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) Federal leglslaticn requires mental health centers to
establish quality assurance programs which seek to maintain or
improve the quality of a cen*er's health care services, Three general
measures of quality are: (1) inpu+ stardards for staff and the
settling providing ¢are: (2) process standards for the quality of

ABSTRACT

treatments and (3) outcome s*andards for the results cf care. Federal

cquidelines recommend tha*+ men*tal health centersymodel their quality
assurance proqgrams after *he Profeseidnal Standands Review
organization's (PSRO) assessment method. However,” PSRO activities
evaluate physical heal*h care, and they focus primarily on input .
measures of quairti?\gon+ra:{1v,_quality assurance prograss in mental
health centers focus on the *rea+ment process. Clinical peer review
is the major monitoring *onl, and only clinical personnel may conduct
peer reviews and make quality assurance decisiqns. Although every
mental health center's stardards should reflect normative mental -
health'standards, each den+er's standards should be flexible, meet
local needs and be self-impo;gd. (Aut hor /MLT) : .
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The Southetn Regional Education Board was. awarded a grant (Mental Health

" Training Grant' No. 1-T15-MH14703) in late 1976 from the State Manpower and -
Development Branch of the National Institute of Mental Health. The Project
was to develop publications Yand conduct workshops to assist mental health
centers in improving gheir management-“practices and their program. activities:
through the use of pCﬁctical program evaluation. A series of publication’s
and workshops 1s being developed through the combined efforts of the Board's
staff and task force participants. Topic areas include: '

The Administrative Uses of Pfogram‘Evaluation

Use of Information Systems for Monitoring Mental Health Programs
Linking Needs Assessment to Program Planning. and Management
(uality Assurance in Mental Health Centers

Client Outcome Evaluation in Mental Health Centers ‘ ,
Improving Staff Productivity in Mental Health Centers

O O 0.0 O O

.

The selection of these topics was based on the
survey oé*mental health centers and clinics in
. Southern Regional Education Board.

preferences expresséd in a
the 14 states served by the

-

Quality Assurance in Mental Health Centers explores the origins of
» current quality assurance effor®s in mental health, and makes some suggestions
for the organization and operation of quality assurance programs. This '
publication is based on the recommendations of people in mental health centers
and state mental health agencles. We thank all of them for their willingness
to share their kngwledge and experiences with us. We assume responsibility

for the content of this report, including any misunderstandings resulting from
the translation of ideas. ’
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WHAT.IS-QUALITY"ASSURANCE?

J

The requirements of the Community Mental Health Centers (CMHC)

' ,

4
Amendments of 1975 (PL 94+63) and the mental health program standards for

accreditation by the Joint Commission on the Accreditation of Hospitals

23 AJ

(JCAH) have created a new interestband emphasis on quality assurance activi-

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

rnational.CMHC §tandards be developed, (2) thag'states develop standards for
mental health facilities and programs, and (3) that federally funded center$§
establish quality assurance programs. In addition, the JCAH standards for
mental health programs incl;de case audit rkquiremeqts that are similar to
those set for qgaiity assurance programs in federally funded centers.

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

vt

effports to assure the quality of mental health care; to examine some of the
N « ‘ .

‘ conceptual and technical issues encountered by mental health centers in

adapting quality assurance procedures to outpatient services; and to make
‘some suggestions for the organization and operatiomr of quality'assurance .

programs based on the actual experiences of several community mental health

. . .
centers, : . ) -

-t

Towery and Windle ‘%fine quality assurance as:
k4 ‘ i

. an activity or set of activities aimed at or resulting in
maintaining or improving the quality of health cﬂﬂp»serVices.l

¢
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The requirements of .the various agencies differ in the extent of activities

‘éndlkinds of clients whose care must be reviewed, but all see quality

~

assurance as a process designed (1) to review the quality aﬁd appropriateness

of services p(ovided to ciients, and/(Z) to aésist in méking decisions about
improving or correc;ing deficiencies in individual client care and in overall
clinical procedureél All emphasize peer review as nec%ssary and desirable on
the aséumption that caregivers are best qualified to make decis}oﬁs abdut
profegsional standards of care. The actual review procegq calls for tﬂe

. identificqtioﬁ and correctfon of deficiencég in care through comparing the

.’"- '
actual services provided against criteria ‘which specify the appropriate

treatments for clinical problems or illnesées. Clinical care that does not

conform Eg/;hese criteria 18 referred to a committee of peers for review and

[}
corrective actions. a .

