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Objectives: To identify a generic set of face valid quality indicators for primary care mental health
services which reflect a multi-stakeholder perspective and can be used for facilitating quality improve-
ment.
Design: Modified two-round postal Delphi questionnaire.
Setting: Geographical spread across Great Britain.
Participants: One hundred and fifteen panellists representing 11 different stakeholder groups within
primary care mental health services (clinical psychologist, health and social care commissioner, com-
munity psychiatric nurse, counsellor, general practitioner, practice nurse/district nurse/health visitor,
psychiatrist, social worker, carer, patient and voluntary organisations).
Main outcome measures: Face validity (median rating of 8 or 9 on a nine point scale with agree-
ment by all panels) for assessing quality of care.
Results: A maximum of 334 indicators were rated by panels in the second round; 26% were rated
valid by all panels. These indicators were categorised into 21 aspects of care, 11 relating to general
practices and 10 relating to health authorities or primary care groups/trusts. There was variation in the
total number of indicators rated valid across the different panels. Overall, GPs rated the lowest number
of indicators as valid (41%, n=138) and carers rated the highest number valid (91%, n=304).
Conclusions: The quality indicators represent consensus among key stakeholder groups in defining
quality of care within primary care mental health services. These indicators could provide a guide for
primary care organisations embarking on quality improvement initiatives in mental health care when
addressing national targets and standards relating to primary care set out in the National Service
Framework for Mental Health for England. Although many of the indicators relate to parochial issues in
UK service delivery, the methodology used in the development of the indicators could be applied in
other settings to produce locally relevant indicators.

The central role played by primary care in the recognition
and delivery of care for people with mental health
problems is now widely acknowledged.1 However, ensur-

ing the quality of primary mental health care remains a chal-
lenge in both developed and developing nations and, even in
countries such as the UK with well established primary care
and mental health services, there is considerable geographical
variation in the quality of care delivered.

In England it is only recently that a National Service
Framework and strategy for mental health care has been
developed. In the past, whether and how mental health care

should be subjected to quality assessment was interpreted and

implemented by those working in different localities. Moves

towards establishing a standardised and generic system of

quality measurement in mental health care in England began

in the 1990s when the Clinical Standards Advisory Group

focused on both the management of schizophrenia2 and

depression3 and, with the latter, moved towards examining the

quality of provision in primary as well as secondary care. This

was subsequently followed by the National Service Frame-

work for Mental Health4 which included the role of primary

care in the delivery of mental health care (box 1). The implied

development of protocols within primary care as part of

Standard 2 of the National Service Framework indicates the

very low baseline from which issues of quality within primary

care mental health services start.

The English National Service Framework identifies primary

care groups and primary care trusts as the lead organisations

for developing roles and responsibility for primary care and

access to services.5 They are required to address methods of

quality improvement in primary mental health care. However,

there are few validated measures of mental health care avail-
able for use. Valid indicators of mental health care are impor-
tant in assessing and improving quality of care as they can

Box 1 National Service Framework for Mental Health
for England

The National Service Framework for Mental Health forms
part of the Government’s agenda to drive up quality and
reduce unacceptable variations in health and social
services. Developed by health and social care profession-
als, service users and carers, health and social service
managers and partner agencies, the National Service
Framework for Mental Health focuses on the mental health
needs of working age adults up to 65. The document sets
out national standards, national service models, local
action and national underpinning programmes for
implementation over a 10 year period. In addition, the
National Service Framework for Mental Health provides a
series of national milestones and performance indicators to
assure progress and to support effective performance
management. An organisation framework for providing
integrated services and commissioning services across the
spectrum of mental health service provision is also
included.
Standard 1: Mental health promotion
Standards 2 & 3: Primary care and access to services
Standards 4 & 5: Effective services for people with severe
mental illness
Standard 6: Caring about carers
Standard 7: Preventing suicide
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show variations in care, including suboptimal care.6 They can

