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Researchers and practitioners collaborated in a project across five European coun-

tries aimed at defining the characteristics of good community care for people with

severe mental illnesses and to explore the values of stakeholders in this debate

(clients, families, professionals, policy makers, other citizens). In a concept map-

ping procedure all stakeholders gave highest priority to a trusting and stimulating

relationship between clients and professionals. Secondly, good care was seen as

effective treatment tailored to the individual needs. Accessibility of services came

in the third place. Differences between the views of stakeholders are discussed.

Introduction

Over the last 20 years, the impor-
tance of long-term mental health care
in the hospital setting has lost ground
in the western world. Deinstitutional-
ization comprises not only transferring
inpatients to services in the community
and deflecting potential hospital ad-
missions to community-based settings,
but also sharing responsibility for
client care across multiple and diverse
agencies (Lamb & Bachrach, 2001).
These processes characterize mental
health care reforms in most European
countries, although they have occurred
at an uneven pace and result in differ-
ent organizational structures (Thorni-
croft & Tansella, 1999; Van Weeghel,
2002).

The shift from long-term hospital care
to community care is promising, as it
may put an end to the social exclusion
of persons with severe mental illness-

es. However, deinstitutionalization is a
complex undertaking in which many
things can go wrong. People with se-
vere mental illnesses run the risk of re-
turning to an ill-prepared community,
and being dependent on inadequate
mental health services. In such a set-
ting, which is just as “entrapping” as
the traditional mental hospital
(Sullivan, 1994), many clients will suf-
fer from neglect, poverty, and social ex-
clusion. Their families will experience
disruption and despair, and for the
larger public it means perceived nui-
sance and incomprehension (Leff,
1997).

People with severe mental illnesses
need access to a broad spectrum of
services which can offer them care and
protection in the community, and en-
able them to go through life as respect-
ed citizens (Anthony, 1993). Promoting
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Psychiatric Rehabilitation Journal

            



275

articles

high quality care entails provision for
at least four types of need: clinical
needs (good treatment, adequate crisis
response), rehabilitation needs (oppor-
tunities for fulfilling valued roles in the
community), humanitarian needs
(physical safety, sufficient income,
suitable housing, acceptance as a per-
son), and the needs of people close to
persons with severe mental illnesses,
notably their families and neighbors
(Lehman, 1998). To meet all these
needs is a significant challenge to serv-
ice providers.

The promotion of high quality care
should start with a discussion of the
ethical principles considered most im-
portant for this area of mental health
practice. Such principles will vary
across cultures and societies, and the
choice of which principles are accorded
high social value will vary over time
(Thornicroft & Tansella, 1999). Mental
health professionals cannot reserve
the identification of these key princi-
ples to themselves. It presupposes the
participation of persons with severe
mental illnesses, and also the involve-
ment of informal care givers, generic
community service providers, and rep-
resentatives of the wider public
(Ackerson, 2000; Carling, 1995). To
reach a common understanding of
what constitutes good care for people
with severe mental illnesses, each of
these parties should first have the op-
portunity to express their own opinions
and priorities (Gray, 1989; Van Hoof,
Van Weeghel & Kroon, 2000).

Conflicts can occur between the views
of different parties on which compo-
nents of good care should predomi-
nate, or between the consequences of
different ethical principles which apply
simultaneously to any given situation
(Thornicroft & Tansella, 1999). For in-
stance, the right of one person to take
full place in society can easily conflict
with the right of another person “not to
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“good care” for people with severe
mental illnesses. Concept mapping is a
particularly suitable method for struc-
turing a discussion on a diffuse con-
cept or on a difficult subject involving
many people over a relatively short pe-
riod (Trochim, 1994; Van Hoof et al.,
2000). It combines a group process
with multivariate statistical analyses
and concludes with a group interpreta-
tion of the resulting conceptual map.

Participants
In this study the concept mapping
process consisted of three phases: 1)
generation of statements during brain-
storming sessions on the topic; 2)
structuring, i.e. rating of those state-
ments in order of importance and
grouping them according to similarity;
3) interpretation of the computer-gen-
erated concept map. Normally, the
same participants would be involved in
the various phases of a concept-map-
ping procedure. Owing to practical limi-
tations (geographical distance between
the participating countries), it was de-
cided to organize the procedure in a
different way.