HISTORICAL BACKGROUND

The assessment of the quality of health and mental heaith care is not .
new. Three general aspe%ts.of'quality assurance have evolved over the ﬁast
hundred years or more. The first reiates to the quaiity of the staff’

(1.e., educational requirbmepts and credentials of physicians and othe;
pracfitioners), and standards for thg setting in which care 1s provided. This
- - :

asbect focuses on the inputs to the treatment. The second aspect 1s the

quality of the treatment processes. The third aspect involves: the assessment
of the results of care or outcomes. No single approach has been determined
to-be adequate in itself. All three are used to some ext“t in the assess-

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

4
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The early roots of quality assessmgnt in mental health trace .back to the
early 1800s when Pliny @arl, Rufus Wymap, and Thomas Lee-atﬁempted to create
standards of ethical practice and professional cghpetqnce for the care of the

mentally 111 in asylums in New York, Philadelphia, and Boston,

K]

However, imost current quality assessment methods have been developed by
\ i

the field of physical health and adapted to mental health Settings.z
. . \ . .‘: , R
In the late 1800s the assessment ,of the quality of medical care began

'

with attempts by the Illinois State Board of Health to éstablish professional

J
7

competencies for the‘licensure of 6hysicians. Shortly after the turn of the o
géntury, the‘American Medical Association and the Carnegie Foundation for the
Advancement of Teaching jointly sponsored a survey of medical schools. This
study, conducted by Abraham Fle7per; resulted in recommendé;ions foé a
standardized curriculum for "scientific" medical education and established the
principle of full- time faculty holding ‘joint appointments in teaching hospi-
tals. Follo&ing the completion of the Flexéer Study, E. A. Codman developed

a method for auditing the outcomes of Surgery and identifying the feasons for '.
good or poor resdlt§{ Codman proposed to the American Céllege of Surgeoné
that all ﬁOSpital surgéry be subject .to medical outtome audit: The College
Ldecided, largelx because of.the fiqiﬁpgs of the Flexner Stﬁdy, that physicians
ang hospitals would be best served if a program was establisheq to bring
performance up to acceptable levels through imgroving medical education ?nd

. setting minimal standards for hospitals. | ‘ - /\

The initial approacﬁ‘ro‘improving the quality of medical cafe resultéd

in programs of accreditation for hospitals based on input standards for

. y A '
hospital administrat{on (i.e., qualifications of staff, and spedﬂfic‘facility

~

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

respongibility for thé accreditation of *hospitals to the Joint Commission on

the Accreditation of Hospitals (JCAH) in 1952.

[
’

By 1928, the conéeptual foundations of quality assessment hS; been

L g B

developed. Structural (input) approaches were being used; standards for qvt—

comes were not used on a\naqional basis until much later, pefhaps because the
5 | ' ~

irnfluence and acceptance of structural improvements in hospitals made the

need to assess outcomes appear unnecessary.

\ . " r;v:l
In the next four years, the Committee on the Costs of Medical Care laid

.

N

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

quality assessment. The analytical methods used in a series of studies by‘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 health care and the way to

agsess it. Numerous studies based on the Committee's work began during“the
. - Y

. 3
late 1940s and ‘continue to the présent. The basic issued of the cost and .

quality of healfh care were, first iﬁtroduéed in 1928, and subsequent studies
ha;E_ﬁhd ; stronéfinfluence on legis{:tion, beginningvvith a ﬁgtionwid;
health care review program enacted in 1972.

‘ This program (Title XI of the Social Security Act) establishes Profesi

sioﬁal Standards Review Organizations (PSROB) at state and local levels to

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

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




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

insurance). yts stated purpose 1is to provide efficient, effective, and
)

- economical health care of proper quality.

PSROs function as peer review groups performing:three types of process
assessments: (1) concurrent revieys to ascettain the medical necessity of a
patient's admission and continued‘stay in a hospital; (2) eValJation studies
of the quality of care providedvto groups of patients; and (3) profile
analysislof a g;egated data on clients or practitionets. | ‘

PSROs establish theéir own review criteria based on national guidelines
(model screening criteria) developed by specialty groups_including mental
health. Deficiencies 1dentified 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"PSRb to facilities, such asjcommunity mental health ceters,
with acceptable,qualityiassurance programs. ’ : ]

Unlike thesbeginn ngs.of the assessment of the quality of physical health
care which focused on the input aspects, the earliest efforts at assessing the
quality of mental health care begaﬁ with the process aspects One of the
earliest forms was the joint staffing of cases in which the responsihle
clinician presented diagnostic findings and proposed treatment plans to a

group of ckinical peers. This type of peer review was the foundation for
\ .

