Soc Psychiatry Psychiatr Epidemiol (2012) 47:1035-1045
DOI 10.1007/s00127-011-0418-0

ORIGINAL PAPER

Multiple perspectives on mental health outcome: needs for care
and service satisfaction assessed by staff, patients and family

members

Antonio Lasalvia - Ileana Boggian - Chiara Bonetto -

Violetta Saggioro + Gabriella Piccione * Cristiana Zanoni -

Doriana Cristofalo - Dario Lamonaca

Received: 8 April 2011/ Accepted: 13 July 2011 /Published online: 18 August 2011

© Springer-Verlag 2011

Abstract

Purpose Community-based mental health care requires
the involvement of staff, patients, and their family mem-
bers when both planning intervention programmes and
evaluating mental health outcomes. The present study
aimed to compare the perceptions of these three groups on
two important subjective mental health outcome mea-
sures—needs for care and service satisfaction—to identify
potential areas of discrepancy.

Methods The sample consisted of patients with a DSM
diagnosis of psychosis and attending either outpatient or
day centres operating in a community-based care system.
Staff, patients and family members were assessed by using
the CAN and the VSSS to evaluate, respectively, needs for
care and service satisfaction. Kappa statistics were com-
puted to assess agreement in the three groups.

Results Patients identified significantly fewer basic (e.g.
daytime activities, food, accommodation) and functioning
needs (e.g. self-care, looking after home, etc.) than staff or
family members. Only fair levels of agreement were found
in the three groups (average kappa was 0.48 for staff and
patients, 0.54 for staff and family members, and 0.45 for
patients and relatives), with patients and family members
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showing more areas of discrepancies in both needs and
service satisfaction.

Conclusions These findings provide further support for
the idea that mental health services should routinely
involve patients and their relatives when planning and
evaluating psychiatric intervention and that this policy is a
premise for developing a partnership care model.

Keywords Needs assessment - Service satisfaction -
Outcome measures - Community mental health care -
Psychotic disorders - Staff - Family members

Introduction

The concept of user involvement in mental health care has
been growing in popularity over the last 20 years, espe-
cially in countries that have transformed their previous
institutionally based service provision into a community-
oriented care model [1]. The “users movement” advocates
a shift towards a modern “shared-" or “partnership model”
between health professionals and service users: this model
is based on mutual respect for each others’ skills and
competencies and recognition of the advantages of com-
bining these resources to achieve beneficial outcomes
for patients and their families [2]. In addition, evolving
from service user movements, the recovery model
emphasises control being placed in the hands of mental
health users and poses great emphasis on the collaborative
nature of care between providers, consumers and their
families [3].

Within this context, a ‘needs-led’ approach to mental
health-care planning and outcome evaluation seems par-
ticularly useful, since it allows considering the multiple
perspectives of those involved in the care process [4, 5].
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In fact, “need” is a socially negotiated concept presenting
no single “correct” perspective [6].

Previous studies [7-11] report that need perception
differs considerably between professionals and patients and
that disagreement between staff and patients frequently
occurs on unmet needs. Whilst most of the studies have
compared patient and staff perception of needs, only two
studies have done so with patients and their caregivers [12,
13]. Previous research suggests that patients treated in
community-based settings rate fewer needs than their
caregivers [14] and that they also emphasise different
needs [12, 15, 16]. Given the currently greater involvement
of carers in mental health care, a better understanding of
these differences has important service planning implica-
tions. Combining the three perspectives is however a
puzzling task, since adding the family’s views on the
patient’s needs makes the equation even more difficult to
solve. Family members may hold different (and sometimes
conflicting) values, goals and priorities with respect to both
their ill relatives and treating staff. Nonetheless, we are
convinced that the effort to combine the three perspectives
is worth pursuing, since it may provide a more compre-
hensive and articulated view on how staff—users interaction
works within “real-world” mental health services.

