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The quality of routine mental health care is not optimal, it can vary greatly from region to region and among providers;
in many occasions, it does not correspond to the standards of evidence-based mental health. To bridge this gap, the
promotion of a systematic use of the information available for quality assurance would be most helpful, but measuring
the quality of mental health care is particularly challenging. Quality measurement can play a key role in transforming
health care systems, and the routine measurement of quality, using clinical indicators derived from evidence-based prac-
tice guidelines, is an important step to this end. In Italy, the use of clinical indicators is still sporadic: over the last 5 years
only three projects have been aimed at analysing, in a structured way, the quality of care in severe mental illness, and
two of these were led by the Italian Society of Psychiatric Epidemiology. Not only in Italy but also at global level there is
an urgent need for the implementation of mental health information systems that could lead to a substantial improve-
ment in information technology. Once this has been achieved, a common set of clinical indicators, agreed upon at the
regional and national level and useful for benchmarking and for comparing mental health services, could be defined.
Finally, using the implementation strategies, a system of quality improvement at both regional and local levels will be
built.
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Quality of care and information: the mental
health gap

As the Institute of Medicine pointed out in its influen-
tial book Crossing the Quality Chasm (Institute of
Medicine, 2001), the last 20 years has seen a chasm
occurring between the capacity to develop evidence-
based mental health and that of implementing it in
day-to-day practice. This means a growing gap
between what a patient routinely receives in terms of
mental health interventions and what he should
receive. As frequently assessed (Lehman et al., 1998;
McGlynn et al., 2003; Institute of Medicine, 2006;
Lora et al., 2011), the quality of routine mental health
care is not optimal, it varies greatly from region to
region and among providers, and in many occasions
such care does not correspond to the standards that
evidence-based mental health puts forward.

Also, the information we have on the quality-of-care
provided in mental health systems is poor; in fact not
only is there a gap in providing good-quality care,
but also there is an information gap. There is little
knowledge of how severe mental illnesses are treated
in most health care systems: in many countries, for

most diseases, potential quality problems and their
prevalence and incidence are unknown (Mainz,
2003a). The Decision Support 2000 + , the Substance
Abuse and Mental Health Services Administration
(SAMHSA) program on information needs of the US
mental health services, states that the quality of infor-
mation will determine the quality of care in mental
health services. If good quality information is not
developed, we will not have good-quality care. It is
not so long since the Institute of Medicine (2006)
underlined the importance of information and
infrastructure for the development of mental health
services, and investment in quality measurement
and reporting systems will substantially increase
opportunities for quality improvement (Mainz &
Bartels, 2006).

In the meantime, to bridge this gap, we must pro-
mote the systematic use of any information available
on quality assurance; the trouble here is that the
measuring of quality in the mental health sector is par-
ticularly challenging. Major obstacles are the poor
informative infrastructure and the limited implemen-
tation of information systems in mental health services.
In many countries, information systems are still unde-
veloped, especially in the mental health area (WHO,
2011), and this area is far behind the rest of health sys-
tem in the use of information technology. Data
elements necessary to measure quality are incomplete,
or, in many settings, even missing, and even when
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data collection does occur, it tends to be inconsistent
across the different organizations. Although, a mental
health information system represents the main tool for
evaluating patients in contact with services and under-
going treatment, alone it is not sufficient to evaluate
quality-of-care. What is needed is the merging of
different health databases, like those related to
pharmaceutical prescriptions; this would result in
linked electronic health information and would allow
us to move towards a clinically oriented information
system (McGlynn et al., 1998). However, the linking
of different information sources is not frequent in the
mental health sector, not only because of the lack of
an information infrastructure but also because of
resistance to an inappropriate use of the privacy
concept.

