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Abstract

Introduction: Quality of care is important for improving out-
comes of service users in inpatient mental health settings.
There is a lack of research investigating the predictors of
quality of mental health care and their relationship with ser-
vice user outcomes, particularly in Saudi Arabia, despite the
high priority given to this in the Kingdom of Saudi Arabia
(KSA) national health strategy. Objective: This study investi-
gates the factors associated with the quality of mental care
and their relationship with service users’ outcomes, disabil-
ity, disease, discomfort, and dissatisfaction, using Donabe-
dian’s framework. Methods: A questionnaire survey was dis-
tributed to 176 nurses and 321 service users in an inpatient
psychiatric hospital in Saudi Arabia. Data were gathered on
structures (staff and service users’ characteristics) and pro-
cesses (staff attitudes to mental illness, competency, and lev-
el of interaction with service users) linked to service users'’
outcomes. Results: Multilevel modelling showed that ser-
vice users’ characteristics, for example, age, marital status,
employment status, educational level, area of residence, and
diagnosis, significantly predicted disability. With 1 exception

(unemployment), none of the service users’ characteristics
was found to be a statistically significant predictor of dis-
ease, although educational level was found to be a signifi-
cant predictor of discomfort and dissatisfaction. Age and
years of experience were found to significantly predict ser-
vice user disability among nurses, and years of experience
was a significant predictor of users’ dissatisfaction. Nurses'’
competence was found to be a statistically significant pre-
dictor of disability, while their attitudes to mental illness and
their interactions with users did not significantly predict the
latter’s outcomes. Conclusions: These findings suggest that
factors other than those studied here have more currency in
relation to quality of care in Saudi Arabia, despite these fac-
tors have been shown to relate to quality of care outside the
KSA. A more detailed qualitative approach to better under-
stand factors relevant to the quality of mental care in Saudi
Arabia is reported by the authors in a concomitant article.
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Introduction

Quality of care (QoC) is important for improving out-
comes of service users in inpatient mental health settings.
A widely accepted international framework for assessing
QoC is Donabedian’s structure, process, and outcome
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approach. Each of these impacts the others, leading to
improved QoC [1]. “Structure” refers to such compo-
nents as the hospital ward setting, service users, and
health-care provider’s resources. These create the system
through which health care is received and delivered.
Meanwhile, “process” refers to the way in which care is
provided for service users, thus affecting outcomes.
These outcomes are the result of actions arising from the
process. Finally, service users’ health care “outcomes” are
wide-ranging and need to be considered when investi-
gating QoC.

A classic list of medical outcome measures, capturing
the effect of the care process on service users’ health and
well-being, is expressed as the 5 D’s: death, disability, dis-
ease, discomfort, and dissatisfaction [2]. According to
Lohr, these domains are central to a range of outcomes
that should be considered when evaluating QoC in health
systems.

A detailed review of literature using a systematic ap-
proach [4-10] examined the impact of Donabedian’s
framework as means of systematically investigating the
quality of mental health care. The results of this review
showed the possibility of understanding QoC through
Donabedian’s lens, but few studies used it to understand
QoC in mental health. The review showed that several ap-
proaches to capture structure, process, and outcomes are
apparent. Reported methodological concerns such as in-
adequate and unrepresentative sample sizes and low re-
sponse rates to surveys are evident. Studies used a range
of either quantitative or qualitative methods and were
conducted in developed countries exclusively. The aims
of the current study were to investigate structure and pro-
cesses in service provision and their relationship with
quality of mental care — service user outcomes in the
Kingdom of Saudi Arabia (KSA).

Materials and Methods

Study Design

This work used a quantitative survey conducted at a mental
health hospital in the KSA. The hospital is a secondary-level refer-
ral hospital operated by the Ministry of Health (MOH), with a 670-
bed capacity and comprising 18 wards, which covers people of all
regions throughout the country.

Sampling and Participants

Total sampling was used to recruit all 321 service users admit-
ted to 14 inpatient psychiatric wards (11 male/3 female wards) di-
agnosed with mental disorders according to DSM-V, as well as all
176 nurses working in these wards under study, based on specific
eligibility criteria. These service users linked to specific nurses that
are defined as their primary care providers in inpatients wards, and
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each nurse was assigned the care of an average of 8 service users,
with a ward capacity ranging from 25 to 40 beds.

We were seeking to detect a medium effect size of 0.01 and have
estimated that with a power of 80%, with a set of 6 “independent”
variables, 134 participants for each category (staff and service us-
ers) were required. Estimating a 50% non-response rate to the sur-
vey based upon previous studies, a minimum of 300 participants
in each category was required [10].

Inclusion Criteria

1. All staff employed at the study site for more than 1 year, work-
ing in inpatient settings and providing direct care to service
users.

2. Service users aged 18 years or over, diagnosed with any form of
mental disorder conforming to the Diagnostic and Statistical
Manual of Mental Disorders, fifth Ed (DSM-V) [11] and admit-
ted to inpatient psychiatric wards, able to speak Arabic, and
able to give informed consent.

Exclusion Criteria

1. Staff who had been caring for mentally ill service users for less
than 1 year.

2. Service users with known organic brain damage or who were
unable to consent.

Data Collection

Data collection took place over a 6-month period from June to
December 2014. Following written consent from participants, a
combination of questionnaires and participant observation of
staff-service users’ interactions were used for data collection.

Measures

Structure Measures

A multipurpose questionnaire that covers a range of struc-
tural variables was developed to capture the participants’ socio-
demographic characteristics (staff and service users) and the ad-
mission ward features. These were the staff characteristics sheet
(SCS) (age, gender, nationality, qualifications, years of experi-
ence in the hospital, attendance of psychiatric training courses,
and staff numbers), a service user characteristics sheet (age, gen-
der, marital status, employment status, educational level, area of
residence, and diagnosis), and a ward characteristics sheet in
terms of number of beds, the availability of essential infrastruc-
ture in the ward, and the availability of essential drugs for psy-
chiatric service users.

Process Measures

Three surveys were administered to psychiatric nurses in the
present study: the Attitudes towards Acute Mental Health (AT-
AMH-33), Competency Assessment Tool-Mental Health (CAT-
MH), and the Interaction-Observation Checklist (IOC).

Attitudes towards Acute Mental Health

ATAMH-33 is a self-reported questionnaire developed by
Baker et al. [12]. It contains 33 questions measuring the attitudes
and knowledge of health professionals in acute mental health care
settings. The ATAMH-33 has been widely used in Arabic coun-
tries [13, 14] and has therefore already been translated into Arabic
and tested by the original authors, who reported a Cronbach’s a
of 0.72.
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Competency Assessment Tool-Mental Health

The CAT-MH was developed by Clasen et al. [15] and consists
of 26 items that measure the core competencies of health profes-
sionals working in inpatient psychiatric facilities. The instrument
has high internal consistency and high reliability scores for each of
the subscales, with a Cronbach’s o of 0.93 and 0.95 for the knowl-
edge and benefit subscales, respectively.

