems of Bulgaria, the Czech Republic, Hungary and Serbia are
undergoing structural reforms. Quality indicators are quality assurance instruments that
can be used to evaluate and monitor mental healthcare reforms, their status and impact
on the quality of mental healthcare. However, quality indicators for these countries in
the Danube region have been lacking.

This study focuses on systematically developing quality indicators for mental healthcare
systems in these countries. The first research question focuses on identifying quality
domains that are relevant to mental healthcare systems. The second research question
focuses on recommending relevant, valid and feasible quality indicators.

Quality indicators were developed by means of a structured consensus-based process.
Quality indicators were systematically searched and narrowed down by inclusion and
exclusion criteria. In a two-round Delphi study, an international and multidisciplinary
panel of experts rated identified quality indicators by means of the criteria relevance,
validity, data availability and data collection effort.

The validity and relevance ratings of all 22 quality indicators developed are significantly
correlated. There are no differences between countries for relevance and validity. Data
availability is rated very differently and is appraised as given by 6% to 94% of the
panelists perindicator. In 19 quality indicators, 50% or more of panelists, who rated that
data are not likely to be available, consider additional data collection efforts as
justifiable.

In contrast to international quality indicator development processes for other European
countries, the developed quality indicators in this study focus on quality domains like
mental health legislation, workforce, and availability of mental health services that
address mostly structural quality deficiencies in all four countries. The Delphi study
results emphasize the generalizability of the quality indicators across the involved
countries. However, the results do indicate that further refinement of the definitions of
quality indicators are required to improve their validity.

This study provides a promising starting point for the further refinement and
implementation of systematically developed quality indicators for mental healthcare
systems in the Danube region. It is recommended to test all indicators to analyze their

feasibility, acceptance and comparability between countries.



Zusammenfassung

In der psychiatrischen Gesundheitsversorgung in Bulgarien, der Tschechischen Republik,
Ungarn und Serbien finden strukturelle Gesundheitssystemreformen statt. Mittels
Qualitatsindikatoren konnen Reformprozesse, deren Status und Einfluss auf die Qualitat
der psychiatrischen Versorgung Uberprift werden. Bislang fehlten fir diesen Zweck
Qualitatsindikatoren in diesen vier Landern in der Donau Region.

Diese Studie befasst sich mit der systematischen Entwicklung von Qualitatsindikatoren
fiir die psychiatrische Versorgung in diesen Landern. Die erste Fragestellung betrifft die
Ermittlung relevanter Qualitdtsdomanen. Die zweite Fragestellung behandelt die
Empfehlung von relevanten, validen und praktikablen Qualitatsindikatoren.

Die Qualitatsindikatoren wurden in einem strukturieren Konsensusprozess entwickelt.
Bestehende Qualitatsindikatoren wurden in systematischen Recherchen identifiziert
und anhand von Ein- und Ausschlusskriterien vorausgewahlt. In einer zweistufigen
Delphi-Studie hat eine internationale, multidisziplindre Expertengruppe die
Qualitatsindikatoren anhand der Kriterien Relevanz, Validitat, Datenverfligbarkeit und
Datenerhebungsaufwand bewertet.

Die Validitats- und Relevanzbewertungen aller 22 Qualitatsindikatoren korrelieren
signifikant miteinander. Es gibt keine Landerunterschiede bei beiden Kriterien. Die
Beurteilung der Datenverfligbarkeit wurde sehr unterschiedlich beurteilt und wurde von
6% bis 94% der Experten als gegeben eingeschatzt. Bei 19 Indikatoren haben 50% oder
mehr derjenigen Experten, die die Datenverfiigbarkeit ausschlossen, daflir gestimmt,
dass ein zusatzlicher Erhebungsaufwand gerechtfertigt ist.

Im Vergleich zu anderen Qualitatsindikatorenprozessen fokussiert diese Studie auf
Qualitatsdomanen wie Gesetzgebung, personelle Ressourcen und die Verfligbarkeit von
psychiatrischen Gesundheitsdiensten, die vornehmlich strukturelle Qualitatsdefizite in
den vier beteiligten Landern darstellen. Die Ergebnisse der Delphi-Studie weisen auf
eine generelle Relevanz der Qualitatsindikatoren in den vier beteiligten Lindern hin. Die
Ergebnisse zeigen, dass Verfeinerungen der Indikatordefinitionen notwendig sind zur
Verbesserung der Validitat.

Diese Studie bietet eine wichtige Basis fiir die Weiterentwicklung und Implementierung
von systematisch entwickelten Qualitatsindikatoren fir die psychiatrische
Gesundheitsversorgung in der Donau-Region. Es wird empfohlen, die Indikatoren in

Hinblick auf ihre Machbarkeit, Akzeptanz und Vergleichbarkeit zu testen.
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1 Introduction

1.1 Background

The topic of quality of mental healthcare is relevant to all national healthcare systems.
Especially in countries that are transforming their healthcare systems towards an
optimized use of resources, an expanded population coverage, improved efficiency and
deinstitutionalized mental healthcare services, strategies need to focus on the quality
of care to achieve the best possible outcomes (WHO 2006).

Bulgaria, the Czech Republic, Hungary and Serbia are high- to upper-middle-income
countries located in the Danube region. All four nations are currently undertaking
mental healthcare reforms with the goal of creating efficient, effective and high-quality
mental healthcare systems (Bitter & Kurimay 2012, Dimova et al. 2012, Hoschl et al.
2012, Lecic Tosevski et al. 2007). They mainly focus their reform activities on improving
interprofessional and intersectoral cooperation, workforce development, decreasing
stigmatization of persons with mental disorders, the psychiatric profession, improving
accessibility to mental healthcare services (Bitter & Kurimay 2012, Dimova et al. 2012,
Hoschl et al. 2012, Lecic Tosevski et al. 2007), and including mental healthcare users and
their caregivers in care-related decision-making processes (Dimova et al. 2012, Lecic
Tosevski et al. 2007). The monitoring of these reform processes with appropriate
measures and methods is warranted to evaluate their effects on the quality of mental

healthcare.

1.2 Quality of care

Quality of care is a complex construct with varied dimensions and components. It is
being evaluated, assured and optimized utilizing various methods and measures of
quality assurance (GroRRimlinghaus et al. 2017b).

In the 1960s, Avedis Donabedian introduced the term “quality” into healthcare.
According to Donabedian, “quality of care is the extent to which actual care is in

conformity with preset criteria for good care” (quoted in Reerink 1990, p. 200). To assess



the quality of mental healthcare, three system-level dimensions can be differentiated

(Donabedian 1988):

Structures: the given and relatively stable features of care systems and settings,
including organizational aspects, material and human resources
Processes: the actual processes of providing and receiving care
Outcomes: the effects of care on the health status of patients, whereas health
status can be defined by various outcomes such as symptomatology, social

functioning, patient satisfaction and patient coping strategies

In this three-level approach, it is assumed that appropriate structures form the

prerequisite for providing “high-quality” processes, which in turn can lead to the desired

outcomes (Donabedian 1988).

Quality of care can be categorized into different quality domains, which are dimensions

of the mental healthcare system (WHO 2006):

Effectiveness: healthcare is evidence-based, it is provided according to need and
results in improved health outcomes.

Efficiency: healthcare is delivered in a way where resource use is optimized and
waste is minimized.

Accessibility: healthcare is timely, geographically reasonable and delivered in
settings that use skills and resources according to need.

Acceptability/patient-centeredness: healthcare coincides with expectations and

preferences of communities, individual services users and their relatives or
caregivers.

Equity: healthcare quality does not vary between members of society because of
personal characteristics like gender or socioeconomic status.

Safety: healthcare should minimize risks and harm to its users.

Quality in healthcare reflects the prevailing values and goals of society and the socially

embedded healthcare system (Donabedian 1966). Traditionally, quality of care has been

defined mostly in terms of technical delivery of care services. From a clinical standpoint,

the expectations and opinions of persons receiving care as well as their representatives
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and society in general play an added important role in the definition and assessment of

quality of care (Lohr et al. 1988). The dimensions of quality have broadened as mental

healthcare systems became more complex and innovative, such that multidisciplinary

forms of care services have been implemented (Lohr et al. 1988, Gaebel et al. 2012).

1.3 Levels of care

The healthcare system can generally be differentiated into three levels on which quality

assessments can be performed (Gaebel et al. 2015, WHO 1997):

1.

Macro-level: This is the national, regional or local mental health policy level and

its organization. It may include topics like equity, anti-stigma activities,
deinstitutionalization, continuity of services, cross-sectoral cooperation, content
of mental health policies and involvement of different stakeholders in the
development of mental health policies.

Meso-level: This refers to the level of mental healthcare institutions such as
primary care settings delivering mental healthcare, outpatient settings (e.g.
private practices, community mental health centers), inpatient settings (e.g.
psychiatric hospitals, psychiatric wards in general hospitals), and residential
facilities (e.g. rehabilitation homes).

Micro-level: This is the direct level of individual care for persons with mental
disorders. Quality assessment may relate to specific interventions, such as
psychopharmacology or psychotherapy, or to specific mental disorders, such as

schizophrenia or anxiety disorder.

1.4 Contextual factors influencing quality assessments

To assess the quality of mental healthcare, at least three preconditions need to be met

(WHO 1997):

1.

Political will to do so: Traditionally, politicians, health authorities, decision-

makers and managers participate in the processes of planning, implementing
and evaluating mental healthcare services. Since these processes are

interconnected and take place on different system levels, a high-level



involvement of stakeholders like service users and family representatives, local
governments and mental healthcare organizations should be included.

2. Evaluative culture: The extent to which an evaluative culture is prevailing

depends on the organizational structures of healthcare systems, on the
management styles within the system and the care settings. The backgrounds,
i.e., education, experience and culture, of mental healthcare professionals and
other stakeholders also shape the evaluative culture in different settings of the
healthcare system.

3. Technical tools: Tools used in quality management, such as guidelines and quality

criteria or indicators, need to be available to assess the quality of mental
healthcare (WHO 1997). These tools themselves have to meet certain

methodological criteria (Muche-Borowski & Kopp 2011, Reiter et al. 2007).

1.5 Quality indicators

Quality indicators can be defined as “quantitative measures that can be used to monitor
and evaluate the quality of important governance, management, clinical, and support
functions that affect patient outcomes” (JCAHO 1989, quoted in Mainz 2003, p. 524).

Quality indicators are quantitative proxies that depict the quality of care through a
numeric value in form of a ratio or proportion (Jackel 2009). Therefore, they can indicate
critical points in mental healthcare that may need further attention. A critical indicator
result is usually shown by an outlier outside of a reference range or reference value. A
reference range or reference value defines quality indicator results that indicate “good
quality” (Jackel 2009). For example, a quality indicator on psychotropic polypharmacy
may measure the number of patients with mental disorders and simultaneous
prescriptions of multiple psychotropic drugs. The reference range may be set below
10%. This means that not more than 10% of the measured patient population should be
affected by psychotropic polypharmacy. A result between 11% and 100% would indicate
an increased rate of polypharmacy and therefore a quality deficiency. Reference ranges
or values can be based on evidence from empirical studies or expert/stakeholder
consensus, i.e., perceived unacceptable variation in mental healthcare (Campbell et al.

2002, Jackel 2009).



Quality indicators must fulfill methodological criteria to be able to reliably measure
differences in quality of mental healthcare. The German QUALIFY-tool for the
assessment of quality indicators evaluates quality indicators by means of 20 different
criteria from the categories of relevance, scientific soundness and practicability (Reiter
et al. 2007). Thus, it is considered important that quality indicators measure relevant
quality aspects (relevance), that they have proper methodological properties (scientific
soundness) and that they are applicable in a practical setting (practicability) (Reiter et
al. 2007).

Because the mental healthcare system is very complex, involving varied structures,
processes and desired outcomes, it is common to measure multiple quality indicators
and to combine them to create an “indicator profile” (Altenhofen et al. 2002). Quality
indicators can apply to the macro-, meso- or micro-level of the healthcare system. They
can be generic (e.g. mortality of all patients with mental disorders) or diagnosis-specific
(e.g. utilization of psychiatric inpatient care services of persons with schizophrenia).
Quality indicators can focus on different quality domains, such as structures (e.g.
number of available psychiatric hospitals in a defined region), processes (e.g. discharge
management in hospitals), outcomes (e.g. symptom reduction after medication), equity,
accessibility and safety. Moreover, as different stakeholders, such as patients, mental
health professionals and policymakers are involved in mental healthcare, depending on
the perspective taken, quality indicator sets may focus on different care levels and
aspects (GroBimlinghaus et al. 2017b). For further illustration, three examples of quality

indicators extracted from the literature are shown in Table 1.



Table 1: Three examples of quality indicators in mental healthcare

QUALITY MEASURE QUALITY INDICATOR SOURCE

DOMAIN CHARACTERISTICS

SAFETY Structure Numerator: WHO-AIMS?
indicator Number of mental Instrument 2.2
Proportion hospitals with at (WHO 2005)
Generic least one yearly

ACCESSIBILITY

PATIENT
OUTCOMES

Process indicator
Ratio
Generic

Outcome
indicator
Proportion
Generic

external
review/inspection of
human rights
protection of
patients

Denominator:

Total number of
mental hospitals
Numerator:
Number of patients
with a waiting time*
of 0 days

Denominator:
Number of patients
with a waiting time*
> 0 days

*waiting time for
outpatient
appointments
Numerator:
Standardized
mortality rate for
persons with
specified severe
psychiatric disorders

Denominator:
Standardized
mortality rate for
the total population

Quality indicator
derived from
EPAP Guidance
recommendation
(Gaebel et al.
2012)

OECD®-Quality
indicators for
Mental Health
Care (Hermann
& Mattke 2004)

YWHO-AIMS: World Health Organization - Assessment Instrument for Mental Health Systems; PEPA:
European Psychiatric Association; “OECD: Organization for Economic Co-operation and Development



Quality indicators are measured for various purposes, including:

e Documentation of quality of care (“As-is-situation”) (Mainz 2003),

e Comparisons of performance between providers or care systems
(benchmarking) or longitudinal analyses for one provider or care system (AQUA-
Institut 2015, Mainz 2003),

e Support patient choices for providers (Mainz 2003),

e Support accreditation, regulation and accountability (Mainz 2003),

e Support steering processes and decision-making processes (AQUA-Institut
2015),

e Monitor restructuring of mental healthcare and changed processes (AQUA-

Institut 2015).

1.5.1 Quality indicator development methods
Different research methods are applied to develop quality indicators. According to

Campbell and colleagues (2002), there are non-systematic and systematic methods.

Non-systematic approaches rely on the availability of data and actual critical incidents
that occur in mental healthcare and require quality assurance activities. By means of
quality indicators, critical incidents can be monitored (Campbell et al. 2002). For
example, when increased mortality rates occur in a hospital, indicators can be
implemented that measure the number of patients who die due to natural causes versus

the number of patients who die due to unnatural causes.

Systematic, evidence-based methods rely on evidence from empirical studies. The
better the evidence for a certain mental healthcare structure or process, the greater the
benefits of measuring a quality indicator in terms of providing incentives for improving
an outcome (Campbell et al. 2002). For example, empirical evidence shows that with
psychotropic polypharmacy, the risk-benefit balance becomes unfavorable for the
patient and the risk for somatic co-morbidities increases (Correll et al. 2015). Thus, a
quality indicator on psychotropic polypharmacy may be a useful evidence-based quality

assurance measure to monitor the number of patients with psychotropic polypharmacy.
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Systematic, evidence- and consensus-based methods rely on expert consensus in
addition to the available evidence, which in many areas of mental healthcare may not
be available, may be limited or methodologically weak (Campbell et al. 2002). Consensus
can fill in evidence-gaps and has additional benefits to solely evidence-based
approaches:
e Inclusion of proficiency and judgment of mental healthcare experts via their
professional experience and clinical practice (Sackett 1996),
e Inclusion of group opinions of various professionals or stakeholders is preferable
to the opinion of one professional because this decreases the risk of personal
bias and lack of external validity (Campbell et al. 2002),
e Inclusion of the experiences of other stakeholders such as patient
representatives and care-giver representatives (Reiter et al. 2007),
e Higher chance for acceptance of implementation and continuous monitoring of
quality indicators (Altenhofen et al. 2002),
e Inclusion of a broader range of quality indicators topics than when quality

indicators were only based on evidence (Campbell et al. 2002).

Common consensus techniques that are used in quality indicator development include
the Delphi-technique (Boulkedid et al. 2011), the Research and Development/University
of California Los Angeles (RAND/UCLA) appropriateness method (Fitch et al. 2001), and
the derivation of quality indicators from guideline recommendations (Kopp 2011). In
addition, some project groups use a modified Delphi-technique with aspects of the

RAND/UCLA appropriateness method (Hermann et al. 2006, Parameswaran et al. 2015).

Delphi technique

The Delphi technique is a structured method in which a panel of experts in a specific
field of interest is asked to answer questionnaires, i.e., rate quality indicators. The Delphi
technique can involve several Delphi rounds depending on the complexity of the topic
(Vorgrimler & Wiiben 2003). After the research question and a respective questionnaire

have been developed, an appropriate panel of experts is nominated, anonymous
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iterative rating rounds are conducted, results are summarized and fed back between
rounds, either in statistical or qualitative or a combined form. During this process,
anonymity of all panelists is maintained (Campbell et al. 2002). The Delphi technique
can be conducted remotely and with a large group of panelists (Vorgrimler & Wiben

2003).

RAND/UCLA appropriateness method

In the RAND/UCLA appropriateness method, the panel of experts rates the quality
indicators, discusses them and then re-rates them. It involves a preliminary systematic
literature search on the identification and/or evidence-based of quality indicators for a
specific field. Since experts meet in-between ratings rounds, this is not an anonymous
process and usually panel sizes are smaller than in Delphi studies (Campbell et al. 2002).
This method has been originally developed to identify criteria for the appropriateness
of clinical interventions (Fitch et al. 2001). It has also been applied to develop quality
indicators, for example to assess care processes of vulnerable elders (Shekelle et al.
2001). For quality indicator development, some project groups combine the Delphi
method and the RAND/UCLA appropriateness method. In these studies, quality
indicators are rated remotely by means of defined criteria. In-between rating rounds the
panelists meet, discuss the results of the first round and then re-rate the quality

indicators in a second round (Hermann et al. 2006, Parameswaran et al. 2015).

Guideline-based quality indicators

Quality indicators can be derived from recommendations of clinical practice guidelines
(Campbell et al. 2002, Kopp et al. 2007). This process involves identifying key
recommendations from a guideline, deriving a precisely defined measurable quality
indicator from the recommendation, rating the quality indicator by means of predefined
criteria (e.g., relevance to patient outcomes, availability of data) and defining reference

ranges for each indicator (Campbell et al. 2002, Nothacker & Reiter 2009).



1.5.2 Quality indicator development in mental healthcare
Various initiatives have dealt with the development of quality indicators in European
countries. In the following, important initiatives for mental healthcare quality indicators

on international and national levels are described.

