encouraging therapeutic optimism that a more positive future
is possible and for identifying points of intervention.

Finally, supporting people who live with psychosis to make
personally-meaningful sense of their experiences is a different
skill to promoting insight, and may require new clinical ap-
proaches which avoid imposing explanatory clinical models.
The expertise of organizations such as the HVM may be needed
in the mental health system.
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Assessment and determinants of patient satisfaction with mental

health care

How satisfied patients are with the care they are receiving is
widely regarded as an important process variable and quality
indicator in mental health care.

Itis a process variable, as it predicts to what extent the aim of
care, i.e. the alleviation or overcoming of mental distress, may
be achieved. Various studies have shown that more satisfied pa-
tients are more adherent to treatment and - even if there is no dif-
ference in adherence - benefit more from care than less satisfied
patients. Furthermore, patient satisfaction predicts outcomes
right from the initial stages of treatment, e.g. when assessed with-
in the first two days of hospital care'. It is also a quality indicator,
because all treatments should be as patient friendly as possible,
independently of any impact on health and social outcomes.

Since the 1960s, numerous scales have been used to mea-
sure patient satisfaction with mental health care, also termed
treatment satisfaction, service satisfaction or consumer satis-
faction. A recent systematic review indicates that scales vary
significantly in their structure, length, focus and quality®. There
is no consensus on how exactly patient satisfaction should be
measured and, across scales, patients are asked to rate their
satisfaction with 19 different aspects of care. Despite an ex-
tensive literature, the review identified only four scales that
have been used in more than 15 studies and may therefore be
regarded as more established.

The Client Satisfaction Questionnaire® for outpatient treat-
ment and the Client Assessment of Treatment Scale* for in-
patient treatment are brief scales of 8 and 7 items respectively
and provide global scores. The Verona Service Satisfaction
Scale® and the Self-Rating Patient Satisfaction Questionnaire®
are much longer and have subscales on different care aspects
in addition to a global score.

Satisfaction with care, as measured on such scales, can be
influenced by characteristics of the patients and by aspects of
the care they are receiving’.

A number of socio-demographic characteristics such as
gender, ethnicity, socio-economic and marital status have been
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suggested as determinants of satisfaction with care, but the
associations are usually weak and the findings across studies
are inconsistent. The only socio-demographic feature that is
consistently linked with higher patient satisfaction with care is
older age, which however is also associated with higher satis-
faction with life in general.

More substantial correlations have been found with clinical
characteristics and patient reported outcomes, such as subjec-
tive quality of life. Patients with higher symptom levels, espe-
cially more depressive symptoms, with personality disorders
and with lower subjective quality of life tend to express less
satisfaction with their care®.

Only a few aspects of care have consistently been found
to impact on patient satisfaction. Coercive treatment and the
perception of a negative therapeutic relationship are strong-
ly associated with lower satisfaction with care, which might
however be regarded as highly expected findings. There also
seems to be a tendency for patients to be more satisfied with
treatment in the community than in hospitals®.

When satisfaction scores are obtained for the evaluation
of different treatments and services, one should consider the
above determinants - e.g., age, the legal status of the treatment,
and severity of illness or symptoms, in particular depressive
symptoms - as potential confounders. Adjusting scores for
these confounders minimizes the risk that positive or negative
ratings get falsely attributed to a specific form of care when
in fact they reflect general tendencies of a patient group with
specific characteristics. For instance, patients with marked
depressive mood are more likely to express lower satisfaction
with any form of care.

Adjusting for age and the legal status of treatment should
usually be feasible in mental health services, as such data are
available in most routine data documentation systems. In many
research studies, one can also obtain observer or self ratings of
symptoms, including depressive symptoms. When patients rate
their satisfaction in routine care, however, it is often not possible
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to assess their symptom levels at the same time. Still, consider-
ing some global rating of symptom severity would be helpful.