A smaller group conducted both the
generation and the interpretation of
the concept map: the ten people partic-
ipating in the project listed above.
These participants represented
Belgium, Greece, Italy, the Nether-
lands, and the United Kingdom (two
people from each country), and had all
been actively involved in the care for,
or research on people with severe 
mental illnesses in their countries for
many years.

The structuring phase was conducted
by a larger group. Representatives from
five subject groups were invited to take
part: people with severe mental ill-
nesses, people with a relative having
such an illness (family members), pro-
fessional helpers, managers/policy-
makers in mental health care, and
“other citizens” having an interest in

be disturbed” (Schnabel, 1993). Such
differing views can become major prac-
tical and ethical problems when they
are ignored. Illuminating these differ-
ences in perspectives could be the first
step towards successful resolution
(Minsky, Riesser & Duffy, 1995; Holley,
Hodges & Jeffers, 1998).

Most previous studies on the compari-
son of stakeholder perspectives show
a mixed picture: stakeholders share
some priorities but differ considerably
on other aspects of the care for people
with SMI (Shepherd, Murray & Muijen,
1995; Van Audenhove, 2002). Until
now, such studies have only been con-
ducted at the local or national level. As
most western countries go through a
process of deinstitutionalization, it is
of interest to generate a common un-
derstanding of what constitutes good
care for people with severe mental ill-
nesses, and to illuminate the perspec-
tives of stakeholders on this subject
across national boundaries.

Researchers and practitioners from five
European countries (Belgium, Greece,
Italy, the Netherlands and the United
Kingdom) participated in a joint project
to gain insight into the current pro-
gress of deinstitutionalization in the
participating countries, and to clarify
and discuss the major ethical dilem-
mas associated with the social integra-
tion of people with severe mental
illnesses (Bauduin, McCulloch &
Liégeois, 2002). Part of this was the
present study, in which the project par-
ticipants sought to generate a common
definition of good mental health care
for people with severe mental illness-
es, and to explore what values different
groups of stakeholders attach to the
key aspects of such a definition.

Method

The study employed concept mapping
to derive a comprehensive picture of
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this field. It was intended to select in
each country four or five representa-
tives from each subject group, but this
goal was not completely attained.
Ultimately 113 people took part in the
structuring phase (see Table 1).

Procedure
The general procedure for concept
mapping is described in detail by
Trochim (1994). For the current study,
the first phase (generation of state-
ments) involved a brainstorming ses-
sion of the research group in Athens,
Greece. The brainstorming was guided
by the prompt: “Mental health care for
persons with serious mental illnesses
is ‘good’ when…” It was explained to
the participants that they should inter-
pret “good” both in terms of effective-
ness and from an ethical viewpoint.
This session resulted in a preliminary
list of 35 statements, which were
recorded verbatim. Next the members
of the research group were asked to do
further work by formulating additional
statements, after consulting with pro-
fessionals, clients, and family mem-
bers in their home country. In this way
an additional 85 statements were gen-
erated, which were gathered by corre-
spondence. The Dutch members of the
research group selected and edited
these statements for the final list on
the basis of unequivocalness, singular-
ity (referring to one topic only), con-
creteness and lack of overlap with

statements of equal importance. For
the sorting, each participant was in-
structed to group the 86 statements
into a minimum of two and a maximum
of twelve piles “in a way that makes
sense to you.”

After the structuring sessions, data
were sent to the Netherlands for analy-
sis. Data were entered into the comput-
er and the multidimensional scaling
analyses (MDS) and cluster analyses
were carried out. First these analyses
were conducted separately for each of
the participating countries, which gen-
erated five concept maps on a national
scale. Next the aggregation and re-
analyses of all data resulted in a
“European” concept map, which will be
discussed in this paper.

The third phase (interpretation of the
computer-generated concept map) in-
volved a session of the research group
in Trieste, Italy. The group members
discussed the most suitable labels for
each of the clusters. They also identi-
fied interpretable groups of clusters, 
or “regions,” on the concept map.
Finally, possible explanations for the
clusters and the statement ratings
were discussed.

