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In 2000, after some development work, a network was established between
primarily psychiatrists and other caregivers in clinical practice in western
Sweden with the purpose of using a method named Quality Star [in Swedish:
Kvalitetsstjarnan] (Erdner & Ivarsson, 2001; Ivarsson, Erdner, & Malm, 2006).
The purpose of Quality Star was to provide psychiatry with easy, nationally
applicable outcome measures in order to give a brief overview of the patient’s
situation and to describe the effects of treatment in relation to factors of relevance,
related to both patient and medical care, for the treatment results.

Throughout the years, the network has, to a certain limited extent, been
used to make some compilations in order to confirm the psychometric and
statistical properties of the instruments (e.g., Erdner & Eiman, 2003; Thornborg,
Nordholm, Wallstrém, & Svantesson, 2005). Over time, the amount of collected
data grew and is now considered sufficient for conducting in-depth research
with a higher degree of accuracy. It was recently decided that a vast research
program in two steps is to be carried out. Step One includes analyzing the
material collected during the first 10 years with the purpose of (a) assessing the
psychometric properties of Quality Star and (b) investigating group differences
within the cohort between patients with different background characteristics and
with different intervention patterns.

Step Two involves investigating how newly added clinics, in collaboration
with already established care units, implement their work with Quality Star
and new methods of treatment, especially the integrated care program, which
during the past few years has made great advances in Sweden (Burns & Firn,
2002; Malm, 2002). The integrated care program method was developed through
an international research project called the optimal treatment project (Falloon,
1999), an ongoing program which started in 1994. The treatment program as
a whole has been scientifically tested in a number of different countries with
various types of health care and welfare systems. In the program, it was found
that the program is most effective if participants themselves set the goals for their
treatment and have a decisive impact on how it is to be designed.

Quality Star is a measurement system encompassing eight dimensions
(consumer satisfaction, quality of life, psychosocial functioning, burden for
important other, resource dimension, group specific dimension, symptom
severity, subjective distress). For each dimension there are tests that are summed
up on a scale ranging from 0-100, where 0 means very i/l and 100 means they
are as healthy as can be. Patients rate their consumer satisfaction, quality of life,
and subjective distress; their next of kin rate perceived burden; and health care
staff rate the other dimensions. By presenting the star as a figure resembling a
sun with eight rays, a graphic picture of the patient’s situation is displayed by
linking together the points on the different rays. The further out on the rays that
the points are scored, the healthier the patient is. Hence, the patients, their next
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of kin, and the care staff are provided with a synoptic figure on which the effects
of interventions can be studied. The eight dimensions can be viewed in Figure 1.
Apart from these core variables, data are also collected regarding diagnosis, age,
gender, illness duration, contact duration with health care, caregivers, and a brief
outline of the health care intervention.

Consumer satisfaction

(ConSat)
Subjective distress Quality of life
(PGD) (GQL)
Symptom severity Psychosocial
(GAF-S) functioning
(GAF-F)
* Group-specific dimension Burden for
(Generic: SERS) important other
(Schizophrenia: RS-S) (PGB)

Resource dimension
(Days in care)

Figure 1: Graphic presentation of the Quality Star. The recognized abbreviations of the instruments
are presented in parentheses. (Taken from Ivarsson, Malm, Lindstrom, & Norlander, 2010.)

* This axis is intended for group-specific extra measures when suitable. Health screening (SERS) in
general is recommended. For psychosis groups, Remission index (RS-S) is now being introduced.

This study is the first in a series aimed at investigating the differences and
similarities between the various patient groups included in the clinical cohort
examined with the different instruments that make up the Quality Star test battery.
In this study we focus on analyzing two of the dimensions where the patients
rate themselves; namely, satisfaction with health care regarding treatment and
intervention (consumer satisfaction) and subjectively experienced quality of
life. Additionally, two of the dimensions rated by caregivers are analyzed, i.e.,
function and symptom. Data were collected during 2003-2008 and analyzed in
three two-year periods in order to allow for taking possible changes across time
into consideration

The aim in this study was to investigate differences on a group level between
patients with various background characteristics by scrutinizing four of Quality
Star’s eight dimensions. Considering clinical experience (Andersson, 2008;
Eiman & Ivarsson, 2009; Malmstrom, 2008) the following four questions were
of particular interest to us: Are there differences that can be derived from the fact
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that data were collected at different intervals?; Are there differences between
patients diagnosed within the schizophrenia spectrum, and patients with other
psychiatric diagnoses?; Are there differences between men and women?; and,
Are there differences between patients treated according to the Integrated Care
Program, and patients who were treated using other methods?