also be used as a catalyst for facilitating quality improvement

initiatives, which is particularly relevant given the difficulties

and challenges faced by primary care groups and primary care

trusts in implementing the mental health National Service

Framework.7 Although there are a number of guidelines relat-

ing to mental health problems, these tend to focus on specific

conditions and care provided within secondary care. There is

little relevant internationally published research in this area,

but in the US a National Inventory of Mental Health Quality

Measures identified a number of gaps between existing meas-

ures for mental health care and quality related needs of

primary stakeholders.8

Thus, there are few indicators available for quality

assessment of primary mental health care, and few that can be

applied at the system level—for example, practice or primary

care organisation—rather than at the level of the diagnostic

group (such as depression or anxiety) or that reflect the views

of key stakeholders in the primary mental health setting, par-

ticularly patients and carers.

We present the results of a Delphi survey9–11 which aimed to

develop a generic set of face valid service quality indicators for

primary care mental health services that reflect the perspectives

of key stakeholder groups. Although the Delphi approach has

been used previously within mental health care, this has largely

been to set research priorities,12 establish models of good

practice,13 14 and identify essential components of various

aspects of mental health care.15 16 Previous work has not been

concerned with developing measures for quality improvement

within mental health care and has generally included only a

limited number of perspectives. Indeed, the patient’s perspective

has been conspicuously absent from consensus methods in the

past .17 Given that the acceptability of indicators depends on

their perceived relevance and value to potential users,18 the

inclusion of different perspectives—including those of patients

and carers—is an important part of the process.

METHODS
Process
A two-round postal Delphi survey was carried out between

March and July 2000. The study was conducted entirely by

post for cost purposes and to include more respondents over a

greater geographical area.

Panellists
Eleven single specialty panels were convened. These consisted

of eight separate professional panels, one carer panel, one

patient panel, and one made up of people from voluntary

organisations (box 2). Panellists from professional groups

reflected a combination of practitioners and those selected on

the basis of their national reputation—that is, publication

record, involvement in specialist societies, or as nominees of

professional organisations. Similarly, the patient and carer

panels contained patients and carers as well as known

patient/carer advocates and those involved in key patient/carer

organisations. The composition of panels reflected a geo-

graphical spread across Great Britain. Each panel was

composed of 9–12 representatives. Panellists were sent a letter

of invitation to participate. Those who were unable to take

part were asked to nominate a possible replacement.

Indicators
A preliminary set of indicators was constructed from a

number of sources. Firstly, previously published guideline

statements and quality indicators and standards relating to

primary mental health care were reviewed, as well as sources

of published/grey literature produced by key organisations.

Secondly, patient focus groups were convened to identify

aspects of care (and thus indicators) considered important

from the patient/user perspective. Finally, 22 of the standards

set out in the National Service Framework for Mental Health

for England were included. A total of 367 indicators were

identified which covered a range of aspects of care at practice,

primary care group, and health authority levels.

Questionnaire
The list of potential indicators was developed into a Delphi

questionnaire which is reproduced in full on the journal web-

site (www.qshc.com). The indicators were categorised into

three levels of service which related to those provided by indi-

vidual practices, primary care groups, and health authorities.

Campbell and colleagues19 have proposed that quality of care is

a combination of access (whether users get the care they need)

and effectiveness of clinical and interpersonal care (whether

the care is effective when they get it). Practice level indicators

were categorised according to these two elements. Some of the

indicators could have been placed in one or more categories

but, to avoid duplication, these indicators were put into only

one category.

Subsequent amendments were made following consulta-

tion with a six member reference group composed of a health

care commissioner, general practitioner, patient, community

psychiatric nurse, counsellor, and psychiatrist.

Delphi round 1
During the first round the Delphi panellists were asked to rate

the indicators on two continuous integer 9-point scales for

validity and clarity (box 3) with 1=lowest and 9=highest rat-

ing.

