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FORNORD

The Southern Regional Education Board was.aw.arded a grant (Mental Health
Training Crane No. 1-T15-MH14703) in late 1976 from the State Manpower and
Development Branch of the National Institute of Mental Health. The Projectwas to develop publicationsland

conduct workshops to assist mental healthcenters in improvingjAheir management/practices and tteir program.activities.
through the use of pi-actical program evaluation. A series of publications
and workshops is being developed through the combined efforts.of the Board'sstaff and task force participants. Topic areas include:

o The Administrative Uses of Program Evaluation
o Use of Information Systems for Monitoring Mental Health Programs
o Linking Needs Assessment to Program Planning.and Management
ci Quality Assurance in Mental Health Centers
o Client Outcome Evaluation in Mental Health Centers
o Improving 'Staff Productivity in Mental Health Centers

The selection of these topics was based on the preferences expressed in asurvey d'imental health centers and clinics in the 14 states served by the
Southern Regional Education 4ioard.

Quality Assurance in Mental Health Centers explores the origins of
. current quality assurance effolie in mental health, and makes some suggestionsfor the organization and operation of quality assurance programs. This
'publication is based on the recommendations of people in mental health centersand state mental health agencies. We thank all of them for their willingness
to share their knowledge and experiences with us. We assume responsibility
for the content ot this report, including any misunderstandings resulting fromthe translatAon of ideas.

iii

Janet F. Despard, Project Director
Improving Mental Health Centers and
Mental Health Planning Project

Harold L. McPheeters, Director
Commiselon on Mental Health
and Human Services
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WHAT IS ._QUALITY ASSURANCE?

The requirements of the Community Mental Health Centers (CMHC)

Amendments of 1975 (PL 94,63) and the mental health .program standards for

accreditation by the Joint CommiSsion on he Accreditation of Hospitals

(JCAH) have created a new interest 'and emphasis on quality assurance activi-

ties within mental health centers.. The CMHC amendments require (1) that

tnational CMHC standards be developed, (2) that states develop standards for

mental health facilities and programs, and (3) that federally funded center6

establish quality assurance programs. In addition, the JCAH standards for

mental health programs include case audit requirements that are similar to

those set for quality assurance programs in federally funded centers.

The purpose of this publication is to explore the origins of current

efforts to assure the'quAlity of \mental health care; to exathine some of the

conceptual and technical issued encountered by mental health centers in

adapting quality assurance procedures to outpatient services; and to make

'some suggestions for the organization and operatiom of quality assurance

programs based on the actual experiences of Several community mental health

centers.

Towsry arid Windle4kfine quality assurance ap:
Nk

. . . an activity or set of activities aimed at or iesulting in
maintaining or improving the quality of health cee.services.1
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The requirements of the various agencies differ in the exient of activities

-and
1
kinds of clients whose Care must b.; reviewed, but all see quality

assurance as a process designed ,(1) to review tlie quality and appropriateness

of services Kovided to clients, and,(2) to assist in making decisions about

improving or correcting deficiencies in individual client care and 1in overall

clinical procedures. All emphasize peer review as necessary and desirable on

the assumption that caregivers are best qualified to make decisions about

profegsional standards of care. The actual review process calls for the

identification and correction of deficiences in care through comparing the

aotual services provided against criteria'which specify the appropriate

treatments for clinical problems or illnesses. Clinical care that doea not
/

conform Lo_t4ese criteria is referred to a committee of peers for review and

corrective actions.

HISTORICAL BACKGROUND

The assessment of the quality of health and mental health care is not k

new. Three general aspects.of quality assurance have evolved over the past

hundred yearg or more. The first relates to the quality of the staff

(i.e., educational requifements and credentiala of physicians and other

practitioners), and standards for the setting in which care is, provided. This

aspect focuses on the inputs to the treatment. The second asvect is the

quality of the treatment processes. The thfrd aspect involves,the assessment

of the results of care or outcomes. No single approach has been determined

to-be adequate id itself. All three are used to some extdit in the assess-

ment of the quality of health and-mental health care.