METHOD

PARTICIPANTS

Participants were 1,376 patients: 753 men and 623 women. All had filled out
the Quality Star questionnaire on at least one occasion at 1 of the 9 participating
psychiatric centers during 2003-2008. No patient in this study had filled out the
Quality Star questionnaire more than once during the same year. In total, 2,934
Quality Stars were collected during the 6-year period, which gives an average
of 2.13 ratings for each patient (SD = 1.40, range = 1-6). The participants
were a mix of patients who could all be defined according to the criteria of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American
Psychiatric Association, 1994) as suffering from serious mental illnesses (SMI).
The majority of patients were within the schizophrenia spectrum (82.8 %), while
the other patients (17.2 %) had a variety of typical psychiatric diagnoses such as
delusional syndrome, mental disturbances, addiction syndrome, bipolar disorder,
depression, cyclothymic disorder, dysthymic disorder, panic disorder, anxiety
disorders, obsessive-compulsive disorder, behavioral disorders, personality
disorders, and attention disorders. The mean age of the patients was 50.15 years
(SD = 12.81, range = 20-89). Of the 1,376 patients included in the study, 133
persons (66 men and 67 women) were recruited from the Lysekil Clinic, which
was used for comparisons because the staff have worked with the Integrated Care
Program method since 1994.

INSTRUMENTS

Consumer Satisfaction Rating Scale (ConSat; Ahlfors et al., 2001; Ivarsson &
Malm, 2007) This instrument is used to measure perceived level of satisfaction
with the care given, and is based on 12 questions within eight different areas
(availability, atmosphere, treatment modalities, information, drug treatment,
psychosocial interventions, usefulness of treatment/care, and general well-being).
Each question is answered on a 7-point scale with the anchor points not satisfied
at all and completely satisfied. The total sums for the eight different areas are
then transformed to a scale ranging from 0-100, where O indicates not satisfied
at all and 100 indicates completely satisfied. Consumer satisfaction (ConSat) has
shown good psychometric properties (Ivarsson & Malm, 2007). In Quality Star
the first 11 items are used as the ConSat measure. The 12th (general well-being)
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coincides with the separately used quality of life axis, namely the GQL.
Global Quality of Life (GQL) The instrument (GGG-group, 2009; Thornborg
et al., 2005) was specifically developed to be a part of Quality Star, for use in
some realms of Swedish psychiatry. The patient is to mark his/her answer to the
question “How is your life right now?” on a 100 millimeter long, vertical, visual
analog scale. The anchor points of the scale are marked with worst possible life
situation and best possible life situation, respectively. A low score signifies a low
rating regarding quality of life, while a high score signifies a higher rating for
quality of life. In a recent study, the instrument was found to have high reliability
and validity (Ivarsson, Malm, Lindstrom, & Norlander, 2010).

Global Assessment of Functioning (GAF) The GAF (Luborsky, 1962)
measures global mental health based on mental, social, and functional capacity.
The split-GAF version was used (Pedersen, Hagtvet, & Karterud, 2007) which
consists of two scales, one for symptom (GAF Symptom) and one for function
(GAF Function). Each scale has 100 steps where score 1 signifies the most severe
illness condition, and score 100 signifies that the person is completely free from
functional impairment or symptoms (American Psychiatric Association, 1994).
The GAF is a frequently used scale with acceptable psychometric properties that
have been documented in several studies (e.g., Patterson & Lee, 1995; Yamauchi,
Ono, Baba, & Ikegami, 2001).