Indicators were clarified and modified after feedback from

the first round according to written comments made by pan-

ellists. Fifteen indicators receiving an overall median clarity

score across panels of <6 were rewritten but retained; 38 indi-

cators were discarded on this basis because of perceived dupli-

cation and lack of relevance to primary care, while an

additional five indicators were included. A maximum number

of 334 indicators could therefore potentially have been

Box 2 Eleven single specialty panels involved in the
Delphi process

• Eight professional panels
• clinical psychologist
• health and social care commissioner
• community psychiatric nurse
• counsellor
• general practitioner
• nurse (practice, district, health visitor)
• psychiatrist
• social work

• Carer panel
• Patient panel
• Voluntary organisation panel

Box 3 Definition of terms

Validity
Extent to which the indicator related to an aspect of care
which is important for providing high quality care for men-
tal health problems in primary care.
Clarity
Extent to which the indicator was expressed in clear, pre-
cise, and unambiguous language.
Agreement
Round 1: 60% or more of ratings within a panel fell within
the region 7–9.
Round 2: 75% or more of ratings within a panel fell within
the region 7–9.
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Box 4 Practice level indicators

Practice: ACCESS
Access
• Patients are able to make a routine appointment to see a GP within 2 days
• There is equity of access to talking treatments regardless of ethnic origin, age, place of residence, socioeconomic status, and sex
• There is good access to integrated and community based mental health services out of hours (deputising/cooperative/GP and

community mental health services)
• A member of the primary health care team is available as a point of contact for all patients to talk to in an emergency
Practice policies and procedures
• There is a written protocol/strategy to ensure that specific difficult to place groups are not excluded from registration with the prac-

tice (e.g. homeless, drug misusers, residential care residents)
• There is an agreed definition of severe and enduring mental illness which is explicit and standard within the practice
• There is a written complaints procedure which is prominently displayed
• Practices have a written policy for dealing with violent or abusive patients
• Clear written practice protocols are in place for obtaining specialist help in an emergency/crisis situation
Information for patients and carers
• Patients are given information about their condition, treatments, medication (including side effects) and coping strategies
• Information (i.e. practice information leaflets, health promotion leaflets) is easy to understand and available in appropriate

languages for patients and carers whose first language is not English
Medical records
• Medical records, including computerised records, are up to date and summarised
• The confidentiality of medical records is protected and ensured at all times
• Details of currently prescribed maintenance drugs are prominently recorded in the medical record
Practice: EFFECTIVENESS
Patient-staff relations
• Staff treat all people registered with the practice with respect, courtesy and consideration irrespective of age, sex, religious/cultural

beliefs, or diagnosis
• Staff are aware that mental health problems affect people of both sexes, all ages, backgrounds, and socioeconomic status
• Staff are aware that patients with a mental illness may be concerned about feelings of stigmatisation and are treated in a way to

minimise these feelings
• Staff are aware that a diagnosis of mental illness does not make an individual legally unable (incompetent) to decide about treat-

ment
• Patients are not made to feel that they are wasting health professionals’ time
• Patients are listened to and taken seriously
• Physical symptoms in people with mental health problems are taken seriously and not automatically considered as psychosomatic
• Staff are responsive to patients’ fears and concerns about the unwanted side effects of medication, including addiction
• Staff are aware of the potential impact of a mental health problem on patient behaviour (i.e. non-attenders with mental health

problems should be accorded greater latitude)
• Patients with a mental health condition are treated as individuals with individual needs and not as a “diagnosis” (i.e. not labelled

as depressed but treated as a person with depression)
• Health professionals communicate simply in language that is easy to understand
Confidentiality and consent
• Confidential discussions take place in private
• There is an appropriate (i.e. private, quiet, relatively non-clinical) room for counselling/visiting mental health staff
• Where practicable, patient consent is sought before giving information to carers
Comprehensive assessments
• Assessment of physical, psychological, and social health needs in patients with mental health problems includes an assessment of

risk
• Assessment takes into account language barriers; the needs of people with disabilities (including sensory impairment), ethnic, cul-