Results

The Concept Map
The 86 statements on critical elements
of “good” mental health care for peo-
ple with severe mental illnesses fell
into nine distinct clusters. After the in-
terpretation session these clusters
were given the following names: work-
ing alliance; tailored care focusing on
empowerment; rehabilitation; high
quality professionals; needs of infor-
mal care givers; accountable mental
health care; effective treatment; acces-
sible community care; attitude of pro-
fessional helpers (Figure 1).

Each cluster is a group representation
of the individual clustering of state-

other statements. The list of state-
ments was also compared with client-
and family-centered literature and with
sets of statements developed by larger
and more differentiated stakeholder
groups in earlier research on the same
subject in The Netherlands. These
steps uncovered and addressed any
unintended systematic bias. This pro-
cedure resulted in the ultimate list of
86 statements.

The structuring phase involved a ses-
sion in each of the five countries, in
which representatives of the five sub-
ject groups took part (see Table 1).
These people were selected and invited
by the two members of the research
group in each country. Prior to these
sessions, the list of 86 statements was
translated into four languages (English,
Greek, Italian and Dutch), and was du-
plicated for each participant.
Structuring involved two distinct tasks:
rating the brainstormed statements
and sorting them. For the rating, each
participant was instructed to rate each
of the 86 statements on a five-point
Likert-type response scale in order of
importance to their own idea of “good
care” for people with severe mental ill-
nesses. Each point of this Likert scale
was required to contain an equal num-
ber of possible statements.
Respondents were therefore called
upon to differentiate and prioritize,
even where they initially found the

Table 1—Participants in Concept Mapping Procedure
(per Country and per Subgroup)

Subgroup Country Total
Netherlands Belgium England Italy Greece

Clients 6 8 4 4 4 26

Informal care givers 3 6 5 4 3 21

Professional helpers 5 8 4 4 4 25

Policy makers 5 5 3 3 3 19

Other citizens 3 8 4 4 3 22

Total 22 35 20 19 17 113
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ments and refers to a relevant aspect
of “good care” for people with severe
mental illnesses. The distance between
statements is a reflection of correla-
tion: if the statements are close to one
another, they are more likely to form a
cluster than if they are far apart. The
same reasoning applies to the distance
between clusters: if they are closer to-
gether, they are more related. With this
in mind, the nine clusters can be divid-
ed into three regions labeled Care
Content, Relational Aspects, and
Community Aspects of “good care.”

Overall Priorities
In Table 2 the clusters in each region
are presented with the number of
statements, the average priority of the
statements per cluster (1 indicates low-
est priority and 5 indicates highest pri-
ority) and a brief description is given of
the most important statements in each
cluster.

As can be seen from Table 2, highest
priority was given to the cluster con-
cerned with the working alliance (mean
3.9) between professional helpers and
their clients (in region II: client - helper
relationship). High ratings were also
given to the clusters on tailored care
focusing on empowerment (mean 3.4),
and effective treatments (both in re-
gion I: care focus). Of less importance
were the statements on the accounta-
bility of mental health care, the needs
of informal care givers, and accessible
community services (mean 3.0; all in
region III: community aspects). The
clusters on attitude of professional
helpers, high quality professionals
(both mean 3.1; in region II: client-
helper relationships), and rehabilita-
tion (mean 3.1; in region I: care focus)
took a middle position.

The importance of the clusters on the
working alliance (IIa) and tailored care
(Ia) is also shown in Table 3, in which
the “top ten” individual statements
which should ideally characterize good

There are also differences in priorities,
however. Compared with the scores of
the other subgroups taken together,
the subgroup of clients attached more
value to the rehabilitation aspect. The
clients assigned less importance to ad-
dressing the needs of informal care
givers, while the family members gave
high precedence to this aspect. The
family members also attached more
value to the accountability of mental
health care, but assigned lower priority
to tailored care focusing on empower-
ment. Although the ranking by the pro-
fessional helpers perfectly matches the
overall ranking, this subgroup as-
signed the lowest priority to the ac-
countability of mental health care. Both
the policy makers and the other citi-
zens attached more value to high quali-
ty professionals. Also, the subgroup of
other citizens, like the family members,
assigned lower priority to tailored care
focusing on empowerment.

care for people with severe mental ill-
nesses are listed.

