risk-adjusted outcome measures. The ob-
vious way to do this is for governments
or other organized payers to mandate
outcome assessments, carry out cen-
tralized risk adjustment, and report re-
sults publically at as low a level of aggre-
gation as possible. Kilbourne et al men-
tion initiatives along these lines in Aus-
tralia and the Netherlands. The Access
to Psychological Therapies program in
England is another example®. The Inter-
national Consortium of Health Outcomes
Measurement is attempting to develop
standard sets of outcome measures for
this purpose across many different med-
ical conditions, and to create an imple-
mentation network to help facilitate data
collection and risk adjustment®.

When governments and other orga-
nized payers are reluctant to embrace
outcome assessments, I would suggest
that organized consumer groups might
fill the gap by creating an electronic sys-
tem that allows patients to provide infor-
mation about their conditions and rel-
evant background at the beginning of

treatment on a patient-report website,
and to complete ongoing symptom track-
ing surveys on the same site. The base-
line data would be used by the system
developers for risk adjustment, and the
tracking data would be used to generate
patient-specific treatment response curves
that could be made available to clini-
cians for monitoring treatment response.
Patients would have an incentive to par-
ticipate to provide information known to
promote treatment quality improvement.
Once such a system is in place, risk-ad-
justed treatment quality profiles could be
generated to create the market pressures
needed to encourage providers to engage
in quality improvement initiatives.

Once such a system becomes the
norm, the “balanced portfolio” of struc-
ture, process and outcome measures
called for by Kilbourne et al will evolve
naturally, with payers using outcome as-
sessments for pay-for-performance, and
provider groups using structure and pro-
cess measures for continuing quality
improvement. But order of operations is

important. The process needs to begin
with risk-adjusted outcome assessments
to create market pressures for quality im-
provement and to provide objective stan-
dards for quality assurance, with struc-
ture and process measures used primar-
ily by provider organizations for internal
purposes to improve patient outcomes.

Ronald C. Kessler
Department of Health Care Policy, Harvard Medical
School, Boston, MA, USA
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Improving the quality of global mental health care requires universal
agreement on minimum national investment

Kilbourne et al' provide an informative
review of current theory and approaches
to the measurement of quality of mental
health services from a number of higher
income countries across the world. A
welcome emphasis is given to social out-
comes, and the authors note that quality
of life, personal recovery and commu-
nity tenure are as relevant as more tradi-
tional outcomes such as symptoms and
functioning.

The authors also acknowledge that any
outcomes framework needs to take into
account variables such as morbidity and
socioeconomic factors, to avoid “cherry
picking” and gaming by providers. This is
an important point and one that is as
relevant to social outcomes as “clinical”
outcomes, but more difficult to adjust for.
Quality of life is a notoriously slippery
concept which has a complex relationship
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with relative expectations of what a
“good” quality of life comprises®. Simi-
larly, personal recovery is, by definition, a
subjective concept and it is no surprise
that the development of valid recovery
measures has been hampered by a lack of
consensus amongst providers, research-
ers and service users. This is unlikely to
be solved by further investment in tool
development.

Apart from the problems of actually
measuring relevant outcomes in mental
health systems, a major issue with many
existing measurement based schemes is
that they only focus on the simpler parts
of the system. The three examples from
mental health systems given by Kil-
bourne et al (the UK’s Improving Access
to Psychological Therapy, the Dutch
Depression Initiative and the Australian
TrueBlue model) are all primary care

facing models that aim to address com-
mon mental disorders. These services
deliver specific, time limited, evidence
based interventions and are ideally suit-
ed to straightforward monitoring of their
structures, processes and clinical out-
comes. This has led to greater invest-
ment and their being embedded into
national service models in the UK and
the Netherlands.

However, people with more complex
mental health problems tend to require
multiple interventions from multiple serv-
ices, often spanning statutory health, social
care and non-governmental organization
providers. The problem of identifying stan-
dard, universal metrics and measures that
can capture the impact of these complex
arrangements in order to assess whether
“quality” is being delivered has, unsurpris-
ingly, proved insoluble, not least because
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social outcomes are often more relevant
to this group than clinical outcomes such
as symptoms.