Another important user-perspective component of out-
come is that of satisfaction with mental health services [17,
18]. Regular assessment of service satisfaction could help
identify the strengths and weaknesses of a given service
from the users’ perspective. Moreover, periodical moni-
toring of service satisfaction has proved useful in ascer-
taining service capacity for adaptation to organisational
changes (i.e. resources, staff members’ personal and tech-
nical skills, cultural model shifts, administrative changes,
etc.). Determinants of patients’ and family members’ sat-
isfaction with services [19-22] have been extensively
investigated, as have levels of service satisfaction, in sev-
eral routine and experimental services [23-25]. Yet, data
comparing patients’ and their family members’ perceptions
of mental health care provided are still unavailable,
although this approach could prove highly useful in com-
plementing the assessment of mental health-care outcomes
from multiple perspectives.

The present study aimed to compare the perceptions of
staff members (SMs), patients and family members (FMs)
concerning two important subjective outcome measures—
needs for care and service satisfaction—in a sample of
psychotic patients treated in either outpatient or day-care
facilities. It was expected that comparison of these three
groups’ perceptions would yield: a multifaceted picture of
mental health outcome measures, different insights into the
quality of care as perceived by the various stakeholders
involved and a broad-based evaluation of the service’s
strengths and weaknesses.
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Methods
Design and participants

Our study was cross-sectional and the study group con-
sisted of adult patients (age 18-60 years) with a DSM-IV
diagnosis of non-affective psychosis (295.xx, 297.xx,
298.8, 298.9) who had received mental health care at the
Legnago department of mental health (DMH)—the main
NHS agency providing public psychiatric care for the adult
population (nearly 140,000) inhabiting the southernmost
part of the Verona province in Italy. Services involved in
the study included a community mental health centre
(CMHC) (which provides routine outpatient care to
patients living in a sub-sector of the Legnago catchment
area) and two day centres (which provide a daily pro-
gramme of support, groups and rehabilitation activities for
people with long-term mental health conditions). Patients
were required to have received day centre or outpatient
treatment for at least 12 months at the time of study
inclusion (the 12-month limit was established to ensure
sufficiently long contact to allow SMs to validly assess the
patients’ needs). Other inclusion criteria were regular
patient contact with mental health staff and at least one
participating family member.

Overall, 116 patients (55 patients at the day centres and
61 at the CMHC) met the inclusion criteria. All were asked
to participate in the study and were asked whether the
researcher was allowed to contact their family members.
Only one patient refused to participate, and the remaining
accepted the involvement of their family members in the
study. A total of 27 SMs and 120 FMs were included in the
study.

The study began with patient interviews being admin-
istered by the same researcher. The patients, FMs and SMs
were separately interviewed over a period of 1 week. Both
patients and their family members were interviewed at the
day centre and CMHC facilities, and staff members were
interviewed in the same settings, but on separate occasions.

Measures

The Italian version of the Camberwell Assessment of Need
(CAN) [26, 27] was used to assess needs for care; it is an
interview developed for patients (CAN-P) and staff (CAN-
S) comprising 22 items grouped into 5 conceptual domains:
health (physical health, psychotic symptoms, drugs, alcohol,
safety to self, safety to others, psychological distress), basic
(accommodation, food, daytime activities), social (sexual
expression, company, intimate relationships), service
(information, telephone, transport, benefits) and functioning
(basic education, money, childcare, self-care, looking after
the home). Each item is assessed on a three-point scale:
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0 = no problem, 1 = no/moderate problem due to contin-
uing intervention (met need) and 2 = current serious prob-
lem regardless of whether help is offered or given (unmet
need). The CAN-P surveys patients’ opinions on their own
perceived needs for care; in a separate interview the same
questions (CAN-S) are asked to patients’ key-workers. In
the present study, the same CAN-S questions were also
administered to the patients’ informal caregivers, so as to
obtain information on patient needs from the three different
perspectives of patients, SMs, and FMs. Test-retest and
inter-rater reliability of the Italian version of the CAN was
investigated in a sample of patients attending the South-
Verona CMHS [27] and it was found to be good, also when
used under routine conditions and without specially trained
staff.