In pursuit of the general aim of this study, the Likert scale re-
sponses (anchors) of the CAT-MH were amended to assess levels
of staff competency in the delivery of mental health care, since
these responses were originally designed to focus primarily on de-
termining whether mental health workers considered a particular
skill or knowledge to be important. The scale items were retained
in the same form, following the amendment of the anchors. For the
amended competency scale, the following question was posed:
“How competent are the workers whom you supervise in provid-
ing direct mental health care?” The new anchors were scored on a
5-point Likert-type scale (1 = not competent, 2 = somewhat com-
petent, 3 = uncertain, 4 = competent, 5 = highly competent). An
inter-rater reliability, checked prior to the study, between 2 raters
was 0.81 (p = 0.000). Permission to utilize the CAT-MH scale (as
well as in its translated and amended form) was obtained from the
original author.

Interaction-Observation Checklist

The IOC was originally designed to assess the frequency and
characteristics of staff-service user interaction. A category sys-
tem (IOC) for classifying observed phenomena is the most com-
mon approach to conduct structured observations, where op-
erational definition of the behaviours and characteristics are
clearly demonstrated [16]. The IOC comprises 4 (observational)
categories of interactional behaviour: individual verbal (IV), in-
dividual non-verbal (INV), group verbal (GV), and group non-
verbal (GNV). Each of these has positive, neutral, and negative
sub-categories for all staff-service user interactions and 2 cate-
gories of non-interactive behaviour: ignoring the service user
(IG), and solitary task-oriented (SOL) or other activities. To de-
termine the presence or absence of positive, neutral, or negative
behaviour interactions, the researcher used observation criteria
that were similar to those employed in previous studies on staft-
service user interaction [17]. It was felt that basing these criteria
on those used in previous studies would allow comparisons to
be made with the behaviour of professionals in other health or-
ganizations. Using the IOC, data are generated to indicate the
frequency of each category and overall rates of staff-service user
interaction. The IOC has been employed in several studies on
psychiatric residential environments and has been reported as
having high inter-observer reliability checks, ranging from 88.7
t0 96.9% [17, 18].

Outcome Measures

In this study, we focussed mainly on the use of standard instru-
ments for measurement of service user-reported outcomes, in do-
mains of the “5 D’s” including disability measured by the Social
Functioning Scale (SES) [19], disease symptoms measured by the
Brief Psychiatric Rating Scale (BPRS) [20], discomfort measured
by Glasgow Antipsychotic Side-Effect Scale (GASS) — most of the
service users admitted to the hospital had a diagnosis of a psychot-
ic disorder [21], and dissatisfaction measured by the Client Satis-
faction Questionnaire (CSQ-8) [22]. We sought to include mortal-
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ity rates as a measure of death, but the hospital reported that it did
not record these and the rates were reportedly unavailable else-
where in the Kingdom of Saudi Arabia.

Procedure

Surveys

None of the study instruments, except the ATAMH-33, had
been used in an Arabic-speaking country, so they were translated
from English to Arabic, back-translated to English and checked
for discrepancies by an independent bilingual translator and the
lead author, a native Arabic speaker. A pilot study with 10 par-
ticipants for each category, including staff and service users con-
firmed participants” acceptability and understanding of the Ara-
bic version of all instruments. The English version of study mea-
sures, where applicable, was used for those staff who did not speak
Arabic. The psychometric properties of the translated instru-
ments included in this study were very good (see online suppl.
Table 1; see www.karger.com/doi/10.1159/000515206 for all on-
line suppl. material). Permission to translate and use the study
instruments, where applicable, was obtained from all original au-
thors.

Observation

Prior to any action being performed, the location of the sites to
be observed must be determined. As with any other concerns, the
selection of sites in structured observation, using a random sam-
pling procedure, can help reduce any worries that might arise
spontaneously during the data collection process [23]. This will in
turn enable the researcher to generalise the study findings. In this
current study, observations of staff-service user interaction were
conducted across 6 different admission wards (4 male/2 female),
with a ward capacity ranging from 25 to 40 beds. These wards were
randomly selected by drawing numbered slips of paper generated
by the researcher to ensure representativeness. Random selection
was achieved by numbering the wards (n = 14) consecutively from
1 to 14, whereby an independent research professional, not con-
nected to the study, drew correspondingly numbered slips of paper
at random from a bowl containing equal numbers for each ward.
This process was repeated until the required number of slips of
paper had been drawn.

Staff-service user interaction was thus observed for a 4-week
period, during the daytime shift from 07:00 to 15:00. Each par-
ticipating ward was observed for 1 h per day on 3 days a week
using the IOC. The daytime period was selected in accordance
with other mental health studies [17], which found that this time
period corresponds to what is known as the “therapeutic day”
and it is during this period that the greatest number of interac-
tions is likely to occur. The selected daytime period clearly of-
fered a better opportunity for a representative observation, in
the sense of capturing typical care, possibly offering a better re-
flection of the way in which interactions affected service users’
outcomes.

In addition, given the potential for the Hawthorne effect, it is
possible and even likely that staff endeavoured to be “on their best
behaviour,” as they knew that they were being observed. The Haw-
thorne effect is often cited in criticisms of observational studies of
workplace behaviour, where there is the aim of improving perfor-
mance [24]. This effect suggests that additional attention should
be paid to the data collection process, in order to avoid or minimize
the potential for the Hawthorne effect. For example, during the
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data collection, on different occasions and sometimes concurrent-
ly, the researcher(s) manipulated the length and timing of the ob-
servation periods. This virtually eliminated the possibility of bias
on the part of the staff or researcher. In addition, all key compo-
nents of observational research were identified (including meth-
odological considerations), which ruled out the possibility of dis-
tortion in the study. Another strategy adopted to avoid or reduce
the Hawthorne effect involved covert data collection, whereby the
staff were not informed about the data to be gathered (the observa-
tion categories of staff behaviour), prior to the data collection.
Such a strategy keeps staff ignorant of the information that the re-
searcher is interested in collecting. Furthermore, given that on av-
erage, several hundred instances of behaviour were observed for
each targeted staff member, it is unlikely that the observed behav-
iours could be wholly unreliable or unrepresentative of usual staff
behaviour.