'to



The early roots of quality assessm nt in mental health .trace.back to the

early 1800s when Pliny Carl, Rufus Wyma and Thomas Lee attempted to create

standardg of ethical practice and professional competence for the care of the

mentally ill in asylums in New York, Philadelphia, and Boston.

However, bost current quality assessment methods have been developed by

the field of physical health and adapted to mental'health settings.2

In the late 18008 the assessment.of the quality of medical care began

with attemOts by the Illinois State Board of Health to stablish professional

competencies Cor the licensure of 6hysicians. Shortly after the turn of the
*

century, the American Medical Acsociation and the Carnegie Foundation for the

Advancement .of Teaching jointly sponsored a survey of medical schools. This

study, conducted by Abraham Flererc resulted in recommendations for a

standardized curriculum for "scientifiC" medical education and establishedthe

principle of full-time faculty holding joint appointments in teaching hospi-

tals. Following the completion of the Flexner Study, E. A. Codman developed

a method for auditing the outcomes of surgery and identifying the yeasons for

good or poor resUlts. Codman proposed to the American College of Surgeons

that all hospital surgery be subject,to medical outtome audit: The College

decided, largely because of the findipigs of the Flexner Study, that physicians

and hospitals would be best served if a program was established to bring

performance up to Acceptable levels through improving medical education and

setting minimal standards for hospitals.

The initial approacfl-tu improving the quality of medical care resulted

in programs of accraditation for hospitals based on input standards for

hospital administratfon (i.e., qualifications of staff, and spedtfic facility

di

,
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and equipment requirements). The,American College of Surgeons transferred

responsibility for the accreditation of^hospitals to the Joint Commission on

the Accreditation of Hospitals (JCAH) in 1952.
e

By 1928, the conceptual foundations of quality assessment h d been

developed. Structural.(input) approaches were being used; standards for ilt-

comes were not used on a nacional basis until much later, peOlaps because the
%

influence and acceptance of structural improvements in hospitals made the

need to assess outcomes appear unnecessary.

%

In the next four years, the Committee on the Costs of Medical Care laid

-an analytical foundation for the development of the process appioach to

quality assessment. The analytical methoda used in a series of studies by c
the

Committee were based on two major factors. The first was the desire to

understand and control the rapidly rising costs of health care. The second

was the professional interest in the quality of healih care and the way to

assess it. Numerous studies based on the Committee's work began durinirthe

late 1940s and'continue to the present. The basic 1ssue4 of the cost and

quality of health care were.first introduced in 1928, and subsequent studies

hal\ie-"ad a strong influence on legislation, beginning with a nationwide

health care review program enacted in 1972.

This program (Title XI of the Social Security Act) establishes Profes-,

sional Standards ReView Organizations (PSR0s) at state and local levels to

review institutional vire (hospitals and long-term care facilities) for which

°payment is made under Medicare, Medicaid and Maternal and Child Health

4
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programs (and presumably any recipients of any future national health care

insurance). its stated purpose is to provide efficient, effective, atid
1

economical health care of proper quality.

PSROs function as peer review groups performing.three types of process

assessments: (1) concurrent reviews to ascertain the medical necessity of a
1

patient's admission and continued stay in a hospital; (2) evaluation studies

of the quality of care provided to groups of patients; and (3) profile

analysis of aggregated data on clients or practitioners.

PSROs establish their own review criteria based on national guidelines

(model screening Criteria) developed by specialty groups including mental

health. Deficiencies identified by review and evaluation may lead to

recommendations by the PSRO that will upgrade services. The responsibility

for evaluating the quality of care provided to groups of patients can be

delegated by the PSRO to faCilities, such asycomplunity mental health cehters,

nwith acceptable quality assurance programs.