The brief version of the Verona Service Satisfaction Scale
(VSSS) [28, 29] was used to assess satisfaction with mental
health services. The brief VSSS consists of 32 items, which
conceptually cover seven dimensions: ‘Overall satisfaction’,
‘Professionals’ skills and behaviour’, ‘Information’, ‘Access’,
‘Efficacy’, ‘Types of intervention’ and ‘Relative’s involve-
ment’. The instrument is designed for self-administration and
can be completed in 20-30 min. Respondents are asked to
give overall ratings on their experience of the mental health
services they have attended during the previous year. Satis-
faction ratings for items 1-18 are listed on a five-point Likert
scale (1 = terrible, 2 = mostly unsatisfactory, 3 = mixed,
4 = mostly satisfactory, 5 = excellent). The items are pre-
sented with alternate directionality to reduce the probability of
stereotypic responses. Items 19-32 consist of three questions
each: first, the subject is asked if he/she has received the
specific intervention (Question A: “Did you receive the
intervention x in the last year?”). If the answer is “yes”, he/she
is asked his/her satisfaction on a 5 point Likert scale, as above
(Question B). The VSSS, in its versions for patients and rel-
atives, has been tested for acceptability, content validity,
sensitivity and test-retest reliability in a sample of 75 patients
and 75 relatives attending the South-Verona CMHS [28] and it
was found to show good psychometric properties.

Statistical analyses

Comparisons between categorical variables were per-
formed by Chi-square test or Fisher’s exact test if cell
frequencies <5. Mean scores of continuous variables were
compared among independent groups by ¢ test (2 groups) or
one-way ANOVA with Bonferroni correction (>2 groups).
All tests were bilateral at p < 0.05. Total percentage
agreement and Cohen’s weighted kappa [30] (using linear
weights, based on ratings of ‘0°, ‘1’ or ‘2’ for each CAN
area’s Section 1) were computed to yield a measure of
agreement for the level of need. Percentage agreement is
categorised into the following values: good > 90%, adequate

80-90% and poor < 80% [31]. A kappa coefficient < 0.20
indicates a slight agreement, 0.21-0.40 = fair, 0.41-0.60 =
moderate, 0.61-0.80 = substantial and 0.8-1.0 = almost
perfect agreement [32]. The weighted index indicates the
degree to which disagreements pertain to neighbouring cate-
gories. To avoid a discordance paradox between percentage
agreement and kappa, marginal rating distributions were
carefully examined [33]. Analyses were performed by SPSS
17.0 and Stata 9.2 for Windows.

Results
Sample characteristics

The patients’ mean age was 40.8 years (s.d. 9.6); 54
(46.6%) were women, and their mean illness duration was
10.0 years (s.d. 5.4). When interviewed, 110 patients
reported living with their family of origin, and 10 were
living alone in their own apartments. Patient sample
characteristics are shown in Table 1.

The family members’ mean age was 58.7 years (s.d.
10.2); 71 (59%) were women; the frequency of contact
with patients ranged from every day to twice a week. The
staff members interviewed had a mean age of 42.4 years
(s.d. 6.1); 25 (92.5%) were women. The staff member
subgroup had worked with psychiatric patients for a mean
of 14.5 years (s.d. 5.3); all staff reported having been in
contact with their patients for at least 12 months.

Patient, staff, and family member-rated needs

The sample reported the following numbers of needs: (1)
Patients, mean total 5.78 (s.d. 3.48), i.e. 4.20 (s.d. 2.72) met
and 1.59 (s.d. 1.60) unmet needs; (2) SMs, mean total 6.28 (s.d.
3.42),i.e.4.14(s.d. 2.29) met and 2.14 (s.d. 2.23) unmet needs;
and (3) FMs, mean total 6.02 (s.d. 3.38), i.e. 4.11 (s.d. 2.48)
met and 1.91 (s.d. 1.86) unmet needs. The mean differences
among total, met and unmet needs were not significant.

Table 2 shows the mean number of total, met and unmet
needs in the 22 CAN areas grouped into five main aggre-
gated need domains.