Prior to conducting the observation, the lead author (Y. Al
Mousa) familiarized himself with the data collection tool and
trained 2 female nurse researchers from different wards at the
named hospital (including mastery of the observation procedures
and category definitions). This was for the purpose of collecting
observation data on behalf of the researcher in the female wards,
as the researcher (being male) was not allowed direct access to fe-
male wards, according to Saudi policy. It is essential to train ob-
servers, so that each behaves in the same way when collecting in-
formation through observation. These training sessions lasted for
2 weeks at a frequency of 3 h a day in 2 male admission wards,
where all nursing staff were female. During the sessions, the lead
author and nurse researchers conducted observations indepen-
dently on the same ward, observing the same activities and behav-
iours with the same staff at the same time. To ensure that these
observations were contemporaneous, a verbal cue was given by 1
selected observer at the beginning of each 5-min interval for 1 h
each day. After this, inter-observer reliability checks were carried
out to assess the reliability of the observations, before the actual
observations took place, with each observer operating indepen-
dently. The reliability of these observations was established by cal-
culating Cohen’s kappa (), whereby inter-rater agreement was
examined and compared between the 3 observers. High agree-
ment between the 3 observers (k = 0.83, p < 0.001) was subse-
quently found. In addition, reliability was achieved for the obser-
vations in the 2 male admission wards, calculated using the per-
centage level of agreement between the 3 observers. These
reliability values were calculated using the following formula: (no.
of agreements/no. of agreements + no. of disagreements x 100).
Overall, inter-rater reliability totalled 82.8% in 1 ward, but this
increased to 87.8% for observation conducted on the second day
in another ward.

Ward managers provided Y. Al Mousa with sampling sched-
ules created by him for the purpose of specifying the wards,
times and target staff members to be observed. During the data
collection, Y. Al Mousa and the trained 2 female nurse research-
ers entered the wards, identified the target staff members, and
recorded their behaviour with each service user every 5 min. At
each interval, observation began by observing the first nurse
encountered and continued until all nurses had been observed.
Nurses” interactions with service users at the observed time
were recorded on a clipboard using predefined categories in the
I0C.

54 Saudi ] Health Syst Res 2021;1:51-66
DOI: 10.1159/000515206

Data Analysis

Statistical Analysis

Data were compiled, checked for completeness, and entered
into SPSS (version 22). Descriptive characteristics were summa-
rized in numbers and percentages. Following this, multilevel fixed
effects modelling (regression model) was carried out using MLwiN
2.35 statistical software, with service users’ characteristics against
outcomes as the dependent variables, with nurses” characteristics
and processes of care on each ward as the explanatory variables, in
the form of aggregated group values by deriving a new variable that
summarized the information as the average (mean). Each variable
was added to the multilevel modelling in a sequential manner, 1
variable at a time.

Data Description

Data were collected from nurses and service users across 14
wards. The data consequently had a 2-level hierarchical structure,
with service users represented at level 1, nested within wards at
level 2. Multilevel modelling analysis was used because the data
were collected at different levels or unit of analysis, and 1 level was
nested in the other [25]. The levels of analysis represented in this
study were: (1) service user level, with data obtained from service
users admitted to various psychiatric wards, and (2) ward level,
with data representing ward characteristics. All these data were
obtained from the nurses assigned to various hospital wards. Thus,
individual service users were nested within the hospital wards.

Accordingly, the dataset was sorted in the MLwiN spreadsheet,
so that all records for the same highest-level unit were grouped to-
gether. Within this group, all records for a particular lower-level
unit were linked. Moreover, the data on nurses were arranged in
the MLwiN data sheet, based on the number of service users in each
ward (as a flat file). At each level of the hierarchy, there were 2 main
types of variable: level 1 variables (service user-level), which in-
cluded socio-demographic variables (service users’ characteristics)
and dependent variables (i.e., disability, disease, discomfort, and
dissatisfaction), and level 2 variables (ward-level), which included
the socio-demographic variables and process variables for the nurs-
es. The variables for the levels of analysis are described below.

Level 1 Variables (Service User Level)

1. Service users’ characteristics included age, gender, marital sta-
tus, employment status, educational level, area of residence,
and diagnosis. Each parameter has a measure of possible values:
age was used as a continuous variable (in years); gender was
categorized as male or female; marital status was categorized
into single, married, divorced, and widowed; employment sta-
tus was categorized as retired, employed, or unemployed; and
educational level was categorized into illiterate, primary school,
intermediate school, secondary school, college (diploma),
graduate, and postgraduate. Service users were categorized into
western region, eastern region, central region, north region,
and south region. Finally, individual diagnosis was allocated to
diagnostic categories of schizophrenia, personality disorder,
bipolar disorder, substance-related disorder, and depression.

2. Dependent variables: disability was defined as a total score, cal-
culated as the psychiatric service user’s ability to engage in nec-
essary social activities (measured using SFS); disease was de-
fined as the total score calculated for specific symptoms of psy-
chiatric service users, based on service users’ self-reporting
(measured using BPRS); discomfort was defined as the total
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score calculated for service users’ experience of the side effects
of psychiatric medication (measured using GASS); and dissat-
isfaction was defined as the total score calculated for service
users’ feelings of satisfaction with the mental health care ser-
vices that they received (measured using CSQ-8).

Level 2 Variables (Ward Level)

1. Nurses’ characteristics included age, gender, nationality, quali-
fications, years of experience in the hospital, attendance of psy-
chiatric training courses, and staff numbers. Each parameter
was treated as an aggregated group value by deriving a new
variable that summarized the information as the average
(mean) of a continuous variable (i.e., age and staff numbers),
and percentage summarizing information on the categorical
variables, including gender, nationality, qualifications, years of
experience in the hospital, and attendance of psychiatric train-
ing courses.

2. The process variables included nurses™ attitudes towards the
mentally ill/mental illness, nurses’ competency in the delivery of
mental health care, and the frequency, nature, and characteristics
of staff-service user interactions, treated as independent continu-
ous variables, in the form of aggregated group values by deriving
a new variable that summarized the information as the average
(mean). Thus, the mean score for attitude was calculated from
nurses’ perceptions of the mentally ill/mental illness in each ward
(measured using the ATAMH-33), while the mean competency
score was calculated from nurses’ levels of competency in the de-
livery of mental health care on each ward (measured using the
CAT-MH), and the mean score for staff-service user interaction
was calculated as the number of times that staff interacted with
service users in each ward (measured using the IOC).