The abandonment of the outcome bas-
ed reimbursement system for mental
health in the UK probably had more to do
with this issue than with administrative
burden or risk of gaming. The main clini-
cian rated outcome measure that was
under consideration, the Health of the
National Outcome Scale (HoNOS)?, is one
of the most widely used mental health
outcome assessment tools worldwide, but
there are concerns about its appropriate-
ness and sensitivity to change for people
with longer term and more complex men-
tal health problems. As such, it cannot
reliably indicate whether a service is pro-
viding effective care and should be reim-
bursed.

In Australia, universal routine out-
come data (including HoNOS) have
been collected systematically for around
20 years, but this has not stopped the
gradual disinvestment in statutory mental
health services for those with the most
complex needs, and concerns are now
being raised about the quality of care
provided by other sectors for this group®.

A bigger issue, something of an ele-
phant in the room, is that there is not
such good evidence that improving qual-
ity of care actually leads to better clinical
outcomes, particularly when we consider
longer term, complex conditions. Evalua-
tion of the impact of the national Quality
and Outcomes Framework for diabetes
care in the UK found no clear associa-
tion with improved clinical outcomes

over the three years before and after its
introduction®.

Nevertheless, it would clearly be coun-
terproductive not to attempt to under-
stand how to organize services to be as
safe, effective and efficient as possible.
The difficulty in identifying robust uni-
versal measures for mental health serv-
ices that can do this may explain why, as
Kilbourne et al point out, most “outcome”
measures are actually process measures.
In complex systems such as these, it is
much easier to describe what you are
doing than to assess whether it has had
an impact. Perhaps New Zealand has
adopted the most pragmatic approach: to
focus on monitoring key indicators that
can be agreed on as universal markers of
basic service quality, such as the minimi-
zation of seclusion and restraint, and sui-
cide reduction®.

Indeed, the increased support for “pay-
for-performance” or “activity” rather than
“payment for results” models probably
reflects a growing acceptance that there is
no simple way to assess outcomes in most
mental health services. Consequently,
comparative benchmarking that uses var-
ious process metrics has become in-
creasingly popular in England and Wales
through the voluntary National Health
Service benchmarking network. How-
ever, this can only work within a publicly
funded system where sharing data does
not potentially threaten an organization
through competitive market forces.

Finally, the biggest issue (an even larg-
er elephant) is resourcing. Across the
world, most countries lack even basic men-

tal health care. The nuances of differ-
ent approaches to quality assessment in
higher income countries pale into insig-
nificance when considering the appalling
consequences of this. Globally, most peo-
ple with serious mental health problems
are in long-term institutions, often living
in unacceptable, inhumane conditions”.
Taylor Salisbury et al® recently showed
that, across Europe, the proportion of the
national health budget spent on mental
health was positively correlated with the
quality of the country’s longer term facil-
ities.

It seems that adoption of a universal
national minimum percentage invest-
ment in mental health care should be
the first crucial step in any global quality
improvement initiative.

Helen Killaspy
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Exploiting routine data for international benchmarking of quality in

mental health care

The paper by Kilbourne et al' provides
an extensive overview of the challenges in
assessing quality of mental health care.
Service users, informal carers, policy mak-
ers and the general public increasingly
demand that mental health systems pro-
vide good “value for money”, and thus the
need for validated, meaningful and pur-
poseful data on quality of mental health
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care is growing. As outlined by the authors,
many countries have taken actions to iden-
tify, define, collect and analyze such data.
In parallel with national activities, there
is a growing interest for international
benchmarking of mental health systems
to inform national policies. The challenges
in standardizing measurements become
even larger when comparing mental health

systems in different countries, due to dif-
ferences in those systems and, in many
cases, absence of common international
definitions. Common indicator defini-
tions and standardized data collection
procedures are prerequisites for mean-
ingful benchmarking between countries.

In spite of the above-mentioned chal-
lenges, international benchmarking is
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