On an international level, the quality indicator development processes of the
Organization for Economic Co-operation and Development (OECD, Hermann & Mattke
2004, Hermann et al. 2006), the quality indicator review and development of the
International Initiative of Mental Health Leadership (IIMHL, Parameswaran et al. 2015,
Spaeth-Rublee et al. 2010) and the European Psychiatric Association (EPA) Guidance
(Gaebel et al. 2012) are noteworthy.

The OECD’s international seven-member panel of experts developed a set of twelve
quality indicators including the quality domains treatment (n=6), continuity (n=4),
coordination (n=1) and outcome (n=1). Quality indicators were identified through
systematic literature searches. In a consensus-based development process, an
international expert panel rated quality indicators for their importance, scientific
soundness and data availability. These indicators were intended for an international
benchmarking of mental healthcare processes and outcomes (Hermann & Mattke 2004,
Hermann et al. 2006).

The IIMHL group developed another set of mental health quality indicators for
industrialized countries, including Australia, Canada, England, Germany, Ireland, Japan,
the Netherlands, New Zealand, Norway, Scotland, Taiwan and the United States of
America. Quality indicators identified from all participating countries were rated by
means of different criteria and in-between rating rounds a personal meeting took place
for the discussion and review of ratings (Parameswaran et al. 2015). The consented
quality indicators focused mostly on mental healthcare processes, but also included
outcome indicators such as death rates, patient functioning and criminal justice
encounters (Parameswaran et al. 2015).

In an international study by the European Psychiatric Association (EPA), quality
indicators were derived from guidance recommendations for mental healthcare services

(Gaebel et al. 2012). The aim was to provide tools to monitor the implementation of
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evidence-based and best-practice guidance recommendations for high-quality mental
healthcare services. The quality indicators focused on mental healthcare structures and

processes. They were developed by the authors of the guidance (Gaebel et al. 2012).

On a national level, the German Association for Psychiatry, Psychotherapy and
Psychosomatics (DGPPN) formed a project group (project leader: W. Gaebel, Disseldorf)
to develop evidence- and consensus-based quality indicators in a systematic
development process (GroRimlinghaus et al. 2013). In this project, we derived quality
indicators from both key recommendations of clinical practice guidelines and systematic
literature searches. Indicators were rated by means of different criteria from the
QUALIFY-instrument (Reiter et al. 2007) and consented in a multidisciplinary consensus
group including patient and caregiver representatives. We developed 44 diagnosis-
specific quality indicators for alcohol addiction, dementia, depression and schizophrenia

(GroBimlinghaus et al. 2013).

1.5.3 Quality indicator implementation in mental healthcare

During the quality indicator development, the theoretical assessment of feasibility
criteria provides a useful first appraisal. In addition, it is necessary to test the quality
indicators in a pilot test before an implementation to assess their actual feasibility
(Blumenstock 2009).

We tested the feasibility of the DGPPN quality indicators for depression and
schizophrenia in ten German clinics for psychiatry and psychotherapy (GroRimlinghaus
et al. 2015). The quality indicators’ feasibility was evaluated by retrospective analyses
of the data availability from routine clinical documentations. The more quality indicators
can be measured by means of routinely collected and electronically available data, the
more they are considered feasible (GroRimlinghaus et al. 2015, Reiter et al. 2007).

Of the 12 indicators for depression and 12 indicators for schizophrenia, five for
depression and nine for schizophrenia were measurable by means of the available
clinical documentations. However, there were differences in the data availability
between clinics. Thus, some clinics could assess more indicators than others

(GroBimlinghaus et al. 2015).
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On an international level, the OECD performed a survey on the availability of

information to compare mental healthcare quality across several OECD countries

(Armesto et al. 2008). On a national level, data availability was very good for structural

data, but more problematic for process and outcome data. Regarding the twelve OECD

quality indicators (Hermann & Mattke 2004, Hermann et al. 2006), data availability was

better for some indicators (hospital readmissions, mortality, length of treatment) than

for other indicators (Armesto et al. 2008). Data sources mostly available on a national

level included inpatient administrative databases, national surveys and national

registries (Armesto et al. 2008).

Overall, the before-mentioned topics form the theoretical framework for this study on

the systematic development of quality indicators in countries of the Danube Region.

1.6 Research question and aims of this study

Overall, the aim of this work is to identify and develop quality indicators in a structured,

iterative and consensus-based process. The aim is to have a multidisciplinary panel of

stakeholders rate the relevance, the validity and the feasibility of quality indicators that

can monitor and assess the quality of mental healthcare systems in Bulgaria, the Czech

Republic, Hungary and Serbia.

For this study the following objectives were defined:

To systematically search existing quality indicators in mental healthcare

To categorize quality indicators according to different quality domains

To identify key quality indicators that can be rated by a Delphi panel

To establish a multidisciplinary panel of experts, including patient
representatives and caregiver representatives, i.e., persons who experienced
mental illness and persons who informally take care of persons with mental
illness

To conduct a Delphi study to rate quality indicators by means of predefined

criteria

12



The following two research questions were formulated:

1. What are important quality domains for mental healthcare systems in the
Danube region countries covered under this study?

2. From the perspective of a multidisciplinary international expert panel, including
patient and caregiver representatives, which quality indicators are considered
valid, feasible and relevant, and which can be recommended for measuring
quality in mental healthcare in the Danube region countries covered under this

study?

This Delphi study was conducted in the framework of a two-year project on the
development and implementation of quality indicators in the Danube region, which was
financially supported by the German Federal Ministry of Education and Research (BMBF,
grant number 01DS17020).

1.7 Ethics approval

In this study, personal data in the form of ratings and free text comments on quality
indicators were collected. Therefore, ethics approval was requested from the ethics
committee of the Medical Faculty of the Heinrich-Heine-University Disseldorf. The
committee provided ethics approval on 26™ June 2017 (study number: 5770).

Confidentiality of personal data was protected by analyzing all data strictly collectively
and thus anonymously. Only anonymized data were disseminated within the project
group and the Delphi panel. Only anonymized data were published in the journal
Psychiatria Danubina and public forums, such as scientific symposia. All completed
Delphi survey forms are saved in pseudonymized form on the research server of the LVR-
clinic Disseldorf — clinic of the Heinrich-Heine-University Disseldorf. According to the
University’s research-data-guideline, data are saved for at least ten years. Written
informed consent was obtained from all Delphi panelists and all panelists were informed

about the eligibility to revoke their participation in this study.

13
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SUMMARY

Hachyproumd: Ouality indicadurs aee quality somrance instramiendy e the evalwention. of mentad bealthoaee sestems, (ality
inclicarors can he weed foe meavwre the eifeoriveness of memial Teaftheare strucnre ond procesy seforms, Tiis project aimy ke dovelop
quafiny imdicators for meniad Sealthoare xistems i Bulgaria, the Coech Republic, Hungary and Serbdu o provide momioring
frextramendy for the rarsformanion of metl Bealthoare sestens n these commtries,

Maethods: Onality imdicetors for mental bealthearne getems were dewrloped fe o sstomatie, smlticiveiplioary approack. A
sysfematte Nereture sty wers conducred o ddemiifie gualine indicators that are seed (memationally in mental healthcare, Reirieved
anrling fnelicasory were sustemctically sefecred by e of defloed feclusion amd evelunkon cnlteria, (it mficatory. were
skereguently rated i o rov-stage Delpld sy for relevarce, validity amd feadbilin foa avertlallla il dara colfection efford.
Tive D tpeivs preamaid imefarcleed 22 irnidivichanty i the fiest ovsiendd, ol 18 fndivichnaly i the secemad and fimal v,

Reswivs: Cheorall, mental healtheare gualine indicators were raeed higher in relevance than in validite ¢ Mean refevanee =76,
SO=18; Mean valldine=7.1, SD=007L There was o statisically significan differemce in soores berwern the four cownriey fiw
refivance (X7 3h=288), p=f 31 amd validite (A5 2)=1, M5, p=(L786), For deta ovailahility, the appraical of “YES" fuute are
availublel ronged from 6% for "adsied heowsing 1o W% for Sl beds for menial healthoare pee J00000 pogmilertion ™ aumd
“ervanlenfrlliie o el fealth service foeiline ™,

Conretnsior: Gieality fdicarors were deseloped b o gystemane aod midikdisciplinary developmens prooess. There was o brod
consenses g mertal Bealthcare experts feom the parilcipaning countries in feemy of relevamce and validine of the proposed
gty tewkicagors, I oo medd sep, the feacihilite of these bvenn-noe indboatory will be evalvated e o pilod sy e the participating
CONITHTEA,

Rev words: mental heeadthooare, prychiory - gualite indicasr - quabline asveranee - gualine managesnan - bealth syt
perfiovmonce - Damle region

® £ £ £ #®
INTRODUCTION quality healih eare, inchading mental healtheore, Reform
of mentl healtheare systems towards achicving these

Mental disorders are among e most prevalent and goals is o contral goint theme i countries of he Danbe

disabling disorders with an estimate of affecting more
than a third of the Ewropean popalation cach vear
(WHO Regional Office for Enrope 200 3, Wittchen et al.
20010, Lack of psyehiatrists, regional access barriers 1o
mental healtheare, reducing stigma and discrimination
as well as e need for demstutwionalization and ade-
quatc quality assurance measures are currently impor-
tunt tssues o all Buropean countries { WHO Regwonal
Offiee for Europe 200 3}

There is i increasing pressune oi nabionil Bealth-
care systens o provide tmely, safe, effective and high

rezion inchodimg Bulgams, the Croch Repubhe, Hungary
and Serbia.

Quality mdicators are widely accepted as important
instruments i quality assumnce, management and deve-
lopment {Ovretveit 20035, Gacbel et al. 200151 They can
e wsed to nerease fransparency of mental healtheare, o
#ssess the current stans of mental healthcare guality and
tir mriibtor the effects of refomm processes. Moreover,
they can be usad o compare and benchmark pational
menial healhcare sysiems, Cuality dicwors. ususlly
cxamine the structures. processes and ontcomes on
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different healthoare levels: the natonal healtheare sys-
tem (macro-level ). mental lealtheare institutions {meso-
levelr, indrvidual healthoare professionals and pabents
(miero-level ) | Donabedian 1988, Gachel of al, 201 5).
Ouaality indicators are being developed by various
stukeholders. including professional organizations, pa-
teent und care miver representatives and polienl orgmm-
wtions on regional or national levels, such as in Cier-
ity (Grofimbmghaus et al. 2003 Weinmam & Becker
M) or on en inkermational level, (c.g., Fisher et al
213, Gaebel et al 2002, Hermann & Matike 2004,
Jorkms etal. 20063, However, quality indicators for coun-
trics i the Damube region are still lwking, although
they may provide valushle informanion on the current
mientil bealtheare reform processes m these counines.
This study therefore sbdresses the svstematic deve-
lopment of mental healtheare guality indicators for

Prychiabrir Damifring, 2008 Fel 30 8o 2 e 197206

Bulgaria, the Czech Republic, Humgary and Serbm. It
identafies quality domans in mental healthcare as the
bases for quality indicators to monitor mental health-
care reforms and ultimately improve guality of menial
heahbcare. Moreover, quality indicators are suggested
that are considered relevand, valid and feasible by an
insternatical panel of mental healihcare expens Trom
these countrics. This paper gives an overview of the
quality indwator development process and 15 resiills.

METHODS

Chhity indicainrs were developed inoa systemutic,
mulii-siep process {Figure 1L This process ineluded o
systematic licrtwre search and a two-phase Delphi study
with the parbcipation of relevant stakcholders  from

n=1632

Documents identified through
systematic literature research
in databases:

GCochrane Library, Medline
(Pubhed), Scopus (Elsevier)

Bulgarin, the Caoch Republic, Hungary snd Serbi,

4 n=260 excluded (duplicates)
=1372
Scresning of fitles and absiracts n=1224 excluded based on Lithes:
irrelevant lopic
n=3 excluded based on abstracts:
1 Language is not English or
n=ti0 German, not dealing with quality
indicators in mental health care or
Selection of full lexts for not avallable as full text
further review
n=73 excluded:
No & identified, no QI for mental
g healthcare identified, QI already
Extraction of 73 Qi from 37 full | | Mentified traugh other (originai)
Wt & R GANORA ST o description or operationalization

identified in hand searches

{i.e. numerator/denominator)

k.

Definition of a core Qf sat
{n=26), rated in a first Delphi
survey with 21 panelists

Second Delphi survey of 22 Ql
with 18 panelists

n=12 Qi excluded

n=18 QI refined, or integrated with
each other

n=4 Qi newly included

Figure 1. Overview of O development process
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Systematic literature search

I oeder o idennify existing quahity indicators for
mental bealibeare, o systematic lierature scarch was
conducted in the databuses Pubmed, Cochrane Library
and Scopus (date of scarch: 7 Apnl 2017) applying the
search terms [“peyvechanr®® OR “mental health™ OR
"mental healthcare™ OR "mental health care”] AND
[Tqualaty  ndicator®™  OR - “quality  measure®” OR
"guality msscssment*” OR “quality of care. mweasurc®”
O “gquality of healthcare measure®" OR “performance
indicator*”  OR “performance  measare®”| with the
ssterisk indwcating o truncation, The sclection process of
relevant grticles i shown i Figure |, The following
inelusion ammd exe lusion criters were applied:

I hesaon criteru
Publication deals with quality mdicators (1) in
mental ealtheare;
(M is dignostically generic;
OF can bo applied on macro-(svetem- Hevel  and
mesoeimstitution- level in mental healtheare,
Exclusion ¢riterin
1 s specificilly dippnosis-related;
OF with & focus an specific patient groups (e.g., only
children and adeleseents, homeless people, women
or persons n forensic psyehiatny:
O includes. very country-specific siuchures oF 1nsti-
tuitacns sl cannod be peeralized b ohier counties;
O without opcrationaliznbion {c.z., numcraior and
denaminator not shown |
The qualiy mdicators identified 0 this systematic
search were categorized mto different gquality domains
I'r:.r the projece group (Table 1) The group consensually
fcused on the folbowing  quolity domams o be
preferably ineluded ina comprehensive OF-5e1:
» Mental bealth polickes and legslation;
o Financing and costs of mental healtheare;
o Awnilabihity, aceessibility and auhzstion of mental
healthcare:
o Mental health reporting and monitonng:
* (Continuity, coordination and cooperation;
= Workforce i mental bealthcare;
o Promodion of mental health, and préventing mental
dissrders, stigma and discrimination;
= lntcxration of research and mnovation;
* Recovery, participation and integration of persons
with mentsl disorders;
& Patient safcty.

Crualiy indvcptors were extmcted Tram the litermtiie
(m=T73) ond integmted into an inventory. differentingted
by the quality demains, Their number was further redu-
ced by excluding indicators “with only minor vimsbions
to other indicators” (e g, i several Q1 covered the same
toic, one “key indicator” wis defined amaong these O,
or with “unspecificd operatonaheation”™ m companson
toy other O Thus a core set of 26 indicators was crosted
tor be rated an the Dielphn study.

[

Dredphi study

The Drelphi methesd is a mulli=-stage survey techmguee
with feadback after each survey { Vorgrimler & ‘Withben
2003y, This method was chosen because @t can be used
o systematically wdentify o group opinion. Moreover, it
van be pdmanistered remately and moonyonnesly, making
it & cost-effective rescarch approach (Hau & Sandfond
20071 A positive ethics vate for the Delplid study was
acquired from the cthics committee of the Medical
Faculty of the Heinnch-Hemne Universipy Dhisseldort.
Al puerticapants of the Delpls pasel gave their written
mformed consent,

In this Delphi study, aspecis of the RAND-UCLA
Appropriniencss Method (Fitch e1.al. 2001) werc ap-
plied, This means that two rounds of quality indicatr
ratings took place. In between rounds. members of the
progect group discussed the statstically summanzed
rotings and pseudonvmous  comments of the Drst
Drelphn rownd 1o provide am aput for the second Delphi
round.

Compilation of the Delphi panel

In this Dalphi study, o multidisciplinary group of
expents. who were knowledgeable in e fickd of qualiy
in meninl healtheare, was created. Experis mclhuded
mental bealthcare: professionaks such as pswchiatrisis,
psyehologizis, social workers, menis] healthcare mana-
eers admimistrators., policy makers and patienl represen-
tatives, The multichseiplinary panel was assembled with
the wim 1o incresse scceplance. and o facibitale the
implementation process for quality  indicators, There-
fore, o wiss considered very imponant o ncliude kiow-
ledpenble individuals, who could faciliste the mple-
mentation of the quality indicators. Euch country pariner
{H. Hinkov, Bulgaria, O, Hoschl, Crech Republic; T,
Kaurimay, Hiungary: [ Lecie-Tosevski, Serbvia) nomin-
ted fowr o five experts from each country. In todal, a list
of twenty-two experts wis compiled,

Development of the Delphi survey instroment

The design of the Delphi instrument drew on our
previous experience in the systeimatic development of
guality indicators in Germany (Groflimlinghaos et ol
M3, Waobrock et al, 2001, Zieliasck eral, 2002) as well
as other mternationsl projects in which Ql were deve-
loped emploving systematic evidence- and consensis-
based processes (Parmeswaran et al, 2005, Hermann of
al. 200, Jordans ef al, 200 6),

The Delphi survey fonms included four criteno per
QL These enfena were extracted from the Germum Instne-
msend for the Assessment of Qualing Tndscasors (OUALIFY)
(Retter et al. 2007 ) and were defined as follows:

* Relevanor: The (1 capiures a topae that 15 or should
b relevant to menial healthcare planning and mons-
foring with the mim w0 assure and impoove quality of
mental healthoare.
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Table 1. Project group

Proyuhirir Dionwhie, 2008 Vol 300 M 2 p 197206

Eran € hisholm

Waltzang Gacbel

Bsabell Lehmann

Hristo Hinkow, Visdimir Nakow
Cyril Hischl, Petr Winkler
Tumis Bunmay, Giibor Kapocs
[hiseca Lecke-Tosevski

Drajann Manmeoska

Hirgen Ziclesck

Progect partner. WHCY Regional Office for Enrope, Denmark
Propect leader, Dilsseldarl’Cologne

Scientific study coondinator, DésseldoriCologne

Propect parners, Bulgaria

Project parmers. Ciech Republic

Propect partners, Hungary

Propeet partner, Scrbie

Propect coordmator, Disse ldord Cologne

Propeet pariner, Diisseldorf'Cologne

w Vafidi: The O s defined cleardy and umaribi-
gumnsky,
= Feasililin:

o Dator averifabiline: 1t is likely that dsta needed w
memsure this (1 are routinely collected electro-
meally {re, i country-speaific stitstes, dista
docomentations in mental healtheare, guestion-
maires) and available from a dotabase/databases.

+  Data colieerton effort: The additionnl cffort for
clecironic collection of dita for this O &%
Justifinble.