A detailed view of the dataset analysis, containing service user-
level variables with a ward identifier and 11 ward-level variables,
is as follows:

Variables Description Variables Description

NURSEAGE Mean age of nurses (in years) PTESTATUS Employment status of service user (coded 1 for retired,
2 for employed,* and 3 for unemployed)

NURSEMALE Proportion of male nurses, summarized as gender

NURSESAUDI Percentage of Saudi nurses, summarized as nationality

NURSEDIPLOMA Percentage of nurses who hold a diploma, summarized
as qualifications

NURSEEXPER Proportion of nurses with over 4 years’ experience,
summarized as years of experience in the hospital

NURSETRAIN Percentage of nurses receiving training, summarized
as attendance of psychiatric training courses

NURSENO Staff numbers on the wards (M1 =15, M2 =11, M4 =
13, M5 =12, M6 =12, M8 = 10, M13 = 15, M14 = 15,
M15 =12, M16 = 14, M17 = 10, F2 = 12, F3 = 14, and
F5=11)

NURSEATTIT Mean attitude score calculated from nurses’
perceptions of the mentally ill/mental illness in each
ward, as measured by the ATAMH-33

NURSECOMPET Mean competency score calculated from nurses’ levels
of competency in the delivery of mental health care in
each ward, as measured by the amended CAT-MH

NURSEINTERAC Mean staff-service user interaction score calculated as
the number of times that staff interacted with service
users on each ward, as measured by IOC

WARDID Anonymized ward identifier (coded from 1 to 14)

PTNO Number of service users on the ward (M1 = 24, M2 =
28, M4 =4,M5=3,M6=17,M8 =9, M13 =74,
M14 =54, M15 =39, M16 = 14, M17 =9, F2 = 32,
F3=4,and F5=2)

PTAGE Age of service user (in years)

PTGEN Gender of service user (1 = male,* 2 = female)

PTMSTATUS Marital status of service user (coded 1 for single,* 2 for
married, 3 for divorced, and 4 for widowed)

PTEDUC Educational level of service user (coded 1 for
illiterate,* 2 for primary school, 3 for intermediate
school, 4 for secondary school, 5 for college [diploma],
6 for graduate, and 7 for postgraduate)

PTAREA Area of residence, defined as geographical accessibility
of the hospital to the service users (coded 1 for western
region, 2 for eastern region, 3 for central region, 4 for
northern region, * and 5 for southern region)

PTDX Service user’s disease diagnosis (coded 1 for
schizophrenia, 2 for personality disorder,* 3 for
bipolar disorder, 4 for substance-related disorder, and
5 for depression)

TOTALSFS Total score calculated as the psychiatric service user’s
ability to perform necessary social activities, as
measured using the SFS, with a higher score indicating
a higher level of social functioning

TOTALBPRS Total score calculated from specific symptoms of
psychiatric service users, based on service user self-
reporting, as measured by the BPRS. Scores range
from 0 to 126, with a score of over 68 indicating severe
illness

TOTALGASS Total score calculated as service users” experience of
the side effects of psychiatric medication, as measured
by GASS. Scores range from 0 to 66, with scores over
26 indicating severe side effects

TOTALCSQ Total score calculated as service users’ feelings of
satisfaction with the mental health care services
received, as measured by CSQ-8. Scores range from
8 to 32, with the highest score indicating greater
satisfaction

M, male ward; F, female ward. * Set as the reference category in all the
analysis models; each category of predictors was contrasted with the reference

category.
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Table 1. Results of multilevel modelling investigating predictors of service users’ social functioning status, as

measured by the SFS
Variables Coefficient SE} p value R?
(Constant) 97.565 5.076 0.000
Age —-0.500 0.170 0.003** 2.3%
Gender
Male (reference) 0.001%
Female 1.243 13.333 0.926
Marital status
Single (reference)
Married 12.417 4.158 0.003** 4.2%
Divorced -3.583 4.837 0.459
Widowed -20.628 10.910 0.059
Employment status
Employed (reference) 4.2%
Retired -11.575 6.126 0.059
Unemployed -17.267 4.480 0.000**
Educational level
Illiterate (reference) 5.4%
Primary school 12.926 7.236 0.074
Intermediate school 20.507 7.250 0.005**
Secondary level 21.922 7.291 0.003**
College 17.039 9.190 0.064
Graduate 29.822 8.582 0.001**
Postgraduate 46.399 17.452 0.008**
Area of residence
North region (reference) 3.7%
Western region -23.302 14.247 0.102
Eastern region —-53.442 20.147 0.008**
Central region -30.149 14.941 0.044*
South region -39.301 15.985 0.014*
Diagnosis
Personality disorder (reference) 3.4%
Schizophrenia -23.188 8.762 0.008**
Bipolar disorder -18.643 10.587 0.078
Substance-related disorder -10.139 10.011 0.311
Depression —-26.242 13.033 0.044*

SFS, Social Functioning Scale; SE, standard error of the estimated coefficient; R?, coefficient of determination

or variance explained. * p <0.05. ** p <0.01.

Complete Removal of All Staff (Except Nurses) and Admission
Ward Data from the Final Data Analysis

Although the lead researcher had collected data from all staff
(psychiatrists, psychologists, nurses, social workers, and occupa-
tional therapists) and ward sources, we found that data gathered
from other professionals could not be reasonably matched to par-
ticipant outcomes. This is because, unlike nurses, other staff did
not have 24-h involvement in patient care. As a result, there was
the possibility of making spurious associations, especially when
using SPSS software. The removal of these data and use of MLwiN
software considerably reduced the possibility of such bias and min-
imized the likelihood of detecting spurious associations.
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DOI: 10.1159/000515206

Results

Sample Characteristics

The sample of nurses consisted of 176 (76.5% response
rate), aged between 23 and 60 years (mean = 31.49, SD =
6.094). Among these, 64.8% (n = 114) were male and
35.2% (n = 62) were female. Over two-thirds of the par-
ticipants (n = 135, 76.7%) were Saudi, while 23.3% (n =
41) were non-Saudi. The majority of the sample held a
diploma (n = 146, 83%). One hundred and twenty (68.2%)
participants had over 4 years’ experience in the field of
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Table 2. Results of multilevel modelling investigating predictors of service users’ symptoms, as measured by the

BPRS
Variables Coefficient SE p value R?
(Constant) 1.592 0.010 0.000
Age 0.000 0.001 0.670 0.0%
Gender
Male (reference) 0.0%
Female 0.010 0.028 0.717
Marital status
Single (reference) 5.6%
Married 0.002 0.019 0.921
Divorced 0.042 0.022 0.057
Widowed 0.025 0.051 0.623
Employment status
Employed (reference) 5.6%
Retired 0.027 0.028 0.339
Unemployed 0.051 0.021 0.014*
Educational level
Illiterate (reference) 5.6%
Primary school -0.016 0.034 0.636
Intermediate school —-0.028 0.033 0.401
Secondary level -0.004 0.034 0.908
College -0.026 0.043 0.549
Graduate —-0.028 0.040 0.477
Postgraduate -0.030 0.082 0.713
Area of residence
North region (reference) 5.6%
Western region 0.023 0.067 0.727
Eastern region 0.117 0.094 0.211
Central region 0.004 0.070 0.950
South region -0.001 0.075 0.985
Diagnosis
Personality disorder (Reference) 5.6%
Schizophrenia 0.068 0.041 0.096
Bipolar disorder 0.024 0.049 0.619
Substance-related disorder 0.026 0.046 0.573
Depression 0.089 0.060 0.136

BPRS, Brief Psychiatric Rating Scale; SE, standard error of the estimated coefficient; R%, coefficient of
determination or variance explained. * p <0.05.

mental health. Out of all the participants, 88.6% (n = 156)
had attended specialized training and educational cours-
es in mental health.