Unlike the.beginn

,

ngs of the assessment of the quality of physical health

care which focused on the input aspects, the earliest efforts at assessihg the

quality of mental health care begat with the process aspects. One of the

earliest N)rms was the joint staffing of cases in which the responsible

clinician presented diagnostic findings and pr6posed ereatment plans to a

group of qinical_peers. This type of.peer review was the foundation for

mental health quality assurance programs.
A

A

The development of nationwide quality assessment mechanisms in mental

healt1-6a been primarily a collaborative effort between the JCAH and the

National.litatitute of Mental Health (NON) that has been prompted by the

5
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requirements of federal health care reimbursement programs (primarily Medicare

and Medicaid). These programs iptre automatic federal certificatidit for,reim-

bursemen.t to facilities and programs that are accredited by the JCAIE'

the .HRO program, JCAH quality'assurance requirements apply to all patients,/
1

not just recipients df feaeral reimbursement programs

7.1CAH accreditation standards for psychiatric hospitals were developed

in response to 'change in Medicare."conditions of participation" (standards)

made in 1966. This change was designed to preclude payment for mental

)1,

patients receiving only custodial care. Two specific conditions th.sd have

influenced the development of -quality assurance programs in mental Ilealth

centers weie: (1) the requirement for "active treatment" thaOs e'ipected to
%

improve the condition of patients: and (2) the requirement that medical .

records be,maintained to permit a determination of the intensity of treatment.

provided for each Medicare recipient.

Until the enactment of the Community Mental Heaith Centers Act Amendments

(PL 94-63) in 1975, quality assessment activities were voluntary' and mainly

applied to mental health center inpatient services. Centers that contracted

for inpatient services from psychiatric.or general hospitals were not affected.

The amendments to the Community Mental Health Centers Act placed new require-

ments for quality assessment on mental healih centers.

The intent of the COmmunity Mental Health Centers Act Amendment 12.s often

described by the term "accountability." It incnrporates the'three traditional

aspects of quality assessment.

6
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Input or structural standards. Standards desl.gned to assure that the4

facility and its staffing meet basic qualiey requirements. Standards apply

to personnel, facilities, equipment; information and record systems, organi-
,

zational structure, and financing. However, compliance to these requirements

does not equate to quality care. The assumptions behind these standards are

that: (I) it is possible ti.identify what in "quality" in terms of staffing,

/ physicat structure( and formal organization;.and (2) better care is more

likely when qualified staff, adequate facilities, and scull fiscal and

administrative procedures are in place.

Process standards. Standards and criteria designed. to assess the prol'

cesses and procedures for providing care. These standards relate to the

activities of mental,health.programs in the treatment and management of

patients. The'assumption behind process standards is that the persons

responsible for deliverihg mental health services can agree on'what consti-

tutes quality treatment without regard to Dutcome. The appraisal of process

provides feedback to assuri"that clinical activities are carried out as they

should be.

Process standards are professionally develpped criteria for clinical

00-.

procedures for specific types of clients. Actual practice is compared against

these criteria through utilization and peer,reviews. There are two types of

explicit process standards: normative standards, derived from the opinions of

recognized leaders in the mental health professions (e.g., NIMH and profes-

sional associationp) and empirical standards based on the patterns of care

; found in actual prectixe in specific localitie's. Both are derived'from

0
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observations and werimentation And, therefort, are Subject to continual\

change. Manyi centers choose to develop their own outpatient standards because

existing standards ate designed-primarily Tor use in hosilital settings.

While mental health centers.are required to use explTcit standards,

actual praCtice, lniplicit criterla based on the professional judgments of

peers,on indiVidual eases often form a basis for decibions about the appro-
.

priateness of treatment services in.peer review.

Outcome staldards. These.staridards are designed to assess the results

of treatment. Criteria for outcome standards measure recovery or restoration

and relate to the results I-treatment in terms of each,client's mental health

statuq.. The' assimIrtions,behind this approach are that : (1) professional

and social views are in acc.ord op what constitutes desirable results; and

, (2) good results can be translated into measUres that reflect the effective-

ness of the care-giving process.