The survey mstrument requested the panclists to mite
relevanee and vahdity on p 9-poim-Liken seabe. The
feasibility cnteria data avasilability and dots collection
effor were mied with “Yes™, “No™ or “Uncenam™, In
addition, the Delphi panelists could provide froe text
comimentiries on eich O,

Rating process and analysis

There were twe Delphi roumds for the mting process,
Adver the fiest round, the project group reviewed the
summanzed results for cach criterion for each O
{mean, stundard dovintion (5D for rebevance and vali-
dity: percentage for data avanlabilite ond data collection
effiort) together with the pseudonyinous comments [or
ench indicator. Between rounds, ihe quality indicators
were further refined based on comments made i the
first Delphi survey. This led o the exclusion of some
indicators anid the melusion of tew ones (Figore 1), All
first-round results were summarized and provided o the
Delphi panclisis, so that they could review their own
opinions and mtings in the context of the combined
summarnzed mimgs and psendomvimous comments, In
the final pating round, a total of 22 indicators from cight
guality demains were rated by 18 panchsts (Figure 1)

Drescriptive univanate statistics were performed for
each critenon per indicator usmg IBM™ SPSS Statistics™
Versiwon 22 1o creole o moking of mdicators  for
rebevamee and validity. Explorstive analyses by means
of nonparametric tests were performed 1o forther ano-
Ivze the resulis. To sdentify differences of the relevance
and valudity soores between countnes, Kreskal-Wallis
fests were performed,

i)

RESULTS

The following results were obtsned after the second
and final Delphi survey. Eighteen experts participated
{ Bulgarn w=3; the Ceoch Republic =<, Hungary s,
Serbian me-d; WHO Regional (Mfice for Europe nel)
Different  professions were imvelved,  including  one
service wser participant { Tuble ).

Tahte 2. Characterisnes of partcipants of the Delphi
survey {n=1 K}

Muimbser of
participants

Coamntry

Bulgara 5

Crech Republic u

Hungury !

Scrhia 4

Chher I
Crender

Malc (R ]

Female T (3095
Age

25.34 2{11%)

3544 2{11%)

43-59 11 (61

i aned older J1T)
Partcipail s profession perspective

Ciovernment officual 5 (28%)

Mental heulihcare munager 6 353%)

inpatent e

Mental healihears manager - 4 (22%)

ouipatient care

Mental healheare manager 200 1%)

commaniey e

Mental healtheare mamiger — other 31T

Mental health professieml - I0hE 360

peyehiitrist

Memial health professional - 1 (6%)

psychologist

Mcmial healih professional - other 4 (22%)

Menial healtheare rescarcher 12 (6T

Rervice uscr represcnialive 1 (6%}
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Table 3 shows the summanized results of all ratings
riikied by rlevance. Regnndmg the ten most highily
ranked indicators for relevance, the mdicators were
micd between B2 (mean; S0 = 0.7} and 7.7 (mean; 50D

12}, Table 4 swmmmarzes the resulis ranked for
validity. Here, the ten most highly ranked mdicators
were red between 7.9 (mean: SD o= 0.8) mand 6.1
(mean; 50 = 1.8}

The range of relevance ratings Tor all 22 mdicators
was between 6.4 and 8.2 and the ranpe for validity was
6.l o 7.9, Overall, riings for relevimee were higher
than for validity, The overall mean for relevande was
Lo (50D=1h8) and of validity 7.0 (SD=.T) i Wilcoxon
signed-rank test, z=-2.936, p=0.003),

Seven mdicators. wiere included wm both  topeten
relevance and vihdity rankings:
= "Llilizanion amd coverage of mental bealth services
(hipolar disorder and schiznphrenin ™,
® “Avpilability of mental healih service fucilites",
“Mental health legislation™,
“Avaloblny and content of o mental kealth sction
prlan docoment”,
& “Lnleation aml coverage of mental eakth services
(amxiely disprders amd depression ),
® “Ulization and coverage of mental ealth services
{aleohol use disorder )™, and
* “lovoluntary mpatient admissions™.

Table . Ranking of quality indicators (01} according 1o “relevance™ in-22})

= o Relevance: Validin: Cratia availabiliny:

] Mean (3D, Range  Mean (5D, Romge “YES” in %

1 Utilizstion and covernge of mental health services 2007, T-0 TE(0R), T-0 St
{hipolar disorder and schizophreniz)

2 Availability of menial health service facilities B2 {6y, T-% T4 (LK) 60 ' E L

3 Mental health legslation B9 6% 1708 69 B30

4 Avmlabilivy and comsent of o mental healih wction B (L9, 65 T30 49 6%
plan documen

5 Lhilization and coverage of mental health services TEADD). 6-9 T4 (L8], 6-9 8%
{aniety disorders and depression)

6 Taotul beds for menial health care per 10,0400 TR0, 5% (1.2, 59 94
populaton

7 Humin ressurces momental health Geeilites per TE11.5). 3-9 Thi02), 3-8 50
wapilii

1 Involuniary inpatent admissions TT{LLY, 59 161254 e

4 Utilization and coverpe of mental health services L), &9 TA(L1) 59 3%
{alcabol wse disorder)

10 Health bodger 1113 59 T2} 4-9 33%

LI Uilizaton and coverge of mental health servces T (L0, 59 o N 28%
{children and adolescents with conduct disorder)

12 Unlizaton and covernpe of mental health services T601.2). 59 T30L3) 49 3%
{ehildren ond adolescents with intellecnial
disabalities)

13 Uilizstion and coverge of mental health servaces Tah(1.3}, 59 T30 A9 8%
{substance-use disorder. other than aleohol )

14 Follow-up of visits after mental health-relaned Th {15}, 4-9 T3L1), 59 1T
horspitalization

15 Unilization and coverpe of mental health services T.541.2), 5-% T2 (1.3, 59 ety
{chementia)

16 Exuity TA{LG), 3-9 fhq1.9), 3-9 2%

17 Integration of care T4{1.3).5-9 6.5(1.7) 249 1%

18 User sssocmbions and mentsl bealth policses, plans T3{La) 49 6,412}, 5-9 22%
or legislation

19 Assisted housing T2{1.4). 59 G4 {14 44 6%

20 Total natiosal expenditure on mental health 711719 T3{1.2), 59 9%,
SErvices por capila per year

21 Muhi-disciplinary community mental healith teams 0.9 (1.6), 4-9 6.3 (1.5) 39 12%

21 Anti-stigna moveient 64 {1.9], |-4 6.0 118}, |-R 33%
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Table 4. Rankng of qualiy wdecators (0 ) aceording to “valuhing™ (n-22)

wll

E Q1

I Availability of ment] health service facilities

2 Utidvzation and coverage of mentu] health services
{hipolar disorder and schizophrenia)

3 Meninl bealth legislation

4 Tvoluntary mpaticnt sdmessiong

3 Lhilzation and coverage of mentul health services
tanxiety disorders und depression)

6 Utilzation and coverage of mental health services
fitlenhaol use disonder)

7 Follow-op of visits aficr mental health-retated
hospitahzation

B Utilzation amd coverage of mentsl health serviees
{ehildren and adolescenis with conduct disorder)

% Total national expenditore on mental health services
Pt Capit per v

10 Availability and content of o mental healib action
plan document

11 Utilgeation and coverage of mental health services
fehildren and adolbeseontz with imelbecnal
disabilities)

12 Lhilization and coverage of mental healih services
{substimee-use disorder, other than aleobol j

I3 Health budge

14 Litilation and coverage of mental health services
{lemential

% Total beds for mental health care per 100,000
pepulation

6 Human resources inmental healh facilitics per capita

17 Equity
I8 Integmtion of cane

19 Ulser associations and menial health policies, plans or

lewislation
20 Assisted housing
21 Muli-disciplinary community mental healih teams
2T Anfi-stigmd movemeit

Valihiey: Relevanse: D ol iny:
Mean (S0, Range Mean (80), Range  “YES"in %
T8 (0K}, 69 B2 (LAY, T-9 945,
T.R{0.8), T-9 8.2 00,7y, 7-9 Sh%%
7.7 (L8], 6.5 B | L0y, 64 it
TH(L2) 50 7LD, 59 50
7.4 (ILR), G-t T (0,5, -4 i 1Y
TAILLL 59 TI0ED) 5-9 331%
T3(1.1).59 ThHil.55,4-9 1™
T3(00), 49 ThHLM, 59 8%
T3(1.2). 59 T 29 E1
T.3{L3% 49 B0, 9, -0 61 %%
T2 (L3 49 To (L3259 33%
T35, 49 Th1.2), 59 8%
1201.2), 48 TTL2) 59 33
7.2(13), 59 75 (L2, 58 5%
T1H{1.2). 59 TR, 5-9 L b
T11.2) 34 TH{L5).3-9 S
b (1.5, 3-9 740160, 59 2%
65 (1.7, 24 TAL.3), 50 1%
64 {1.3). 59 T301.6).4-4 2%
04 1.4), 49 T2{1.4) 50 6%
6.5(1.5),3-9 6916, 49 ™
Ol 1.8). 1-8 G 1.9y, 1-8 3%

These seven indicators cover three quality domuins:
Jmentsl  health polictes ond  lepislation™  hwa Q1)
v lability, acecssialiny and wilization of care service
structures™ (Four 1), and . patient saifisty™ (one Q).

A Speanman rank correlation west was pecformed for
all 22 indicators showing that mean validiy and rele-
vanee ratings were significantly  correlated (P=0.747,
Pt (00, When comparning the four countrics with cach
other, there wis no statistieally significant difterence in
relevance and validity scores (Krnskal Wallis Test am-
lyses for relevance X3 3381, p-0210, and validity
3 3)=1. 145, p=i. 7661 The mean scores for each coun-
try are shown i Table 5,

With reégard 1o datn availubility, there was o wide
range for the mting "YES™ (duty peeded s meesare o O
are routinely collected electronically and available form
a database) between &% for "assisted housmg™ and 944%

a2

for “totnl beds for mental health carc per 10O
population™ as well as 94% for “availability of mental
health serviee ficilities”,

The ratings for data avadlabiliy of the top-ten O
ranked by relevance range from 28% for "YES* ("Lhili-
zution and eoverage of mental health services (amxicty
disorders and depression ) o 83% for "YES™ ("Mental
health legslation™ . There wis a stiistically significant
differenee in his expert-cstimated data availubility bet-
weon counines n ene ndicator “Utilization and cove-
rage of mental health  services  (aleohol  disorder™
(X8 1R 800, p=0Lih16). This result was mainby due 1o
the ratng for the Ceech Republic, whch adicared that
duta are likely to be available there (Table 6. However,
for the other six mdicators, there were no stalistically
significarit differences in expert-estimated  data avol-
ability beraween countnes [ Table &)



dxhell Ledmrvrm, D Clidehodi, Hristo Hinkar, Ceetd Mokl Grdbar Kgpden T Knrisar, Dusica Locfes Fosevadi, Floclimie Madoy,
Jdmos AL Révhelyr, Petr Winkler, Nrgen Siefasel & Walfpamg Goebel: DEFELOPMENT OF §UALITY INDNCA TORS FiR MENTAL
Foichiiitric Dhrwswhir, JO78; Vol S8, N I gy T7 206

HEALTHCARE IN THE DMNLHE REGIEY

Tahle 5, Overall mean relevance and validity scores across all quality indicators {n=22) per country

Couniry Relevance {Mean, S0 Validity ( Mean, ST
HBulgaria 7.1 {0.8) 6.9 (0.5}
Crech Repuhblic TR (0.2 7.5(0.7)
Humgary B2 7209
Serbia .o (1.40) T (14

Tabte 6, Differences between countries in data availabiliny of seven qoality indacators (O, overlappang i the top-ten

mnking of relevance and validiey

Data availabaliy™
o Hulgaria Ceech Republic Tmgary Serhin

Yes No Yes Mk Yeg M Yes Mo
Mental health legslaion R 1% T8% i TEY, 28 s fe
Availability wnd content of o mental health (LI 2 00N Fs 5% LEE S5ite  25%
achion plan document
Availability of mental health service i1y 1% [HHF Fw UMY 09 10 4
Tacilnics
Litilezation and coverage of mental health L] £ 1 T5% % T5% 1% Si 25%
serviees (bipolar disorder and sehizophrenia)
Ukilizztion mmd covernge of mental health [P %% LE P 5% 5% 1% T5%
services (ubeohol use disorder)
Uiluzation wnd coverage of mental health iy 4 5 (Fs 25% 25% 1% T&%
services (unxdety disorders und depression)
Involuntary inpatient sdmissions 2% 40t 5P 25% 50% 0% S S0%

*Does not include meings for “uncenmn”, thus Yes'Mo rtings per country may nof add up 1o [T,

DISCUSSION

The goal of this stody was 10 develop qualiny mdi-
cators for mental healthcare sysiems in the countries of
the Danube region with the am o monior mental
Irealtheare reforms amd o dmprove the qualiny of mental
Ienlthcare in these conntries, This is the first study that
developed a common set of gqualty indicators m these
countries by means of o svstematic development pro-
cess. The indicators were considered both relevant and
valid by expert opinion, especially regarding the seven
mdicators  that overtap in the top-len ronkngs of
relevance and validity ( Tables 3 & 4,

When considenng the highest ried indicators for the
ertenon relevance”. the following quality domsins are
included: Mental health policies and legislation: wval-
lability, socessibility and wilization of care services;
fimancing and costs of mental healtheare, workfonee m
ieilal healtheare and patent safery. These doimibs
refiect mostly levels of the ovesall healtheare system
{macre-level) and the mabtutional-( mesoj-level,

With regard to the seven overlapping indicators in
the top ten rankings of validity and relevance. the gua-
lity doisins “imentsl health pobicies and legi=laton™,
“avalabality, accessability amd unlization of cue service
structures™, and “patient sofery™ were represemied. Pa-
ticnt safety 5 &8 domain of growing importance o b
considered in quality asswranee for mental healthcare.
Both, safety and patient-cemteradness were defined as
core aspects of quabty by the Crgamzation for Eco-

nomic Co-operation and Development (CHECTY) (Arab ot
il 2006) and safely oy well o3 effectiveess of e
ahould be the focus of mental healtheare reforms and
included i mental health policies (WHOD 2003 The
tevelopment and coment of mental bealth policies; e
availahility of different care stroctures including specia-
Inged services, amd the svaikability of commumty ser-
viess and teams are all topees meluded i this ancicator
sel Sinee the action plan of the European Joini Action
ont Mental health and Wellbeing on the trnsformstaon
aof mental healtheare systems towardd deinstimtionalized
commmunity-based mental health services {Caldus Al
medda et al 2005) recommends these activities, our
proposed indicators may serve as 4 monionng ool of
the mmplementation of the fomt Action’s amms. Mor-
cover, these indicators may be wsed as an exiension of
the indicstors of the WHO Mental Health Atlas {2015),
which provide mformation on the availability of mental
health services and resouness m different countrics. Cuar
indicators provide additionsl information as thay also
focus on the uiilization and coverage of mental herlih
SETVICTS.

There were no significant dilTerences monitings for
felevance and valdity baween countres. This idicates
un mmplictt consensus across the four conntres in terms
of the relevance and vahdity of quality mdscators. All
indicators were mted significantly higher in relevance
than validity. This indicates that while they may cover a
relevant quility dspect, their operatiomlizations. iy
need improvement. This is especially relevant for the
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implementation of quality indicalors across countrics,
which requires the dogumentation of similar data iF
indicators mre to be compared imtermationally. Thus,
there is o need to Geld study the implementation of the
Indicators and o design large-scate studies, which may
be able o show whether the country-wide implemen-
taton of mdicators leads o measurable fmprovemenis
of mental healiheare.

Chur analyses-for the seven mdicators il overtap in
both top-ten relevance and validity rnkings showed
that for -six indiculors there were no  significent
differences between countnes s 0 whether dita were
likelv 1o be already collected clectronically and s
were likely w be availoble, This may provide an
important prerequisite for the implemontation of this
=l However. data avarlsbbity, dats guality and dota
aceessibility need fo be further wvesbgited i more
detnil. For one mdwaior (“Urilizaiim and covernge of
mental health services (alcohol dsordery) dat were
reported 1o be likely avaulable i the Czech Republic,
bist o4 i Bulgana, Hungary or Serbia. This moy be
explinned by the ovailability of both, natonal registers
of heahl care wiilization and recent cammunity-based
epidemiological survey, in the Czech Republic.

The more dats are systemancally and electronically
collected, the more likely it s ths indicators may be
mesureable, since o high warkbood due 1o separate daa
collections Tor quality mdicniors may strongly decrease
feasibility (Gsebel et al. 2005) However, it is unlikely
thit relevant mdicators com only b measured through
rouslinely collected dara that originally are not imiended
for quality assuennce purposes, but for the remumeration
of mental health services (Gachel ot al, 2005) We
conducted o pilof test of quality mdicators for schiso-
phrena und  depression m en German psvchiatoe
Iospitals, which showed that of 24 indicatoss only 14
coull b measured by means of routingly available data,
including data for remunerotion of mputient mental
Irealthcare services and additional medical documen-
tatyens {CrroBimbinghons et al. 200 5)

Oe Turther indicator (“Formally defined  nimimim
data set items™) wus only roted in the first Drelphi ronnd.
Hereafier, the project group decided to remove it from
the indicator ser and ose @ as 0 “meta-level” indicator w
b used o derermine i all data for the indcanors of the
proposed set are being collected. For thos meta-level
ndicator, the minomum data ser still needs 1w be
denned, which depends on the finsl eperationalizinion
of all gquabty imdicators.

Furthermose, even though diagnosis-specific indica-
tors were excluded in the systematic litemmre swdy, it
bocame clear during this two-stage Delphi survey that
differentmbing some mdicators according o dingnoses
may provide o more detailed insight mio the utiliznion
and coverage of mental healtheare services. Therefore,
indicators focusing on the latter were ditferentisted by
dignostic groups during the Deldphs process.

el Donubiveg, 2008 Fod 30 &e 2 o 197-204

Creerall, the sirength of this stady relates w0 the
systematie and multulisciplinary approach, which also
inclinded different stakeholders Troin cach country. This
inerenses the chance of Ier acceplance of the gquality
indicadors. In o Delphi study, it is imponiant o select
knowledgeable and expent participants, because this
determines the qualiy of the mesulis gencratad, It
recommicnded 1o ioclode participants who can imphe-
mend e resulis of the Delphi study (Hsu & Sandford
2007y T our stedy, many participanis mey support im-
plementation of e developed indicators and due o their
prrofesstonal and instinational backgrounds had extensive
knowledge of data avilabifity i their counntries.

A hmitation of this shdy was that imdicotors were
fon rated on a broader basis with more stakehalders
from the four countries. However, the participation of
1% mdividuals inoor final Delphi round is higher than o
other intermational quality midicators: development stu-
dies, which included expert panels of 12 persons {Para-
meswaran ot al, 2005, Hermann ¢ al. 2006, Morcover,
the number of parsciponts was well balanced betwéen
the participating countrics with 4-5 panelists per country.

The mting cmterin of the Delph process were
defined based on whai we considered mmporiant i the
preselection of gquality indicators including their refe-
vanee, validity and feasibility. A limitstion may be that
we did not apply more criteria. However, in other trans-
national guality mdicstor development processes (Her-
mann & Mattke 2004, Parnmeswaran ot al, 2005, WHO
2013) the number of applied criteria was similar. In
general, quakbity mdicators can fulfill muny difterent on-
tepia o be fully considered relevant, scienti fically sound
and feasible (Retier et ol 2008), For example, the
criterion “consideration of poential risks'side cifects™
cstablishes whether there are risks, such as folse in-
contives, through the wse of o indicator, 'When the
number of paycliatne beds, for instance, s being mea-
sured and the quality goal is that the number of beds
should be decreasing, it needs to be assured that the
provision of community or outpationt trestment s aviil-
ahle, acgessible and of sulficient guality for persans
with mentl disorders. Othorwise; there would be a nsk
of imeder prowigion of mental healthcare serviees. There-
fore, the results of quality indicators need to be inter-
picted in the contexi of normative goals and can provide
incentives for further quality assurnee acivitics.