The sample of service users consisted of 321 (62.1%
response rate), aged between 18 and 69 years, with a mean
of 39.02 (SD = 11.33) years: 283 being male (88.2%) and
38 female (11.8%). Over half the sample were single
(64.8%) and most were educated (93.8%) and living in the
western region of the KSA (81.9%). The majority were
unemployed (71%), and 75.7% were diagnosed with
schizophrenia.

Quality of Mental Health Care and Service
Users’ Outcomes

Service Users’ Characteristics and Outcomes

Multilevel modelling (regression model) was run to pre-
dict the outcomes for service users’ age, gender, marital sta-
tus, employment status, educational level, area of residence,
and diagnosis (level 1 variables). Table 1 shows that age of
the service user was a significant predictor of SES and ex-
plained 2.3% of variance (Coef = 0.500, p = 0.003). How-
ever, gender did not significantly predict SFS (Coef = 1.243,
p =0.926). In terms of marital status, being married was a
significant predictor of the SFS score and explained 4.2% of
variance (Coef =12.417, p = 0.003). Of the employment sta-
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Table 3. Results of multilevel modelling investigating predictors of service users’ side effects, as measured by the

GASS
Variables Coefficient SE p value R?
(Constant) 3.007 0.141 0.000
Age -0.006 0.009 0.524 0.1%
Gender
Male (reference) 0.1%
Female 0.362 0.390 0.353
Marital status
Single (reference) 0.9%
Married 0.189 0.236 0.423
Divorced 0.341 0.270 0.208
Widowed 0.681 0.617 0.270
Employment status
Employed (reference) 0.3%
Retired -0.114 0.345 0.741
Unemployed -0.202 0.253 0.425
Educational level
Illiterate (reference) 3.0%
Primary school 0.667 0.405 0.100
Intermediate school 0.981 0.402 0.015*
Secondary level 0.683 0.406 0.092
College 1.233 0.515 0.017*
Graduate 0.983 0.480 0.041%
Postgraduate 0.417 0.987 0.673
Area of residence
North region (reference) 3.5%
Western region 1.541 0.798 0.054
Eastern region 1.595 1.123 0.155
Central region 0.885 0.836 0.290
South region 0.894 0.894 0.317
Diagnosis
Personality disorder (reference) 0.5%
Schizophrenia 0.139 0.497 0.779
Bipolar disorder 0.479 0.600 0.425
Substance-related disorder -0.136 0.567 0.811
Depression 0.121 0.733 0.869

GASS, Glasgow Antipsychotic Side-effect Scale; SE, standard error of the estimated coefficient; R?, coefficient
of determination or variance explained. * p <0.05.

tus variables, unemployment was a significant predictor of
SES and explained 4.2% of variance (Coef = 17.267, p =
0.000). Nevertheless, service users’ level of education was a
significant predictor of SES (p = 0.005, p = 0.003, p = 0.001,
and p = 0.008, respectively), explaining 5.4% of variance.
Moreover, the area of the service user’s residence was a sig-
nificant predictor of the total SFS score and explained 3.7%
of variance. Finally, the diagnosis of schizophrenia or de-
pression was another significant predictor of the total SES
score (Coef = 23.188, p = 0.008; Coef = 26.242, p = 0.044,
respectively), explaining 3.4% of variance.
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Except for the unemployment variable, none of the
variables of service users’ characteristics were found to be
a statistically significant predictor of BPRS among the
service users, explaining 5.6% of variance (Coef = 0.051,
p =0.014) (Table 2). Only the service users’ level of edu-
cation was indicated as a significant predictor of either
total GASS score, explaining 3% of variance (p = 0.015,
p =0.017, and p = 0.041, respectively) (Table 3), or total
CSQ-8 score (Coef = 0.958, p = 0.001), explaining 8.9% of
variance (Table 4).
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Table 4. Results of multilevel modelling investigating predictors of service users’ satisfaction with health care

services, as measured by the CSQ-8

Variables Coefficient SE} p value R?
(Constant) 3.035 0.070 0.000
Age -0.006 0.005 0.230 0.9%
Gender
Male (reference) 0.2%
Female —-0.269 0.193 0.162
Marital status
Single (reference) 0.4%
Married —-0.161 0.141 0.253
Divorced 0.067 0.160 0.676
Widowed -0.223 0.370 0.547
Employment status
Employed (reference) 0.3%
Retired -0.133 0.205 0.517
Unemployed -0.005 0.150 0.972
Educational level
Illiterate (reference) 8.9%
Primary school -0.070 0.234 0.765
Intermediate school 0.221 0.232 0.341
Secondary level 0.278 0.234 0.236
College 0.584 0.298 0.050
Graduate 0.958 0.277 0.001%
Postgraduate 0.689 0.572 0.228
Area of residence
North region (reference) 0.5%
Western region -0.272 0.484 0.574
Eastern region 0.291 0.680 0.669
Central region -0.231 0.507 0.649
South region -0.301 0.542 0.578
Diagnosis
Personality disorder (reference) 1.2%
Schizophrenia -0.326 0.296 0.271
Bipolar disorder -0.684 0.356 0.055
Substance-related disorder -0.231 0.337 0.493
Depression -0.494 0.434 0.254

CSQ-8, Client Satisfaction Questionnaire; SE, standard error of the estimated coefficient; R?, coefficient of
determination or variance explained. * p <0.01.

Staffs’ Characteristics and Service Users” Outcomes

The staff characteristics contained 7 ward-level variables
(i.e., age, gender, nationality, qualifications, years of experi-
ence in the hospital, attendance of psychiatric training
courses, and staff numbers), which were potential predic-
tors of outcomes. Each variable was added to the multilevel
modelling in a sequential manner, 1 variable at a time.

Both nurses’ age, measured at ward-level as a mean age
score, and years of experience of working in the hospital
proved to be significant predictors of SES (Coef = 5.024,
p =0.002, explaining 47.9% of variance; Coef = 0.887, p =
0.004, explaining 44.3% of variance, respectively) (Ta-

Quality of Mental Health Care and Service
Users’ Outcomes

ble 5), with the number of years of experience in the hos-
pital being the only significant predictor of dissatisfaction
(CSQ-8) (Coef = 0.009, p = 0.028), explaining 100% of
variance (Table 6). However, no nurses’ characteristics
were indicated as statistically significant predictors of ser-
vice users’ outcomes, in terms of either BPRS or GASS
(online suppl. Tables 2, 3, respectively).