To date, standards for treatment outcomes for mental health center

clients have not been developed and, therefore, are not required. Several

factors make using.outcome standards for client care difficult: (1) the

selection of appropriate measures for all groups of clients is controversial,

and (2) the relationship between clinical processes and,treatment,Odtcomes is

hary because of influences outsiAe the Control of clinicians.

FUTURE TUNDS

The ptoposed Mental Health Systems Act requires that standards be

developed and used to negotiate performance contracts and monitor iht progress

8
1 9
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VI
of .state and local mental health programs4 It is most prOable tbat

requirement6 for quality, and cost-amtaiKnen(yill be included in the

prOposed perf.ormance-ftnttncting.and mth1toing processaso

4

'Ye
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THE ORGANIZATION, A OPERATION OF QUALITY ASSURANCE PROGRAMS

uality assyrance activities in mental health centers ire based largely
V

013.th process 4spects of quality assessment. QualApy assurance activities-

are in nded to improve the quality of monitoring-the clinical'icare

of indi due clients and grOups of clients/by clinical pee s.

How ver, there are also input aspects to quality assessmentof, mental

Smith' enters. These are intended to improve\th5/luality of care through

1 -

adequ e staildards for-fiscal and overall program management', qualified staff,

an adequate facilities and equipment. Reviews for compliance to structural

standards are usually condpcted by outside agencies.(e.g.. federal'and state

, oment,a1 health agencies, JCAH).

Federal gUidelines describe the basicattributes of a quality assurance

program in a federally-funded mental health center. These basic attributes

are': '04.$

1. A 'quality assurance committee must be established to be
responsible for d4ecting the quality assurance,Ilrogram.
The composition of thie committee must be multidisciplinary
with representattbn from all.felevant disciplines and service
units. This committee bay develops its own review procedure:a
but eq/aluation studies similar to 4hose required by PSROs
should be included.

2. The committee will develop standar s and criteria for the

review proceSs.'

. 3. The committee will write a plan,d sCribing the quaiity-
assurance program and make it'available to center staff,
patients, governing bodies, and the public.

10
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4. The Tifidtvss of the review process.are to be disseminated
to center staff aAd its board and to "other aPpropriate
bodies and'persons." ,

Alplough speciyic rules nnd regulations for review procedures and standards

have not been established by KM, the guidelines recoMmend that. quality
0

,
i

,

assurance actiOitees should be similar to those defined by PSROs. These are:

1. Admissions Certification a review to assure that each
sion to the inpatient'service is necessary.

2. ontinued Stay Review -- a review to assure that patients' stay
.in'inpatient services is-no longer than necessary.

3. Clinical Care'Evaluation Studies or Audits -- studies which
document the extene to whiah care prolAded is infaccordance
with pre-established quality'of care criteria.

4. Profile Monitoring -- the analysis of aggregate data regarding
patterns of'care for selected kinds of patients,or staff.'

PSRO quality assurance activities generally focus on physical health care

and the clinical work of physicians. To organize a quality assurance program

in a mental health center, thes'e activities require modification to :include

other aspects of cate and the work of other professionals in addition to

physicians.

THE ORGANIVATION OF.A qUALITY ASSURANCE COMMITTEE

Meptal health has commoily used team approaches in the care of patients.

Jbint staffing conferences and the review of individgal linician's cases by

supervisors have een'the:prImary mechenisms to mbnitor the quality of

clin)7 ical management. Multidisciplinary peers include psychiatrists psychol-

ogista, nurses, social workers, and Other thdi-apist

By:NIMH direction,.quality asaurance committees should be.staffed so

that (1) all service units are represented, and (2) all clinical disciplines
,

1 1
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are represented as voting members in t/he review procems. It)s Suggested

'that centers include other staff ag ex-officio Lembers to provide sdpport

services (e.g., the evaluatoKs:,the clinical records ;administrator, and the
1

coordinator of staff development). ',These persons can provide technical

assistance and information that helps link clinical issues to the overall

operations of the center.