Reganding  validey, the hgrmwre proposes many
different definittons | Retter ot al. 2008 ), In this study we
chose o definition that focoses on “face valichy™, e a
clear and unnmbiguous definition ol the mdicator that s
likely s be of “lugh quality™ a1 Gt sight, Cnher
definitions of validity include, c.g. “docs the indicator
really measure what 18 mtends o measune”™. or “is Lhere
u stromg evidence base 1o support that the mdicator can
lead oo improved quality™, Further systemabie Blesature
studies on the evidence base of each indicator were naot
feasthle within the scope of this sy,
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In o folkvw-up study, we will pilot test all teenty-
ey madcatoors i Bulgana, the Crech Repubbe, Hun-
gary and Serbva. This process includes idemtifyving e
necessary dat and data sounces s well as refining the
operationalization of cach mdicator. cequiring  datu.
pertormung data analyses and examimmg the plaustbality
ol the results. The challenges posed by such a b
nutional - study inclwde different data structures, data
availability, and datn quality.

CONCLUSION

This study shows the systematic ond multchsciplinary
development of quality idicatons i meita] healtheare for
Bulgar, the Crech Republic. Hungary and Serba.

According 1o the Delphi process there was o consen=
sus wmong these four countries regarding the relevance
anad validsty of the proposed quality indicators, Thus, it
soems that the panicipating countries share equal goals
aind interests in reforming  their el hoalthease
SWSIEIMS.

Thee developed quality indicators focus on the mental
healtheare system and the mstmtons! level and moy be
psed to monitor the effects of the ongoing mental
healtheare refirm processes in the participating coun-
tries. Pilod testing of these quality mdicators s plinned
i further evaloaie their feasibility.
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3 Additional methodological aspects

3.1 Compilation of the Delphi panel

The methods section of the publication of this Delphi study describes the compilation of
the Delphi panel (Lehmann et al. 2018, p. 199). It is noteworthy that in addition to the
nomination of experts from each participating country the two European organizations
Global Alliance of Mental lliness Advocacy Networks-Europe (GAMIAN) and European
Federation of Associations of Families of people with Mental Illness (EUFAMI) were
invited to nominate a caregiver and patient representative to participate as Delphi
panelists. However, both organizations were not involved in this study as there was no
response from GAMIAN, and EUFAMI did respond to a much later point in time, when

the Delphi study was already conducted.

3.2 Further refinement of quality indicators throughout Delphi process
In addition to the section “rating process and analysis” (Lehmann et al. 2018, p. 200),
the further development of quality indicators in the Delphi study is described in more
detail in the following. Figure 1 shows the flow of quality indicators through the Delphi
process referring to appendix 2, which provides detailed information on the quality
indicators’ definitions and their refinement. In a meeting of the project group in
September 2017 quality indicators were either excluded or revised based on the
pseudonymous comments from the panelists in the first Delphi survey. The goals were
to improve quality indicator definitions, to avoid redundancies between quality
indicators and to improve the comprehensiveness of the overall quality indicator set
based on the panelists’ comments. The following questions were used by the project
group to decide whether to include, revise or exclude an indicator:

e Do panelists suggest changes in the quality indicator descriptions that may

improve the relevance, validity or feasibility of the quality indicators?

e Do panelists point out redundancies between quality indicators?

15



e Do the panelists comments indicate that important quality indicators are missing

and should be included?

1%t Delphi-survey, duration of 3 weeks, August 2017

Ql provided to panelists: n=26
(cf. Appendix 2, Table 4)

1% Project group meeting, September 2017
from n=13 to n=18
Development and inclusion of new Ql: n=4

Exclusion of Ql: n=13
(cf. Appendix 2, Table 4)

Due to refinement of Ql definitions, expansion of the number of Ql:

A\ 4

2"d Delphi-survey, duration of 3 weeks, November 2017

Revised Ql provided to panelists: n=22
(cf. Appendix 2, Table 5)

Consensus levels:
Number of Ql with “agreement” and no dissent: n=16
Number of Ql with “uncertainty” and no dissent: n=6
----------- » Number of Ql with “disagreement” and no dissent: n=0

(cf. Lehmann et al. 2018, Table 4, Ql-Ranks 1-16 for ,,agreement”, Ql-
Ranks 17-22 for “uncertainty”)

4

2" Project group meeting, February 2018
Further refinement of Ql wording: n=11

Ql kept “as-is”: n=11
(cf. Appendix 2, Table 5)

Fig. 1: Process description of quality indicator development
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After the second Delphi survey, consensus levels were determined (Table 2) and if
necessary, based on the comments from the panelists the project group emended the
wording of quality indicators without altering their overall meaning. This occurred in a
second project group meeting in February 2018.

Table 2: Categorization of the level of consensus and level of dissent per quality indicator (Fitch et al.
2001)

Results for criteria relevance and validity on the 9-point

Likert scale per indicator

Level of consensus

Agreement/consensus | Panel mean of >7-9 without dissent for validity and

relevance

Uncertainty Panel mean of 24-6 without dissent, or any mean with

dissent for validity or relevance

Disagreement Panel mean of 21-3, without dissent for validity and

relevance

Level of dissent

Panel size of 18 >6 ratings for validity and relevance located in the range 1-

panelists 3 and 7-9 of the 9-point Likert scale per indicator

Moreover, appendix 1 shows an excerpt of the rating forms of the first and second
Delphi survey for three quality indicators. All quality indicators and their refinement

are shown in table 4 and in table 5 in appendix 2.
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4 Additional results — criterion data collection effort

The results section of the publication of this Delphi study (Lehmann et al. 2018, p. 200-
203) shows the results of the quality indicator ratings for the criteria relevance, validity
and data availability. In addition to these results, further descriptive analyses were
conducted for the criterion data collection effort (Table 3). The Delphi panelists were
asked to only rate data collection effort, when they had rated that data are not likely to
be available for a quality indicator. Table 3 shows the quality indicators ranked in
descending order according to data collection effort ratings (first column), the amount
of “NO” ratings for data availability per indicator (second column), and the amount of
“YES” ratings for data collection effort per indicator (third column). Two indicators
(“availability of mental health service facilities” and “total beds for mental health care
per 100,000 population”) do not have any “NO” ratings for data availability and are listed
at the bottom of the ranking.

The range for the ratings “NO” for data availability is 6% (Ql “equity” and “mental health
legislation”) to 61% (Ql “integration of care” and “assisted housing”). The range for the
ratings “YES” for data collection effort, i.e., additional data collection efforts are
justifiable, is 0% (“Utilization and coverage of mental health services (anxiety disorder
and depression)” to 100% (“Health budget”, “Total national expenditure on mental
health services per capita”, “Human resources in mental health facilities per capita”,
“Availability and content of a mental health action plan document”, “Equity” and
“Mental health legislation”). Of the 20 ranked indicators for data collection effort, 19
are rated with “YES”, i.e., additional data collections for these indicators are justifiable,

by 50% or more of the panelists (Table 3).
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Table 3: Results for the criterion "data collection effort"

Ql Ratings for Ratings for data
(ranking according to data collection effort
a0 data collection effort availability “YES”**
= ratings) »NO“* (Population:
ke (Population: panelists, who rated
all panelists, n=18) “NO” for data
[n; %] availability)
[n; %]
1 | Health budget n=5; 28% n=5; 100%
2 | Total national expenditure on mental n=5; 28% n=5; 100%
health services per capita per year
3 | Human resources in mental health n=3; 17% n=3; 100%
facilities per capita
4 | Availability and content of a mental n=2; 11% n=2; 100%
health action plan document
5 | Equity n=1; 6% n=1; 100%
6 | Mental health legislation n=1; 6% n=1; 100%
7 | User associations and mental health n=8; 44% n=7; 88%
policies, plans or legislation
8 | Assisted housing n=11; 61% n=9; 82%
9 | Involuntary inpatient admissions n=5; 28% n=4; 80%
10 | Utilization and coverage of mental n=5; 28% n=4; 80%
health services (alcohol use disorder)
11 | Utilization and coverage of mental n=5; 28% n=4; 80%
health services (substance-use
disorder, other than alcohol)
12 | Follow-up of visits after mental n=9; 50% n=7;78%
health-related hospitalization
13 | Anti-stigma movement n=8; 44% n=6; 75%
14 | Utilization and coverage of mental n=3; 17% n=2; 67%
health services (bipolar disorder and
schizophrenia)
15 | Multi-disciplinary community mental  n=5; 28% n=3; 60%
health teams
16 | Utilization and coverage of mental n=5; 28% n=3; 60%
health services (children and
adolescents with intellectual
disabilities)
17 | Utilization and coverage of mental n=7; 39% n=4; 57%
health services (dementia)
18 | Integration of care n=11; 61% n=6; 55%




19 | Utilization and coverage of mental n=6; 33%
health services (children and

adolescents with conduct disorder)

20 | Utilization and coverage of mental n=6; 33%
health services (anxiety disorders and
depression)

n/a | Availability of mental health service n=0; 0%
facilities

n/a | Total beds for mental health care per n=0; 0%
100,000 population

n=3; 50%

n=0; 0%

n=0; 0%

n=0; 0%

*The rating “NO” indicates that it is not likely that data needed to measure a Ql are
routinely collected electronically (i.e., in country-specific statistics, data documentations in
mental healthcare, questionnaires) and are available from a database/databases.

**The rating “YES” indicates that additional efforts for electronic collection of data for a Ql

are justifiable.
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5 Discussion

5.1 Summary of main results

This study focuses on developing a set of mental health system indicators for monitoring
and evaluating mental healthcare reforms, their status and impact on the quality of
mental healthcare.

Quality indicators for the mental healthcare systems of Bulgaria, the Czech Republic,
Hungary and Serbia were developed by means of a consensus-based process. An
international multidisciplinary group of experts rated the quality indicators with the
criteria relevance, validity, data availability and data collection effort.

The results show that validity and relevance ratings are significantly correlated and that
there are no differences between countries in these ratings. Two quality indicator
rankings in descending order for relevance and validity show that seven of the total 22
quality indicators are ranked within both top ten rankings for both relevance and
validity. Regarding data availability, there is a statistically significant difference in one
indicator (“Utilization and coverage of mental health services (alcohol use disorder)”)
for the Czech Republic. For 20 quality indicators, at least one panelist appraised that it
is not likely that routinely collected electronic data are available to measure these Ql
(rating “NQ” for the criterion “data availability”). In 19 of these indicators, 50% or more
of the panelists agree that the data collection effort for electronic data collection of

these Ql is justifiable.

5.2 Quality domains —first research question

To discuss the first research question “What are important quality domains for mental
healthcare systems in the Danube region countries covered under this study?” the
indicators rated highly for relevance are of explicit interest, as this criterion captures the
importance of an indicator for mental healthcare planning and monitoring. The
following quality domains are included in the top ten quality indicators rated for

relevance:
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o Availability, accessibility and utilization of care service structures (5 Ql)
o Mental health policies and legislation (2 Ql)

o Financing and costs of mental healthcare (1 Ql)

o Workforce (1 Ql)

o Patient safety (1 Ql)

5.2.1 Discussion of quality domains with the highest relevance ratings

Mental health policies and legislation form the framework for the formulation of mental
healthcare aims, strategies and their implementation (WHO 1997). All four countries
have established mental health legislation, either as stand-alone law or integrated into
other healthcare laws. This is an important prerequisite for prioritizing mental
healthcare on the political agenda (WHO 1997). However, the mere existence of mental
healthcare policies and legislation may be insufficient, as their implementation status
and content are also crucial. A comprehensive budget needs to be allocated to mental
healthcare to properly implement legislation. In the Czech Republic, for example, in
addition to existing mental health legislation, a “Ministry of Health’s Strategy for Reform
of Mental Health Care” in 2013 led to the formulation of concrete strategies and goals
and provided incentives for quality improvements in mental healthcare (Alexa et al.
2015).

The financing of mental healthcare, especially regarding the proportion of the health
budget allocated to mental healthcare services, is also an important prerequisite for
high-quality mental healthcare services (WHO Regional Office for Europe 2013). While
mental disorders are among the most prevalent disorders in all four countries, the
budget share allocated to mental healthcare is still considered too low (WHO 2001). The
expenditures for mental healthcare are only below 6% of the total health budget in
Bulgaria, the Czech Republic and Hungary (WHO Regional Office for Europe 2008).
Therefore, this domain is an important structural requirement for mental healthcare

systems providing high-quality mental healthcare services.
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The domain “availability, accessibility and utilization of care service structures” focuses
on the availability of different care services, such as community care and inpatient care
structures; the accessibility of these services, e.g., in terms of geographical distribution,
waiting times or cooperation between providers; and the acceptance of psychiatric care
services and the help-seeking behavior of persons with mental disorders (utilization).
This quality domain is especially relevant to the four countries, because they have a high
proportion of rural areas and a concentration of the population in urban areas. For
example, 73% of the total population in the Czech Republic (Alexa et al. 2015) and 71%
of the total population in Bulgaria (Dimova et al. 2012) is living in urban areas. To enable
equal access, mental healthcare structures need to be available geographically
according to need.

Workforce in mental healthcare is a very relevant topic, as in many European countries,
there is generally a declining number of professionals in the workforce (Bitter & Kurimay
2012, Dimova et al. 2012, Katschnig 2010). This is due to medical professionals migrating
to other countries and a shortage of students pursuing a career in the psychiatric field
(Bitter & Kurimay 2012, Hoschl & van Niekerk 2010, Katschnig 2010). In Hungary, for
example, the motivations of Hungarian psychiatrists for migrating to other countries
include “low salary, quality of life, working environment, future prospects of Hungarian
healthcare, social prestige, professional opportunities and learning a foreign language”
(Bitter & Kurimay 2012, p. 311). Reasons for students not choosing psychiatry include
an “overall loss in prestige of the medical establishment, unsatisfactory working
conditions and low financial compensation.” (Bitter & Kurimay 2012, p. 311). Moreover,
the stigmatization of psychiatrists is another issue that contributes to decreasing
numbers in the mental health workforce (Lecic Tosevski et al. 2007). Therefore,
workforce can be regarded as an essential quality domain.

Patient safety is one of the key quality domains in the transformation of mental
healthcare systems towards improved quality (Arah et al. 2006, Institute of Medicine
2006, WHO 2013). The overall mental healthcare system needs to have the proper

structures to provide safe services without harming patients. In a broader definition of
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safety, safety of care providers and the environment are included (Arah et al. 2006,

Veillard et al. 2005).

5.2.2 Quality domains in comparison to other studies

In this study, the focus was mostly on structural quality domains as they can depict
structural changes due to reform processes. Other quality indicator development
processes focused more on process and/or outcome quality domains than on structural
aspects. For example, in the OECD-mental health indicator project by Hermann and
colleagues (2006), the included quality domains are treatment, continuity, coordination
and outcome. In our study, the quality domain “continuity, coordination and
cooperation” is included (Ql 14 “Follow-up visits after mental health-related
hospitalization”), but it does not fall under the top ten of the most relevant indicators
as rated by the panelists from the four participating countries. Thus, this domain is not
regarded as highly relevant to mental healthcare system planning and monitoring by the
panelists in comparison to the domains “availability, accessibility and utilization of care
service structures”, “mental health policies and legislation”, “financing and costs of
mental healthcare” and “workforce” and “patient safety”. The reason may be that there
is a perceived priority in scaling up the number of mental healthcare service structures
throughout different regions in the participating countries as well as in scaling up scarce
financial and human resources. Coordination and cooperation become more relevant,
as more care structures in different care settings are available. For example, although
there are still regional differences, community mental healthcare services are being
established in the participating countries due to efforts to deinstitutionalize mental
healthcare services (Bitter & Kurimay 2012, Dimova et al. 2012, Hoéschl et al. 2012, Lecic
Tosevski et al. 2007). From a healthcare system perspective, prioritizing mental
healthcare on the political agenda and making appropriate care structures and funding
available is a prerequisite for improving coordination and cooperation between these

services.
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The mental healthcare indicator project by the IMHL identified 17 quality domains with
80 sub-domains that are covered by the quality indicators from the countries
participating in their study (Fisher et al. 2013). The final quality indicator set of the IIMHL
also includes the quality domains of access, patient safety, continuity and cooperation
and utilization. Otherwise, their focus is mostly on process and outcome domains
(Parameswaran et al. 2015). The reason may be that the IIMHL focused on high-income
industrialized countries with high levels of mental healthcare resources and established
mental healthcare structures but with high priorities in improving the delivery of care
(Parameswaran et al. 2015). Thus, these countries focus mostly on quality on the meso-
and micro-level of mental healthcare as well as on process and outcome quality.
Finally, the Delphi study from Jordans and colleagues (2016) focuses on identifying
quality indicators for measuring effective coverage of mental health treatment in low-
and middle-income settings. The aim is to inform policy makers on indicators to move
towards universal health coverage. Therefore, this project group focuses on the
following quality domains (Jordans et al. 2016):
e need of service (i.e., persons in the population with mental health related
problems),
e utilization of services (i.e., number of persons receiving mental healthcare),
e quality of care (i.e., the treatment leads to intended benefits regarding
effectiveness, responsiveness and safety), and
e financial protection (i.e., persons using mental health services are financially
protected).
Regarding the quality domains that emerged as most relevant in the Delphi study of
Jordans et al. (2016) and in our Delphi study (Lehmann et al. 2018) the quality domains
of availability, accessibility and utilization of care service structures and financing of
mental healthcare are overlapping. This supports that these domains are important in

the national monitoring of mental healthcare coverage.
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Overall, our study focuses mostly on structural quality of mental health systems, which
led to certain overlaps with other quality indicator development processes, but also to
the inclusion of different quality domains. This indicates that there they may be different
priorities and varying current statuses of mental healthcare systems. The quality
indicator sets for highly-developed, high-income countries, such as from the IIMHL
(Fisher et al. 2013, Parameswaran et al. 2015) and the OECD (Hermann & Mattke 2004,
Hermann et al. 2006) include many process and outcome domains, indicating that
structure quality is largely developed. In turn, the quality indicator set of Jordans et al.
(2016) focuses on the coverage of mental health services indicating that there is a higher
need to develop mental healthcare structures in low-income countries. While the
mental healthcare systems of Bulgaria, the Czech Republic, Hungary and Serbia have
already established a certain level of structure quality, they are still transforming
towards the common goals of improving mental healthcare as defined by the WHO
(WHO 2013, WHO Regional Office for Europe 2013). However, they still share many of
the same issues as Western countries, especially regarding decreasing numbers in the
mental health workforce. Therefore, there is some degree of overlap of relevant quality

domains.