Staffs’ Attitudes, Competence, and Staff-Service User

Interaction, and Service Users’ Outcomes

The outcome variables were added separately to the mul-
tilevel modelling. Nurses’ attitudes towards the mentally ill/
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Table 5. Results of multilevel modelling investigating predictors of SFS from nurses’ characteristics

Variables Coefficient Sig p value R?
L2 L1

(Constant) 97.565 5.076 0.000

Age -5.024 1.653 0.002* 479%  0.3%
Gender —14.469 10.996 0.188 8.6% 0.2%
Nationality 0.231 0.144 0.109 11.8%  0.4%
Qualifications 0.268 0.197 0.173 7.6% 0.3%
Years of experience in the hospital —-0.887 0.306  0.004* 443%  0.4%
Attendance of psychiatric training courses -0.052 0.458  0.910 0.6% 0.0%
Staff numbers 2.008 2.796 0.473 6.8% 0.0%

SFS, Social Functioning Scale; SE, standard error of the estimated coefficient; R, coefficient of determination
or variance explained; L2, level 2 (between-ward variance); L1, level 1 (within-ward variance). * p < 0.01.

Table 6. Results of multilevel modelling investigating predictors of CSQ-8 scores for nurses’ characteristics

Variables Coefficient SE p value R?
L2 L1

(Constant) 3.035 0.070 0.000

Age -0.005 0.038 0.889 0.0% 0.1%
Gender -0.306 0.176 0.083 353% 0.5%
Nationality 0.004 0.002 0.091 353% 0.5%
Qualifications 0.005 0.003 0.076 52.9% 0.3%
Years of experience in the hospital 0.009 0.004 0.028* 100%  0.0%
Attendance of psychiatric training courses 0.010 0.006 0.071 76.5%  0.0%
Staff numbers —-0.042 0.035 0.233 58.8% 0.0%

CSQ-8, Client Satisfaction Questionnaire; SE, standard error of the estimated coefficient; R?, coefficient of

determination or variance explained; L2, level 2 (between-ward variance); L1, level 1 (within-ward variance).

* p<0.05.

mental illness, measured at ward level as a mean of the atti-
tude score, did not significantly predict service users’ out-
comes, SFS, BPRS, GASS, and CSQ-8 (p = 0.057, p = 0.220,
p=0.082,and p =0.397, respectively) (online suppl. Table 4).
However, nurses’ competence, measured at ward level as a
mean competence score, was revealed as a statistically sig-
nificant predictor of SFS scores (Coef = 1.501, p = 0.000) and
explained 56.5% of variance. Meanwhile, none of the other
variables for service users’ outcomes (BPRS, GASS, and CSQ-
8) were predicted by nurses’ competence in the delivery of
mental health care (p = 0.860, p = 0.644, and p = 0.787, re-
spectively) (Table 7). Moreover, the frequency and nature of
staff-service user interaction was not a statistically significant
predictor of any measures of service users’ outcomes: SES,
BPRS, GASS, and CSQ-8 (p = 0.631, p = 0.396, p = 0.748, and
p =0.201, respectively) (online suppl. Table 5).
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Discussion

The authors investigated the structure and process fac-
tors associated with the quality of mental health care cap-
tured by measures of service users’ disability, discomfort,
disease, and dissatisfaction in the KSA.

Service Users’ Characteristics and Outcomes

The present study showed a significant negative pre-
dictor of psychiatric disability in relation to service user
age. Our data suggested that the older the service user, the
less capable they were in engaging in social activities. The
finding was consistent with that of Unick et al. [26] who
reported service users who consume a disproportionate
share of services were significantly more likely to belong
to the younger age. Similarly, Morris et al. [27] reported
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Table 7. Results of multilevel modelling investigating predictors of service users’ outcomes from nurses’

competence

Variable outcomes

Nurses’ competence (CAT-MH)

Coefficient SE p value R?
12 L1
(Constant) 97.565 5.076 0.000
Disability (SFS) -1.501 0.412 0.000* 56.5% 0.72%
(Constant) 1.592 0.010 0.000
Disease (BPRS) 0.000 0.001 0.860 0.0% 0.0%
(Constant) 3.007 0.141 0.000
Discomfort (GASS) —0.008 0.016 0.644 0.91% 0.04%
(Constant) 3.035 0.070 0.000
Dissatisfaction (CSQ-8) —-0.002 0.009 0.787 0.0% 0.11%

CAT-MH, Competency Assessment Tool-Mental Health; SE, standard error of the estimated coefficient; R?,
coefficient of determination or variance explained; L2, level 2 (between-ward variance); L1, = level 1 (within-ward
variance); BPRS, Brief Psychiatric Rating Scale; GASS, Glasgow Antipsychotic Side-Effect Scale; CSQ-8, Client

Satisfaction Questionnaire. * p < 0.01.

that the fact of being older, female, from an ethnic minor-
ity, and having a diagnosis of schizophrenia, all predicted
poorer outcomes among service users.

Being married was a further significant predictor of
social functioning. In this study, 19% of the participants
reported being married, with a significantly higher num-
ber of participants in admission wards reporting that they
were married, compared with participants in other wards.
Married participants tend to face their mental disorders
positively by accessing appropriate social support or
through social integration. This finding is consistent with
a study conducted by Akinsulore et al. [28] who found
that marital status was a significant predictor of the dis-
ability score.

We also found unemployment status as another sig-
nificant predictor and negatively related to disability. In
sum, the result suggests that unemployed service users
have lower levels of social functioning, as unemployment
predicted alower social functioning status among the ser-
vice users in the present study. This may relate to a num-
ber of different factors, including the fact that 75.7% of
the sample were diagnosed with schizophrenia, since the
participants diagnosed with schizophrenia tended to re-
port greater impairment in their social functioning status,
as well as a secondary disability (less active pursuit of
work) [29]. Approximately 71% of the participants were
out of work, with percentage of unemployment being
high across all the admission wards, compared to other
categories of employment status (retired or employed).

Quality of Mental Health Care and Service
Users’ Outcomes

This current finding is consistent with those of previous
studies, where it has been revealed that prolonged periods
of unemployment were inversely correlated with mental
well-being and psychological functioning [30]. In con-
trast, employment is regarded as personally satisfying and
those capable of remaining in employment may have
more effective coping mechanisms, enabling them to deal
with associated difficulties, such as psychological and so-
cial relationships, and other therapeutic considerations
[31].