PROCEDURE

Currently, the Quality Star network consists of 28 different psychiatric clinics
that together administer a growing database including 2,348 registered patients.
The network was established in 2000 on a small-scale basis, and by 2002 about
10 clinics had already joined. The participating clinics strive to make Quality
Star a recurring routine in their practice where the aim is to let the patient
undertake the special test battery at least once a year (conducted in relation to
the patient’s date of birth). The primary aim has always been to support and
ensure a dialogue regarding the patient’s situation, while other aspects such as
compiling data in a database for future analyses have gradually developed. Other
characteristic features have been the recurring network meetings, directed by the
Joint Implementing Group [in Swedish: Gemensamma Genomférande Gruppen,
GGG] and the educational material such as practice materials that enable doctors,
nurses, or case managers to practice how to rate and calibrate ratings in order to
establish a common and comparable norm within the network on how to use the
test battery.

The normal procedure is that the patient’s main contact person, or case
manager, is responsible for filling out the Quality Star form during one or two
ordinary appointments. The test results are then entered into a local database after
informed consent has been obtained. This includes information that the procedure
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facilitates not only comparisons between the analyses of the participant in
particular, but also enables compilations for care units/clinics, as well as
anonymous comparisons among other districts. The information is provided both
orally and in writing, and it is specifically stated that participation is voluntary,
and that patients have the right to terminate their participation at any time without
giving a motive and without it affecting their treatment.

The research plan was evaluated and approved by the Regional Ethical Vetting
Board in Uppsala, and we followed the ethical standards of the World Medical
Association declaration of Helsinki concerning Ethical Principles of Medical
Research Involving Human Subjects.

DESIGN

In order to make comparisons as accurate as possible for the study, the
participation criteria were that the only units that could be part of the study were
those that had: (a) used Quality Star since 2002, and (b) since then and until year
2008 regularly, for each year, had reported to the central database, as well as (c)
had actively participated in the training courses and calibration exercises of the
network. Of the 28 clinics, nine fulfilled these criteria. The first year (2002) was
considered a breaking-in and test period, thereby providing all units with a joint
starting point — which is the reason why the proper study starts at the beginning
of 2003.

Since collected data usually do not meet the demands for normal distribution,
neither regarding kurtosis nor skewness, nonparametric statistics were chosen
for the analyses. Significant correlations (Spearman’s rho) were found between
all values collected during the six years for each of the dependent variables. To
facilitate the analyses, it was decided to analyze the material through the mean
values from three time periods: Period 1 (2003 and 2004), Period 2 (2005 and
2006), and Period 3 (2007 and 2008) as strong correlations for outcome measures
(rhos around .70) could be observed at three time periods.

RESULTS

DIFFERENCES REGARDING TIME PERIODS

Concerning differences in scoring between the three periods, analyses showed
(Wilcoxon Signed Ranks Test, p < .05) no significant differences between
the periods for three of the measures, namely GQL, GAF Function, and GAF
Symptom, whereas significant effects existed for ConSat. Results showed that
patients were significantly more satisfied with their care during Period 2, as
compared to Period 1 (z = 3.75, p < .001) and with Period 3 as compared to
Period 2 (z = 3.29, p = .01) and Period 1 (z = 3.12, p = .002). See Table 1 for
mean values and standard deviations.
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TABLE 1
MINIMUM VALUES, MAXIMUM VALUES, MEANS, AND STANDARD DEVIATIONS FOR THE FOUR
MEASURES FROM QUALITY STAR OVER THE THREE TIME PERIODS (1-3)

Min Max M SD
ConSatl 20.50 100.00 73.65 14.05
ConSat2 18.00 100.00 77.24 13.86
ConSat3 15.50 100.00 79.94 14.13
GQLI1 2.00 99.00 63.33 21.60
GQL2 1.00 100.00 66.74 21.79
GQL3 3.50 100.00 64.64 21.93
GAF Funcl 23.00 83.00 48.24 10.13
GAF Func2 18.00 87.50 48.97 11.83
GAF Func3 20.00 81.00 49.53 10.85
GAF Sympl 22.50 82.50 38.56 31.04
GAF Symp2 21.00 85.00 39.56 27.49
GAF Symp3 20.00 75.50 41.44 30.26

Note: Min = minimum, Max = maximum, M = mean, SD = standard deviation. Quality Star measures
= ConSat (consumer satisfaction), GQL (quality of life), GAF Function (psychosocial functioning),
GAF Symptom (symptom severity).