Furthermore, the possibility to compare and
benchmark mental health services has long been
hampered by a lack of common and standardized
quality measures and strategies that would allow
their implementation. Throughout the world, the
mental health services sector lags behind in the
development and implementation of performance
and quality measures. This can be put down to the
absence of solid evidence with regard to ‘appropri-
ate’ mental health care, the limited descriptions of
mental health activities achievable from existing
clinical data, the need to develop valid and clearly
defined quality measures and the lack of an ade-
quate infrastructure to implement them (Kilbourne
et al., 2010).

Accountability for services delivered and funding
received is becoming a key component in the public
mental health system, and information on
quality-of-care is an essential component of the
accountability of mental health services. Indeed, gov-
ernments fund organizations to deliver services that
benefit service users, thus, in return, these organiz-
ations must ensure, and demonstrate that the funds
have been used to achieve the stated outcomes in
the most effective and efficient way possible (State
of Ontario, 2012). In the mental health sector,
accountability is defined as ‘the obligation to demon-
strate that policies and programs are achieving
intended results’. Thus, it can be seen that ‘intended
results’ must be quite explicit when agreeing upon
the goals and objectives of mental health services
within a defined health region. The ‘degree of pro-
gress’ towards such stated goals and objectives is
defined as ‘performance’ (Mc Ewan & Goldner,
2001) Thus, accountability focuses on results that
are measurable and, where possible, evidence-based,
so it can be clearly seen that without ‘high-quality
information’ accountability remains only wishful
thinking.

Clinical indicators in mental health

To acquire insight into the quality of care provided,
one can take measurements with indicators. In the con-
text of mental health care, indicators are measures that
summarize information relevant to the mental health
service and the population that it serves, and can
therefore be used to measure change (World Health
Organization, 2005). More specifically, clinical/quality
indicators describe the performance that should
occur for a particular type of patient or for related out-
comes; these can then be used to evaluate whether the
patient’s care is consistent with indicators based on
evidence-based standards of care (Mainz, 2003b).
Indicators provide a quantitative basis for clinicians,
organizations and planners whose aim is to achieve
improvement in both care and the processes by
which patient care is provided. Indicator measurement
and monitoring serve many purposes, making it
possible to document the quality of care, make com-
parisons (benchmarking) over time between organiz-
ations (e.g. mental health services), set priorities,
support accountability, regulation and accreditation,
as well as quality improvement and a patient’s choice
of provider (Mainz 2003a, b). Baars et al. (2010) then
added performance management, where information
on performance is used for planning and control,
and to predict future performance. Following the fra-
mework outlined by Hermann & Palmer (2002) and
Hermann et al. (2006), indicators should present the
following necessary characteristics: measure the tech-
nical quality provided (not interpersonal or consumer
perspectives), be focused on quality of care (not on
cost or health care utilization), be built on a single
item not (on a multi-item scale), be useful for quality
assessment at the health care system level (rather
than at the provider level), be constructed from admin-
istrative data using uniform coding systems (e.g., ICD
or DSM codes) (rather than requiring dedicated data
collection or non-standardized data elements).
Indicators are based on standards of care, which can
be evidence-based, derived from academic literature
(see, for example, Cochrane Collaboration literature
syntheses, meta-analyses, or randomized controlled
trials), or, when scientific evidence is lacking, deter-
mined by an expert panel of health professionals in a
consensus process based on their experience.

Measuring quality of mental health care in Italy

In contrast with the rich international literature
(Spaeth-Rublee et al., 2010; Lauriks et al., 2012), the
Italian experience in the use of clinical indicators is
still very sporadic. Indeed, Italy’s psychiatric reform
in 1978, and recent legislation, devolved the
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responsibilities of planning, coordinating and deliver-
ing mental health care to the Regions, and this process
has led to relevant differences between macro-
geographical areas. Today, 30 years after the psychia-
tric reform, inequalities still remain, not only in terms
of resources and service delivery but also in terms of
information technology and the use of information sys-
tems (Lora, 2009). In 2010, a ‘mental information sys-
tem’ was approved at the national level, but it has
not yet been implemented in many Regions. Thus,
the lack of updated and good quality information at
the regional level has hampered accountability and
quality measurement initiatives, including the devel-
opment of clinical indicators.