tural and religious preferences
Patient involvement in treatment plans
• Patients are as fully involved as practicable in the formulation and delivery of their care (e.g. through the use of self-care plans)
• Where appropriate, patients are offered treatments other than medication
• Treatment plans are individually tailored for each patient
• Patients are involved, unless impracticable, in any decisions about referral
• Where practicable, patients are informed of the reasons for referral to specialists or other professionals
Psychotropic prescribing
• Prescribing for mental health conditions is based on up to date evidence and, where available, local management protocols
• Choice of medication is based on individual patient factors including the desirability of sedation, previous response to a drug

treatment including adverse reactions, co-morbid psychiatric or medical conditions, concurrent drug treatment, and relative risk of
medication in overdose

• Clear and accessible information is provided with every prescribed psychiatric drug including information about the potential ben-
efits and unwanted side effects

• Prescribed medication is at the minimum necessary dosage
• No drug is prescribed unless the health professional understands the potential efficacy and side effects
• Patients not responding to first line drug treatment at the therapeutic dosage are asked about adherence
• Patients are offered referral to a mental health worker if they are experiencing difficulties undertaking withdrawal from medication
Psychological treatment
• Counsellors, psychotherapists, and other practitioners of talking treatments working within practices:

• are appropriately trained and hold appropriate qualifications
• have regular supervision
• make the boundaries of the patient-professional relationship clear and transparent
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included within each panel’s round 2 questionnaire. However,

not all panels received all 334 indicators because individual

median panel scores were created for each indicator.

Indicators which did not receive a median validity score of 7–9

with agreement within a panel were not included in that pan-

el’s second round questionnaire. Agreement was defined as

60% or more scores in the top (7–9) tertile (box 3).20 Each

panel therefore had a unique second round questionnaire.

Delphi round 2
Each panellist was sent a second round questionnaire which

included three types of feedback based on first round validity

Box 4 continued

Follow up
• Patients with a diagnosis of mental illness are offered regular appointments to monitor and follow up treatment, symptoms, side

effects and adherence
• Patients on repeat maintenance drugs are offered regular reviews of their medication including monitoring for possible side effects

and interactions with other drugs
• During withdrawal from any medication patients are seen regularly for monitoring and support

Box 5 Higher level (primary care group/trust and health authority) indicators

Registration with a general practice
• There is a written protocol/strategy to ensure that specific difficult to place groups are not excluded from registration with general

practices (e.g. homeless, drug misusers, residential care residents)
Equity of access
• Services (including talking treatments) are available to all practices
• There are written policies on equity of access to services
• Patients are able to make a routine appointment to see a GP within 2 days
• There is evidence of a clear local programme to address and combat discrimination and to promote social inclusion of individu-

als and groups with mental health problems (e.g. through collaborative initiatives and partnerships with other agencies)
• The frequency of use of translator services by practices is monitored and is linked to practice population profiles
Referrals
• Written guidelines are in place to ensure that, where services are not provided locally, GPs can refer patients outside their local-

ity
• There is a single point of rapid access for urgent referrals to specialist mental health services (duty professional or fast tracking

service)
Psychotropic prescribing
• There are agreed written protocols and guidelines, based on best available evidence, for prescribing psychotropic medication
• There are locally agreed written protocols for prescribing across the primary-secondary care interface including hospital initiated

prescribing
Comprehensive range of good quality mental health services
• There is a designated individual who acts as the mental health lead
• Specialist services are based on locally agreed written service plans and agreements which include the range, quality, and vol-

ume of mental health services
• A range of services is available, including talking treatments
Mental health promotion
• Procedures exist which demonstrate a commitment to promoting the mental health of all individuals and communities
• Health authorities or primary care trusts, in collaboration with social services and primary care groups, work with individuals and

communities to promote mental health
Out of hours care
• There is good access to integrated and community based mental health services out of hours (deputising/cooperative/GP and

community mental health services)
• There are locally agreed written standards and protocols for the delivery of out of hours care for mental health problems
• There are locally agreed standards and protocols for responding to mental health crises out of hours
Training and development
• There is a demonstrable commitment to promote continuous professional and practice development in primary care
• Practices are offered protected time for GPs and nurses to attend appropriate training courses
• There is evidence that training is organised to address specific training needs, for example:

• mental health key workers and the Care Programme Approach
• GPs and the Mental Health Act (1983)
• health visitors and the management of postnatal depression
• initiatives to make all health professionals aware of the impact of a mental health problem on patients’ perspectives and actions

• There are adequate numbers of approved Section 12, Mental Health Act (1983) doctors
• There is evidence of initiatives to recruit doctors trained under Section 12 of the Mental Health Act (1983)
Effective partnerships between health authorities, local authorities and primary care groups/trusts
• There is a range of collaborative initiatives in place with other key agencies demonstrating effective partnerships (local authorities,

voluntary agencies, other primary care groups/trusts)
Monitoring
• There are written protocols and mechanisms in place for monitoring prescribing of psychotropic drugs
• There is a written protocol/strategy to monitor whether specific difficult to place groups are excluded from registration with gen-

eral practices (homeless, drug misusers, residential care residents)
• There is evidence of monitoring to ensure that out of hours standards are met
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scores for each indicator (panellist’s own previous score, panel-

list’s median panel score, and the frequency distribution of

scores within the panellist’s own panel). Panellists were then

asked to re-rate the indicators specific to their panel for validity.

Proposed analysis
Previous research has shown that use of a higher cut off point

(>8) is associated with greater reproducibility and

reliability.21 Validity after second round ratings was therefore

defined as an overall median for each panel of >8. A more

stringent level of agreement of 75% or more in the top (7–9)

tertile was applied (box 3). Indicators rated with an overall

validity score of 8 or 9 with agreement by all panels were con-

sidered face valid indicators. Those rated valid by all panels

were operationalised into aspects of care by the research team

to produce indicators which could be used pragmatically to

facilitate quality improvement. χ2 tests were used to determine

whether there were significant differences between the types

of indicators rated valid by different panels—for example,

between the different levels of service.

RESULTS
Response rate
A response rate of 90% was achieved in round 1 and 89% in

round 2. The number of returned questionnaires on which

analysis was based ranged from a minimum of eight

(counsellor, community psychiatric nurse, nurse, psychiatrist)

to a maximum of 11 (clinical psychologist, voluntary

organisations) per panel. All final analyses reported in this

paper are based on second round results.

Consensus among panel ratings
Most of the indicators (97%, n=324) were rated valid by at

least one panel in round 2; 26% of the indicators were rated

valid by all panels. The latter set of indicators represents a

consensus among key stakeholder groups in defining quality

of mental health care in primary care and, as such, formed the

focus of the study. These indicators have been categorised into

21 aspects of care, 11 relating to general practice and 10 relat-

ing to health authorities or primary care groups/trusts (boxes

4 and 5).

Differences in panel ratings
The extent of intra-panel disagreement was extremely low

with less than 1% disagreement within any one panel.

Disagreement was defined as 30% or more scores in both the

bottom (1–3) and top (6–9) tertiles.20 However, there were

major differences between panel ratings. Table 1 shows the

variation in the total number of indicators rated valid across

different panels after the first and second rounds of the Delphi

process. Overall, GPs rated the lowest number of indicators as

valid (41%) and carers rated the highest number valid (91%).

Panels rated different aspects of care as valid—for example,

the GP panel did not rate protocols or guidelines for the man-

agement of separate mental health problems (including

depression and anxiety) as central to providing good quality

care, whereas the carer, clinical psychologist, community psy-

chiatric nurse, patient, and voluntary organisation panels did.