How patient satisfaction with mental health care should be
assessed in research and practice depends mainly on the scope
and purpose of the assessment. Quantitative scores as provided
by the established scales can be helpful, if an adjustment for
confounders is possible. Some scales are short and simple to
use, and provide helpful scores for research studies and broad-
er evaluations of services or treatments. When using the scales,
one might, however, also want to be aware of their limitations.

When satisfaction scores are obtained to evaluate services,
substantial differences of such scores between services or sig-
nificant changes over time are unlikely, when all confounders
are considered. Frequent measurement of satisfaction scores
may, therefore, not be very informative. Also, differences on
quantitative scores alone will not be a precise guide for which
aspects of care should be improved to raise the satisfaction of
patients. For this, one may want to analyze subscales or single
items of scales. Even these scores, however, have limitations, as
no scale covers all aspects of care, and low satisfaction scores
do not necessarily indicate what exactly should be done to
make patients more satisfied.

Better than quantitative scales, open questions on what
specifically patients are satisfied or dissatisfied with can elicit
information on a wide range of aspects of care that may be rel-
evant in a given context and that professionals can potentially
act on. For example, if patients express dissatisfaction with the

behaviour of one particular staff member or with the timing of
home visits or with the dose of their medication, clinicians may
change these aspects of care and thus directly improve patient
satisfaction.

Finally, no scale or survey can replace the mostimportant pro-
cedure to assess patient satisfaction with care in practice, which
is a direct and open communication between patients and cli-
nicians about patients’ experiences, appraisals and wishes. This
can facilitate ongoing consideration of these experiences and
views in shared treatment planning and service development.
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Community alternatives to inpatient admissions in psychiatry

The aim of treating people experiencing a mental health cri-
sis in settings other than hospital inpatient wards is not new’.
A system of family foster care for people with mental health
problems at times of need was established in Geel, Belgium,
700 years ago. In the 1930s, A. Querido set up a home treatment
admission-diversion system in Amsterdam, The Netherlands. In
the 1970s, P. Polak developed in Colorado a network of crisis ser-
vices including family placements, crisis beds, an acute day unit
and treatment by mobile mental health teams. The first recog-
nizable modern multi-disciplinary crisis resolution home treat-
ment team was founded by L. Stein in Colorado in the 1970s.

The attractions of averting hospital admission where possi-
ble are obvious. Inpatient care is very costly. Potential harms to
patients from hospital admission include: institutionalization
and dependency; distress from enforced social proximity to
others, or from separation from friends and family; harm from
other patients or staff; loss of employment or housing tenure;
the development of unhelpful coping strategies; stigma®. Some
of these harms may be mitigated by alternative residential crisis
provision. Treatment at home during a crisis offers positive op-
portunities: to identify and modify social and environmental
precipitants of crisis, enlist family support, develop coping
skills applicable to people’s normal social context, and offer a
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more equal basis for collaborative relationships between staff
and patients.

Patients tend to strongly advocate alternatives to admission
being available. The provision of a range of crisis services, from
which patients and staff could collaboratively choose the best
option, appears evidently desirable. A number of community
service models now have trial evidence as viable alternatives
to inpatient admission for many patients. Acute day hospitals
may be able to treat as many as one in five patients who would
otherwise be admitted to acute wards, with comparable out-
comes®. Crisis resolution teams can reduce inpatient admis-
sions and increase satisfaction with acute care®. Residential cri-
sis houses may have greater patient satisfaction and lower costs
than inpatient admission, with comparable effectiveness®.

Despite this promising evidence, community crisis alterna-
tives have struggled to become fully embedded in national
acute care systems. Crisis resolution teams are probably the
most widely adopted model, but have only been implemented
nationally in England and Norway. Community crisis models,
even where they do act effectively as an alternative to admis-
sion, risk being labeled as a luxury and vulnerable to cuts.

Community alternatives are unlikely ever to replace psychi-
atric hospitals completely: some patients may always be un-
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