Nevertheless, some experience has been gained: the
SIEP-DIRECT Project (DIscrepancies between Routine
practice and Evidence in psychiatric Community
Treatments provided to people with Schizophrenia)
promoted by the Italian Society of Psychiatric
Epidemiology (Ruggeri et al., 2008). The goal of this
project was to define a set of indicators able to measure
the gap between routine practices delivered in Italian
Departments of Mental Health (DMHs) and rec-
ommendations drawn from the National Institute for
Clinical Excellence (NICE, 2004) guidelines on schizo-
phrenia. About 100 indicators, both quantitative and
qualitative, were developed, analysing five different
areas: common elements in all phases of schizo-
phrenia; first episode treatment; crisis treatment;
promoting recovery; and aggressive behaviour man-
agement. In most instances, the NICE recommen-
dations were judged to be appropriate for the Italian
context, and the indicators were fairly easy to use.
The most severe, frequently evidence-practice, discre-
pancies encountered in the 19 analysed DMHs were:
lack of written material, guidelines and information,
to be systematically provided to users; lack of interven-
tion monitoring and evaluation; difficulty in imple-
menting specific and evidence-based interventions;
difficulty in considering a patient’s family members
as requiring targeted support, figures who should
also be regularly involved in the patient care process.
With regard to the implementation of the indicators:
in the pilot areas professionals actively participated
in the data collection, but because of the informative
burden related to data collection the resulting indicator
sets appeared to be not sufficiently feasible for routine
implementation.

Also, Bollini et al. (2008) developed a set of clinical
indicators to evaluate the conformance of clinical prac-
tice with some guidelines for care in schizophrenia (the
Schizophrenia Patient Outcomes Research Team,
McEvoy and colleagues Guidelines, and the National
Institute for Health and Clinical Excellence). For each
indicator, the team defined criteria for eligibility

(requirements to be met to qualify for evaluation), for
conformance (criteria to be satisfied to comply with
each recommendation), and for moderators (factors
that could justify the lack of application of a given rec-
ommendation). These indicators were tested on a ran-
dom sample of 807 patients with schizophrenia or
schizoaffective disorders cared for in the Italian
Piedmont region. A set of 15 indicators was derived,
nine concerning pharmacological treatment and six gen-
eral care and psychosocial rehabilitation. Moderators,
such as patient or family refusal of antipsychotic
treatment and the patient’s level of disability, helped
justify a considerable proportion of non-conformant
care.

In the last 2 years, the Italian Society of Psychiatric
Epidemiology has lead a new project, QuISMI
(Quality Indicators in Severe Mental Illness), which,
through a set of clinical indicators, is aimed at evaluat-
ing routine quality-of-care in severe mental illnesses.
The QuISMI project uses the relevant experience
acquired in SIEP DIRECT’S, but the data collection
results are more feasible, the indicators being less
numerous and completely from health information
systems. Experts, through Delphi rounds, identified
41 clinical indicators for schizophrenia, 33 for bipolar
disorders and 13 for depression. The indicators were
subsequently applied to the Lombardy Region’s health
databases, merging data from different information
systems (mental health activities, non-psychiatric hos-
pital admissions, somatic health interventions and
pharmaceutical prescriptions). The sample consisted
of 28 191 patients with schizophrenic disorder, 7752
with bipolar disorder and 19 271 with depressive dis-
orders cared for during 2009 by the Region’s
Departments of Mental Health (DMHs). Benchmarking
was adopted to evaluate the DMHs. The indicators
were analysed by the quality dimension of the quality
(i.e. accessibility, continuity, appropriateness, safety
and sentinel events) and by the phases of care (onset,
acute phase and maintenance), showing the strengths
and weaknesses of mental health care in Lombardy.
This tool is useful for evaluating quality-of-care in the
mental health system, and evaluation could be done
routinely using current information system data. The
results of this project, financed by the Lombardy
Region, have shown that it is possible to evaluate, routi-
nely and extensively, quality-of-care without any burden
to mental health professionals.