Significant differences were observed for the health
domain, in which staff rated more unmet needs than
patients (ANOVA Bonferroni, p = 0.014) and family
members (ANOVA Bonferroni, p = 0.019). Moreover, the
basic domain showed staff and family members as rating
more unmet needs than patients (ANOVA Bonferroni,
p = 0.038), as in the functioning domain, where staff and
family members once again rated more unmet needs than
patients (ANOVA Bonferroni, p = 0.033 and p = 0.045,
respectively). No significant differences were found in the
remaining aggregated domains.
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Table 1 Sample socio-

demographic and diagnostic Day centres CMHC p —Va}lue
characteristics by type of (n = 55) (n = 61) (Chi-square
facility (n = 116) n (%) n (%) or 1 test)
Gender
Female 24 (43.6) 30 (49.2) 0.580
Marital status
Single, widowed, divorced, separated 49 (89.1) 50 (82.0) 0.188
Married 6 (10.9) 11 (18.0)
Age, mean (s.d.) 38.2 (9.8) 43.3 (8.8) 0.004
Living condition
Living alone 7 (12.7) 9 (14.7)
Living with family or relatives 45 (81.9) 51 (83.7)
Other accommodation 3(54) 1(1.6)
Education
Years 10.4 (3.1) 9.2 (2.9) 0.040
Working status
Employed 13 (23.7) 13 (21.3) 0.340
Unemployed 15 (27.2) 12 (19.6)
Housewife, student, retired 27 (49.1) 38 (62.2)
Diagnostic groups
Schizophrenia and other functional psychosis 33 (60.0) 38 (62.3) 0.172
Affective psychoses 7 (12.8) 9 (14.8)
Other psychoses 15 (27.2) 14 (22.9)
First psychiatric contact
Years since first contact, mean (s.d.) 9.3 (5.8) 10.7 (5.0) 0.157

Patients, staff and relative agreement on needs

The CAN areas most frequently (>50% of cases) identified
by all three groups were: psychotic symptoms, company,
psychological distress, daytime activities and looking after
the home. The most problematic areas reported by the three
groups were psychotic symptoms and company, although
some between-group ranking differences emerged for the
other areas. Patients most frequently reported needs in the
areas of psychological distress (54.3%) and daytime
activities (51.7%); staff most frequently identified needs in
the areas of daytime activities (63.8%), psychological
distress (62.1%) and looking after the home (55.2%).
Lastly, family members most frequently reported the areas
of daytime activities (59.5%), looking after the home
(57.7%) and psychological distress (56%). Most patient—
SM pairs (75.9%), patient—FM pairs (63.8%) and SM—-FM
pairs (69.0%) reported needs in the area of psychotic
symptoms.

Table 3 shows patient—-SM, patient-FM and SM-FM
agreement levels for each CAN area.

Percentage agreement coefficients in the various CAN
areas (columns 2-4) followed a consistent pattern for the
three groups: agreement was good (>90%) in nine areas,
adequate in eight areas (80-89%) and poor (<80%) in four

@ Springer

areas Yet, the mean level of patient—FM pair agreement
(87.8%) was somewhat lower than that observed for
patient-SM and FM-SM pairs (88.6 and 88.9%,
respectively).

To control for random agreement, a weighted kappa
coefficient for patient—SM, patient—FM and SM-FM pairs
was also computed for each CAN area (see Table 4, col-
umns 5-7). Patient-SM agreement was almost perfect
(>0.8) in 1 area, substantial (range 0.61-0.80) in 3 areas,
moderate (range 0.41-0.60) in 11 areas and fair (range
0.2-0.4) in 7 areas. Patient-FM agreement was almost
perfect (>0.8) in one area, substantial (range 0.61-0.80) in
two areas, moderate (range 0.41-0.60) in ten areas and fair
(range 0.2-0.4) in 9 areas. SM-FM agreement was sub-
stantial (range 0.61-0.80) in 7 areas, moderate (range
0.41-0.60) in 12 areas, fair (range 0.2-0.4) in 2 areas and
slight (<0.20) in 1 area.