Different perspectives
Table 4 provides a detailed overview of
the clusters which met with consensus
and dissent in the five subgroups par-
ticipating in the concept mapping:
clients, family members, professional
helpers, policy makers, and other 
citizens.

Table 4 shows that the five subgroups
generally agreed that good care for
persons with severe mental illnesses
should above all be characterized by a
respectful and stimulating working al-
liance between the professional helper
and the client, by tailored care focusing
on empowerment, and by effective
treatments. There was also a near-miss
consensus on the low priority of the
three community aspects of good care:
having accessible community services,
meeting the needs of informal care
givers, and accountability of mental
health care.

Figure 1—The Concept Map of Good Care for Persons with Serious
Mental Illnesses
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Discussion

Some limitations of the study should
be mentioned. Although the group of
participants included a number of key
figures from each participating coun-
try, the concept map does not give a
representative picture of the ideas that

the study relied heavily on language-
based tools to establish the dimen-
sions of good community care;
although the translation was done by
professional translators, little assur-
ance can be provided that the partici-
pants in the five countries had a

the different stakeholders in Western
Europe hold on mental health care for
people with severe mental illnesses.
Another limitation was that most of the
participants were asked to cluster and
prioritize statements, which had been
generated in a procedure in which they
themselves had not participated. Also

Table 2—The Clusters in the Concept Map of “Good Care for Persons with Serious Mental Illnesses”:
Content and Prioritarization

Region I—Care Content

Ia Tailored care focusing on empowerment (13 statements; average priority 3.4)

Clients get attention as a whole person, and the care is tailored to their individual needs. Clients’ own experiences are taken
seriously (for example with regard to medication); clients are encouraged to take responsibility for their own actions, and are
helped to build on their strengths. Clients are actively involved in goal-setting and care planning.

Ib Rehabilitation (12 statements; average priority 3.1)

Treatment programs focus on the rehabilitation of clients, including practical help with daily living skills and getting access to
the job market. Clients are not confronted with financial obstacles to their treatment; they can receive psychiatric care at
home, and are informed on who to call in case of emergency.

Ic Effective treatments (3 statements; average priority 3.3)

The offered treatments are effective, take as long as necessary and are given in co-operation with the clients.

Region II—Relational Aspects

IIa Working alliance (5 statements; average priority 3.9)

Professional helpers have a respectful attitude towards people with severe mental illnesses. Clients can trust their helpers,
and are stimulated to develop their capacities.

IIb Attitude of helpers (12 statements; average priority 3.1)

Professional helpers focus on the clients as people and not on their illness; they try to avoid coercion or coercive treatments,
and observe the rules of confidentiality. They do their best to diminish stigmatization; they adapt their language to the clients
and speak in plain language.

IIc High quality professionals (8 statements; average priority 3.1)

Professional helpers regularly receive high quality education on new ways of treatment and care; they are willing to cooperate
with colleagues, and work in a team which give them support. Professional helpers show interest in the social networks of
clients and are able to manage crisis in the community.

Region III—Community Aspects

IIIa Needs of informal care givers (16 statements; average priority 2.8)

Care givers are involved in the treatment process of their family members; they can count on quick interventions, know whom
they can approach with their questions and get advice about how to deal with the clients’ problems. Also neighborhoods are
helped with the integration of people with severe mental illnesses.

IIIb Accessible community services (13 statements; average priority 3.0)

Mental health services are available and easily accessible; these services are open 24 hours each day, and offer help regard-
less of the financial means of their clients. Clients are given information about the range of available services and treatments.
Mental health services have close working relations with other community agencies.

IIIc Accountability of mental health care (4 statements; average priority 2.8)

Mental health services deal seriously with complaints from clients, family members and people in the community. These 
services are responsible and accountable in the event of incidents in the community.

Psychiatric Rehabilitation Journal The Components of Good Community Care for People with Severe Mental Illnesses
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common understanding of all the state-
ments that were developed.