5.3 Quality indicators — Second research question

In this section, the results of the analyses of the quality indicator ratings are discussed
to focus on the second research question “From the perspective of a multidisciplinary
international expert panel, including patient and caregiver representatives, which
quality indicators are considered valid, feasible and relevant, and can be recommended
for measuring quality in mental healthcare in the Danube region countries covered under
this study?”

In this study, all quality indicators were rated by means of the same criteria: relevance,
validity and feasibility. Feasibility was divided into the criteria data availability and data
collection effort (Lehmann et al. 2018). In the following, the results of the analyses for

the criteria relevance and validity (5.3.1), and the results for the criteria data availability
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and data collection effort (5.3.2) are discussed. This is followed by a discussion on the
degree of achieved consensus on the quality indicators’ relevance, validity and feasibility

and by recommendations for measuring the quality indicators (5.3.3.).

5.3.1 Relevance and validity of quality indicators

Quality indicator relevance and validity ratings are significantly correlated and there are
no significant country differences in the relevance and validity ratings (Lehmann et al.
2018). This overlap points to an implicit consensus among the Delphi panel experts
regarding the relevance and validity of single quality indicators. It demonstrates that
these countries deal with the same issues in the transformation of their healthcare
systems towards improved quality, and that they share similar goals in reform processes
as well as share equal understanding on the definition of quality indicators (Lehmann et

al. 2018).

The relevance of the quality indicators is rated higher than validity as shown by the
Wilcoxon signed-rank test. This may indicate that while indicators measure important
topics their definitions need to be more clear or specific as the criterion validity focused
on the clarity of indicators’ definitions (Lehmann et al. 2018). A clear and unambiguous
definition is an important prerequisite for the assessment of quality indicators to
generate meaningful results through reliable measurements (Reiter et al. 2007). Besides
a clear title and a specified calculation of an indicator, additional definitions are
important to systematically measure quality indicators in practice. These definitions
include (Reiter et al. 2007):

e Needed data and data sources

e Data collection methods

e C(Clear presentation and reporting of indicator results

e Intended purpose
In the project meeting between Delphi surveys with the project group members (Table

1 in Lehmann et al. 2018, p. 200), for example, there were discussions about the
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definition of mental healthcare and the inclusion of social care, as mental health
services, e.g. rehabilitation services, are also provided in social sectors. This poses
challenges in information exchange and comprehensive data collections. Overall, it may
be that the Delphi panelists considered the calculations of the indicators themselves

vague and that additional information was needed on the calculation of the indicators.

5.3.2 Data availability and data collection effort to measure quality indicators

Data availability of the quality indicators is rated within a wide range of 6% to 94% for
“YES”, i.e., it is likely that data are already collected electronically (Lehmann et al. 2018).
Analyses for the seven indicators that overlapped in the top ten ranks of the relevance
and validity rankings show that there are no statistically significant differences between
the four countries in data availability, except in the case of one indicator (“Utilization
and coverage of mental health services (alcohol disorder)”).

These results on data availability imply the following:

1. For some indicators, data are likely to be already available across the four
countries. This improves overall feasibility, because there is no burden from
collecting additional data for quality assurance purposes. However, it needs to
be analyzed further if data are available on a larger (national) scale, especially if
they are available electronically and can be collated into a central database.

2. For some indicators, it is necessary to collect additional data. However, the
benefits of measuring an indicator should outweigh the efforts of additional data
collections.

3. Itislikely that more data are available in the Czech Republic, as there are national
registers available on healthcare utilization as well as results from community-
based epidemiologic surveys (Lehmann et al. 2018). It therefore may be possible
that the other utilization and coverage indicators from our proposed indicator
set for bipolar disorder and schizophrenia, anxiety disorder and depression,

dementia, children and adolescents with intellectual disability, and substance-
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use disorders, other than alcohol, can also be measured in the Czech Republic

with current data availabilities (Lehmann et al. 2018).

The additional criterion of data collection effort is rated in 20 indicators. It is noteworthy
that for six of these 20 indicators, all panelists, who believe electronic data collections
are not available, agree that it is justifiable to collect additional data. For 12 indicators
there are levels of agreement of 55% to 88% that additional data collections are
justifiable. These results indicate that there are high levels of agreement of the panelists
to the benefits of measuring the proposed indicators. For one indicator “Utilization and
coverage of mental health services (anxiety and depression)” all six panelists, who rated
that data are not likely to be available, rated that it is not justified to collect additional
data for this indicator. This is a discrepancy to the high relevance rating of this quality
indicator and indicates that while the indicator may be considered relevant, data
collection efforts may exceed the benefits of measuring this indicator. Overall,

availability of data is likely to be a challenge for implementing some indicators.

5.3.3 Consensus about quality indicators

Consensus about an indicator was categorized as shown in Table 2. Of the 22 quality
indicators, 16 indicators have mean scores between 7 and 9 for both, relevance and
validity (Table 4, QI-Ranks 1-16 in Lehmann et al. 2018, p. 202) indicating a consensus
about these indicators. Among these, however, there is a wide range between 17% and
94% of panelists rating that data are likely to be already collected electronically (rating
“YES” for data availability). Thus, pilot testing of these indicators is crucial to determine
their actual practicability. Overall, the high agreement of panelists that additional data
collection efforts are justified underlines the relevance of most indicators, even if data
are not likely to be available. The highest ratings for data availability are given for the
following indicators that are all included in the top six quality indicators ranked for
relevance (Table 3 in Lehmann et al. 2018, p. 201):

e Availability of mental health service facilities (94% of panelists rated “YES”)
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e Mental health legislation (83% of panelists rated “YES”)
e Total beds for mental healthcare per 100,000 population (94% of panelists rated
“YES”)

These indicators are not included in the other international quality indicator projects
(Hermann et al. 2006, Jordans et al. 2016, Parameswaran et al. 2015). Nevertheless, the
WHO (2018) recognizes them as key quality domains in mental healthcare. Mental
health legislation is regarded as a key component of mental health governance.
Moreover, indicators on the number of beds for mental healthcare and on the
availability of different types of mental health service structures allow for statements
on the transformation of mental healthcare systems towards community-based care
services (WHO 2018). This is an important reform goal in all four countries.
Six indicators had at least one mean score of relevance or validity in the middle tercile
from 4 to 6 (Table 4, Ql ranks 17-22 in Lehmann et al. 2018, p. 202), which signifies that
for these indicators consensus is uncertain. It may be that further refinement of their

definitions is necessary to improve their relevance and validity.

Overall, consensus is the strongest for indicators that are rated in the upper tercile of
the 9-point Likert scale ratings for relevance and validity. Sixteen indicators fall within
this category and they can be strongly recommended for pilot testing and
implementation in the four countries. The other six indicators are rated above 6, thus in
the upper range of the middle tercile of the 9-point Likert scale, indicating uncertainty
about relevance or validity, but with a tendency towards agreement. The relevance of
indicators is supported by the data collection effort ratings that had a high agreement
amongst the panelists that additional data collections are justifiable. Therefore, these
six indicators can also be recommended for pilot testing in the four countries. Especially
these indicators may need further refinement of their definition.

The feasibility ratings have a wide range, indicating that it is unlikely that all indicators
can be measured without additional data collection efforts. For some indicators there is

a gap between their rated relevance and validity in comparison to their rated feasibility.
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Therefore, specifications on the feasibility need to be more detailed, including needed
data, data sources and data collection methods. The quality indicators need to be tested
practically to determine these specifications, their practical feasibility and comparability

between countries.

5.4 Delphistudy and its limitations

In our study, we applied a Delphi process, which is an established and common method
for developing quality indicators (Campbell et al. 2002). Moreover, we included aspects
of the RAND/UCLA Appropriateness Methods, because there were systematic ratings of

quality indicators by means of predefined criteria.

5.4.1 Expert panel

A premise for trustworthy results in a Delphi study is a careful selection of competent
and knowledgeable experts in the researched topic (Hsu & Sandford 2007, Vorgrimler &
Wiibben 2003). For sustainable results, panelists, who can support the implementation
of the Delphi study results, should be selected (Delbecq et al. 1975, Hsu & Sandford
2007). In our study, the project partners from Bulgaria, the Czech Republic, Hungary and
Serbia selected knowledgeable experts in the field of quality and mental healthcare
systems, who were willing to share their expertise. The panel members represented
many key professions in mental healthcare on different levels, such as psychiatrists,
psychologists, mental healthcare managers, researchers, government representatives
and a service user. The multidisciplinary composition of the panel allowed for the
consideration of different and wide-ranging perspectives and is likely to improve
acceptance of the proposed quality indicators. However, the perspective of caregivers
for persons with mental disorders was not included, so that ratings from this stakeholder
group are not available at present. This may be a limitation of our study. After our
invitation to EUFAMI to participate in this study, however, the Bulgarian family carer

association (BGFAMI) much later responded that it recognizes the development of
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quality indicators for mental healthcare as valuable and is interested in future
collaborations.

There are no guidelines for the number of panelists that should be included in a Delphi
study, as it depends on the scope of the research topic (Vorgrimler & Wiiben 2003).
While reliability of the study results may be limited by very low numbers of panelists,
very high numbers of panelists may decrease the feasibility of a Delphi study (Hsu &
Sandford 2007). In our study, the participation of four to five panelists from each of the
four countries plus one expert with overarching healthcare system knowledge on all four
national mental healthcare systems was feasible and adequate for capturing a broad
range of perspectives from each country. In comparison to the quality indicator
development processes of the OECD and the IIMHL, which included seven to twelve
experts in their panels and focused on a higher number of countries, our panel was
larger and the number of panelists representing each country was well balanced
(Lehmann et al. 2018). Only the Delphi study of Jordans and colleagues (2016) included
a much higher number of panelists and had 93 persons completing their Delphi survey.
However, the inclusion of such a high number of panelists is uncommon in quality
indicator development processes (Boulkedid et al. 2011) and would have not been

feasible in our study.

5.4.2 Further refinement of quality indicators in the Delphi process

Between both Delphi surveys, our project group (Table 1 in Lehmann et al. 2018, p. 200)
met and developed the second Delphi survey based on the pseudonymous comments
of the panelists. Thus, the Delphi panelists, who were not part of the project group, were
not included in the discussions to develop the quality indicators for the second Delphi
survey. Thereby, the anonymity of these panelists was maintained, as is typical for a
Delphi study (Hsu & Sandford 2007). However, it may be a limitation that we could not
apply a step from the RAND/UCLA-appropriateness method, which includes inviting all
panelists to discuss the results and then immediately re-rate the revised quality

indicators according to the results of the discussion (Fitch et al. 2001, Parameswaran et
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al. 2015). However, the members of the project group represented each of the four
countries. They had multidisciplinary and regarding the care system multi-level
perspectives on the quality of mental healthcare in their respective countries. This
enhanced the reliability of their decisions in the development of quality indicators in-
between Delphi surveys. For example, while diagnosis-specific indicators were not
planned to be included in the scope of this study, the project group agreed that
indicators on the utilization and coverage on mental healthcare services are most useful
when separated by diagnostic groups (Lehmann et al. 2018). This decision was based on
a comment from a panelist asking for specification of diagnoses to identify specific

treatment gaps.

5.4.3 Number of Delphi surveys

We only conducted two Delphi surveys. This may have adversely affected the degree of
achieved consensus. With further refinements of indicator definitions, especially the
validity ratings, but also the relevance ratings, may have improved. However,
conducting more than two Delphi surveys can be very time consuming and infeasible.
Additionally, drop-out rates of Delphi panelists may become a problem (Hsu & Sandford
2007). In our study, there was a drop-out of four persons between the first and second
Delphi survey (Figure 1 in Lehmann et al. 2018, p. 198). Thus, it is likely that there would
have been further drop-outs in following Delphi surveys decreasing the overall reliability

of results.

5.5 Quality indicators in mental healthcare — limitations
While quality measurement is a key component in transforming health systems towards
improved care, quality indicators may have limitations. These could include poorly
developed quality indicators which may (AQUA-Institut 2015)
e foster a fragmented and unilateral view on mental healthcare,
e focus on easily measurable aspects of care and neglect aspects that are more
difficult to measure,
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e be too expensive and time-consuming in their development,

e Dbe difficult to interpret, e.g., differences in quality indicator outcomes could
relate to random variances in care,

e promote accusations and thereby lower the motivation of persons affected by
the indicators such as medical professionals,

e induce a focus on measured quality aspects and pursuing short-term goals

rather than inducing a focus on a long-term strategy.

While these limitations need to be considered in the development and implementation
of quality indicators, they can be tackled with counteractions. Our study aimed at
creating a quality indicator set that is comprehensive by including different aspects of
mental healthcare systems, thus avoiding a unilateral view on mental healthcare. When
quality indicators are met, e.g., when the indicator on the mental health legislation
shows that all countries have established mental healthcare legislation that complies
with current standards for human rights, the measurement of this indicator may be set
aside or terminated. In turn, other indicators that may exhibit quality issues can be
measured instead. Because indicators measure only partial aspects of care systems,
there is a flexibility in further developing quality indicator sets towards improved
relevance, validity and feasibility (GroRimlinghaus 2018). Quality indicator development
and implementation is therefore an iterative process with a constant re-evaluation of
the quality indicators and a clear communication on the purpose and aims of the quality
indicators (GroRimlinghaus 2018). Quality indicator results often need to be interpreted
together to avoid disincentives. For example, our indicator on the availability of mental
health service facilities differentiated by types of institutions should be interpreted
together with our indicator on human resources in mental health facilities. Together,
both indicators may allow for appraisals of nationwide coverage of mental healthcare
and quality deficits such as understaffed services and regional differences in

accessibility.
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Moreover, long-term goals of mental healthcare reform processes have already been
defined in all four countries, and our quality indicators can aid as monitoring tools for

these goals.

5.5.1 Challenges of implementing quality indicators
Challenges to the implementation of quality indicators may include a lack of evidence-
base for some mental healthcare structures and processes, a lack of precision of mental
healthcare quality indicators and a lack of comprehensive electronic health information
databases (Kilbourne et al. 2010).
Definitions of quality indicators and their acceptance can be improved through the
involvement of multiple stakeholders in the development and implementation of quality
indicators (Kilbourne et al. 2010). Consensus-based approaches, such as Delphi
methods, can fill evidence gaps. In our study, we involved relevant stakeholders and
end-users of quality indicators, such as care managers, care providers from different
care settings, and persons working in or for healthcare government agencies (Table 2 in
Lehmann et al. 2018, p. 200). The inclusion of a caregiver representative would have
increased the multi-perspective approach of our Delphi study.
The availability of electronic databases that collect comparable data facilitates
performance measurement through quality indicators. Enhanced information
technology and refined data definitions can make quality indicators more feasible and
more comparable across mental healthcare systems. While the feasibility ratings in our
study provided first appraisals, the actual feasibility of quality indicators needs to be
further evaluated in a practical pilot test. This would include thorough analyses of
available data, their electronic availability and evaluability.
Relating to the Plan-Do-Check-Act (PDCA)-Cycle (GroBimlinghaus et al. 2017b) the
implementation of quality indicators can be run in iterative phases (GroRimlinghaus
2018):

e PLAN: Development of an implementation concept including responsibilities;

definition of data sources; evaluation of available data and data sources;
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creation of technical requirements, when additional data are needed;
information and motivation of affected stakeholders

e DO: Pilot test of quality indicators, i.e., data documentations and retrospective
analyses

e CHECK: Continuous plausibility checks of results, feedback from involved
stakeholders and joint discussions

e ACT: Optimization and further refinement of indicators, e.g., further
specification of indicators, technical improvements, re-allocation of

responsibilities

5.5.2 Comprehensive quality indicator sets

A comprehensive quality indicator set should include process and outcome indicators in
addition to structure indicators (Kilbourne et al. 2010). While process indicators
measure the actual delivery of care, outcome indicators capture the outcomes of care
interventions and thereby may reflect high-quality structures and processes (Mant
2001). Outcome indicators that incorporate the patient’s perspective are nowadays
regarded as essential to comprehensive quality assessments (Thornicroft & Slade 2014).
From the patient’s subjective perspective, either patient rated experience measures
(PREMs) or patient rated outcome measures (PROMs) can be measured. PREMs measure
the experience of patients using mental health services, whereas PROMs assess the
health improvement of a patient (Thornicroft & Slade 2014, Trujlos et al. 2012).
However, according to Donabedian (1988) the prerequisite of outcome quality is that
high-quality structures are established, which can be measured by our proposed quality
indicator set. Moreover, outcome indicators require higher methodological
considerations than structure or process indicators, because variation in outcome
indicators may be caused by factors that cannot be influenced by care providers, such
as different patient characteristics. These influencing factors need to be accounted for
by appropriate risk adjustment methods (Hermann & Palmer 2002). Therefore, while

the focus of our study was to develop quality indicators for mental healthcare systems,
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additional process and outcome indicators may be included in further steps to establish
comprehensive national quality measurements.

A comprehensive quality assurance system includes additional methods and
instruments besides quality indicators, such as guidelines, patient pathways, patient-
and family-sided assessments, and organizational assessment methods, for example the
European Foundation for Quality Management (EFQM)-tool (Gaebel et al. 2015,
GroRimlinghaus et al. 2017a, @vretveit 2005). Therefore, our quality indicators may be
seen as a useful evaluation tool for amending and upgrading existing quality assurance
programs and methods in all four countries.

Finally, mental healthcare is not only delivered in the specialized mental healthcare
sector, but also in primary care settings (WHO 2001) and as social services, e.g.,
community care services (Alexa et al. 2015, Bitter & Kurimay 2012, Hoschl et al. 2012).
Therefore, the implementation of mental health quality indicators may be warranted
for these care settings as well. Moreover, the integration of mental healthcare services
into primary care is a desirable patient-centered goal for deinstitutionalizing services

(WHO 2001).
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6 Conclusion and outlook

In this study, quality indicators were developed to measure mental healthcare systems’
quality in Bulgaria, the Czech Republic, Hungary and Serbia. The relevance of this
research topic is supported by the WHO’s goal of strengthening information systems
(WHO 2013, WHO Regional Office for Europe 2013, WHO 2018). It supports the WHO
target to routinely collect and report a set of key mental health indicators on national
levels by the year 2020 (WHO 2013, WHO 2018).

The four countries are currently in the process of transforming their mental healthcare
systems towards improved quality, including amongst others, improved population
coverage, deinstitutionalized services, higher number of professionals in the workforce
and improved patient safety. Quality indicators thus focused mostly on quality domains
on macro- and meso-levels of care and structural quality domains. This is an important
distinction to other international quality indicator processes that included European
countries and focused more on process and outcome domains. Quality domains that
were most relevant according to the quality indicator rankings for relevance were

”n “"

“availability, accessibility and utilization of care service structures”, “mental health
policies and legislation”, “financing and costs of mental healthcare”, “workforce”, and
“patient safety”. It can be concluded that our Delphi panel perceived quality deficiencies
within these domains, which was confirmed by literature on the status of mental
healthcare in Bulgaria, the Czech Republic, Hungary and Serbia as well as by the strategic
goals the WHO formulated in the European Mental Health Action Plan (2013) and the
global Mental Health Action Plan (2013).