Overall, the three groups showed a moderate mean level
of agreement. Yet, similarly to percentage agreement,
weighted kappa was lower for patient—FM pairs (0.45) than
that for SM—FM pairs (0.54), with patient—-SM pairs pre-
senting an intermediate position (0.48). More discrepancies
(fair—slight agreement) were observed in the patient—-FM
group (7 CAN areas), whereas the SM—FM group showed
the highest degree of agreement on needs.
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Table 3 Total percentage agreement and weighted kappa coefficients (linear weights) based on ratings of 0, 1 and 2 of each individual area of
the CAN for patient—staff member (SM), patient—family member (FM) and SM-FM pairs (n = 116)

Patient—-SM Patient-FM SM-FM Patient—-SM Patient-FM SM-FM
percentage percentage percentage weighted kappa® weighted kappa weighted kappa
agreement” agreement agreement (std err) (std err) (std err)
Health
Physical health 90.10 91.80 92.20 0.58 (0.08)" 0.64 (0.09) 0.67 (0.08)*
Psychotic symptoms 85.30 84.00 83.20 0.45 (0.06)" 0.35 (0.07)" 0.41 (0.06)*
Psychological distress 78.90 79.30 78.90 0.45 (0.07)* 0.40 (0.07)"* 0.45 (0.07)*
Safety to self 96.10 93.50 95.70 0.64 (0.08)* 0.46 (0.08)* 0.58 (0.08)*
Safety to others 93.50 94.00 97.80 0.24 (0.08)* 0.32 (0.08)* 0.69 (0.08)*
Alcohol 95.70 94.80 95.70 0.59 (0.09)* 0.47 (0.09)* 0.59 (0.09)*
Drugs 95.30 95.70 96.10 0.24 (0.07)* 0.26 (0.07)"* 0.54 (0.08)*
Basic
Accommodation 99.10 97.80 98.30 0.85 (0.09)* 0.43 (0.08)" 0.49 (0.08)*
Food 83.20 87.50 83.60 0.45 (0.07)* 0.56 (0.08)" 0.52 (0.07)*
Daytime activities 75.00 77.60 78.40 0.42 (0.07)* 0.50 (0.07)* 0.52 (0.07)*
Social
Company 78.90 73.70 76.70 0.53 (0.07)* 0.40 (0.07)* 0.48 (0.07)*
Intimate relationships 74.60 73.30 73.70 0.39 (0.08)* 0.34 (0.08)" 0.35 (0.08)*
Sexual expression 82.30 79.70 81.90 0.35 (0.08)* 0.28 (0.08)* 0.19 (0.08)°
Services
Information 84.00 83.60 90.10 0.33 (0.08)" 0.28 (0.08)" 0.49 (0.08)*
Telephone 99.10 100.00 99.10 0.79 (0.08)" 1.00 (0.08)" 0.79 (0.08)*
Transport 88.80 87.50 87.50 0.66 (0.08)* 0.62 (0.08)* 0.63 (0.08)*
Benefits 90.90 87.90 87.50 0.32 (0.07)* 0.42 (0.08)" 0.24 (0.06)*
Functioning
Looking after the home 83.60 83.20 84.90 0.51 (0.07)* 0.53 (0.07)* 0.59 (0.07)*
Self-care 83.20 86.60 86.20 0.42 (0.07)* 0.51 (0.07)"* 0.58 (0.08)*
Childcare 96.60 96.60 98.30 0.48 (0.08)" 0.41 (0.08)" 0.77 (0.08)*
Education 97.40 97.00 98.70 0.60 (0.08)" 0.43 (0.08)" 0.76 (0.08)*
Money 85.80 85.80 91.40 0.36 (0.07)* 0.33 (0.08)* 0.65 (0.08)*

* Percentage agreement: <80% = poor, 80-90% = adequate, >90% = good

Kappa coefficient: <0.20 = slight, 0.21-0.40 = fair, 0.41-0.60 = moderate, 0.61-0.80 = substantial, 0.8—-1.0 = almost perfect
# p <0.001
° p<001

The greatest discrepancy in all three groups concerned
“intimate relationships” and “sexual expression”, whereas
the highest levels of agreement emerged for “telephone”
and “transport”.

It should be noted that patient—SM pairs showed almost
perfect agreement on “accommodation” (kappa = 0.45),
but that both patient—-FM and SM-FM pairs showed only
moderate agreement in that area (0.43 and 0.49, respec-
tively). Conversely, “safety to other” yielded substantial
SM-FM agreement (kappa = 0.69), but patient-SM and
patient—-FM pairs showed poor agreement in that area (0.24
and 0.32, respectively).
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Patient and family member-rated service satisfaction

Table 4 reports patient and FM mean satisfaction scores
per VSSS dimension.