Our findings also revealed service users’level of educa-
tion as another significant predictor of social functioning.
This result implies that individuals with a higher level of
education are more likely to use care services. For in-
stance, the use of mental health services, as well as social
functioning (e.g., care-seeking), may be influenced by
conventional quality indicators, such as educational level,
as demonstrated in previous studies [31, 32]. For exam-
ple, Razzano et al. [32] found significant positive relation-
ships between the uptake of mental health services and
educational level, whereby the number of individuals
with a relatively high level of education in the study sam-
ple was greater (93.8%) than the number of participants
with only basic literacy. This was attributed to the phe-
nomenon of individuals with a higher level of formal ed-
ucation being more likely than those with a lower level of
education to seek care. It is a finding that may be associ-
ated with the view that participants who are not so well-
educated are more likely to suffer the cognitive problems
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that are frequently observed among service users with
mental disorders, particularly schizophrenia.

Area of service users’ residence (eastern region, cen-
tral region, and south region) was also found a predictor
and negatively related to their social functioning. The as-
sociation between area of residence and social function-
ing status has rarely been addressed, but the present
study is inconsistent with prior research in finding area
of residence to be an enabling variable (living in an urban
area), with a significant impact on service utilization.
Therefore, service users living in urban areas had access
to fewer services than service users living in non-urban
areas [33].

Service users’ diagnoses (schizophrenia and depres-
sion) were also among the significant predictors of social
functioning. These results suggest that social functioning
is significant for mitigating disease and is therefore of
great importance for service users with mental disorders,
particularly schizophrenia and depression. In line with
other Western studies [34], schizophrenia was the most
frequent diagnosis among the participants in this study,
accounting for 75.7% of all the service users. Impairment
of social functioning is regarded as one of the hallmarks
of individuals diagnosed with schizophrenia [35]. In ad-
dition, deterioration of social performance is one of the
defining diagnostic criteria specified in DSM-V [11], and
social impairments, such as social withdrawal, were listed
as residual symptoms affecting individuals’ life-role func-
tioning, such as everyday life skills. This result correlates
well with a study by Chudleigh et al. [35] who found that
increased levels of depressive symptoms were correlated
with decreased levels of social functioning (i.e., with-
drawal/social engagement, interpersonal communica-
tion, and getting along with people).

Moreover, deterioration of social performance is one
of the defining diagnostic criteria specified in DSM-V
[11], and social impairments, such as social withdrawal,
were listed as residual symptoms affecting individuals’
life-role functioning, such as everyday life skills. This re-
sult is in accordance with another study [35], where in-
creased levels of depressive symptoms correlated with de-
creased levels of social functioning (i.e., withdrawal/so-
cial engagement, interpersonal communication, and
getting along with people).

With regard to service users’ characteristics and dis-
ease, unemployment displayed a significant predictor of
the severity of psychiatric symptoms. Arguably, unem-
ployed service users were more likely than employed ser-
vice users to complain of certain psychiatric symptoms.
It is possible that the employed service users had superior
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coping strategies, compared to their unemployed coun-
terparts. Therefore, it could be argued that the use of
practical coping strategies or skills at work served to
strengthen them. This result was consistent with previous
research reporting that employed service users enjoy bet-
ter mental health than, for example, their unemployed
counterparts, service users on sick leave, or service users
on disability pensions [36]. A similar finding was pub-
lished by McGurk and Meltzer [37], reporting that service
users who were employed full-time were more likely to be
treated with antipsychotic medication, had more positive
symptoms, and were engaged in more cognitively com-
plex work tasks than part-time employed and unem-
ployed service users.

In terms of service users’ characteristics and discom-
fort, educational level (intermediate, college, or graduate)
showed a significant predictor of the side effects of psy-
chiatric medication. This finding suggested that educated
service users, irrespective of their level of education, were
more likely to report fewer side effects. This is in line with
the findings of previous research conducted by Seltzer et
al. [38], who reported that educated service users were
more likely to be compliant in outpatient follow-up and
were less fearful of the side effects of prescribed psychiat-
ric medication or of the risk of addiction.

With regard to service users’ characteristics and dis-
satisfaction, education displayed a significant predictor of
service users satisfaction. Thus, service users who were
university graduates were more likely to report satisfac-
tion with care services. This finding implies that service
users with higher levels of education were more likely to
be satisfied with their hospital care. In line with our find-
ings, a study in Qatar also showed that service users of low
socio-economic status and with a low level of education
tended to be less satisfied with mental health care servic-
es [39]. In contrast to a prior study [40], formal education
has no clear association with service users’ satisfaction
with various aspects of their care. However, these out-
comes may be attributed to a number of methodological
issues in studies on service user satisfaction, including the
use of non-standardized instruments and the evaluation
of performance in experimental, rather than actual psy-
chiatric services [41].

Staffs’ Characteristics and Service Users’ Outcomes

Our findings showed that the nursing staff's age and
years of experience in the hospital were negatively pre-
dicted social functioning. This finding suggested that the
less professional experience a nurse had of working at the
hospital, the less skilled he or she was in coping with dis-
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abled service users. Health-care professionals, such as
nurses, have frequent contact with service users, but to
the best of the authors’ knowledge, studies investigating
nurses’ characteristics, including age and experience, are
rare (especially in the field of mental health) and even
those that exist reveal very little about the relationship
with service users’ outcomes. For example, studies inves-
tigating nurses’ socio-demographic characteristics, such
as age and gender, have been conducted, but they are
linked with findings other than service users’ outcomes,
such as staff attitudes and turnover.

It may be reasonable to suggest here that the level of a
service user’s social functioning may be associated with
better nursing care performance. In turn, this could have
a beneficial effect on service users’ outcomes overall. In a
Canadian study, Doran et al. [42] assessed social func-
tioning, using an instrument that they had developed
themselves. It contained 4 items to measure service users’
readiness to resume work, usually physical and social ac-
tivities, using a 4-point Likert scale. The study demon-
strated that the level of nurses’ performance was associ-
ated with better social functioning among service users
and less mood disturbance on discharge from hospital.
Generally speaking, the greater the professional experi-
ence displayed by a member of staff, in terms of knowl-
edge and skills, the more confident he or she is likely to
be in providing effective health care and, more impor-
tantly, improving service users’ outcomes, including so-
cial functioning [43].