Of the 22 quality indicators that were rated in the second Delphi survey, 16 indicators
were rated in the upper tercile of the 9-point Likert scale for relevance and validity
indicating a consensus of our multinational and multidisciplinary Delphi panel to those
indicators (Table 4, Ql-Ranks 1-16 in Lehmann et al. 2018, p. 202). Agreement to the
other six indicators was not that strong, because either their relevance or validity ratings

were rated in the upper range of the middle tercile indicating uncertainty to the

indicators’ relevance or validity with a tendency towards agreement (Table 4, Ql-Ranks
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17-22 in Lehmann et al. 2018, p. 202). Especially for these indicators, further
specification of their definition is warranted. Appraisals for data availability were very
different between indicators with a broad range between 6% and 94%. Ratings for data
collection effort in turn were mostly high, supporting that for most indicators the effort
of collecting additional data to measure these indicators for quality assurance purposes
would be justifiable.

The fact that no significant differences were detected between the participating
countries in the rating results points to the generalizability of the quality indicator set
and its potential to be implemented in other countries besides Bulgaria, the Czech
Republic, Hungary and Serbia.

It is recommended that all 22 indicators are further evaluated for their usefulness as
guality measurement instruments. A pilot test of all quality indicators to determine their
feasibility and comparability of results between countries has been initiated, and results

regarding their feasibility and comparability are pending.

Further research is needed to continue to test practically and refine the proposed quality
indicators and to increase their consensus base. Involvement of high-level mental
healthcare managers and government representatives is recommended to disseminate
the quality indicators and information on the importance of quality indicators as quality
assurance instruments. It is recommended to create indicator profiles that specify at
least the following information per indicator:

1. Quality goal,

2. Definition of indicator, i.e., numerator/denominator,

3. Responsibility for documentation,

4. Specification of calculation, i.e., data sources/bases, data variables,

5. Evidence- and/or consensus-base.

In pilot tests, data availability and reliability of measurements of the quality indicators
need to be evaluated. Electronic databases utilizing standardized data collection

methods should be implemented.
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Moreover, to increase the consensus base and acceptance to the quality indicators, it is
preferable to seek additional agreement of caregiver representatives as the subjective
perspective of both patients and caregivers is of increasing importance in developing
and implementing quality assurance measures.

Finally, quality indicators should be continuously further developed, revised, refined and

adapted to any prevailing quality deficiencies in mental healthcare systems.
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8 Appendix 1 Exemplary Delphi survey rating forms

For exemplary presentation of the Delphi survey rating forms that were sent to the
panelists, in the following, the rating forms of the first Delphi survey and the second
Delphi survey are shown for the quality indicators of the quality domain “mental health
policies and legislation”. Additionally, the letters to the panelists are shown. The
detailed description of all quality indicators and their revisions from the first Delphi
survey to the second Delphi survey can be found in the tables 4 and 5 in appendix 2.

In the second Delphi survey, the quality indicators and results of the first Delphi survey
were presented together with the corresponding quality indicators of the second Delphi
survey or with the reasons for exclusion. For the second Delphi survey, each form was

individualized by filling out the column “Your own scores” for each panelist.
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1t Delphi survey, August 2017

Dear Sir or Madam,

Thank you for agreeing to participate in this Delphi survey. This survey is part of a two-
stage Delphi study on the identification of mental healthcare quality indicators for the
countries of Bulgaria, Czech Republic, Hungary and Serbia.

This questionnaire is the first of up to two Delphi surveys. Please rate all quality
indicators (n=26), even though we anticipate that not all panelists have in depth
knowledge of all quality indicators.

Once we have received responses from all panelists, we will collate and summarize the
findings and formulate the second Delphi survey. In the second survey, you will have the
opportunity to rate the retained indicators.

The included quality indicators were extracted from the scientific literature and defined
as key measuring concepts by the research team.

In the following, please rate all quality indicators with regard to your country (Bulgaria,
Czech Republic, Hungary or Serbia). Please score the following criteria:

1. Relevance:
e Inyour opinion, the indicator captures a topic that is or should be relevant
to mental healthcare planning and monitoring with the aim to assure and
improve quality of mental healthcare

e Rating guideline:

e When rating “relevance” please first get an overview of all quality indicators
within one quality domain, so that you can rate the relevance of one indicator
in comparison to other indicators within one domain.

e Score 1 indicates “Strongly disagree”, score 9 indicates “Strongly agree”:

o Scores 1-3: disagree
o Scores 4-6: uncertain/equivocal
o Scores 7-9: agree
2. Validity:
e Inyour opinion, the indicator is defined clearly and unambiguously.

e Rating guideline: 1 indicates “Strongly disagree”, 9 indicates “Strongly
agree”:
o Scores 1-3: disagree
o Scores 4-6: uncertain/equivocal
o Scores 7-9: agree
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3. Data availability and data collection effort (feasibility):

e Data availability: In your opinion, it is likely that data needed to measure
this indicator are routinely collected electronically (i.e. in country-specific
statistics, data documentations in mental healthcare, questionnaires) and
are available from a database/databases.

o Answer possibilities: Yes, No, Uncertain

e Additional criterion if answer to data availability is “No”:
e Data collection effort: In your opinion, the additional effort for electronic
collection of data for this indicator would be justifiable.
o Answer possibilities: Yes, No, Uncertain

Moreover, with each indicator there is the option to make a comment, which will be
used by our project group to further develop the quality indicator definitions for the
second Delphi survey.

Please check all that applies and fill in as appropriate:
Gender:

male
female

oo

18-24
25-34
35-44
45-59
60 and older

ooooo B

Country of residence (and employment):

Bulgaria
Czech Republic
Hungary
Serbia
Other:
Please specify “other”: click here to add comment

ooooa

Profession/main area of expertise (multiple choice possible):

[0 Government official
[ Mental healthcare manager, please specify sector:
[ Inpatient care
[J outpatient care
[ community care
[J other:
Please specify “other”: click here to add comment
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ooono

Mental health professional, please specify clinical background:

[ psychiatrist
[ psychologist
|:| Nurse
[ social worker
[ other:
Please specify “other”: click here to add comment

Mental healthcare researcher
Service user/consumer representative
Care-giver/family representative
Other
Please specify “other”: click here to add comment

Years of work experience in relevant profession(s):

I

<5years

5-14 years

15-24 years
25-39 years

40 or more years
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1t Delphi survey - example of QI rating form

QI-DOMAIN 1: Mental health policies and legislation (n=3)

Quality indicators

Rating criteria

Presence of mental health legislation

A national mental health legislation* is existing.

(*Mental health legislation refers to specific legal provisions
that are primarily related to mental health. These provisions
typically focus on issues such as: civil and human rights
protection of people with mental disorders, treatment facilities,
personnel, professional training and service structure.)

Relevance

1 2 ‘ 3 ‘ 4 ‘ 5 6 ‘ 7 ‘ 8 9
ojlojojojojgojojjno]ad
Strongly Strongly
disagree agree

Validity

1 2 ‘ 3 ’ 4 ’ 5 6 ‘ 7 ’ B 9
ol/lojojojlo/gojofoj]ad
Strongly Strongly
disagree agree

Data availability

O Yes O no [ uncertain

Data collection effort — If no, the additional effort for electronic data
collection for this indicator would be justifiable.

|:| Yes |:| No |:| Uncertain
Comment of rater: Click here to add comment
Presence of a mental health policy document (either as a Relevance
separate mental health policy document or incorporated |:1| E‘ ‘ E‘ I é I E‘ E‘ ‘ IE| é‘ ‘ E‘
within a general health policy document) Strongly Strongly
disagree agree
) P
A mental health policy document* is existing. Validity
1 2 ‘ 3 ’ 4 ’ 5 ‘ 6 ‘ 7 ’ 8 9
Ojlojojol0/0|1010i]0
(*Mental health policy refers to an organized set of values, j:::"g"’ Strongly
gree agree
principles, and objectives to improve mental health and reduce
the burden of mental disorders in a population) Data availability
O Yes O no [ uncertain

Data collection effort — If no, the additional effort for electronic data
collection for this indicator would be justifiable.

O Yes O no [ uncertain
Comment of rater: Click here to add comment
Presence of a mental health plan Relevance
1 2 ‘ 3 I 4 I 5 6 ‘ 7 I 8 9
A mental health plan* is existing. semgw 0lglololglolo Stmgy
disagree agree
Validity
1 2 ‘ 3 ‘ 4 ‘ 5 6 ‘ 7 ‘ 8 9
(*A mental health plan is a detailed scheme for action on O O O O O O O O O
mental health, which usually includes setting priorities for :f;:;‘fe'l 5":;‘3:
strategies and establishing timelines and resource
requirements. A mental health plan usually includes action for Data availability
O Yes O no [ uncertain

promoting mental health, preventing mental disorders and
treating people with mental illnesses.)

Data collection effort — If no, the additional effort for electronic data
collection for this indicator would be justifiable.

O ves O No [ uncertain

Comment of rater: Click here to add comment
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2" Delphi survey, November 2017

Dear Sir or Madam,

In the first Delphi survey 22 panelists from Bulgaria, the Czech Republic, Hungary, Serbia
and WHO Regional Office for Europe participated and rated all 26 quality indicators.

All ratings and comments from the first Delphi round were collectively and thus
anonymously analyzed. According to these results of the first Delphi survey, the project
group (incl. the project leader and employees in Disseldorf, and one representative
from each country of Bulgaria, Czech Republic, Hungary, Serbia and WHO Regional
Office) discussed the summarized ratings and comments. Accordingly, the quality
indicators were further developed for the second Delphi survey. This included excluding
indicators (n=13, no rating in second survey), adapting indicators or integrating
indicators with each other (n=18) and including new indicators to improve the
comprehensiveness of the quality indicator set (n=4). Overall, in this second Delphi
survey 22 indicators have to be rated. The excluded indicators can be found in the

appendix.

In the following, please rate all quality indicators with regard to your country (Bulgaria,

Czech Republic, Hungary or Serbia). Please score the following criteria:

1. Relevance:
e Inyour opinion, the indicator captures a topic that is or should be relevant
to mental healthcare planning and monitoring with the aim to assure and
improve quality of mental healthcare

e Rating guideline:

e When rating “relevance” please first get an overview of all quality indicators
within one quality domain, so that you can rate the relevance of one indicator
in comparison to other indicators within one domain.

e Score 1 indicates “Strongly disagree”, score 9 indicates “Strongly agree”:

o Scores 1-3: disagree
o Scores 4-6: uncertain/equivocal
o Scores 7-9: agree
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2. Validity:
e Inyour opinion, the indicator is defined clearly and unambiguously.

e Rating guideline: 1 indicates “Strongly disagree”, 9 indicates “Strongly
agree”:
o Scores 1-3: disagree
o Scores 4-6: uncertain/equivocal
o Scores 7-9: agree

3. Data availability and data collection effort (feasibility):

e Data availability: In your opinion, it is likely that data needed to measure
this indicator are routinely collected electronically (i.e. in country-specific
statistics, data documentations in mental healthcare, questionnaires) and
are available from a database/databases.

o Answer possibilities: Yes, No, Uncertain

e Additional criterion if answer to data availability is “No”:
e Data collection effort: In your opinion, the additional effort for electronic
collection of data for this indicator would be justifiable.
o Answer possibilities: Yes, No, Uncertain

Moreover, with each indicator there is the option to make a comment.
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2"d Delphi survey - example of Ql rating form

QI-DOMAIN 1: Mental health policies and legislation (n=2)

legislation or integrated into a general legislation.

limited to mental healthcare.)
Comment of rater: Click here to add comment

people with mental disorders, treatment facilities, personnel,
professional training and service structure. It can be independent

** This organization/commission/agency may not specifically be

Ratings first Delphi survey
Total
Comments of panelists
Ql from first Delphi survey (n=22 Your own
(summarized)
panelists) scores
Ql 1 Presence of mental health legislation Relevance: | Relevance: . Focus on quality and
comprehensiveness of the
) T 8,0 (1,38), S -
A national mental health legislation* is existing. legislation, it should be in line
4-9%* with latest thinking and
*Mental health legislation refers to specific legal — international covenants.
( . € L P & Validity: Validity: o -
provisions that are primarily related to mental health. ° Legislation should be in line
These provisions typically focus on issues such as: civil 7,4 (1,43), with CRPD (Convention on the
and human rights protection of people with mental 5.g* Rights of Persons with
disorders, treatment facilities, personnel, professional Disabilities) or something
training and service structure.) comparable to make it
*Mean po.sa_ble to .evaliuate the
existing legislation.
(SD), Min.- . It is necessary to define
Max mental health legislation more
) precisely, i.e., replace ,issues
Data Data such as” with ,,the following
availability: | availability: issues”.
. Mental health related
No: n=5 provisions may not be
Yes: n=16 independent, but
Uncertain: incorporated in a legal codex.
n=1
Data Data
collection collection
effort: effort:
Yes: n=4
No: n=1
Resulting Ql for second Delphi survey Rating criteria
11 Q1 Relevance
s 1 2 3 4 5 6 7 8 9
Mental health Igglslatlon o . O O oo oo o o o
a. A national mental health legislation* is available. Strongly Strongly
(Yes/No) disagree agree
b.  National mental health legislation complies with current Validity
) 1 2 3 4 5 6 7 8 9
standards for human rights. (Yes/No) O O O O O O o O O
Strongly Strongly
c.  Adedicated organization** exists for the inspection of disagree agree
compliance to safety standards. (Yes/No) —
Data availability
(*Mental health legislation refers to specific legal provisions that 5] ves Lo - a Uncertain
. . .. . Data collection effort — If no, the additional effort for electronic
are primarily related to mental health. These provisions typically data collection for this indicator would be justifiable.
focus on the following issues: civil and human rights protection of O ves [ No [ uncertain
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Ratings first Delphi survey

Comments of panelists

Ql from first Delphi survey Total Your own
(summarized)
(n=22 panelists) scores
Ql 2 Presence of a mental health policy Relevance: Relevance: The articulation/conceptuali-
document 7,9 (1,64), zation of th.e ‘p.olicy is important.
Clearer definition for the term
(either as a separate mental health policy 3-9* “policy” is needed to enable an
document'or incorporated within a general Validity: Validity: evailuation of the concerned
health policy document) policy document.
7,1(1,64), Countries may use definitions of
A mental health policy document* is existing. 4-9% ,policy” (Ql 2) and ,health plan“
(Ql 3) interchangeably, therefore
(*Mental health policy refers to an organized they should be summarized in
.set of values, principles, and objectives to *Mean (SD), one Ql.
improve mental health and reduce the burden
of mental disorders in a population) Min.-Max.
Data availability: Data
availability:
No: n=5
Yes: n=15
Uncertain: n=2
Data collection Data
effort: collection
effort:
Yes: n=3
No: n=1
Uncertain: n=1
Ql 3 Presence of a mental health plan Relevance: Relevance: This is an indicator of action
A mental health plan* is existing. 7,8 (1,62), rather than intent, which is more
valuable.
(*A mental health plan is a detailed scheme for 4-9* As external Val'dat'(?n method of
action on mental health, which usually includes | Validity: Validity: the fulfillment of th.|s Q! there
. A . - could be a peer review between
setting priorities for strategies and establishing 7,0 (1,84) the countries
timelines and resource requirements. A mental Ay :
health plan usually includes action for 4-9%
promoting mental health, preventing mental
disorders and treating people with mental
ilinesses.) *Mean (SD),
Min.-Max.
Data availability: Data
availability:
No: n=5
Yes: n=12
Uncertain: n=5
Data collection Data
effort: collection
effort:

Yes: n=4
Uncertain: n=1
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Resulting Ql for second Delphi survey

2/3

Availability and content of a mental health
policy/action plan document (either as a separate
mental health policy document or incorporated within a
general health policy document)

A mental health policy document* or action plan** is
available. (Yes/No)

If yes, it is in line with the values, principles and
objectives of the WHO European Mental Health Action
Plan:

. Everyone has an equal opportunity to realize
mental wellbeing throughout their lifespan,
particularly those who are most vulnerable or
at risk (Yes/No)

. People with mental health problems are
citizens whose human rights are fully valued,
respected and promote (Yes/No)

. Mental health services are accessible,
competent and affordable, available in the
community according to need (Yes/No)

. People are entitled to respectful, safe and
effective treatment (Yes/No)

. Health systems provide good physical and
mental health care for all (Yes/No)

. Mental health systems work in well
coordinated partnership with other sectors
(Yes/No)

. Mental health governance and delivery are
driven by good information and knowledge
(Yes/No)

(*Mental health policy refers to an organized set of
values, principles, and objectives to improve mental
health and reduce the burden of mental disorders in a
population)

(**A mental health plan is a detailed scheme for action
on mental health, which usually includes setting
priorities for strategies and establishing timelines and
resource requirements. A mental health plan usually
includes action for promoting mental health, preventing
mental disorders and treating people with mental
illnesses.)

Rating criteria
Relevance

1 2 3 4 5 6 7 8 9
O O O o 0 O 0O 0 0
Strongly Strongly
disagree agree

Validity

1 2 3 4 5 6 7 8 9
[m] [m] [m] [m] [m] [m] O 0o 4o
Strongly Strongly
disagree agree

Data availability
O Yes O no [ Uncertain
Data collection effort — If no, the additional effort for electronic data
collection for this indicator would be justifiable.
O Yes O no [ uncertain

Comment of rater: Click here to add comment
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9 Appendix 2 Detailed description of the refinement of the

quality indicators

Table 4: Description of Ql refinement after first Delphi survey

Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

Quality domain: Mental health policies and legislation

Q1
Presence of mental health
legislation

A national mental health
legislation* is existing.

(*Mental health
legislation refers to
specific legal provisions
that are primarily related
to mental health. These
provisions typically focus
on issues such as: civil and
human rights protection of
people with mental
disorders, treatment
facilities, personnel,
professional training and
service structure.)

e Focus on quality and
comprehensiveness of
the legislation, it
should be in line with
latest thinking and
international
covenants.

e Legislation should be
in line with CRPD
(Convention on the
Rights of Persons with
Disabilities) or
something comparable
to make it possible to
evaluate the existing
legislation.

e |tis necessaryto
define mental health
legislation more
precisely, i.e., replace
,issues such as” with
»the following issues”.

e Mental health related
provisions may not be
independent, but
incorporated in a legal
codex.

Ql1l
Mental health legislation

a. A national mental
health legislation*
is available.
(Yes/No)

b. National mental
health legislation
complies with
current standards
for human rights.
(Yes/No)

c. A dedicated
organization**
exists for the
inspection of
compliance to
safety standards.
(Yes/No)

(*Mental health
legislation refers to
specific legal provisions
that are primarily related
to mental health. These
provisions typically focus
on the following issues:
civil and human rights
protection of people with
mental disorders,
treatment facilities,
personnel, professional
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

training and service
structure. It can be
independent legislation or
integrated into a general
legislation.

** This
organization/commis-
sion/agency may not
specifically be limited to
mental healthcare.)

Ql 2

Presence of a mental
health policy document
(either as a separate
mental health policy
document or incorporated
within a general health
policy document)

A mental health policy
document* is existing.

(*Mental health policy
refers to an organized set
of values, principles, and
objectives to improve
mental health and reduce
the burden of mental
disorders in a population)

e The
articulation/conceptua
lization of the policy is
important.

e C(Clearer definition for
the term “policy” is
needed to enable an
evaluation of the
concerned policy
document.

e Countries may use
definitions of ,,policy”
(Ql 2) and ,,health
plan“(Ql 3)
interchangeably,
therefore they should
be summarized in one
Ql.