Overall, service satisfaction did not significantly differ
for patients and relatives. The only VSSS dimension
yielding a significant difference was “Information”, with
patients reporting lower levels of satisfaction than their
family members (p < 0.05; ¢ test). It should be noted that
the VSSS dimensions showing the lowest satisfaction
scores for both patients and relatives were “Information”,
“Access”, and “Type of intervention”.
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Table 4 Patients’ and family members’ mean scores of satisfaction
with services (n = 116)

VSSS domain Group Mean (sd)  p-value
t test
Overall satisfaction Patient 4.13 (0.81) 0.158
FM 4.27 (0.84)
Professionals’ skills and behaviour Patient 3.93 (0.61) 0.054
FM 4.07 (0.60)
Efficacy Patient 3.84 (0.74) 0.359
FM 3.91 (0.68)
Type of intervention Patient  3.81 (0.41) 0.103
FM 3.74 (0.46)
Information Patient 3.50 (1.07) 0.017
FM 3.80 (0.93)
Relative’s involvement Patient 3.81 (0.98) 0.053
FM 4.04 (0.92)
Access Patient 3.81 (0.83) 0.522
FM 3.75 (0.81)
VSSS total mean score Patient 3.84 (0.45) 0.538

FM 3.87 (0.46)

Patient—family member agreement on service
satisfaction

Table 5 shows patient—-FM agreement for each VSSS item
(both total percentage agreement and weighted kappa
coefficients).

Overall, both the percentage agreement and weighted
kappa values showed poor patient-FM agreement across
the various VSSS items: weighted kappa was slight (<0.2)
for 21 items (65% of total VSSS items), fair (range
0.21-0.35) for 10 items (32% of VSSS items) and mod-
erate (0.44) for 1 item only, i.e. “satisfaction with sheltered
accommodation”. No VSSS item yielded substantial
agreement.

Discussion

This study provides empirical evidence that disagreement
among staff members’, patients’, and family members’
opinions represents the rule rather than the exception in
mental health services, thus suggesting that their per-
ceptions should be all considered when both planning
interventions and assessing treatment outcomes. This
process, however, is not unproblematic, particularly in
care- planning. Sorting out the puzzle of the different
views and combining them into a coherent and integrated
therapeutic strategy, well accepted by all the parties
involved in the care process, is not an easy task.
Becoming aware of patterns of disagreement of staff,

patient and family member about patients’ needs, how-
ever, is a necessary starting point from which service
providers can work to increase consensus. This, within a
partnership model of care delivery, represents a funda-
mental prerequisite to empower patients and to actively
involve them.

Strengths and limitations

This is the first study to assess both needs for care and
service satisfaction according to staff members’, patients’
and family members’ views in a sample of psychotic
patients attending community-based psychiatric services.
Previous research compared staff members’ and patients’
need perceptions [7—11]. Other studies conversely exam-
ined patients’ and family members’ perceptions [13], and
only a few studies have compared the views of patients,
staff and family members of needs for care [12, 14, 34, 35].
Most of the latter studies, however, were conducted in
geriatric settings [14, 34, 35], not in mental health facilities
serving the adult population. Moreover, the only study
comparing the views of staff member’, patients and rela-
tives [12] specifically focused on needs for care, without
addressing service satisfaction.

This study also has some limitations. The main limita-
tion is the cross-sectional design, which does not allow
establishing causal relationships. Another limitation might
be the ability to generalise the findings to other popula-
tions, such as first episode psychotic patients, given the
predominant composition of long-term patients. In addi-
tion, there could be bias resulting from self-selection into
the sample. Moreover, due to the limited sample size, we
could not stratify the study population by the type of ser-
vice (i.e. CMHC vs. day centre) to establish the potential
occurrence of a “setting effect”

Comparing staff and patient perceptions of need

The present study confirms that significant discrepancies
between staff and patient perceptions of needs do exist
[7-11]. Intimate relationships, company, sexual expression
and psychological distress were the CAN areas presenting
the poorest staff—patient agreement. Staff and patients can
disagree along these dimensions for various reasons. For
example, lack of staff knowledge about a patient’s prob-
lems may impact on CAN areas such as sexual expression
or intimate relations. Moreover, and more generally,
varying socio-cultural, educational and professional back-
grounds can lead to different views about what actually
constitutes a problem for patients and may thereby apply to
some CAN health-related areas.