A shared agenda

In the last 10 years the importance of quality assess-
ment in mental health care has grown, and several
measures of performance have been proposed to assess
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and redress gaps in evidence-based mental health care.
In a recent review, Lauriks et al. (2012) analyzed more
than 300 indicators produced by more than 50 stake-
holders. This tumultuous scenario indicates a growing
interest in quality assessment, but at the same time
reflects the marked differences between mental health
systems and stakeholder expectations. Quality
measurement is a key driver to transform the health
care system, and the routine measurement of quality
using performance measures, derived from evidence-
based practice guidelines, is an important step to this
end (Conway & Clancy 2009).

In the Italian context, a new agenda for quality assur-
ance in mental health services is required. In 1978, the
psychiatric reform closed mental hospitals and devel-
oped community care, but the time has come to take a
good in-depth look at the situation and to systematically
improve the quality of community care. The first step of
this new agenda should be the implementation of a
national mental health information system and a sub-
stantial improvement in information technology. This
is essential in Italy, where there are still important
regional differences: the information gap between
regions is vast and needs to be tackled.

The second step is to define a common set of clinical
indicators, agreed at the regional and national levels
and useful for benchmarking and comparing mental
health services. Regulatory agencies and
Departments of Health at the regional/national level
should aim for a list of priorities related to quality-
of-care. At the country level, a specific set of indicators
should be developed, in line with the characteristics of
the mental health system and the priorities of the
different stakeholders (governments, regulators,
users, families and professionals).

The third step is to build a system of quality
improvement. Registration of the clinical indicators is
not a purpose in itself; it is the basis on which to
develop and evaluate improvement strategies.
Improvement interventions themselves generally con-
sist of two steps. First, the evaluation results are
reported to the care providers: the feedback. The litera-
ture shows that feedback is an effective improvement
strategy that, on average, leads to an improvement of
10–15%. (Van der Weijden et al., 2005). At the
regional/national level, a ‘dashboard’ containing clini-
cal indicators and a benchmark for severe mental ill-
ness should be adopted, taking away from mental
health services the burden of producing data.
Dashboards are critical tools to disseminate infor-
mation on quality measurement and to improve
accountability. The second step is that unsatisfactory
results must trigger quality improvement projects:
national/regional Departments of Health Regions
have a crucial role in promoting and sustaining these

initiatives, as shown by the Danish Indicators Project
(Mainz, 2004). At the local level, the impact of feed-
back can be maximized, linking it to periodic audits
and using implementation strategies based on evi-
dence within the framework of local quality improve-
ment initiatives (Wollersheim et al., 2007). As stated
by Mainz & Bartels (2006) ‘there is evidence indicating
that quality measurement and quality monitoring
combined with feedback, auditing and public disclos-
ure of measurement data leads to improvement of
the quality of care’.

However, measurement and accountability are,
alone, not sufficient, we need to involve, from the
start of this process, mental health professionals,
health care providers, users, families and policy-
makers. Particularly mental health professionals, as
end users of clinical indicators, should be on board:
their insight into the clinical meaningfulness and the
feasibility of application to routine patient care is
important. Their acceptance of the indicators is crucial
if these are to be applied to monitor uptake of
evidence-based care, as well as for sustaining clinical
quality improvement over time.

Our interest is not in measurement for the sake of
measurement. Ultimately, the measures should be
used by stakeholders to actually improve care. These
proposed improvements in the quality measurement
process can facilitate a culture of ‘measurement-based
care’ (Kilbourne et al., 2010; Harding et al., 2011), which
is defined as enhanced precision and consistent use of
high-quality information in disease assessment, track-
ing and treatment to achieve optimal outcomes.
Using clinical indicators and fostering a culture of
measurement-based care are essential steps to ensure
accountability and to add value to community care,
ensuring best practices to patients and families.
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