Ql3
Presence of a mental
health plan

A mental health plan* is
existing.

(*A mental health plan is a
detailed scheme for action

e Thisis an indicator of
action rather than
intent, which is more
valuable.

e As external validation
method of the
fulfillment of this Ql
there could be a peer

Ql2/3

Availability and content
of a mental health
policy/action plan
document (either as a
separate mental health
policy document or
incorporated within a
general health policy
document)

A mental health policy
document* or action
plan** is available.
(Yes/No)

If yes, it is in line with the
values, principles and
objectives of the WHO
European Mental Health
Action Plan:

* Everyone has an
equal opportunity
to realize mental
wellbeing
throughout their
lifespan,
particularly those
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

on mental health, which
usually includes setting
priorities for strategies
and establishing timelines
and resource
requirements. A mental
health plan usually
includes action for
promoting mental health,
preventing mental
disorders and treating
people with mental
illnesses.)

review between the

countries.

who are most
vulnerable or at
risk (Yes/No)

*  People with
mental health
problems are
citizens whose
human rights are
fully valued,
respected and
promote (Yes/No)

* Mental health
services are
accessible,
competent and
affordable,
available in the
community
according to need
(Yes/No)

* People are entitled
to respectful, safe
and effective
treatment
(Yes/No)

* Health systems
provide good
physical and
mental health care
for all (Yes/No)

* Mental health
systems work in
well coordinated
partnership with
other sectors
(Yes/No)

* Mental health
governance and
delivery are driven
by good
information and
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

knowledge
(Yes/No)

(*Mental health policy
refers to an organized set
of values, principles, and
objectives to improve
mental health and reduce
the burden of mental
disorders in a population)
(**A mental health plan is
a detailed scheme for
action on mental health,
which usually includes
setting priorities for
strategies and establishing
timelines and resource
requirements. A mental
health plan usually
includes action for
promoting mental health,
preventing mental
disorders and treating
people with mental
illnesses.)
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

Quality domain: Financing and costs of mental healthcare

Qla
Health budget allocated
to mental health services

Proportion of national
health budget allocated to
mental health services

Numerator:

National health budget
allocated to mental health
services (in Euro or local
currency)

Denominator:

Total national health
budget (in Euro or local
currency)

e Relying on budgetary
allocations rather than
estimation of actual
expenditure is more
feasible, but may give
an incomplete
expression of the total
mental health service
activity in the country
also including e.g.
social care, education,
criminal justice, etc.

e Because of different
budget structures, it
may be difficult to
obtain a clear
overview of the actual
budget. The term
“mental health
services” needs
further specification.

e The changein
budgetary allocation
over time should be
measured.

e Focus only on health
budget, or social
budget for budget
lines that are
specifically allocated
to mental health
disorders/mental
health treatment.

Ql 4 new
Health budget

a. Total value of
national health
budget (in Euro or
local currency;
specify).

b. Total value of
national health
budget allocated
to mental health
services (in Euro or
local currency;
specify).

c. Proportion of
national health
budget allocated
to mental health
services over time:

Numerator:

(National health budget
allocated to mental health
services* (in Euro or local
currency) in the year of
assessment) — (National
health budget allocated to
mental health services (in
Euro or local currency)
one year before)

Denominator:

Total national health
budget (in Euro or local
currency) one year before
the assessment
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

*Mental health services
include:
a. Mental hospitals
b. Psychiatric
departments in
general hospitals
c. Mental health
outpatient facilities
d. Mental health day
treatment facilities
e. Community mental
health centers
f.  Non-hospital-
based long-term
mental health
facilities
g. Rehabilitation
units/facilities for
mental health

Qls5

Total national
expenditure on mental
health services

Numerator:

Total expenditure on
mental health services per
capita (Euros spent or
local currency)

Denominator:
Number of total
population

The numerator needs

to be changed from
“per capita” to “per

year”, to get the result
“Total expenditure on
mental health services
per capita per year “.

The term “mental

health services” needs

to be defined clearly

Ql 5 new

Total national
expenditure on mental
health services per capita
per year

Numerator:

Total expenditure on
mental health services*
per year (Euros spent or
local currency)

Denominator:
Number of total
population

*Mental health services
incl.
a. Mental hospitals
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

b. Psychiatric
departments in
general hospitals

c. Mental health
outpatient facilities

d. Mental health day
treatment facilities

e. Community mental
health centers

f.  Non-hospital-
based long-term
mental health
facilities

g. Rehabilitation
units/facilities for
mental health

Quality domain: Availability, accessibility and utilization of mental healthcare

Qle

Total beds for mental
health care specialties per
100,000 population

Numerator:

The number of beds for
mental health care
specialties (adjusted for
cross- boundary flow*)

Denominator:

Total number of persons
in the general population
divided by 100,000

*Definition cross-
boundary flow: allocated
plus borrowed beds minus
lent/temporary beds

Given how much of
overall mental

healthcare services are

still provided in

inpatient care, this is a
relevant and feasible

indicator that can be
tracked over time.

The measurement of

beds for cross-
boundary flow is not

necessary and overly

complicated,
decreasing the Ql’s
feasibility.

The term “mental

healthcare” needs to

be specified.

Ql 6 new

Total beds for mental
health care per 100,000
population

Numerator:
The number of beds for
mental health care
specialties differentiated
by:
a. Number of beds in
mental hospitals
b. Number of beds in
psychiatric
departments in
general hospitals
c. Number of beds in
mental health
outpatient facilities
d. Number of
beds/places in
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

mental health day
treatment facilities

e. Number of beds in
community mental
health centers

f. Number of beds in
non-hospital-based
long-term mental
health facilities

g. Number of places
in rehabilitation
units/facilities for
mental health

Denominator:

Total number of persons
in the general population
divided by 100,000

Ql7

Number of various
mental health services
structures

Numerator variants:

a. Number of mental
hospitals and
departments for
mental health services

b. Number of mental
health outpatient
facilities

c. Number of mental
health day treatment
facilities

d. Number of community
mental health centers

e This is an indicator of
service availability.

e Define mental health
treatment facilities
clearly to improve
comparability
between countries.

e Include long-term
social institutions that
care for people with
mental health
problems.

Ql 7 new
Availability of mental
health service facilities

Numerator variants:

a. Number of mental
hospitals

b. Number of
psychiatric
departments in
general hospitals

c. Number of mental
health outpatient
facilities

d. Number of mental
health day
treatment facilities

e. Number of
community mental
health centers
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined Ql definition at

second Delphi survey (Ql:

n=22)

Denominator:
Number of total
population divided by
100,000

f.  Number of non-
hospital-based
long-term mental
healthcare
facilities

Denominator:
Number of total
population divided by
100,000

Ql 8
Utilization of mental
health service structures

Numerator:

Number of persons with
any mental disorder who
received mental health
treatment

Denominator:

All persons diagnosed
with a mental disorder
within a defined period of
time

e This is highly relevant,
but may be difficult to
measure accurately
without good quality
clinical information
systems.

e The outcome of the
indicator would be 1
(100%), because only
diagnosed people
receive in-patient and
out-patient mental
health treatment,
therefore
denominator needs to
be changed.

e Further specification
of concerned
diagnoses and
separation of Ql is
necessary for
meaningful outcomes
and identification of
diagnosis-specific
treatment gaps.

Ql 8a new
Utilization of mental
health services

Numerator:

Number of persons with
bipolar disorder and
schizophrenia who
received mental health
treatment

Denominator:

All persons with bipolar
disorder and
schizophrenia within a
defined period of time

Ql 8b new
Utilization of mental
health services

Numerator:

Number of persons with
anxiety disorder and
depression who received
mental health treatment
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

Denominator:

All persons with anxiety
disorder and depression
within a defined period of
time

Ql 8c new
Utilization of mental
health services

Numerator:

Number of persons with
dementia who received
mental health treatment

Denominator:

All persons with dementia
within a defined period of
time

Ql 8d new
Utilization of mental
health services

Numerator:

Number of persons with
alcohol-use disorders who
received mental health
treatment

Denominator:

All persons with alcohol-
use disorders within a
defined period of time
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

Ql 8e new
Utilization of mental
health services

Numerator:

Number of persons with
substance-use disorders
(other than alcohol use)
who received mental
health treatment

Denominator:

All persons with
substance-use disorders
(not alcohol use) within a
defined period of time

Ql 8f new
Utilization of mental
health services

Numerator:

Number of children and
adolescents with
intellectual disabilities
who received mental
health treatment

Denominator:

All children and
adolescents with
intellectual disabilities
within a defined period of
time
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

Ql 8g new
Utilization of mental
health services

Numerator:

Number of children and
adolescents with conduct
disorder who received
mental health treatment

Denominator:

All children and
adolescents with conduct
disorder within a defined
period of time

Qlo
Mental health mobile
clinic teams

Proportion of mental
health outpatient facilities
that have mental health
mobile clinic teams that
provide regular mental
health care outside of the
mental health facility

Numerator:

Number of mental health
outpatient facilities that
have mental health
mobile clinic teams that
provide regular mental
health care outside of the
mental health facility

Denominator:
Number of mental health
outpatient facilities

e More precise
definition of “mobile
clinic team” needed,
i.e. it should be
multidisciplinary and
may include a
psychiatrist.

e The Ql definition is
more meaningful
when it relates to the
number of the
population.

o “Assertive community
team” is a more
common term than
“mobile clinic team”.

Ql 9 new
Assertive community
teams

Proportion of mental
health outpatient facilities
that have assertive
community teams that
provide regular mental
health care outside of the
mental health facility

Numerator:

Number of mental health
outpatient facilities that
have an assertive
community team that may
but not necessarily include
a psychiatrist and provide
regular mental health care
outside of the mental
health facility, i.e. at the
patients’ home
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined Ql definition at

second Delphi survey (Ql:

n=22)

Denominator:
Number of total
population divided by
100,000

Quality domain: Mental health reporting and monitoring
Ql 10 e This indicator falls Excluded
Number of persons between the more
diagnosed with mental important measures of
disorders overall prevalence and
treated prevalence,
Numerator: i.e.Ql 8. Itisclinical in
Number of persons orientation and
diagnosed with any difficult to measure.
mental disorder (all health | ¢ The quality goal of this
system) Ql is unclear, “Ql 8
Utilization of mental
Denominator: health services” is
All persons receiving more specific and
healthcare services (all should be measured
health system) instead
Qi1 e This Ql is not very Excluded

Mental health reporting
and monitoring

Presence of a mental
health information system
providing annually
updated information of
the number of mental
healthcare facilities, their
regional distribution, their
staffing and use (numbers
of patients per diagnosis
per year and per service)

incisive for quality of
(mental) health
system.

e QI seems redundant, it
should be fulfilled by
implementation of this
Ql Set.
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

Ql 12
Formally defined
minimum data set items

There is a formally defined
list of individual data
items that ought to be
collected by all mental
health facilities.

e Difficult to define and
implement within and
across countries.

Excluded

(Ql can be seen as meta-
level indicator that can be
used to determine if all
data for the indicators of
the proposed final Ql set
are being collected)

Quality domain: Continuity, coordination and cooperation

Ql13 e Difficult to measure Excluded
Interaction of primary consistently.
health care doctors with e Might depend on
mental health services numerous factors —
difficult to interpret.
Numerator: e Not feasible to
Number of primary health measure routinely,
care doctors interacting quality goal unclear.
with a mental health
professional at least
monthly in the last year
Denominator:
Number of all primary
health care doctors
Ql 14 e This is about Excluded

Provision of follow-up
community care

Proportion of mental
health outpatient facilities
that provide routine
follow-up community care

Numerator:
Number of mental health
outpatient facilities that

continuity of care,
which is already
included in QI 15.

e Theterm “routine
follow-up community
care” is unclear.

e Not feasible due to
doubtful reliability of
data collection and
reporting on this Ql.
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

provide routine follow-up
community care

Denominator:
Number of mental health
outpatient facilities

Ql 15

Continuity of visits after
mental health-related
hospitalization

Numerator:

Number of persons with
at least one visit per
month for six months
following hospitalization.

Denominator:

Number of persons
hospitalized for psychiatric
or substance-related
disorder.

e Feasible, but should to
relate to “cases"
rather than “persons”.

e Data of social and
private services can be
missing.

e Follow-up visits should
be psychiatric

Ql 15 new

Follow-up of visits after
mental health-related
hospitalization

Numerator:

Number of cases with at
least one psychiatric visit
within 14 days after
discharge from
hospitalization (excluding
discharge against advice,
death, discharge due to
need for acute physical
healthcare).

Denominator:

Number of cases
hospitalized for psychiatric
or substance-related
disorder.

Quality domain: Workforce

in mental healthcare

Ql 16

Human resources in
mental health facilities
per capita

Number of human
resources working in or
for mental health facilities
or private practice per

e Animportant and
useful measure of
overall mental health
system inputs, but
may be difficult to
count (e.g. full time
versus part time,
persons working in
different jobs/places).

Ql 16 new

Human resources in
mental health facilities
per capita

Number of human
resources working in or
for mental health
facilities* per 100,000
population by profession
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

100,000 population by
profession

Numerator:
Number of human
resources (per capita)

Denominator:

Total number of people in
the general population
divided by 100,000

e Human resourcesis a
very general term that
needs further
differentiation.

Numerator:
Number of human
resources working in or
for mental health facilities
in full time equivalents
(FTE’s) differentiated by
profession:

*  Psychiatrists

* Psychologists

*  Nurses

e Psychiatric nurses

e Social workers

*  Occupational

therapists

Denominator:

Total number of persons
in the general population
divided by 100,000

*Mental health facilities

a. Mental hospitals

b. Psychiatric
departments in
general hospitals

c. Mental health
outpatient facilities

d. Mental health day
treatment facilities

e. Community mental
health centers

f.  Non-hospital-
based long-term
mental health
facilities

g. Rehabilitation
units/facilities for
mental health
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:

n=22)

Ql 17 e Qlisrestricted, as it Excluded
Staff working in mental only concerns mental
hospitals hospitals.

e |t seems redundant
Number of full-time or and can be integrated
part-time mental health into Ql 16.
professionals per mental
hospital bed
Numerator:
Number of mental health
professionals
Denominator:
Number of mental
hospital beds
Ql 18 e No direct Ql for Excluded

Professionals graduated
last year

Number of professionals
graduated in the last year
in academic and
educational institutions,
per 100,000 general
population

Numerator:
Number of professionals*
graduated in the last year

Denominator:

Number of people in the
general population
divided by 100,000

*Professionals:

mental healthcare
quality, since it is not
clear if professionals
stay in their countries
and work in their field.
Another, more direct
Ql is available (Ql16 on
human resources in
mental health
facilities).
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

1. Medical doctors; 2.
Nurses; 3. Psychiatrists; 4.
Psychologists with at least
1 year training in mental
health care; 5. Nurses with
at least 1 year training in
mental health care; 6.
Social workers with at
least 1 year training in
mental health care; 7.
Occupational therapists
with at least one year
training in mental health
care

Quality domain: Promotion of mental health, and preventing mental disorders,

stigma and discrimination

Ql 19

Coordinating bodies for
public education and
awareness campaigns on
mental health

Existence of coordinating
bodies (e.g. committees,
boards, offices) that
coordinate and oversee
public education and
awareness campaigns on
mental health and mental
disorders

e Just having a
coordinating body
might not amount to
very much.

e This should focus more

specifically on anti-
stigma activities.

Ql 19 new
Anti-stigma movement

Availability of an
official/government
supported anti-stigma
movement per country
(Yes/No)

Ql 20

Population targeted by
specific education and
awareness campaigns on
mental health

Public education and
awareness campaigns on

e The term “campaign”

is unclear.

e |t seems infeasible to

evaluate the impact of
campaigns on the
target groups.

e Differentiation of

target groups does

Excluded
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

mental health targeted at
the general population
and specific groups within
the general population in
the last five years

Campaigns exist targeted
at:

1. The general population;
2. Children; 3.
Adolescents; 4. Women; 5.
Trauma survivors; 6.
Ethnic groups; 7. Other
vulnerable or minority
groups

seem to make Ql
unnecessarily
complicated.

Ql 21

Professional groups
targeted by specific
education and awareness
campaigns on mental
health

Public education and
awareness campaigns on
mental health targeted at
professional groups linked
to the health sector in the
last five years

Campaigns exist targeted
at:

1. Health care providers
(conventional, modern,
allopathic)

2.
Complementary/alternativ
e/traditional sector

3. Teachers

4. Social services staff

e The term “campaign”
is unclear.

¢ Implementation and
measurement of this
Ql could be difficult.

Excluded
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined Ql definition at

second Delphi survey (Ql:

n=22)

5. Leaders and politicians
6. Other professional
groups linked to the
health sector

Quality domain: Integration of research and innovation

into mental healthcare

Ql 22

Availability of
technological equipment
for assessment and
treatment

Numerator: Number of
mental health care in- and
out-patient services,
which provide access to
major evidence-based
diagnostic and therapeutic
technologies® within 72
hours for non-acute cases
and immediate access for
acute cases

Denominator: The number
of in- and out-patient
services without such a
provision

*Including technologies:
ECG

Chest X-ray

Laboratory tests

EEG

MRI

CT

e Too specialist oriented
and difficult to
measure and follow-
up.

e Technologies vary
strongly between
countries and relate to
the economy and
regulations.

e Feasibility and
reliability of
measurement of this
Ql is unlikely.

Excluded
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

Ql 23
Evidence-based medicine

Numerator:

Numbers of mental health
services (in- and out-
patient) with
implemented standard
operating procedures
ascertaining obedience to
the rules of evidence-
based medicine

Denominator:

The number of mental
health services (in- and
out-patient) without such
implemented standard
operating procedures)

e Difficult to define this
Ql and get agreement
within and across
countries.

e Standard operating
procedures may be
outdated and should
be changed first, e.g.
consider
multidisciplinary
approaches.

o Not feasible due to
doubtful reliability of
data collection.
Highly evidence-based
services may still be
too specialist oriented
and fragmented,
users’ experience-
basis or patient safety
should be evaluated
instead.

Excluded

Quality domain: Recovery, participation and integration of persons with mental

disorders

Ql 24
Supported housing

Numerator: Number of
persons with severe
mental illness (SMI) that
live independently with
assistance that isin
accordance with their
needs

Denominator: Number of
persons with severe
mental illness (SMI) that

e Thisis a good indicator
of rehabilitation/
reintegration but is
difficult to measure as
it depends on an
assessment of need.
“Supported” should be
changed to “assisted”,
because this term is
more comprehensive
and clear.

e The measurement of
this Ql may be
influenced by a lack of
flats/houses with

Ql 24 new
Assisted housing

Numerator: Number of
places in assisted housing
for persons with bipolar
disorder and
schizophrenia

Denominator: Number of
persons with bipolar
disorder and
schizophrenia in mental
hospitals or long-term
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined Ql definition at

second Delphi survey (Ql:

n=22)

can live independently
with some assistance

assisted living,
therefore this Ql
should focus on the
availability of assisted
housing instead.
Definition of “live
independently” is
unclear.