Only clinical care providers should vote in peer reviews and make\

recommendations far corrective actiN. Non-clinical staff, such as medical

/records tvchnicians, may draw sample cases for review, screen cases for

specific characteristics, or identify techni6al deficiencies in record-

keeping if guidelines are provided by the quality assurance commgtee.

A
The tenure of office of quality assurance committee members may vary.

In some centers,,staff ar44ppo.,inted or elected for two-year staggered terms,

while in other settingA Members may Serve only one-year terms. The important

issues are that: (1) there are several staff members who are experienced in

the review process at all times, and t2) the review process also serves as a

kind of staff development. All staff members should have an opportunity to

serve on the committee at some time.

T E OPEghTION OF A QUALITY ASSURANCETROGAAM,NOW IS IT DONE?

Documentation is available for inpatient quality_assurInce procedures in

Hag arn, et.al, A Working Manual of Simple Program Evaluation Techniques for

Community Mental Health Centers, DHEW.Publicatiot (ADM) 76-404, 1976.

In mental heeth centers, quality assurance programs for outpatient

V
services.usually include the following procedures:

12
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o Case Identification 7 monitoring recorp for

*
parent

deviation from the procedures established by t scenter,
includink technical dtficienttps (e.g., Incomplete records)
afid major deficiencies in clinical proceduees.

o Peer leview =- an in-depth review by peersi(voting members of
the quality assurance committee) to make judgments and recom-
mendatiOns on the technical aspects and appropriateness.of
care provided to a client. 2

o Care Evaluation Studies and PrOfile Analysis'-- studies which
document the exeimik to whiCh the.center's overall patterns of
care and ItrtatmenF"Nre in accordance with pre-established
criteria and identify patterns of care provided to specific
types of clients by service units and practitioners.

Case Identification

Moly centers screen all client-records for technical'and clinical

deficiencies. These deficient records are identified on the bAsis of

pre-established criteria, such as length of time in treatment, problem type,

re-admissions, and requirements set for the content,of case records. In many

centers,,the'staff time available for identification Of deficient case records

18 limited and a case selection process is needed. The criteiia for selec-
V

tion may vary and may include one or more of the following:

1. Random selection of cases from the agency's overall case load.

2. Random selection of each therapist's case load.

3. Selection based on third !Arty payer requirements.

4. Other criteria, such as numbers of visits, problem types,
re-admissions, etc.

The primary aim of case identification is to assess and improve the

uality of care. While the identification of.technical deficiencies in
t'

records is a housekeeping task that is of secondary importance, it is a

necessary step to document what care actually was,given to 7lients. Many



centers return technically deficient records to clinicians for compfefion..
4

These cases are not, reviewed by peers unless the clinicians are unwilling or

6

unable to complete the records as-requested.

Peer Review'

Cases that are identified as deviating from standards are re iewed by

matkers,or the quality assurance committee. The general, procedures are:

I. Review.cases that.appear questionable.

2. Makp recommendations on each case -- either affirming what was
done or recommending corrective action.

3. Inform the therapist and set up a conference if required.

4% Re-review case to assure that appropriate actipn has been taken.

5. If action has not been taken, refer case to the appropriate
authority (center director, clinical: supervisor),

In some centers, case identification and,peer review are part of the

Same prccess. In larger centers, particularly tHose, who have well-developed

review criteria or standards, clinical records staff identify cases that

deviate from critpria and refer them to the review committee.

What Happens as a Result of Peer Review?, One.of the results of peer

'review is the identification of'areas for informal and formSl staff develop-

QP
ment. Participation in a peer 'review committee is an educative process for

a clinician. At the saule time, the individual clinician whose cases are

Teviewed (particularly when the problem relates to actual client care)

benefits from the-recommendations ot the coMmittee n learning new or betteT

ways to deal with clients.