The greatest degree of agreement was observed for CAN
areas evaluated by staff and patients as presenting the
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Table 5 Total percentage agreement and weighted kappa coefficients (linear weights) based on ratings of “0”, “1” or “2” for each individual
area of the VSSS in patient-family member (FM) pairs (n = 116)

Patient—FM total  Linear weighted kappa® for

percentage patient-FM pairs (std err; p value)
agreement”
Overall satisfaction
Service received (n = 116) 84.98 0.14 (0.08; 0.043)
Access
Comfort level and physical layout of facilities (n = 113) 73.00 0.19 (0.08; 0.006)
Cost of service (n = 114) 78.10 0.35 (0.08; 0.000)
Professionals’ skills and behaviour
Ability of psychiatrists and psychologists to understand the problems (n = 116) 76.70 —0.03 (0.08; 0.645)
Personal manners of psychiatrists and psychologists (n = 116) 78.40 0.10 (0.08; 0.094)
Appropriate referral to GP or other specialist (n = 112) 73.20 0.27 (0.08; 0.000)
Personal manners of nurses and social workers (n = 115) 86.10 —0.05 (0.08; 0.730)
Instructions on what to do between appointments (n = 113) 77.00 0.07 (0.08; 0.173)
Ability of nurses and social workers to understand the problems (n = 114) 76.30 —0.13 (0.08; 0.955)
Nurses’ knowledge about medical history (n = 116) 81.00 0.14 (0.08; 0.040)
Efficacy
Improving relationship between patient and relatives (n = 113) 75.70 0.09 (0.08; 0.115)
Helping patient deal with problems (n = 116) 83.20 0.19 (0.08; 0.005)
Helping to establish good relationships outside family (n = 115) 64.30 0.05 (0.07; 0.231)
Helping to improve capacity to look after self (n = 112) 78.60 0.21 (0.08; 0.004)
Relative’s involvement
Effectiveness in helping family members understand patient problems (n = 114) 74.60 0.06 (0.07; 0.192)
Information
Information on diagnosis and prognosis (n = 116) 69.80 0.16 (0.07; 0.011)
Type of intervention
Help for discomfort of side effects from medications (n = 111) 73.40 0.08 (0.07; 0.141)
Service response to emergencies (n = 114) 75.90 0.08 (0.08; 0.143)
Medication prescription (n = 109) 81.20 0.09 (0.07; 0.105)
Individual rehabilitation (n = 104) 77.90 0.30 (0.07; 0.000)
Individual sessions (n = 99) 71.70 0.07 (0.08; 0.178)
Compulsory treatment in hospital (n = 97) 93.30 0.20 (0.09; 0.016)
Family sessions (n = 76) 72.40 0.21 (0.10; 0.019)
Living in sheltered accommodation (n = 90) 92.80 0.44 (0.10; 0.000)
Recreational activities in the service (n = 92) 76.10 0.29 (0.09; 0.000)
Group sessions (n = 80) 68.10 0.08 (0.07; 0.118)
Sheltered work (n = 74) 66.20 0.26 (0.11; 0.010)
Voluntary admission to hospital (n = 96) 89.60 —0.05 (0.08; 0.745)
Practical help from the service at home (n = 81) 74.70 0.23 (0.10; 0.014)
Help in obtaining welfare benefits (n = 81) 68.50 0.11 (0.09; 0.107)
Help in finding open employment (n = 74) 70.30 0.31 (0.11; 0.002)
Recreational activities outside the service (n = 77) 66.90 0.27 (0.10; 0.002)

Percentage agreement: <80% = poor, 80-90% = adequate and >90% = good
Kappa coefficient: <0.20 = slight, 0.21-0.40 = fair, 0.41-0.60 = moderate, 0.61-0.80 = substantial and 0.8-1.0 = almost perfect

fewest problems (e.g. telephone, transport, childcare, safety  findings from previous studies [7, 8] showing good
to others, basic education and money) and areas allowing  agreement only for areas in which specific service inter-
for well-defined service responses, such as accommodation  vention had been provided and where patient problems had
and physical health. These results are consistent with  already been negotiated.