mental health quality assurance programs.
N

The development of nationwide quality assessment mechanisms in mental

health has been primarily a collaborative effort between the JCAH and the

National~lnstitnte of Mental Health (NIMH) that has been prompted by the
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requirements of fedepai health care reimbursement programs (primarily Medicare
- and Medicaid). These programs 'Je automatic fedleral certificatia’x‘i for‘reim-
bursement to facilities and programs that are accredited by the JCAH: .Unlike 5’
the PSRO program, JCAH quality assurance requirements apply to :Il patients,//
not. just recipientg of féﬁéfal reimbursementAprograms.
* /JCAH accreditation standards for psycgi;tric hosPitals were deveioped
in response to hhanée iq Medicare‘"conditions of paf?icipation" (standards)

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

patients receiving only custodial care. Two specific conditions that have

influenced the development of -quality assurance programs in mental health

centers were: (1) the requirement for "activ% treatment" thgg?is egpec;ed 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 Health Centers Act Amendments

N *

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

* \

applied to mental health center inpatient services. Centers that contracted
. . "

for inpatiefit 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 health centers.

§ “*

The intent of the Cdmmunity Mental Health Cenhters Act Amendment is ofgen

described by the term "accountability." It incorporates the three traditional

aspects of quality assessment.

.
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Input or structural standards. Standards desjgned to assurk that the&

facility and its staffing meet basic qualiéy requirements. Standards apply

to peréonnel, factlities, equipment, infermation 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: (1) 1t is possible tqbidentify what 18 "quality" in terms of staffing,

physicatl structures and formal organization, and (2) better care is more
-

1ikely when qualified staff, adequate facilities, and soun‘ fiscal and

adminlstrative procedures are in place.
" .

e 3

Process standards. Standards and criteria designed to assess the proZ%”

~

cesses and procedures for providing care. These standards relate to the
activities of mental‘health_prograﬁs in the treatment and management of

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

”

responsible for delivering mental health services can agree on what consti-
tutes quality treatment without regard to.outcbme._ The appraisal of proceés

provides feedback to assuré’that clinical acpiv{ties are carried out as they

should be.

L]

»

Process standards are professionally develpped criteria for clinical
\ .
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 staﬁdardq derived from the opinions of

recogmized leaders in the mental health professions (e.g., NIMH and profes~

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

" found in actual praotice in specific localities. Both are derived from

N~




hazy'because of influences outside the éontrol of clinicians.

. v, | . _‘ _ \
observations and experimentation and, therefore, are subject to continuall
. vy . ‘ . i
change. Many centers choose to develop their own outpatient standards because

- AN 1 v
existing standards are designed primarily for use in hospital settings.

Pl -

p , . X -
While mental health centerssare required to use explycit standards, in

. A

- ) ¢ )
actual practice, implicit criteria based on the professional judgments of

peers-on individual Eases often form a basis for decisions ahbout the appro-

-

" priateness of treatment services in -peer review. : :

¢

Outcome standards. These.standards are designed to assess the results
i . S _ ,
. +
of treatment. Criteria for outcome standards measure recovery or restoration
and relate to the results ﬁf/;rea%mént in terms of each client's mental health

1 R ( .

StatU§35=Thé assunPtions behind this approach are that : (1) professionmal

and secTal views are in accord on what constitutes desirable results; and

‘ -

(2) good results can be translated into measures that reflect the effective;

ness of the care-giving process.

4

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.du;comes is

FUTURE TRENDS

I

The ptoposed Mental Health Systems Act requires that standards be

developed and used to negotiate performance contracts and monitor the progress

N
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of state and local mental health programs‘ It is most prgbqble that'

.

¥ o
proposed performance—éonttacting And m itoving processesn

~ |

v

requirementé for quality and cost—cbntaiQTent will be included in the

" . yaj
L4 " ' y
R hd
.
¢ .
. ’ -
3 : ¢
K S 5 [ *
. N
[
’ y " - M
- . "
. ) Ly Y
o .
o r f‘ﬂ(@.
a Ny
\ ' / :
o P .
. ”\ J:_ﬁ‘t Y
o '
S S .
[N , ¢
; .
+, o S——_ . {
R
| .
L4 .
R
. - ¢
. .
[ »
. e ’
/ ‘
4 / A
| o SI
g oo Qﬂ; .
0.‘
By
- 5
. (
.
’
]
.
- . I
-
. 1
+
\ -
. 4
N
.
-
’
-
-
. LY
AR
. " {
! Y /7

g




Y"‘ i ’ . i ' -

.