Moreover, χ2 tests showed that GPs were the only stakeholder

group who significantly rated more indicators as valid at the

practice level than at the level of the primary care group and

health authority (p<0.01). For all other groups there was

either no significant difference in their ratings between differ-

ent levels (commissioners, counsellors, patients, psychiatrists

and social workers) or they rated significantly more indicators

as important at the higher level (p<0.05) (carers, clinical psy-

chologists, community psychiatric nurses, nurses, voluntary

organisations). Given that the focus of this paper is the

indicators which were rated valid by all panels, a more detailed

account of the major differences between panel ratings will be

reported separately as part of a follow up study exploring the

factors which influence the ratings of stakeholders in a Delphi

survey.

DISCUSSION
Our results show that it is possible to identify agreement

between groups of stakeholders in identifying a generic set of

valid quality indicators for primary care mental health

services. All panels agreed that 26% of the indicators were

valid measures of quality of care. However, the results of the

Delphi survey also show that different stakeholders value dif-

ferent aspects of quality of care. The final set of indicators

listed in boxes 4 and 5 provide a starting point for the devel-

opment of quality improvement tools.

Limitations of the study
Although the Delphi process is a well validated method for

assessing opinion,9–11 this study has some important limita-

tions. Firstly, the indicators rated were based on best available

evidence in 2000 and, as such, must be reviewed in the light of

major new research findings. The final set of indicators cannot

be considered a comprehensive assessment of service level

mental health services. Rather, they represent a consensus

among key stakeholder groups in defining quality of care

within primary care mental health services.

Secondly, appropriate composition of panels in consensus

methodologies is a key factor in determining the legitimacy of

the findings.21 22 Considerable care was taken to select panels

in order to reflect a range of expertise. This involved combin-

ing practitioners and those with a national reputation (based

on publication record and membership of national

committees/organisations) for the professional groups, and

also including known patient and carer advocates/members of

key organisations within the patient and carer panels.

However, panels could not be said to be representative of their

stakeholder perspective, but merely suggestive of their

profession/group.

Thirdly, the aim of the study was to identify indicators rated

valid by all stakeholders/panels but, because we attempted to

identify all relevant stakeholder groups, there was a built-in

bias in having a larger number of professional panels than a

single patient and carer panel. Even though the rating process

was democratic with each panel’s ratings carrying equal

weight, because the carer and patient panels rated more of the

indicators valid than, for example, the GP or psychiatrist pan-

els, this meant that the final set of indicators included fewer of

the aspects of care of value to patients or carers than of value

Table 1 Percentage of indicators rated valid by each
panel after the Delphi process

Percentage of indicators rated valid
after Delphi process

Panel
Delphi round 1
(n=367)

Delphi round 2
(n=334)*

Carer 83% (n=305) 91% (n=304)
Patient 78% (n=286) 86% (n=287)
Voluntary organisations 79% (n=290) 86% (n=286)
Community psychiatric nurse 78% (n=288) 86% (n=286)
Clinical psychologist 76% (n=278) 79% (n=263)
Health and social care
commissioner

61% (n=225) 66% (n=220)

Nurse 66% (n=243) 66% (n=219)
Social worker 64% (n=236) 62% (n=206)
Counsellor 59% (n=216) 56% (n=187)
Psychiatrist 53% (n=195) 49% (n=162)
General practitioner 50% (n=183) 41% (n=138)

*n is given as 334 rather than 367 as only a maximum number of
334 indicators could potentially have been included in each panel’s
unique round 2 questionnaire.
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to GPs or psychiatrists. Those panels rating the least number

of indicators valid (GPs, psychiatrists, counsellors) therefore

had greater influence on the final set of indicators than those

rating the highest numbers of indicators valid (carers,

patients, voluntary organisations, and community psychiatric

nurses). However, this did not detract from the aim of the

study to identify a common set of indicators.

Finally, the set of indicators developed required additional

editing by the research team in order to operationalise them

for use within quality improvement strategies. However, the

meaning of the indicators remained intact.