DIFFERENCES BETWEEN PATIENTS WITH DIAGNOSES WITHIN THE SCHIZOPHRENIA
SPECTRUM OR OTHER DIAGNOSES

To be able to study differences regarding diagnoses, patients were divided
into two groups; those diagnosed within the schizophrenia spectrum (82.8 %, n
= 1,139) and those with other diagnoses (17.2%, n = 237). Statistical analyses
(Mann-Whitney U test, p < .05) with diagnoses (schizophrenia spectrum, other)
as the independent variable and the four measures from Quality Star (i.e.,
ConSat, GQL, GAF Function, GAF Symptom) from each period (1-3)
showed a significant effect for GQL during Period 1, where patients within
the schizophrenia spectrum experienced a higher quality of life than patients
with other diagnoses (U = 3.17, p < .001). Furthermore, results showed that
patients within the schizophrenia spectrum were assessed on GAF Function as
having a lower function than patients with other diagnoses for all three periods
(U=3.78,p<.001; U=4.22,p <.001; U =2.09, p = .012). Finally, it was shown
that patients within the schizophrenia spectrum were assessed on GAF Symptom
as having a worse symptom picture than patients with other diagnoses (U = 4.28,
p =.002; U =445, p <.001; U =230, p=.012). See Table 2 for mean values
and standard deviations.
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TABLE 2
MINIMUM VALUES, MAXIMUM VALUES, MEANS, AND STANDARD DEVIATIONS FOR THE FOUR
MEASURES FROM QUALITY STAR REGARDING DIAGNOSES AT THE THREE TIME PERIODS (1-3)

Schizophrenia spectrum Other diagnoses

Min Max M SD Min Max M SD
ConSatl 20.50 100.00 72.96 15.03 49.00 94.50 78.40 8.98
ConSat2 18.00 100.00 75.82 15.21 61.50 98.00 79.70 9.21
ConSat3 15.50 100.00 79.71 14.56 69.00 99.00 85.28 8.59
GQL1 2.00 99.00 66.35 20.27 6.50 87.00 48.78 23.40
GQL2 1.00 100.00 66.88 23.13 12.00 92.50 59.97 20.33
GQL3 7.50 99.50 65.14 22.35 22.50 94.00 60.83 22.78

GAF Funcl 23.00 83.00 47.37 10.38 35.50 74.50 53.83 8.08
GAF Func2 18.00 87.50 47.71 11.96 37.50 70.50 55.48 7.06
GAF Func3 20.00 81.00 48.35 11.25 34.50 69.00 53.02 6.66
GAF Sympl 22.50 82.50 39.65 28.78 24.00 72.50 42.00 40.08
GAF Symp2 21.00 85.00 42.68 21.08 24.00 64.50 47.59 28.85
GAF Symp3 20.00 72.50 45.83 17.81 25.00 70.00 51.35 15.71

Note: See abbreviations under Table 1.

DIFFERENCES REGARDING GENDER

Statistical analyses (Mann-Whitney U test, p < .05) with gender as the
independent variable and the four measures from Quality Star (ConSat, GQL,
GAF Function, GAF Symptom) from each period (1-3) showed that the women
were significantly more satisfied with the care provided (ConSat) during all three
periods, than the men (U = 8.46, p =.007; U =8.70, p =.009; U =4.11, p = .013).
Furthermore, the women had also been assessed on GAF Function as having a
better function than the men during Periods 2 and 3 (U = 8.69, p = .041; U = 4.40,
p = .044). Post hoc trend tests (within-subjects linear with Bonferroni correction,
p < .05) showed that both the women (p = .006) and the men (p = .024) reported
increased satisfaction with the provided care for each period, whereas no such
significant trends were shown for either gender regarding GAF Function (ps >
.05). See Table 3 for mean values and standard deviations.