THE ORGANIZATION, . OPERATION OF QUALITY ASSURANCE PROGRAMS

. 2
( A S

uality assgragce activities {in mental health centers ére based largely

\

on th process qspects of quality asaeeament. Quai*&y assurance activitiaes -
are in nded to improve .the quality of carq\by monitoring the clinical *care

of indiL dua _clients and groups of clients/by clinical peees.
., Y

How ver, there are also 1nput aspects ‘to quality assessment 'of- mental

b

hhalth enters. These are intended to improue)\v//quality of care through

adequ te standards for- fiscal and overall program management; qualified staff

I

and adequate facilities and equipment. Reviews for compliance to structurai

v

standards are usuall& conducted by outside agenclies (e.g., féderal ‘and state'

smental health agencies, JCAH)..

Federal guidelines deatribe the basic ‘attributes of a quality asaQrance

LS

program in a federaily;funded mental healtﬁ center. These basic attributes

’

N Yu » ’
_are’ o . e ' -~

LY

1. A ‘quality assurance committee must be established to be
" responsible for ditecting the quality assurance .program.
The composition of this committee must be multidisciplinary
with representativon from all Trelevant disciplines and service
units. This committee may develop|its own review procedures
but evaluation studies similar to fhose required by PSROs
should be included. C : -
2. The committee will develop standards and criteria for the
review procegs.
I 4
3. The committee will write a plan déscribing the quality -
assurance program and make it available to center staff,
patients, governing bodies, and the public.

>

v
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. 4. The findhﬂgs of the review process are to be disseminated
to center staff. and lts board and to "other appropriate
bodies and persons . .

i
L
. . .

Although specific rules and regulations for review procedures and standards

4 \ have not been established by NIMH, the guidelines recommend that quality
! Mt

assurance activities should be similap to those defined by PSROs. These are:

o “‘1. Admissions Certification -- a review to assure that each
a sion to the inpatient'service i8 necessary.
2. ontinued Stay Review -- a review to assure that patients' stay

" +vin inpatient services is8-no longer than necessary,

3. Clinical Care Evaluation Studies or Auditg -- studies which
document the exteng to which care provided is in accordance
with pre-established quality ‘of care ecriteria.

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

Y
®

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, these activities require-modification to include

other aspects of .care and the work of other professionals in addition to

TN
physicians ) .
THE ORGANIEATION OF A QUALITY ASSURANCE COMMITTEL «.
o * Mental health has commonly used team approaches in the care of patients.

[ 4

Joint staffing conferences and the review of individual {linician's.cases by
Supervisors have'béen-the‘pflmary mechgnisms to monitor the‘quality gﬁif
clin%cal management . Multidisciplinary peers include psychiatrists,'psychol—
oglsts, nurses, social workers, and other thérapisté\ﬁ ,

. By NIMH direction,. quality assurance committees should be staffed so

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




?

”

. are represented as voting members”in the review procegs. It/is duggested

( ‘that centers Include other staff as ex-officio hembers to provide suypport
- ' . . . ~ ’ . - ,
services (e.g., the evaluatoniﬂthe clinical recordq administrator, and the

. 1
3

coordinator of staff development) . ‘. These persons can provide technical

' ' assistance and Information that heips link clinical issues to the overall

. L]
operations of the center.

Only clinical care providers should vcte in peer reviews and make

recommendetions_for corrective actioh. Non-clinical staff, such as medical

»

vmecords technicians, may draw sample cases for review, screen cases for
speclfic characteristics, or identify technical deficienciesiin record-
keeping if guidelines are provided by the quality. assurance commlttee.

"The tenure of office of quality assurance committee#menbers may vary.
In some centers,,steff aﬁgqunointed or elected for tno—yeer staégered terms,
while {n other settingg %embers.may serve only one-year terms. The important
{ssues are that: (1) there are several staff menbers who are experienced in

the review process at all times, hnd'(Z) the review process aiso serves as a

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

P

serve on the committee at some time.

4 L}

TYE OPERATION OF A QUALITY ASSURANCE 'PROQMOW IS IT DONE?

" Documentation is available for inpdtient quality“assut?nce procedures in

HagdJorn, et al, A Working Manual of Simple Program Evaluation Techniques for

Community Mental Health Centers, DHEW Publication (ADM) 76—404 1976. ‘

In mental héﬂTth centers, quality assurance programs for outpatient
1 %
¢ services.usually include the following procedures:

.