Specify indicator
further to ease data
collection and
comparability across
countries, e.g. focus
on severe mental

facilities for longer than a
year

illness

Ql 25 Such legislation is Excluded

Legislative provision for available in some

employment countries, but it is not
implemented in

Existence of legislative practice.

provisions concerning a Ql may not be feasible,

legal obligation for because it is usually

employers to hire a not differentiated

certain percentage of between mental

employees that are disorders and other

disabled due to a mental (physical) disabilities.

disorder

Ql 26 Legislation focusing on | Excluded

Legislative provision
against discrimination at
work

Existence of legislative
provisions concerning
protection from
discrimination (dismissal,
lower wages) solely on

all forms of
discrimination of
people in general,
including people with
disabilities is available
in some countries, but
its implementation is
doubtful.

Ql may not be feasible,
because it is usually
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

account of mental
disorder

not differentiated
between mental
disorders and other
(physical) disabilities.

e The quality of
legislation and policies
would also be
determined by the
involvement of users
in political decision-
making processes.

= New QI to increase
comprehensive-
ness of Ql-Set,
quality domain:
mental health
policies and
legislation

Ql 27 new

User associations and
mental health policies,
plans or legislation

Involvement of
user/consumer
associations in the
formulation or
implementation of mental
health policies, plans or
legislation in the last two
years. (Yes/No)

e To further analyze
service availability,
regional differences
should be detected.

= New QI to increase
comprehensive-
ness of Ql-Set,
quality domain:
availability,
accessibility and
utilization of care
service structures

Ql 28 new
Equity

Numerator: Number of
psychiatrists, and
psychiatric beds/places

Denominator: Number of
people in the general
population divided by
100,000

(Calculate Ql across
country and within
defined regions to capture
geographical inequality)
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Ql definition at first
Delphi survey (Ql: n= 26)

Panelists’ comments
(summarized)

Refined QI definition at
second Delphi survey (Ql:
n=22)

e Collaboration of
different care
providers should be
supported officially
and with funding
mechanisms to
support integrated
care.

= New QI to increase
comprehensive-

Ql 29 new
Integration of care

Is there any regulation
and funding in each
country for the
collaboration between
different providers of
mental healthcare with
the goal of optimization of
patient pathways?

ness of Ql-Set, (Yes/No)
quality domain:
continuity,
coordination and
cooperation
e Users’ experience- Ql 30 new
basis or patient safety | Involuntary inpatient
should be evaluated. admissions

e There is consensus
that coercive
admissions and
treatment should be
avoided as much as
possible.

=» New QI to increase
comprehensive-
ness of Ql-Set,
quality domain:
patient safety

Numerator: Number of
patients with involuntary
admissions to psychiatric
hospitals and psychiatric
departments

Denominator: All
admissions of patients to
psychiatric hospitals and
psychiatric departments
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Table 5: Description of QI refinement after second Delphi survey

Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Quality domain: Mental health policies and legislation

Ql1l
Mental health legislation

a. A national mental
health legislation*
is available.
(Yes/No)

b. National mental
health legislation
complies with
current standards
for human rights.
(Yes/No)

c. A dedicated
organization**
exists for the
inspection of
compliance to
safety standards.
(Yes/No)

(*Mental health
legislation refers to
specific legal provisions
that are primarily related
to mental health. These
provisions typically focus
on the following issues:
civil and human rights
protection of people with
mental disorders,
treatment facilities,
personnel, professional
training and service
structure. It can be
independent legislation or
integrated into a general
legislation.

e More precise
definition of “current
standards for human
rights” needed, i.e.
“National mental
health legislation
explicitly includes
provisions for the civil
and human rights
protection of persons
with mental
disorders”.

e Ql could initiate
further analyses of
legal topics that are
included or
missing/excluded in
mental health
legislation.

Ql1l
Mental health legislation

a. A national mental
health legislation*
is available.
(Yes/No)

b. National mental
health legislation
explicitly includes
provisions for the
civil and human
rights protection of
persons with
mental disorders.
(Yes/No)

c. A dedicated
organization exists
for the inspection
of compliance to
safety standards.
(Yes/No)

(*Mental health
legislation refers to
specific legal provisions
that are primarily related
to mental health. These
provisions typically focus
on the following issues:
civil and human rights
protection of people with
mental disorders,
treatment facilities,
personnel, professional
training and service
structure. It can be
independent legislation or
integrated into a general
legislation.)
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

** This
organization/commission/
agency may not
specifically be limited to
mental healthcare.)

Ql 2/3

Availability and content
of a mental health
policy/action plan
document (either as a
separate mental health
policy document or
incorporated within a
general health policy
document)

A mental health policy
document* or action
plan** is available.
(Yes/No)

If yes, it is in line with the
values, principles and
objectives of the WHO
European Mental Health
Action Plan:

* Everyone has an
equal opportunity
to realize mental
wellbeing
throughout their
lifespan,
particularly those
who are most
vulnerable or at
risk (Yes/No)

* People with
mental health
problems are
citizens whose

e Onlyreferringtoa
“plan” would be more
specific, since
countries are likely to
use “policy” and
“action plan”
interchangeably.

Ql 2/3

Availability and content
of a mental health action
plan (either as a separate
document or incorporated
within a general
policy/action plan)

A mental health action
plan* is available.
(Yes/No)

If yes, it is in line with the
values, principles and
objectives of the WHO
European Mental Health
Action Plan:

* Everyone has an
equal opportunity
to realize mental
wellbeing
throughout their
lifespan,
particularly those
who are most
vulnerable or at
risk (Yes/No)

* People with
mental health
problems are
citizens whose
human rights are
fully valued,
respected and
promote (Yes/No)
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

human rights are
fully valued,
respected and
promote (Yes/No)

* Mental health
services are
accessible,
competent and
affordable,
available in the
community
according to need
(Yes/No)

* People are entitled
to respectful, safe
and effective
treatment
(Yes/No)

* Health systems
provide good
physical and
mental health care
for all (Yes/No)

* Mental health
systems work in
well coordinated
partnership with
other sectors
(Yes/No)

* Mental health
governance and
delivery are driven
by good
information and
knowledge
(Yes/No)

(*Mental health policy
refers to an organized set
of values, principles, and
objectives to improve
mental health and reduce

* Mental health
services are
accessible,
competent and
affordable,
available in the
community
according to need
(Yes/No)

* People are entitled
to respectful, safe
and effective
treatment
(Yes/No)

* Health systems
provide good
physical and
mental health care
for all (Yes/No)

* Mental health
systems work in
well coordinated
partnership with
other sectors
(Yes/No)

* Mental health
governance and
delivery are driven
by good
information and
knowledge
(Yes/No)

*Mental health action
plan refers to an
organized set of values,
principles, and objectives
to improve mental health
and reduce the burden of
mental disorders in a
population and/or a
mental health action plan
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

the burden of mental
disorders in a population)
(**A mental health plan is
a detailed scheme for
action on mental health,
which usually includes
setting priorities for
strategies and establishing
timelines and resource
requirements. A mental
health plan usually
includes action for
promoting mental health,
preventing mental
disorders and treating
people with mental
illnesses.)

is a detailed scheme for
action on mental health,
which usually includes
setting priorities for
strategies and establishing
timelines and resource
requirements. A mental
health plan usually
includes action for
promoting mental health,
preventing mental
disorders and treating
people with mental
illnesses.

Quality domain: Financing and costs of mental healthcare

Ql 4 new
Health budget

a. Total value of
national health
budget (in Euro or
local currency;
specify).

b. Total value of
national health
budget allocated
to mental health
services (in Euro or
local currency;
specify).

c. Proportion of
national health
budget allocated
to mental health
services over time.

e Qlis based on the
premise that the
national health budget
for mental health
services increases with
each year. If it stays
the same, Ql result
would be zero.
Therefore, feasibility
of this Ql needs to be
tested.

e Indicator can be
calculated in
conjunction with Ql 5,
to get an overview of
both, allocated budget
to mental health
services and actual
expenditure on mental
health services.

No revisions.

However, feasibility of this
Ql needs to be tested to
determine whether the
proportion of national
health budget allocated to
mental health services
over time is feasible and
provides meaningful
results.

Otherwise the proportion

of national health budget

allocated to mental health
services may be measured
instead and after multiple
measurements of this Ql a
trend in the development

of the budget allocated to
mental health services can
be depicted.
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Numerator:

(National health budget
allocated to mental health
services™® (in Euro or local
currency) in the year of
assessment) — (National
health budget allocated to
mental health services (in
Euro or local currency)
one year before)

Denominator:

Total national health
budget (in Euro or local
currency) one year before
the assessment

*Mental health services
include.
a. Mental hospitals
b. Psychiatric
departments in
general hospitals
c. Mental health
outpatient facilities
d. Mental health day
treatment facilities
e. Community mental
health centers
f. Non-hospital-
based long-term
mental health
facilities
g. Rehabilitation
units/facilities for
mental health

Ql 5 new
Total national
expenditure on mental

e Indicator can be

calculated in
conjunction with Ql 4,
to get an overview of

No revisions.
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

health services per capita
per year

Numerator:

Total expenditure on
mental health services*
per year (Euros spent or
local currency)

Denominator:
Number of total
population

*Mental health services
incl.
a. Mental hospitals
b. Psychiatric
departments in
general hospitals
c. Mental health
outpatient facilities
d. Mental health day
treatment facilities
e. Community mental
health centers
f.  Non-hospital-
based long-term
mental health
facilities
g. Rehabilitation
units/facilities for
mental health

both, allocated budget
to mental health
services and actual
expenditure on mental
health services.

Measure and interpret Ql
in conjunction with Ql 4
new.
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Quality domain: Availability, accessibility and utilization of mental healthcare

Ql 6 new

Total beds for mental
health care per 100,000
population

Numerator:
The number of beds for
mental health care
specialties differentiated
by:
a. Number of beds in
mental hospitals
b. Number of beds in
psychiatric
departments in
general hospitals
c. Number of beds in
mental health
outpatient facilities
d. Number of
beds/places in
mental health day
treatment facilities
e. Number of beds in
community mental
health centers
f. Number of beds in
non-hospital-based
long-term mental
health facilities
g. Number of places
in rehabilitation
units/facilities for
mental health

Denominator:

Total number of persons
in the general population
divided by 100,000

e At pointsc. and e., the
number of places
should be added for
comprehensiveness; at
point g., beds could be
relevant as well.

e Point f. should also
refer to social care
residential facilities
that care for people
with mental disorders.

Ql 6 new

Total beds for mental
health care per 100,000
population

Numerator:
The number of beds for
mental health care
specialties differentiated
by:
a. Number of beds in
mental hospitals
b. Number of beds in
psychiatric
departments in
general hospitals
c. Number of
beds/places in
mental health
outpatient facilities
d. Number of
beds/places in
mental health day
treatment facilities
e. Number of
beds/places in
community mental
health centers
f.  Number of beds in
non-hospital-based
long-term mental
health/social care
residential facilities
(e.g. social care
institutions in
which persons with
mental disorders
reside)
g. Number of
beds/places in
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

rehabilitation
units/facilities for
mental health

Denominator:

Total number of persons
in the general population
divided by 100,000

Ql 7 new
Availability of mental
health service facilities

Numerator variants:

a. Number of mental
hospitals

b. Number of
psychiatric
departments in
general hospitals

c. Number of mental
health outpatient
facilities

d. Number of mental
health day
treatment facilities

e. Number of
community mental
health centers

f. Number of non-
hospital-based
long-term mental
healthcare
facilities

Denominator:
Number of total
population divided by
100,000

e Point f. should also
refer to social care
residential facilities
that take care of
people with different
disabilities including
mental disorders.

Ql 7 new
Availability of mental
health service facilities

Numerator variants:

a. Number of mental
hospitals

b. Number of
psychiatric
departments in
general hospitals

c. Number of mental
health outpatient
facilities

d. Number of mental
health day
treatment facilities

e. Number of
community mental
health centers

f.  Number of beds in
non-hospital-based
long-term mental
health/social care
residential facilities
(e.g. social care
institutions in
which persons with
mental disorders
reside)
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Denominator:
Number of total
population divided by
100,000

Ql 8a new
Utilization of mental
health services

Numerator:

Number of persons with
bipolar disorder and
schizophrenia who
received mental health
treatment

Denominator:

All persons with bipolar
disorder and
schizophrenia within a
defined period of time

Ql 8b new
Utilization of mental
health services

Numerator:

Number of persons with
anxiety disorder and
depression who received
mental health treatment

Denominator:

All persons with anxiety
disorder and depression
within a defined period of
time

e Routine mental
healthcare data may
only be available for
numerators. For
denominators
epidemiological data
may be used to
measure these Ql.

No revisions

92



Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Ql 8c new
Utilization of mental
health services

Numerator:

Number of persons with
dementia who received
mental health treatment

Denominator:

All persons with dementia
within a defined period of
time

Ql 8d new
Utilization of mental
health services

Numerator:

Number of persons with
alcohol-use disorders who
received mental health
treatment

Denominator:

All persons with alcohol-
use disorders within a
defined period of time

Ql 8e new
Utilization of mental
health services

Numerator:

Number of persons with
substance-use disorders
(other than alcohol use)
who received mental
health treatment

Denominator:
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

All persons with
substance-use disorders
(not alcohol use) within a
defined period of time

Ql 8f new
Utilization of mental
health services

Numerator:

Number of children and
adolescents with
intellectual disabilities
who received mental
health treatment

Denominator:

All children and
adolescents with
intellectual disabilities
within a defined period of
time

Ql 8g new
Utilization of mental
health services

Numerator:

Number of children and
adolescents with conduct
disorder who received
mental health treatment

Denominator:

All children and
adolescents with conduct
disorder within a defined
period of time
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Ql 9 new
Assertive community
teams

Proportion of mental
health outpatient facilities
that have assertive
community teams that
provide regular mental
health care outside of the
mental health facility

Numerator:

Number of mental health
outpatient facilities that
have an assertive
community team that may
but not necessarily include
a psychiatrist and provide
regular mental health care
outside of the mental
health facility, i.e. at the
patients’ home

Denominator:
Number of total
population divided by
100,000.

e The term assertive
community team is
associated with a
particular service
model. Use ‘multi-
disciplinary
community mental
health teams’ instead.

Ql 9 new
Multi-disciplinary
community mental health
teams

Proportion of mental
health outpatient facilities
that have multi-
disciplinary community
mental health teams that
provide regular mental
health care outside of the
mental health facility

Numerator:

Number of mental health
outpatient facilities that
have a multi-disciplinary
community mental health
team that may, but not
necessarily, include a
psychiatrist and provide
regular mental health care
outside of the mental
health facility, i.e. at the
patients’ home

Denominator:
Number of total
population divided by
100,000.

Quality domain: Continuity, coordination and cooperation

Ql 15 new

Follow-up of visits after
mental health-related
hospitalization

Numerator: Number of
cases with at least one
psychiatric visit within 14

e Expand the numerator
to a range of 14-28
days. Many patients
are followed up but
later than within 14
days.

e Change “psychiatric or
substance-related

Follow-up of visits after
mental health-related
hospitalization

Numerator: Number of
cases with at least one
psychiatric visit within 14
to 28 days after discharge
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

days after discharge from
hospitalization (excluding
discharge against advice,
death, discharge due to
need for acute physical
healthcare).

Denominator: Number of
cases hospitalized for
psychiatric or substance-
related disorder.

disorder” in
denominator to
“mental disorder”
(terminology should
be consistent
throughout overall QI-
set).

from hospitalization
(excluding discharge
against advice, death,
discharge due to need for

acute physical healthcare).

Denominator: Number of
cases hospitalized for a
mental disorder.

Quality domain: Workforce

in mental healthcare

Ql 16 new

Human resources in
mental health facilities
per capita

Number of human
resources working in or
for mental health
facilities* per 100,000
population by profession

Numerator:
Number of human
resources working in or
for menta health facilities
in full time equivalents
(FTE's) differentiated by
profession:

*  Psychiatrists

*  Psychologists

* Nurses

e Psychiatric nurses

e Social workers

*  Occupational

therapists

None

No revisions
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Denominator:

Total number of persons
in the general population
divided by 100,000

*Mental hospitals,
psychiatric departments in
general hospitals, mental
health outpatient
facilities, mental health
day treatment facilities,
community mental health
centers, non-hospital-
based long-term mental
healthcare facilities

(Ql should be measured
on national level but also
on regional level to detect
regional variation)

Quality domain: Promotion of mental health, and preventing mental disorders,

stigma and discrimination

Ql 19 new
Anti-stigma movement

Availability of an
official/government
supported anti-stigma
movement per country
(Yes/No)

e Define support and
system level of the
movement.

Ql 19 new
Anti-stigma movement

Availability of an
official/government
practically, ideationally or
financially supported anti-
stigma movement per
country eitheron a
national, regional or local
level. (Yes/No)

Quality domain: Recovery, participation and integration

disorders

of persons with mental

Ql 24 new
Assisted housing

e This is a ratio that may
be difficult to
interpret. It may at a
later stage be

No revisions.
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

Numerator: Number of
places in assisted housing
for persons with bipolar
disorder and
schizophrenia

Denominator: Number of
persons with bipolar
disorder and
schizophrenia in mental
hospitals or long-term
facilities for longer than a
year

necessary to formulate
a proportion.

Ql 27 new

User associations and
mental health policies,
plans or legislation

Involvement of
user/consumer
associations in the
formulation or
implementation of mental
health policies, plans or
legislation in the last two
years. (Yes/No)

e Ql should focuson a
formal involvement of
user and carer
representatives.

Ql 27 new

User associations and
mental health policies,
plans or legislation

Formal involvement of
user/consumer and carer
representatives in the
formulation or
implementation of mental
health policies, plans or
legislation in the last two
years. (Yes/No)

Ql 28 new
Equity

Numerator: Number of
psychiatrists, and
psychiatric beds/places

Denominator: Number of
people in the general
population divided by
100,000

e Psychiatrists and
beds/places should be
differentiated more
clearly.

Ql 28 new
Equity

Numerator

a. Number of psychiatric
beds and places

b. Number of psychiatrists

Denominator: Number of
people in the general
population divided by
100,000
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Ql definition at second
Delphi survey (Ql: n=22)

Panelists’ comments
(summarized)

Refined Ql wording after
second Delphi survey

(Calculate Ql across
country and within
defined regions to capture
geographical inequality)

(Calculate Ql across
country and within
defined regions to capture
geographical inequality)

Ql 29 new
Integration of care

Is there any regulation
and funding in each
country for the
collaboration between
different providers of
mental health care with
the goal of optimization of
patient pathways?

e “Goal of optimization
of patient pathways”
should be rephrased
as it may be
considered unclear.

Ql 29 new
Integration of care

Is there any regulation
and funding in each
country for the
collaboration between
different providers of
mental health care with
the goal to improve
continuity of mental

(Yes/No) healthcare for patients?
(Yes/No)

Ql 30 new None No revisions.

Involuntary inpatient

admissions

Numerator: Number of
patients with involuntary
admissions to psychiatric
hospitals and psychiatric
departments

Denominator: All

admissions of patients to
psychiatric hospitals and
psychiatric departments
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