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Introduction

An important federally funded project aimed at improving quality of primary care mental health services has released its final results. Using an extensive consensus building process and a rigorous literature review, the project produced a practical toolkit that can be used to measure and improve the quality of mental health services delivered within primary care.  In doing so, the project will help to improve the quality of life of people with mental illness who receive care from family physicians, clinics, and other parts of the primary care system.  As part of the project, CMHA BC Division worked with a group of researchers from Simon Fraser University, the University of British Columbia, and participants from several provinces across the country.  CMHA BC’s involvement helped to ensure that the final results of the project reflect the concerns of people with mental illness and other community members.
Background
Primary care services are a crucial but often overlooked part of the mental health system.  While mental health services were referred to in the Romanow Report as the “orphan” of the health care system, primary care mental health services could be considered as “the orphan of an orphan”.  This is in because they are not seen as truly belonging either to the mental health system at large, or to the larger network of primary care services, such as family physicians’ offices, community health centres, walk-in clinics, etc. 

In fact, over half of Canadians using health care services for mental health reasons did so with their family physician, and over 80% of people with mental health issues received care exclusively within the primary care mental health system at large.   At the same time, concern is growing that the gap between the kinds of services provided and emerging evidence about what works.  Primary care mental health professionals themselves have called attention to the need for more support, and for tools and resources that would help them improve the quality of care delivered.  
The CEQM Project
Over the past three years, CMHA BC has participated in a project that is part of a movement to bring more attention to this sector of care, and to respond to this call for resources for improving the situation.  The initiative, known as the Continuous Enhancement of Quality Measurement in Primary Mental Health Care (CEQM), was led by Dr. Paul Waraich, and involved a national network of Canadian universities, including the University of British Columbia, Simon Fraser University, as well as institutions in Alberta, Saskatchewan, Ontario and Quebec.  The project also featured the involvement of community organizations, including CMHA BC Division.  
The overall aim of the project was to develop a set of 30 measures that could be used by various stakeholders -- including service providers, administrators, and consumers and other community advocates -- to assess the quality of care in their own regions.  Through its activities, the project sought to develop these measures in a way that used both research evidence and experiential expertise as it prioritized which issues were important and practical to measure.  The project also sought to achieve cross-regional and cross-stakeholder consensus on the measures by involving professionals, administrators and consumer advocates from all provinces and territories in the three stages of the project.
CEQM Project Stages
The stages of the project, in a nutshell, were first, to decide which general areas (domains of care) were important to measure, second, to develop a “long list” of measures, and finally, to achieve consensus on the final shortlist of 30 measures.  From an initial list of 81 potential domains, Stage One of the project identified 22 that were considered to be most important, including accessibility of care, patient-centredness, continuity, and youth-oriented care.  Stage Two then considered an initial list of 3,000 measures that corresponded to the various domains.  By looking at available evidence, and considering relevance and “actionability” (or changeability), this list was narrowed down to the 160 measures that then provided the basis for the assessment in Stage Three.  In the final stage, respondents from all stakeholder groups were asked to prioritize measures based on relevance, importance and actionability, resulting in an overall ranking of the top 30.  

The full list of measures is included in a searchable project database, available on the project website at http://www.ceqm-acmq.com/ceqm/index.cfm .   The database itself provides a link to the top 30 measures, as well as a list of all 160 on the original shortlist.  Each measure listing includes a description of the measure itself, a rationale and evidence rating, key references, as well as statistics describing why and how the measure was ranked by the various stakeholder groups.  In addition to providing the overall ranked list, the database allows the user to examine how the measures were ranked for each of the stakeholder groups and for each of the regions.  The project website also contains key documents that help potential users understand the data requirements needed to implement the measures and provides a tool by which potential users could self-assess their readiness to make use of the measures.  
Summary of Project Results

The top 10 measures show a concern with both high prevalence (e.g. depression) and low prevalence disorders (e.g. schizophrenia).  They also indicate the importance of measuring system issues such as continuity of care and access, as well as assessing the extent to which primary care services feature the availability of a comprehensive range of care including psychotherapy.  The measures include:

· education about depression (i.e. that services should document the extent to which that clients are educated about the nature of the condition, treatment options, what to expect, and how to monitor and address potential signs of recurrence, etc.)

· risk assessment for self-harm (i.e. that services should measure the extent to which they follow a documented protocol in dealing with individuals who have self-harmed and/or who are at risk of imminent future self-harm)

· secondary care discharge plans (i.e. the extent to which clients transferred from specialist mental health services have a discharge plan describing the necessary monitoring and followup actions to address within the primary care setting)
· family interventions for schizophrenia

· urgent mental health services received within 24 hours

· availability of psychosocial treatment (e.g. of evidence-based psychotherapies such as cognitive behavioural therapy)
· informed consent

· availability of chronic disease management

· caregiver involvement for child mental health care; and

· physical health checks.