12
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.

o Case Identiflcation - monitoring recorgs for parent
deviation from the procedures established by t‘ center, \
including technical deficlenctes (e.g., incomplete records)
and major deficlencles in clinical proceduffes. )

"0 Peer Review -- an in-depth review by peers/(votlng members of -
the quality assurance committee) to make Judgments and recom-
mendatiéns on the technical aspects and approﬁriateness,of '
care provided to a client. . - f

4

0 C(Care Evaluation Studies and Profile Analysis ‘-~ gtudies which
> document the exﬂsqﬁhto which the-center's overall patterns of
care and treéatment Wre in accordance with pre-established
criteria and identify patterns of care proyided to specific
types of clients by service units and practitioners.

-

Case Identification

Many centers screen all client ‘records for technical 'and clinical

~

deficiencies. These deficient recdrds are ldentified 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
' N

centers,_ the staff time availablé for identification of deficlent case records

L

15 limited and a case selection process 18 needed. The criteria for selec—
- ) .

“tion may vary and may include éne or more of the following:
1. Random selection of cases from the agency's overall case load,
2. Random selection of each thefapist's case load. /

_ .
3. Selection based on third party payer requirements.

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

The primary aim of case identification 1s to assess and improve the
’hgality of care. While the identification of technical deficiencies in
. : tl ' : 4 M

records 18 a housekeeping task that 1is of secondary importancé, it 18 a

. ' . r ) ' )
necessary step to document what care actually was given to glients. Many‘\\$\'

v
-

' . ‘.
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A .
. mefijers -of the quality assurance committee. The general procedures are:

3 \ -t
. -~ - " . ' Yo
Vo \ . K
centers return technioally deficient records to clinicians for completion..
. ' 8

These cases are not,reviewed'by'peefs unless the clinicfans are unwilling or

£
[

unable to complete the records as~réquested.

. »

.

Peer Review®

«

“E;ses that are identified as deviating from standards are re{;ewed by

X

o
1. Review cases that.appear questionable.
2. Make 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.

- [y

5.~ It 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 process. In larger .centers, particularly tHose who have well-developed

review criteria or standards, clinical records staff identify cases that

deviate from criteria and refer them to the review committee. ‘

Toe

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

o
¢

‘review is'the identification of "areas for informél and formal staff deyelop-

. _ : ‘ . : (g
ment. Participation in a peer review committee is an educative process for

: /
a clinician. At the same time, the individual clinician whose cases are

reviewed (particularlylﬁhen the problem relates to actual client care)

[}
.\

benefits froﬁ the-recommendétipns of the committee in learning new or better

P

ways to deal with clients.

-

)
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_ Some éuggeéted kinds of staff developmen¥ approaches tq‘aséist(cliﬁici?ns

- in handling cases move.appropriately‘are (1) a group'review of the case,

e

(2) video or ‘audio tapes of a élinictan and patient and discussion of better.
. . .
. & )
‘case conferences,-and (4) equipping the

-

ways to handle the

erapist with a listents fvice so that he can hear suggestions from a e

er behind a one-wady mirror.

The following suggestiong)may asgist in iﬁproving the quality of care
in outpatient services:

0 A team approach to treatment often heads off the need for
. corrective action. .
o0 A follow-up should be done to make sure that the recommended
actions have been taken. - .
0 Peer review reports Bhould b& used to identify the topics to
be addressed in formal staff development programs. °

0 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.

13

0 ; 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 go individual ¢linicians), the allocation
of staff and-#dher resources in clinical and/or support
services.

Clinical records are the primary source of case .documentation of the

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

. " > :
requirements of PSROs to ongoing cutpatient 'services, many centers find 1t
necessary to modify the format of clinical records so that content and formag

* + *

~are complete and clear. Some state agencies are now attempting .to standardize

¢

the format and cdncentlof clinicalvrecordp in all publicly funded mental
. : b
health centars so thét'the records will contain specific required information

rd
- <

4
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” , .
_ Narrower interpretations, such as those of PSROs, deal with comparisons of

h

¢

as well’ as allow for additional content needed by individual agencies.

L]

Information.that accounts for the psychological, phyaical ‘educational/voca-
tional, and social aspects of clients' qﬁondition, define the goals of treat-
ment, and the apecific,methoqs to be employed for attaining these goals are
included. Prqgress notes are related to the treatment plannad for clients.