Notwithstanding these limitations, this
explorative study produced a set of
clear suggestions of what constitutes
good quality mental health care for
people with severe mental illnesses.
First, good care is associated with a
trusting and stimulating relationship
between individual clients and their
professional helpers. Within this rela-
tionship, the client is regarded as a
competent person whose experiences
and decisions should be taken serious-
ly. Second, good care is seen as effec-
tive treatments, tailored to individual
needs. Such needs are to a large extent
related to the clients’ rehabilitation in
the community: including support and
training in his or her everyday activities
and in the skills he or she needs as a
full citizen. The precondition here is
that clients can rely on professional
helpers who are well trained and com-
petent. Third, good care presupposes
the local availability of comprehensive
services, which must be fully accessi-
ble to all those who need them. Mental
health services should deal with ques-
tions and complaints of clients, infor-
mal care givers and the wider public.
Finally, good care is associated with
the care provided by the clients’ family
or other informal care givers, whose
needs for information and support
must also be addressed.

This overall picture corresponds well
with the critical ingredients of good
care for people with SMI as mentioned
in the international literature. The find-
ings confirm that not only clinical
needs must be addressed, but also re-
habilitation needs, humanitarian
needs, and the needs of people in the
immediate social environment
(Lehman, 1998). And although some of
the components of good care in this
study have been labeled differently,
the tenor of these components match-

other participants: attention to the
needs of informal care givers and pro-
fessional support for the clients’ social
network. This finding is also consistent
with other research (Van Audenhove
2002), and highlights the urgency of
bridging the gap between family mem-
bers and the mental health system.
This is a difficult task, even more so be-
cause the education of professionals is
focused almost completely on patient
care. However, good care for people
with severe mental illnesses also im-
plies the development of a partnership
between informal care givers and pro-
fessional care givers (Enns, Reddon &
McDonald, 1999; McDaniel, Campbell
& Seaburn, 1995). Specific training pro-
grams for mental health staff can ad-
vance a collaborative relationship with
family members (Farhall et al., 1998).
For the family members, involvement
has the positive consequence of reduc-
ing the burden of care (Dixon et al.,
2001; McFarlane, Dushay, Stastny,
Deakins & Link, 1996).

Although our study focused on defin-
ing good care through stakeholder

es quite well with the ethical principles
proposed by Thornicroft and Tansella
(1999) to be used in the evaluation of
mental health services: autonomy, con-
tinuity, effectiveness, accessibility,
comprehensiveness, equity, accounta-
bility, coordination, and efficiency.

Previous studies on a local or national
level indicated that stakeholders hold
similar ideas on the importance of
some key elements in mental health
care (Shepherd, Murray & Muijen,
1995; Friedrich, Hollingworth, Hradek,
et al., 1999; Van Hoof et al., 2000). Our
study also shows a high degree of con-
sensus concerning the relative impor-
tance of the nine aspects of good care.
This is remarkable, since the study par-
ticipants had different backgrounds in
terms of culture, health care economics
or deinstitutionalization policies.

However, there were also noteworthy
differences in accentuation between
the five groups of stakeholders.
Notably family members attached high
value to care aspects that are consid-
ered as the least important by the

Table 3—The 10 Most Highly Prioritized Statements on Good Care
for Persons with Serious Mental Illnesses (n=113)

1. Professional helpers treat clients with respect (aver. prior. 4.5; cluster IIa)

2. Clients get attention as a whole person (aver. prior. 4.2; cluster Ia)

3. Clients can trust the professional helpers (aver. prior. 4.0; cluster IIa)

4. Clients receive care tailored to their individual needs (aver. prior. 4.0; cluster Ia)

5. Professional helpers stimulate their clients to develop their capacities
(aver. prior. 3.8; cluster IIa)

6. Clients’ own experiences are taken seriously, for example with regard to
medication (aver. prior. 3.8; cluster Ia)

7. Treatment programs focus on the rehabilitation of clients (aver. prior. 3.8; 
cluster Ib)

8. Professional helpers focus on the person and not on the illness (aver. prior. 3.7;
cluster IIb)

9. Clients are encouraged to take responsibility for their own actions
(aver. prior. 3.7; cluster Ia)

10. Professional helpers try to avoid the application of coercion or coercive 
treatments (aver. prior. 3.7; cluster IIb).