An examination of the top 30 measures shows a concern with a few key themes, including, especially, depression and care for individuals at risk of harm (acute care).  
Depression measures within the final set can assess whether and the extent to which the following are carried out or available:
· depression screening for high risk groups (e.g. in those with chronic physical health conditions)

· education about depression

· availability of chronic disease management approaches

· availability of stepped collaborative care

· weekly contact for severely depressed clients, and

· changed treatment for conditions that are not improving

Acute care measures assess the following:

· the employment of self-harm screening tools

· the existence of a protocol for dealing with self-harm risk

· same day services within primary care for higher risk cases

· the availability of care within 24 hours for urgent cases

· the availability of 24/7 crisis response services.

Unique Stakeholder Priorities

While the top 30 measures reflect a cross-regional and cross-stakeholder consensus, the measures can also be analyzed according to the specific concerns of individual groups.  For instance, the province of Quebecs’ priorities reflected an emphasis on child & youth mental health services within primary care.  Consumer priorities when looked at collectively reflect a relatively high concern with issues that are traditionally considered outside the domain of primary care.  For instance, peer support and advocacy are ranked within the top 30 consumer priorities but do not appear in the final overall short list.  Another measure of higher concern was the measure called “comprehensive assessment”, reflecting the need for assurance that individuals and their health professionals develop a treatment plan which addresses all domains of the individual’s life.  
Overall, the prioritized measures reflect important issues that can be addressed at the level of the individual agency or practitioner.  Nonetheless, the final list of priorities also reflects a wish to assess issues that go beyond this level, and also look at how primary care providers work with other aspects of the mental health system to provide accessible, continuous and comprehensive care that meets the needs of individuals at different stages of their illness, and also addresses various impacts of the illness beyond the clinical level.  
Implementation of the Measures

Primary care providers may have various motivations for wishing to implement the measures or use them in some way in order to improve the quality of care offered to clients with mental health concerns.   For instance, they may wish to use the measures to understand whether currently offered practices reflect best evidence, and whether these are making a difference in the lives of the people with mental illness and family members that they serve; alternatively, professionals at the practice level may also wish to understand whether any significant gaps exist in the range of services offered, or to assess the extent to which necessary links with other parts of the mental health system have been forged.  The measures can thus act as a self-assessment tool and as a planning tool for identifying potential areas of improvement where additional resources are needed, or where existing resources could be deployed or organized differently.

Administrators or planners too may wish to make use of the measures, although their use may reflect an interest in how services are functioning at the system level.  As mentioned, the short list of measures reflects a number of issues that go beyond the purview of individual agencies or service providers, such as whether proactive discharge planning is occurring when individuals with serious mental illness are transferred from the specialist to the primary care system.  The measures thus can provide a means for helping to improve services at the community or population level.
Consumers and family members as well may be interested in using the measures to advocate for increased or improved resources in the “big picture”.  They also may wish to use them to become more active within their treatment relationship, in that they can use the measures to understand what optimal care consists of and to communicate their preferences and expectations more effectively.  
To maximize the usefulness of the measures, those considering implementing them should first consider their readiness for making use of them.  A key question to consider is how the measures may help the individual or group in question to meet a relevant need.  For instance, if chronic disease management is a strategic direction, the measures can be considered as a way to identify key gaps and/or steps that need to be taken to move in this direction.  The measures could also be used to capitalize on the recent interest in broad scale reform generated by the Kirby Commission’s report on mental health.

Another important question to consider in the implementation exploration stage is how the necessary data can be gathered within the context of existing data gathering and/or management capabilities; along these lines, another key question to consider is what additional resources might be necessary for staff training, data gathering and analysis, and time for reflection about the results produced by the measures.  A final important issue is that within team-based care settings, all players from different professions should anticipate the need for continuous and clear communication and reflection about the purpose and meaning of the measures and the results they generate.   

In order to help with some of these issues, the project website contains some key resources.  For instance, a “readiness checklist” has been created which can be downloaded and used as a tool to help organizations begin to make use of the measures.  Another document on the website helps organizations consider the data capabilities necessary for implementation.  Perhaps more significantly, the project will be forming an informal network of organizations interested in using the measures, as a way of sharing experience and supporting each other to make most effective use of the measures.  
To learn more about the network, or about the project in general, see the website 
at http://www.ceqm-acmq.com/ceqm/index.cfm, or send an email to info@ceqm-acmq.com 
Related Links

· Centre for Health Services and Policy Research (CHSPR) Primary Health Care research 
www.chspr.ubc.ca/research/phc/ 

· Mental Health & Addictions Indicator Project (MHAIP ) in BC – Mheccu 
www.mheccu.ubc.ca 

· Canadian Collaborative Mental Health Initiative
www.ccmhi.ca 

· Primary Health Care Indicator Development Project
http://www.cihi.ca/cihiweb/dispPage.jsp?cw_page=indicators_phc_e 