_ "
Some centers also include ratings of the functioning level of clients for
each visit. :Thia assists reviewers in assessing the results of t}eatment as

well as the quality of care progided to clients.

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

they document it. o )

Clinical Care Evaluation and Profile Analysis

There are vatxing definitions of clinical care evaluation studies in °

~

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

range from studies of client satisfaction to studies of the utilization
¢

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

~
~ ‘.

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

’

istics of both care evaluations and profile analysis 1n mental health centers

is given below.
1. Studies should be based on aggregate data of identifiable
groups of clients. _ '

. lo N ) N
. 2. Usually data are analyzed retrospectively -- not: while clients. s
' are receiving care. ' :

v

3. The selection of studies may be initiated by different
© people -~ the center girector or clinical services director,
the evaluator, a climfcian, the quality assurance committee.




Regardless of who Initiates a request for a study’, the quality -
assfrance committee should approve those studies that explore
. lssues related to the quality of care provided to clients.

' 4. Studies should be conducted igp areas where a commitment to act

on findinés exists. Otherwise, the cost in staff time and_other
resources is difficult to justify. ' '

«

In}tjally, many areas of clinical care can be studied on an, exploratory

level through the use of program evaluation techniqués instead of undertaking
.

. an in-depth research study of client care, If.a problem 1is identified, the
decision can then be made to proceed with an in-depth study requiring more
i
timk-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 gfeatér costs and degree of detail required

- for care evaluation studies.

13

Cliﬁical care evaluations shotild not be conducted in areas where there

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

/ cohstréints. , 5
/ | - . _ Y

~

CRITERIA AND STANDARDS ‘ L

‘

There 1s some conttoversy over /the kinds of stagdards to use in CMHC

quality assurance. The 1ssue is whether the use of- normative national

1

standards (e.g., those derived from the opinions of leaders in the mental
health profession) 18 more éppropriate than the use of empirical standards

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

center.

’
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It I8 argued that normat{ve standards tend to dictate the prp:!gion of

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

~ which encourages the tailoring of mental health services to thg!needs of 1ocal

communities. ' N . - T

"The other position hrgues that mental health care will be highly variable
when reviewed on ‘a center-by-center basis, ¥n either case the'iablipit gni- -
terig employed by'peer reviewers may come closkr to the actual ‘clinical

- decision-making process'than‘any explicit criteria.

\

The purpose of betting explicit standards fot quality assurance programs

-

should be to meet local needs. Standards serQe as a bgsis for judgments about.

H

assurance Committee members tend to use existing normative standards as a
b

general reference source or a starting point for the development of explicit

)
the qugli§§;0f care, but they also may be used ih liability issues.  Quality

local stand;rds.

.

[

A standard 1is seen as a unit of measure that serves as a screening device

¢

1

to identify and assess accgptable and unacceptable performance in clinical

care. Some suggestions for the use of standards are shown below. -
- v . .,

o Standafds should allow flexibility.Zn describing the range éf
. acceptable performance. They should be dynamic so that they @

adjust' to changing circumstances. They should be self-imposed’,
‘not externally imposed. ' )

[}

.

]

o PSRO has recommended standards for inpatient care, but to-date Y
there are no generally accepted standards for outpatient and 9
other types-of services provided by mental health centers.

0 Differqnt’standards should be developged for client ‘groups and
for stages of the treatment process, sich as admission/intake,
acute treatment, and ¢continued stay procedures.

.

.
-

.
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One of the major difﬁiculties in setting standards for quality\Fssurance

4

programs lies in achieving agreement on what the standards should be. There
‘ . - ]

; are sgeveral suggestions for developing sfsndards:
, v~
o Develop simple, minimal standards _.and refine them over time. —
_ These initial standards do not have to be comprehensive and
“ ' .8hould have an "elastic ‘clause" to cover specific situations. @

o Develop standards as a response to frequently recurring
problems in clinical practice. 7

o Use professional ethics and standards of practice as 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 khown clinical practices within a center and de?elop
explicit, center-specific criteria and standards over time.
~ Build in flexibility through periodic review using current
practice and norms within the center as well as those drawn
PR from outside sources. .
Some‘examples of minimal standards are:
0 The content of clinical records and the documentation of client
care must comply with specific requirements,
o Medication review must be done at specified intervals; .
| ‘ o Assessment and treatment planning for clients must be done
, within a specified time period I
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 ith the quality assurance committee
the need to carry an outpawient case beyond a period of six
. weeks;

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

o The cases of all medicare/medicaid beneficiqries will be
reviewed after egﬁ}y 90 days of continuous treatment.