WINTer 2005—Volume 28 Number 3
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groups across national settings, we
also compared the views of the partici-
pants across countries. A high degree
of consensus was found between coun-
tries, notably concerning the highest
and lowest priorities on the list of care
components. However, there were also
differences, visualized in the concept
maps at a national level, which were
discussed with the participants in each
country. The research group discussed
possible explanations for the most
striking differences between countries.
For example, in Italy a relatively high
priority was given to the component
“accessible community services.” The
discussion clarified that this result
makes perfect sense within the context
of the open and flexible system of com-
munity care established by the
Democratic Psychiatry movement in
Italy (Saraceno, 1997).

Perhaps the most noteworthy result of
this study is that, although “effective
treatments” and “high quality profes-
sionals” are seen as important aspects

The participants in this project on the
ethical aspects of deinstitutionaliza-
tion in Europe were encouraged to
learn about each other’s value systems
and to take each viewpoint seriously
(Bauduin, McCulloch, Liégeois, 2002).
Within this context, the concept map-
ping procedure contributed substan-
tially to the awareness that within each
culture different perspectives on what
constitutes “good care” for persons
with severe mental illnesses should be
fully surfaced and discussed. This en-
riching experience can be disseminat-
ed and replicated in mental health
services or networks, at the level of na-
tional policies, and in international col-
laboration projects.

of good care, all stakeholders in all
countries attach the highest value by
far to the establishment of a respectful
and empowering working alliance. This
finding puts the importance of evi-
dence-based treatments for people
with severe mental illnesses (Drake et
al., 2000) into perspective: evidently
all stakeholders consider the establish-
ment of a true relationship with the
client as a sine qua non for the suc-
cessful implementation of effective
medical or psychosocial interventions.
A good working relationship between
clients and practitioners may even be
the most important helping factor in
psychiatric rehabilitation (Mosher &
Burti, 1992). In the same line, Anthony
(2003) suggested that researchers
should focus more on human interac-
tive processes occurring within differ-
ing programs, such as building the
relationship between practitioner and
client, eliciting the clients’ preferences
and demands, collaborative goal set-
ting, and coaching.

Psychiatric Rehabilitation Journal The Components of Good Community Care for People with Severe Mental Illnesses

Table 4—Priorities in Good Care of Clients (n=26), Family Members (n=21), Professional Helpers (n=25),
Policy Makers (n=19), and Other Citizens (n=22)

Clusters Mean Priority Priorities per Subgroup*

cl fm ph pm oc statements
M Sd M (R)** M (R) M (R) M (R) M (R) n

1. Working alliance 3.9 1.3 3.9 (1) 3.7 (1) 4.0 (1) 4.1 (1) 3.8 (1) 5

2. Tailored care 3.4 1.6 3.6 (2) 3.2 (4) 3.6 (2) 3.6 (2) 3.2 (4) 13

3. Effective treatments 3.3 1.9 3.1 (4/5) 3.3 (2) 3.3 (3) 3.4 (3) 3.4 (2) 3

4. Attitude of helpers 3.1 1.7 3.1 (4/5) 3.2 (6) 3.1 (4) 3.1 (5/6) 3.1 (5) 12

5. Rehabilitation 3.1 1.8 3.2 (3) 3.2 (5) 3.1 (5) 3.1 (5/6) 3.0 (7) 12

6. High quality professionals 3.1 1.6 2.9 (7/8) 2.9 (9) 3.0 (6) 3.3 (4) 3.2 (3) 8

7. Accessible comm. services 3.0 1.7 3.0 (6) 3.0 (8) 2.9 (7) 3.0 (7) 3.0 (6) 13

8. Needs of care givers 2.8 1.5 2.5 (9) 3.2 (3) 2.8 (8) 2.8 (8) 2.9 (9) 16

9. Accountable mental healthcare 2.8 1.7 2.9 (7/8) 3.0 (7) 2.5 (9) 2.7 (9) 2.9 (8) 4

Note:
* cl=clients; fm=family members; ph=professional helpers; pm=policy makers; oc=other citizens
** (R)=ranking of the clusters within for each subgroup 
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