14
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Some suggested kinds of staff dev4opmenrapproaches to assist(clintcians

in handling cases more appropriately'are (I) a group review of the case,

(2) video or audio ta.es of a elinician'and pstiene and discussion of better.

ways to handle the 'case conferences,.and (4) equipping the

erapist with a listen vice so that he can hear suggestions from a

er behind a one-way thirroY.

The followl,ng suggestiamay assist in improving the quality'of care

in outpatient services:

o A team approach to treatment often heads off the need for
, corrective action. .

o A follow-up should be doneto make sure that the recommended
actions have been taken.

IL
o Peer review reports Illould be used to identify the topics to

be addressed in formal staff development programs.

Peer review reports should be used to assist center managers
in making changes in organizational and clinical procedures
that constrain clinicians in providing quality care,.

o ; Peer review reports may provide the basis for improvements
in clinical procedures (e.g., intake procedures, centralized
booking of appointments, new treatment modes, or a new system
for assigning,cases to individual clinicians), the allocation
of staff ando4her resources in clinical and/or support
services.

Clinical records are the primary source of case documentation of the

, -

quality of care provided to patients. When adopting the utilization review

Arequirements of PSROs to ongoing outpatient'services, many centers find it

. necessary to modify the formae of clinical records so that content and form t

are complete and'clear. Some statvagencies are now attempting.to standardize

the format ana content of clinical records in all publicly funded mental

health centers so th4t the records will contain specific required information

15



as well .As akow for additional content needed by individual agencies.

Information.that ,accounts for the psychological,'physical,. educational/voca-
.

tional, and social aspects of clients'ipndition, define the goals of treat-
)

ment, and the specific, methods to be employed for attaining these goals are

included. Privress notes are related to the treatment planned for clients.

Some_centers also include ratings of the functioning level of clients for

each visit. This assists reviewers in assessing the results of treatment as

well as the quality Of care prol.;,ided to clients.

It should be noted that good records do not equate to good care, but

they document it.

Clinical Care EValuation and Profile"Analyais

There are va9ing definitions of clinical care evaluation studies in

mental health centers. In'the broadest interpretation, these studies may

range from studies of client patigfaction to studies of ehe utilization

patterns of specific client groups (e.g., previously hospitalized patients).

Narrower interpretations, such as those of PSR0s, deal with.comparisons of

. actual care provided to established clinical criteria; A list of Character-

istics of both care evaluations and profile analysis in mental health centers

is given below.

4

I. Studies should be based on aggregate data of identifiable
groups of clients.

s-

,2. Usually data are analyzed retrospectively -- not while clients .
are receiving care.

3. The'selection of studies may be initiated by different
people -- the center iirector or clinical services director,
the evaluator, a clidfcian, the quality assurance.committee.

"-\
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Reg'ardiess of who initiates a request for a study; the quality
ass4rance committee should approve thqse studies that explore
istues relatea to the quality of care provided to clients.

4. ,tudies should be Conducted iv areas where a commitment to act
on findings exists. Otherwise, the cost'in staff time and.other
resources is difficult to. justify.

Init)ally, many areas of clinical care can be studied on an, exploratory

level through the use of program evaluation techniques instead of undertaking

.an in-depth research study of client caFe. If a PI-ohlem is identified, the

decision can then be made to proceed with an in-depth study requiring more

timb-consuming data collection. Where most program evaluation methods use

data from the center's statistical information System, in-depth care.evalua-

tions require abstracting data from clinical records and/or collecting new

data. The major concerns are the greater costs and degree of detail required

for care evaluation studies.

Clinical care,evaluations shonld not be conducted in areas where there

is no perceived problem, or little potential for improvement,because .of known

constraints.

CRITERIA AND STANDARDS

There is some conti-oversy over'the kinds' of stavdards to use in CMHC

quality assurante. The issue is whether the use of:normative national

standards (e.g., those derived from the opinions of leaders in the, mental

health profession) iS more appropriate than the use of empirical standards

based on the patterns of care found in actual practice within a specific

center.