> ¥
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Explicit standa}ds developed by mental health centers are used to
identify cases thgt appear to be“unacceptable. Peer review activities are
: -

dgsigned to permit clinical peers to make judgments based on implicit.criperia

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

THE ROLE OF EVADUATION IN QUALITY ASSURANCEIPROGRAMS

Tbe Commuﬁity Mental Health Centers AmendmeﬁE of 1975 also requires that

»

federally funded centers have a program evaluation unit that (1) collects and
evaluates statistics on the cost of operations, the patterns of utilization

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

‘o
-

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

information with catchment area residents to assure that services meet their

3

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 iinked becau§e the focus of their concerns are different. .
0 ‘Progrhﬁ'evaluation focuses on providing information to assigt
center administrators in making decisions about program effort,
efficiency, effectiveness and adequacy, and in encouraging J/
"community awareness and feedback.

o Qual@ry assurance programs focus on the review of care provided,
to clients to assist professional-caregivers in making clinical
decisions about individual clients and groups of clients. The

o+ results bf 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
B P . :

. <
a

and budgets, and to monitor, analyze and report program data to the center's
. - b

- ’ -~

D . \
2.1 t
e
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managers.. In gctual practice, program evaluators serve in many other

| , y >
M &
capacities, particuladly fn small organizations. The_evalpatqr is often an

W'ex—officio.(nonrvoting) member of the quality assurance committee wESJAhargs (

v

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

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

n

-shares responsibility for the development of the quality assurance program.
. . 7 .

Some of the specific activities in which the pProgram evaluator and the

| quality assurance cgpmittee overlag‘and complement each other are:

. .54\‘ . . R

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 evaluations 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 ~
perspectives: - quality issues and programmatic 1issues., _
This linkage is often impgrtant in making policy decisions. _

-

5. Quafity assurance compittees ofg;n*ﬁse pProgram evaluation

. data to assist 1in developing standards fpr utilization review,

7
—




SUMMARY ’ e

Quaiity assurance is an activity or set of activities aimed at or
, - . N .i!. .
 resulting in maintaining or Thproving the quality of health care gdervices.
Most current quality assesgmenf metﬁbdé have been developed by the field qf

physical health and adapted to mental healtﬁ_seftihgs. " Three genéra1 mgggpres'

-

of quality h}Ve.evoLyed:_A(l) input standards for the staff and setting in . '

(]

which care 1s providedy (2) process standérds for the quality of treatment;
and (3) outcome standards for the results of care. )

o~

Qualify‘issurance programs in mental, health centers are primarily-con-
* & .

cerned with maiptaininngr_improving thé hdality of thg-tréa;ment process
through the monitoring of t£e\c1inica1 care éf.clients by clinical peers.
Federal guidelines d%:cribe the bésic Srganization‘apd activities of a

quality assurance program in a mental health center and rgcommeﬁd that
activitiés should be similar to those defined by Professional Stand#rds Review

Orgamrizations (PSROs). "Because PSRO activities focus on physical health care,

#

they must be modified for use in mental health centers. Non~c11nic;1 person~

v

nel can be incduded in the quality assurance committee as ex-officio members

to a;sist in‘%inking clinical iséues to overall operations and carryiﬁg out -

i

recommendations fér impro%ements in clinical care. ' However, only clinical

personnel should conduct peer reviews and make recommendations for corrective.

<

\ ‘actign. " I : |
7 . . . L»




~ voluntary and mainly applied in inpatient services.

b ~

Quality assurance activities in outpatienﬁ_services usually include case.

Y] - XS

ddentification, peer review, and care evgluation sfudies.
: .7 - ‘i* ' . .
"Qhality assurance standards and criteria provide 'a basis ‘for Jjudgments.
. R - . o . . .-,‘ .
about the quality of care. They serve as a screening.device to identify

) o~

*

acceptable and unacceptable performance'in clinical care. Normative standards

deyeloped by leaders in the mental health profession may be used as a starting
» \

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

K ety

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

\ ' . .
Until the enactment of the- CommunityaMental Health Centers Act Amendments

¢

of 1975, quality assessment activities within mental health centers were | /A
s ‘

.-

Quality assurancé and program evaluation activities have not ‘been linked

"~ until Yecently because ;ne focus of their concerns is different. The

program evaluator can assist in organizing quality aSsurance programs, gserving

as an ex-officio member of the committee who is knOwledgeable about program—'