Staffs’ Competence and Service Users” Outcomes

We found a statistically significant negative prediction
of social functioning based on nurses’ competence, which
can be explained by the fact that lower levels of compe-
tence and a lack of experience among staff result in poor-
er social relationships with service users and low perfor-
mance of daily activities. It is a finding that shows how
staff competence may be regarded as an indicator of poor
quality of support for the social functioning of service us-
ers. In the context of the current study, it could equally be
argued that social functioning is important for service us-
ers, not only to ensure that they are discharged from hos-
pital with a more positive experience of care but also that
they possess the necessary skills for independent living.
The service users’ sense of being “disabled” may even de-
velop from an absence of appropriate support during hos-
pitalization. However, there is a lack of studies investigat-
ing the relationship between the competence of nursing
staff and service users’ social functioning in mental health
and community settings. Future studies are therefore re-

Quality of Mental Health Care and Service
Users’ Outcomes

quired around outcome measures, such as social func-
tioning and staff competence.

Nevertheless, the nature of the participating nurses
could explain the present findings. First, the level of
nurses’ competence in the delivery of mental health
care in the inpatient wards (as measured using CAT-
MH) was revealed as “moderate” (mean = 86.40), indi-
cating that the nurses required some form of participa-
tion in intensive courses (e.g., in psychosocial care), so
that they could develop skills and knowledge in aspects
of mental health care. Second, the nurses’ educational
qualifications were found to vary in level, with the ma-
jority of the sample only holding a nursing diploma
(83%), possibly indicating that the majority of nurses
working in the field of mental health are less qualified
than one would generally expect, and this potentially
has an adverse effect on service users’ outcomes. Final-
ly, only 68.2% of the nurses had over 4 years’ experience
in the field of psychiatry, which illustrates that a con-
siderable number of the participating nurses (31.8%)
still had relatively low levels of professional experience
in the field (less than 4 years). Hence, they may have
been less capable of providing competent nursing care,
which could impact service users’ outcomes in negative
ways.

However, it is important and interesting to note that
the WHO and GCC Nursing Technical Committee sup-
port the requirement of a bachelor’s degree in nursing as
the minimum entry requirement for the nursing profes-
sion [44]. In the KSA, this means a 5-year university
course, which is a positive step towards developing the
quality of nursing care [44]. Therefore, it could be stated
that an increased emphasis on bachelor’s degrees for
nurses will improve service users’ outcomes. There is in
fact growing evidence that a bachelor’s degree in nursing
is associated with better care outcomes, such as lower
hospital mortality [45]. Further research could therefore
be useful for assessing the impact of nurses’ education on
mental health service users’ outcomes, particularly social
functioning status.

Staff-Service User Interaction and Service Users’

Outcomes

The results of the present study failed to obtain a sta-
tistically significant prediction of service users’ outcomes
in relation to the frequency and nature of staff-service
user interactions, in terms of disability, disease, discom-
fort, and dissatisfaction. This is in line with the findings
of a previous study [46] but not of others [47, 48].
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Strengths and Limitations

As far as we are aware, our study is the first study to
investigate the issues surrounding QoC using the 5D ap-
proach in a mental health context internationally and in
Arabic-speaking countries. This study therefore has the
potential to help shape future efforts to improve QoC for
users of mental health services, particularly in the KSA.
Among the strengths of the study was also that inclusion
of participants was not limited to a specific diagnosis, and
this inclusiveness may be useful for ensuring that the
findings have external validity.

The limitations of the findings must be acknowledged.
Although Donabedian’s framework appears to be a con-
ceptually sound, practically viable, and empirically
grounded model, it produced only very modest results in
the current study, and this had not been predicted by test-
ing the model. There were consequently concerns that
this model may not have been able to support findings
drawn from a population that had not been tested before.

It could thus be stated that this study has revised the
Donabedian’s model to illustrate how structure, as mea-
sured by the staff characteristics sheet (including age,
gender, nationality, qualifications, years of experience in
the hospital, and attendance of psychiatric training cours-
es) and service user characteristics sheet (including age,
gender, marital status, employment status, education lev-
el, area of residence, and disease diagnosis), is important
in non-Saudi contexts but appears to be less important in
the KSA. Thus, while it is valid to consider the use of the
model, a very different process is clearly played out in the
KSA, compared to other countries. Moreover, limitations
include the measure of service users’ outcomes (SFS,
BPRS, GASS, and CSQ-8). While valid and reliable and
used extensively elsewhere, they may lack the sensitivity
to measure the same constructs in the Saudi mental health
organisations, given its different culture.

Furthermore, it may be concluded that the 5 D’s are not
necessarily the only issue, since they merely represent broad
concepts (a framework). Consequently, the choice of mea-
sures for the factors (i.e., structure and process measures)
could be the problem in this study; although the sample size
is adequate and the measures are valid and reliable. Finally,
most of the process and outcome instruments are self-re-
port, and this could have caused response bias.

These findings suggest that factors other than those
studied here have more currency in relation to quality of
care in Saudi Arabia, despite these factors have been
shown to relate to quality of care outside the KSA. A more
detailed qualitative approach to better understand factors
relevant to the quality of mental care in Saudi Arabia is
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reported by the authors in a concomitant article. It has
been suggested that the themes generated from the quali-
tative data (5 themes) suggest quality indicators that are
perhaps more relevant and need to be tested quantita-
tively, as proposed in the suggested conceptual model (al-
ternative indicators). They also provide insights regard-
ing predictors of quality underlying the care received in
the KSA. It could be argued that the originality of the cur-
rent study rests upon the fact that this is the first test of
these proposed qualitative indicators of quality in an un-
tested context. Thus, future research is required before
firm conclusions can be inferred regarding the underly-
ing framework’s efficacy and validity, incorporating the
themes generated from the qualitative findings (reported
by the authors in a concomitant article). This suggests
that the service users’ perceptions would have a much
wider influence than the quantitative data collected, on
improving mental health care quality. However, given the
positive feedback received from others [3, 4, 6-8] and the
solid inductive base of the framework [1], it is hoped that
there is room for optimism.

Relevance for Clinical Practice

Our findings should be taken into consideration by
health-care administrators seeking to improve mental
health service users’ outcomes. Given the negative percep-
tions of nurses’ educational level, nurses at all levels need
to develop reflective knowledge, so that they can support
users of mental health services. Therefore, attention must
be given to nursing education at undergraduate and grad-
uate levels. Factors such as nurse training programmes,
continuing professional development, and ongoing edu-
cation will help change nurses’ negative attitudes, as well
as developing their therapeutic abilities. This will likewise
enhance their interaction with service users during their
stays in hospital [49]. Furthermore, nursing attitudes and
behaviours must be addressed and appropriately integrat-
ed into the nursing curriculum, in order to reflect nation-
al and international standards of mental health care.

Conclusions

Structure and processes of mental health care in the
KSA used in this study had little impact on most service
users’ outcomes. We have established that factors other
than those studied here have more currency in relation to
quality of mental health care in the KSA, despite these fac-
tors have been shown to relate to QoC in countries other
than the KSA.
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