17



-6

I.

It'is argued that normatilbe standards tend to dictate the prov sion of

care in local programs and that they contradict the intent of the C.Act

which encourages the tailoring of mental health serviées to thejneeds of local

communities. J

.'The other position argues that mental health care will be highly variable

when reviewed on "a center-by-center basis, In either case the ir4liFit

teril employed by'peer reviewers may time clostr to the actual'clinical

decision-making process.thatiany explicit criteria.

The purpose of 'setting explicit standards,fof qualit assurance programs

should be to meet local needs. Standards serve as a basis for judgments about

the q lity ,of care, but they also may be used fh liability issues. Quality

assurance ommittee members tend to use existing numative standards as a
. ,

gene'ral reference source or 4 starting point for thkdevelopment of explicit

local standards.

A standard is sean as a unit of measure that serves as a screening device

to identify and assess acceptable and unacceptable performance in clinical

care. Sotrie suggestions for the use of standards are shown below.

o Standards should allow flexibility.In describing the range of
acceptable performance. They shou10 be dynamic so that theiTIPP.
adjust' to changing circumstances. They should be self-imposed,
.tnot externally imposed.

o PSRO has recommended standards for inpatient care, but to,date
there are no generally accepted standards for outpatient and
other types.of services provided by mental health centers.

-o Different standards should be develáRfd for client.groups and
for stages of the treatment process, sUch.as admission/intake,
acute treatment, and continued stay procedures.

18
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One of the major difficulties in setting standards for quality ssurance

programs lies in achieving agreement on what the standards should be. There
4

are several suggesetions for developing gtandards:

o Develop sirhle, Minimal iitandards,and refine them over time.
These initial standards Oo not have to'be comprehensive and
.should have an "elastic 'clause" to cover specific situations.

o Develop standards as a response to frequently recurring'
problems in clinical practice.

o Usp profetsionpl ethics and standards of practice ag a broad
' base for judgments.

o Use the Bill of Rights for patients, and externally imposed
standards (state, JCAH) as a basis for the development.of
standards.

o Start with known clinical practices within a center and deVelop,
explicit, center-specific ceiteria and standards over tinie.

, Build in flexibility through periodic review using current
practice and norms within the center as well as those drawn
from outside sources.

Some examples of minimal standards are:

Ao The content of clinical records and the documentation of client
care must comply with specific iequirements;

o Medication review must be done at specified intervals;

4 o Agsessment and treatment planning for clients must be done
. within a specified time period;

o When only one contact is necessary, or desired by a client,
a clinical case record will not be opened;

o A therapist must document Nith the quality assurance committee
the need to carry an outpatIont case beyond a period of six
weeks;

o All cases will be reviewed after 90 days to identify inactive
cases;

o The cases of all medicare/medicaid beneficivies will be
reviewed after ev_4.y 90 days of continuous treatment.

4
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Explicit standards developed by mental health centers are used to

identify caseS tilt appear to be"unacceptable. Peer review activities are

designed to permit clinical peers to make judgments based on implicit cristeria

for good clinical care and the total pattern, of tile case.

THE ROLE OF EVApUATION IN QUALITY ASSURANCE PROGRAMS

The Community Mental Health Centers Amendment of 1975 also requires that

federally funded centers have a program evaluation unit that (1) ollects and

evaluates statistics on the cost of operations, the patterns of utilization

of services; the availability, accessibility and acceptability of services,

and.the impact of services on residents; and (2) reviews its statistical

information with catchment area residents to assure that Services meet their

needs (citizens' review).

Quality assurance and program evaluation activities are distinct types

of evaluation with some similarities in practice. Until recently.the two

have not been linked because the focus of their concerns are different.

o \Program evaluation focuses on providing information to assislt

center administrators in making decisions about program effort',
efticiency, effectiveness and adequacy, and in encouraging
-community awareness and feedback.

o Quality assurance programs focus on the review of care provided.
to clients to assist professional.caregivers in making clihical
decisions about individual clients and groups of clients. The
results 'Of quality assurance activities are used primarily by
clinical staff in improving clinical,care.