Implications for quality improvement
The fact that only 26% of the quality indicators were agreed by

all panels has implications for quality improvement and

assurance purposes, given that the relative proportion of

statements agreed amongst panels—particularly between

professionals and users—differed. Such differences in the rat-

ings of the various panels reflect the natural diversity of opin-

ion within mental health care. The indicators rated valid by

each panel also provide opportunities for quality improvement

strategies which address the aspects of care rated valid by each

different perspective (these are available from the authors).

Policy makers in all countries intending to use consensus

methods to provide a multidisciplinary approach to quality

assessment and improvement within health and social care

need to give thought to this issue in order to create a more

equal partnership between what consumers value and what

providers value in terms of quality care.

Quality indicators are defined as a measurable element of

performance for which there is evidence or consensus that

they can be used to assess the quality, and hence change in the

quality of care provided.23 While the indicators listed in boxes

4 and 5 represent consensus among the 11 panels, many are

professional aspirations and standards rather than measur-

able indicators. This is perhaps a reflection of the underdevel-

oped and nascent evidence base from which to develop

outcome based indicators for primary mental health care, and

the difficulty in collecting such data in the setting of primary

care even in a system as complex and well developed as that in

the UK. Measurement depends on reliable data systems

which, although readily available in the US health mainte-

nance organisations, are only now in development in health-

care settings in other western countries. It is necessary to set

up these systems and infrastructure before quality assurance/

control can be both feasible and reliable. We have therefore not

attempted to distinguish between the conventional (measur-

able) quality indicators and the more aspirational indicators.

While a number of the indicators will be easily measurable,

others—such as those included within patient-staff

relations—will require more innovative and eclectic ap-

proaches to measurement. Although this will provide consid-

erable challenges to primary care organisations in facilitating

quality improvement, the state of the literature relating qual-

ity of care to outcome in mental health care compared with

conditions such as coronary heart disease7 necessitates such

an approach to quality improvement.

The final set of indicators can be used for both quality

improvement (which does not need measurement) and qual-

ity assessment (which does). Importantly, these indicators are

not intended to provide a comprehensive tool set for measur-

ing quality of care. Rather, they can be used as a starting point

for discussion by primary care organisations and practices and

as a means of assisting primary care organisations to address

the national targets and standards relating to primary care set

out in the National Service Framework for Mental Health for

England. They also represent a potential for identifying the

current baseline of care provision. In this way the indicators

raise awareness around important issues of primary mental

health care. This is particularly relevant in localities where

progress in developing primary care mental health services is

limited and a cultural shift to increase the profile of mental

health care is required.

When applying quality indicators it is important to ensure

that they are done realistically and that they reflect local

circumstances.24 Some areas of the UK have a better

infrastructure for primary care mental health services than

others.7 We have not therefore attempted to establish

standards for these indicators. Rather, primary care organisa-

tions or practices may adopt a standard which is relevant to

their local circumstances and needs and initiates debate at a

local level.

Other potential uses of the indicators are to act as sign posts

in defining quality of care and to indicate areas where

additional resources may be required. The indicators could

then be used to aid primary care organisations and/or

practices to set locally achievable goals and to develop local

standards of care. Given that the indicators themselves are not

a comprehensive set of quality measurement tools, it may be

necessary—depending on the aims of the quality improve-

ment strategy—to supplement these indicators with other key

local and national documents within this field.

Conclusion
The quality indicators developed in this study, although not

comprehensive, represent a consensus among key stakeholder

groups in defining quality of care within primary care mental

health services. They can be used as a starting point in quality

improvement strategies and as a means for assisting primary

care organisations to address the national targets and

standards relating to primary care set out in the National

Service Framework for Mental Health for England. Although

many of the indicators relate to parochial issues in UK service

delivery, the methodology used in their development—with its

multi-stakeholder input and involvement of patients, carers,

and professionals—could be applied in other settings to

produce locally relevant indicators.
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stakeholder panels in the second round of a Delphi study,
26% of which were rated valid by all panels.

• This generic set of service quality indicators represents a
consensus among key stakeholder groups in defining qual-
ity of care within primary care mental health services which
can be used in quality improvement strategies.
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