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outcomes in mental health services
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Nearly 1 in 4 people will suffer from a mental disorder in
a given year — an estimate that has remained consistent
over recent decades.! Despite this constant incidence,
the rate of treatment appears to be increasing.? With the
provision of more treatment for mental disorders comes
along concerns regarding the quality and outcomes
attained through such interventions. As part of a national
public health strategy aimed at improving mental health,
the Canadian Psychiatric Association (CPA) has issued
recommendations to use evidence-based treatments to
reduce distress and impairment and to monitor outcomes.?
Although an emphasis on promoting evidence-based
practice is warranted, it is important to consider that
such implementation cannot guarantee the eradication
of mental disorders. Even though many process measures
exist in mental health aimed at ensuring quality in the
delivery of services, the majority have not been shown to
be related to treatment outcomes.* As such, it is entirely
possible that efforts being put forth to recognize and treat
mental disorders may not ultimately lead towards improved
mental health outcomes.

Factors that may undermine improvements in mental
disorders include the current lack of rigorous outcome
measurement and frequent monitoring in real-world
practices.® For instance, the inability to follow-up and
measure treatment effects over time could result in the
failure to detect residual symptoms, recurrences, as well as
adverse effects—allimportant aspects which could influence
clinical decision-making towards an alternate and perhaps
more appropriate course of treatment. Thus, part of an
early intervention strategy for managing mental disorders
should include the early identification and management
of recurrences of symptoms or adverse effects which may
impede reaching the end goal of therapy. Theoretically, the
measurement of outcomes in mental health services is in
part contingent on the ability to identify goals of treatment

and accurately measure well-defined therapeutic
outcomes.’ This then begs an important question: what is
the goal of treatment in mental health?

One definition of a treatment goal might be to achieve a
state of remission from a mental disorder, whereby patients
no longer experience daily impairments. Various disorder-
specific definitions of remission exist based on different
thresholds of improvement, which can be summarized in
three levels: 1) symptomatic, 2) syndromal, and 3) functional
remission.® Forinstance, with bipolar disorder, symptomatic
remission invokes a loss of partial diagnostic status when
the patient has minimal or no symptoms according to
measures such as the Young Mania Rating Scale, Hamilton
Rating Scale for Depression (HAM-D), or the Scale for the
Assessment of Positive Symptoms (SAPS). Syndromal
remission may occur when a patient no longer meets the full
diagnostic criteria according to the DSM-IV. Concurrently,
functional remission can be achieved when a patient has
made a functional (full) recovery to pre-morbid levels after
6-12 months, with a quality of life that is acceptable to the
patient. Therefore, some definitions of remission as the end
goal of treatment have been established and are based on
the use of validated instruments for measuring outcomes
and engagement by patients in defining their own goals
of treatment. Despite this, the extent to which real-world
practices are measuring treatment outcomes has not been
well-documented. Additionally, a lack of a recommended
treatment monitoring schedule may be further hindering
efforts to measure remission or recurrences of symptoms
over time.

On the other hand, a barrier to the measurement of
outcomes may be that clinicians are limited in the time
they have to thoroughly follow-up with their patients for
mental health difficulties. This may be particularly true for
primary care physicians who frequently care for patients
with mental health difficulties. For instance, one study »
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revealed that primary care physicians spend only an average
of 10.7 minutes face-to-face with their patients.” This does
not appear to leave physicians with much time to assess
mental health patients for residual symptoms, recurrences,
or adverse effects, let alone attend to other medical
concerns. Considering the existing workload placed on
primary care physicians, it is not surprising that they often
experience a lack of time in consultations with patients
suffering from mental health difficulties.® Therefore, one
of the challenges in following-up on mental illness is the
perceived threat of increased demand for health services.

When debating the issue of measuring outcomes, it is
important to consider that undiagnosed or untreated
mental disorders contribute to a tremendous degree of
suffering to patients and a financial drain to society due to
disability, lost work days, and excessive healthcare use.’ It is
for these reasons that further research is needed to identify
strategies or tools that may assist with the measurement of
outcomes. At the same time, it is imperative that healthcare
professionals be more vigilant in monitoring patients and
more aggressive in pursuing better treatment outcomes
for millions of individuals suffering from mental disorders
worldwide. ™

Acknowledgements

Special thanks to Dr. John D. McLennan for his support and
insight on the issues presented in this article.

Isabelle Vallerand

References

1. Kessler RC CW. Prevalence, severity, and comorbidity of 12-month dsm-
iv disorders in the national comorbidity survey replication. Arch Gen
Psychiatry. 2005 Jun 1;62(6):617-27.

2. Kessler RC, Demler O, Frank RG, Olfson M, Pincus HA, Walters EE, et al.
Prevalence and treatment of mental disorders, 1990 to 2003. N. Engl. J.
Med. 2005 Jun 16;352(24):2515-23.

3. Waddell C, McEwan K, Shepherd CA, Offord DR, Hua JM. A public health
strategy to improve the mental health of Canadian children. Can )
Psychiatry. 2005 Mar;50(4):226-33.

4. Hermann RC, Chan JA, Zazzali JL, Lerner D. Aligning measurement-based
quality improvement with implementation of evidence-based practices.
Adm Policy Ment Health. 2006 Nov;33(6):636-45.

5. Hoagwood K, Jensen PS, Petti T, Burns BJ. Outcomes of mental health care
for children and adolescents: I. A comprehensive conceptual model. J Am
Acad Child Adolesc Psychiatry. 1996 Aug;35(8):1055-63.

6.  Conus P, Cotton S, Abdel-Baki A, Lambert M, Berk M, McGorry PD.
Symptomatic and functional outcome 12 months after a first episode of
psychotic mania: barriers to recovery in a catchment area sample. Bipolar
Disord. 2006 Jun;8(3):221-31.

7.  Gottschalk A, Flocke SA. Time Spent in Face-to-Face Patient Care and Work
Outside the Examination Room. Ann Fam Med. 2005 Nov;3(6):488-93.

8.  Zantinge EM, Verhaak PF, Bensing JM. The workload of GPs: patients with
psychological and somatic problems compared. Family Practice. 2005 Jun
1;22(3):293-7.

9. Stephens T, Joubert N. The Economic Burden of Mental Health Problems in
Canada. Chronic Diseases in Canada. 2001;22:18-23.

Isabelle Vallerand is a PhD student studying Epidemiology in the Community Health Sciences Graduate
Program at the University of Calgary. Isabelle’s research is focused on the morbidity and mortality
associated with serious mental disorders and their progression over the lifespan.

Volume 4 / Issue 1 / 2013