In most mental health centers, the program evaluator is responsible to

the center administrator to develop and execute an arinual evaluation plan that,

is congruent with, and complementary to, the center's annual plan for program

and budgets, and to monitor, analyze and report program data to the center'6
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managers.. In ictual pricti-Ce, program evaluators serve in many other

6 4'
capacifles, particulaily in amall organizations. The.evaluator is often an

rex-officio.(non-voting) member of the quality assurance committee wholhares

facts about the operation of the program and specific service modalities that

are relevant to the clinical quality of care. Often the program evaluator

, -shares responsibility for the developmer of the quality assurance progiam.

Some of he specific activities in which the program evaluator and the

rquality assurance Immittee overla and complement each other are:

1. The.program evaluator may identify the need for clinical
care evaluations.

. .

2. The program evaluator can,assist in the design of clinical
care evaluations.

3. Clinical' care evacuations can provide in-depth answers to
questions raised in the analysis of program evaluation data.

4. The combination of clinical care evaluation and program
evaluation provides information about problems from two
perspectivesC- quality issues and programmatic issues..
This linkage is often important in making policy decisions.

r,
5, Quality assurance comittees oftenouse program evaluation

, data to assist in developing standards for utilization review.

ft

C.
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SUMMARY 1

a

Quality assurance is an activity or set of activities aimed at or

:resulting in maintaining or proving'the quality of health care aervicepr.

Most current quality assessment mettiods have been developed by the field of

physical health and adapted to 'mental healtff settings. Three general measures

of quality le.evOlved: .(1) input standards for the staff and setting in .

which care Is provided) (2) process standE;rds for the quality of treatment;

and (3) outcome standards fof the results of care.

Quall:ty'.4ssurance programs in mental health centers are primarily-con-
.

cerned with maintaining or improving the 'quality of the treatment 6rocess

through.the monitoring of the clinical care of cltents by clinical peers.

Federal guidelines describe the basic Organization and activities of a

quality assurance program in a mental health center and recommend that

activities should be similar to those defined by Professional Standards Review

Organizations (PSR0s). "Because PSRO activities focus on physiCal health care,

they must be modlTied for use in mental health centers.. Non-clinical person-
v

nel can be inciuded in the quality assurance dommittee as ex-officio members

- to assist in-linking clinical issues to overall operations and carrying out

recommendations for improtements in clinical care. However, only clinical

personnel thould conduct Peer reviews and make recommendations for corrective

actan.
7
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Quality assurance activities in outpatient services usually include case,

identification, peer review, and care evaluation studies.
,A

..quality assurance standards and criteria provide'a basis for judgments

about the quality of care. They serve.as a's&reening.device to identify

acceptable and unacceptagie performance:fin clinical care. Normative standards

developed by leaders in the mental health profession may be used as a starting
*

point for developing standards, but mental.health Anters should develop

explicit standards that are flexible, meet local needs, and are self-imposed.

Until.the enactment of the'CommunitylMental Health Centers Act Amendments
.

df. 075, quality assessment aCtivities within mental health centers were

6
voluntary and mainly applied in inpatient services.

Quality assurance and program evaluation activities'have not 'been linked

until recently because the focus of their,concerns is different. The

program evaluator cap assist in organizing quality aasurance programs,- serving

as an ex-officio member of the4committee who is knowledgeable about program-.

matic cogcerna and developing the design'of clini6,-al care evaluations

Quality assurance seviews and decisionsgre limited to clinicians. If

the recommendations of the quality assurance,committee,are to have an impact

on the quality of care, the coopetation and assistance of administrative

and support staff are needed to integnate clinical process into general

programmatic ,concerns in a mental health center.

.
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