@ Springer



Soc Psychiatry Psychiatr Epidemiol (2012) 47:1035-1045

1043

Comparing the perceptions of needs of staff and family
members

Several discrepancies between staff members’ and family
members’ perceptions were also detected. Yet, the average
SM-FM agreement was substantially higher than both
patient—-SM and patient—-FM agreement, suggesting thereby
that staff and family members share more views on the
nature of patients’ problems and what should be done to
solve them. This is an encouraging finding, as it indicates
that family member involvement with community mental
health services is an achievable goal in the care process of
individuals with psychoses. Families usually play a prom-
inent role by helping supervise medication, encouraging
patient participation in rehabilitation programmes and
generally by providing an environment that can foster
recovery or can at least reduce disability. Yet, endeavours
to achieve optimal collaboration with families are fre-
quently beset with a number of difficulties, including those
of ethical nature (e.g. circumstances when the involvement
of the family is justified despite a patient’s refusal to pro-
vide consent) [36]; mental health services should therefore
make every effort to overcome these barriers by imple-
menting specific programmes aimed at improving staff and
family member communication and by supporting these
families [37, 38].

Comparing patients’ and family members’ perceptions
of patient needs and satisfaction

Patients and relatives presented only moderate agreement
in most of the CAN areas; agreement was poor in the areas
of help with intimate relationships, sexual expression and
benefits. On average, patient—family member agreement on
needs was substantially lower than that observed for
patient—-FM and SM-FM pairs. This finding points to the
possibility of family members’ greater difficulty in under-
standing patient priorities and values.

Poor agreement between patients’ and family members’
perceptions of need have been reported elsewhere [12, 13,
34]. Modest agreement on needs might be attributable to
family members’ perceptions of impaired patient judge-
ment in these areas [39]. This finding, however, may also
be due to the lack of a clear-cut definition of the need
concept itself, or because patients and carers have different
value judgements about the support patients require [34].
For example, patients place less emphasis on reducing
symptoms and more emphasis on daytime activities,
accommodation and social relationships [15] than family
members typically do. Moreover, whereas relatives want
more intensive support for patients, the latter tend to prefer
a support style allowing them to maintain their indepen-
dence [16].

Interestingly, systematic perception discrepancies were
observed between patients and family members on most
service satisfaction domains. Yet, both groups (especially
patients) were most concerned about levels of information
and advice received, facility layout and comfort, and type
of interventions provided. Similar findings have been
reported in several studies conducted in different settings
[18, 23]. Indeed, lack of information appears to be a crucial
determinant of dissatisfaction with psychiatric care for both
patients and their relatives [22, 40]. Overall, these findings
suggest that the caregivers of patients with psychosis seek
rather basic assistance from psychiatric services and that
they may serve as resources in caring for patients only if
they receive sufficient support themselves, such as targeted
psycho-educational interventions [41].

Conclusions

Specialised mental health services are currently struggling
with the challenge of developing better methods to increase
consensus on service needs and adequacy, while concur-
rently addressing resource limitations. This situation will
require staff and service users to communicate more
effectively in terms of their differing perceptions of patient
needs, service options available and of their efficacy. Any
effort to improve understanding among professionals,
patients and relatives should be pursued, since it may
positively impact on other treatment outcomes [42, 43]. It
can be reasonably speculated that better staff—patient
agreement can help users feel more responsible for their
own treatment plans and may therefore result in an
improved therapeutic alliance, greater treatment adherence,
increased intervention uptake and, consequently, greater
intervention effectiveness [44, 45]. However, any attempts
to increase user consensus must go hand in hand with a
reorientation in service treatment philosophy, i.e. by
viewing users as ‘treatment team leaders’ and no longer as
passive treatment recipients.
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