[}
L]

matic cogcerns and developing the design of cliniqal care evaluations.,,

'Quality assurance yeviews and decisions'gre-limited to clinicians. If
* s : .
the recommendations of the quality assurance,committee are to have an impact

¢ . s
on the quality of care, the cooperation and assistance of administrative

and support staff are needed to integrate clinicaf process into general

4

programmatio‘concerns in a mental health center.
Yo ' R . -\




REFERENCE NOTES }
0 \ \ . e -
- W o ' ’ ,
1Towery, O..B. éhdLWiﬁdle, Charles. '"Quality Asgurance fg; Community
Mental Heéalth Centers: Impeat.of PL 94-63," Hospital and.Community
Psychiatry, Vol. 29, No., 5, May, 1978, pp. 316-319. '

4

2Greenspan, Jack. '"Medical Audit: An Effective Arm of Quality
Assurance," Hospital and Community Psychiatry, Vol. 28, No. 123
December, 1977, pp. 901-903.

~




L

BIBLIOGRAPHY “ RN

\ N ’

Carter, Dale E. and Newman, Frederick L. A Clienf~0riehted Sysfim of Mental
Health Service Delivery and Program Management:- A Workbook amnd Gulde.
Deparﬁmggt of Health, Educatien, and Welfare Publication No. (ADM)

76-307. Washington, D. C.: Superintendent of Documents, U. S+ Govern-
ment Printing Office, 1976.

4

Hagedorn, H. J., Beck, K. J., Neubert, S. F., and Werlin, S. H. -A Working
Manual of Simple Program EValuation Jechniques' for. Community Mental
Health Centers. Prepared by Arthur D. Little, Incorporated. - Department
of Health, Education, and Welfare Publication No. (ADM) 76-404. '
Rockville, Maryland: 'NationXl Institute of Mental Health, 1976.

Al 8

Listdn, E. H. "The Problem-Oriented ﬁedical Record in Medical Care
Evaluation Studies." Medical Record News, February, 1977, pp. 16-18.

Luft, L. L. and Newman, D. E. 'Therapists' Acceptance of Peer Review (in a -
Community Mental Health Center." Hospital and Community Psychiatry,
Vol. 28, No.®12, December, 1977, pp, 889-894, ‘ '

McAuliffe, W. E. !"On the Statistical Validity of Standardd Used in Profiling .
Monitoring of Mental Health Care.'" American Journal of Public Health,
Vol. 68, No. 7, July, 1978, pp. 645-651. _ Ny . '

Y

National Institugé of Mental Health. National Standards for Community Mental
Health Centers: A Report to Congress by the Secretary of Health,
Fducation, and Welfare. Rockville, Maryland: National Ingtitute of .
Mental Health, Alcohol, Drug Abuse, and Mental Health Administration,

U. S. Public Health Service, Department of Health, Education, and
Welfare, January, 1977. ‘ :

s

xﬁational Institute of Méntal Health. Qpalify Assurance for Community Mental

-

Health Centers: A Work Group Report. Rockville, Maryland: National i

Institute of Mentgl Health, Alcohol, Drug Abuse} and Mental Health
Administratton. U. §. Pgblic Health Servige, Department of Heglth,
Edycation, &nd Welfare, September, 1977. ’ :

, ¢

Richman, Alex. '"Quality Assurance, PSRO and the Medical Record for

Psychiatric Patients." ' Medical Record News, April, l97§,ppp. 38-41.




LI

. . .

Rogers, Jané.‘””Non~Physician Review.'" Medical Record News, October, 1976,
pp. 72-79. C "

!

Williamson, J. W. "Formulating Priorities for Quality Assurance Activity.
Journal of the American Mddical Aesociation, Vol. 239, No. 7,
February 13, 1978 pp. 631-637,

R

Woy, J. R., Lund, D. A., and Attkiason C. C. - "Quality Assurance in Human
Service Program Evaluation." Evaluation of Human Service Programs.
Edited by Atf&isson, c. C., Hargreavea,.w A., Horowitz, M. J, s.and
Sorensen, J. E. 'New York: Academic Press, 1978, pp. 411-44b;

»

Quélity Assuraﬁce‘Plans:

{
The Beckman Center- for Mental Health Services
Greenwood South Carolina. . .

Colorado Division of Mental Health . -~
Denver, Colorado ‘ :

Community Mental Health Center of Palm Beach County
West Palm Beach, Florida. . _ \

Dede Wallace Center h S ' .

. Nashville, Tennessee

Manatee County Community Mental Health Center ' ~

BranPton, Florida

A