TABLE 3
MINIMUM VALUES, MAXIMUM VALUES, MEANS, AND STANDARD DEVIATIONS FOR THE FOUR
MEASURES FROM QUALITY STAR REGARDING GENDER AT THE THREE TIME PERIODS (1-3)

Men Women
Min Max M SD Min Max M SD
ConSatl 25.50 100.00 71.71 14.18 20.50 99.00 76.28 13.51
ConSat2 38.50 100.00 75.55 13.68 18.00 100.00 79.50 13.85
ConSat3 15.50 100.00 77.52 14.24 40.00 100.00 82.48 13.64
GQL1 2.00 99.00 64.22 20.39 2.50 98.00 62.21 23.11

GQL2 1.00 99.50 64.79 21.96 5.00 100.00 69.39 21.37
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Table 3 continued

Men ‘Women
Min Max M SD Min Max M SD
GQL3 7.50 98.00 63.17 22.31 3.50 100.00 66.12 21.56
GAF Funcl 28.00 74.00 47.19 9.42 23.00 83.00 49.68 10.92
GAF Func2 22.00 73.50 47.44 10.69 18.00 87.50 50.99 12.95
GAF Func3 20.00 73.50 47.74 9.75 20.50 81.00 51.11 11.64

GAF Sympl 24.00 75.00 40.53 25.34 22.50 82.50 35.98 37.18
GAF Symp2 21.00 70.50 39.07 26.03 24.00 85.00 40.19 29.35
GAF Symp3 20.00 70.50 39.34 31.18 25.00 75.50 43.56 29.32

Note: See abbreviations under Table 1.

DIFFERENCES REGARDING METHODS OF TREATMENT

Statistical analyses (Mann-Whitney U test, p < .05) with method (integrated
care program, other methods) as the independent variable and with the four
measures from Quality Star (ConSat, GQL, GAF Function, GAF Symptom) from
each period (1-3) showed that patients at the clinic in Lysekil — who were treated
according to the Integrated Care Program method — were assessed as having a
better function for all three periods when measured with GAF Function (U =
242,p<.001; U=2.53,p<.001; U=1.22, p=.004) as well as a better symptom
picture when measured with GAF Symptom for all three periods (U = 2.46, p <
.001; U =2.82, p <.001; U = 1.74, p = .044) than the other eight clinics. Results
also showed that patients from clinics using other methods experienced a higher
quality of life when measured during Period 1 (U = 5.04, p = .006) compared
to the clinic in Lysekil. See Table 4 for mean values and standard deviations
regarding treatment with the integrated care program or other methods.

TABLE 4
MINIMUM VALUES, MAXIMUM VALUES, MEANS, AND STANDARD DEVIATIONS FOR THE FOUR
MEASURES FROM QUALITY STAR REGARDING METHOD OF TREATMENT AT THE THREE TIME
PERIODS (1-3)

Integrated Care Program Other methods

Min Max M SD Min Max M SD
ConSatl 49.00 97.50 76.75 11.60 20.50 100.00 73.07 14.42
ConSat2 60.00 98.00 79.31 9.98 18.00 100.00 76.79 14.54
ConSat3 66.00 99.00 83.78 9.43 15.50 100.00 79.18 14.79
GQL1 6.50 90.50 53.04 24.46 2.00 99.00 65.22 20.55
GQL2 12.00 94.00 62.00 21.02 1.00 100.00 67.67 21.86
GQL3 22.50 94.00 61.96 23.35 3.50 100.00 65.09 21.72
GAF Funcl 37.00 83.00 53.82 10.71 23.00 80.00 47.18 9.69
GAF Func2 37.50 83.50 55.78 9.58 18.00 87.50 47.54 11.77

GAF Func3 46.00 69.00 54.17 5.59 20.00 81.00 48.62 11.35
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Table 4 continued

Integrated Care Program Other methods
Min Max M SD Min Max M SD
GAF Sympl 35.00 82.50 53.64 9.96 22.50 80.00 36.05 32.62
GAF Symp2 32.00 81.50 54.13 8.60 21.00 85.00 36.90 28.89

GAF Symp3 42.00 62.50 50.21 15.71 20.00 75.50 39.93 31.90

Note: See abbreviations under Table 1.
DISCUSSION

The study had two main results: (a) women were more satisfied with the
care provided during all three periods than were men, and women were also
assessed as having better functioning than men; (b) patients who had undergone
treatment according to the integrated care program were assessed as having
better functioning (measured with GAF Function) and a better symptom picture
(measured with GAF Symptom) for all three periods.

Despite the fact that the Global Assessment of Functioning (GAF) is one of the
most widely used instruments within psychiatry, there have been surprisingly few
studies with the explicit aim of investigating gender differences. Moreover, the
results of the studies that do exist, do not provide a clear-cut picture since some
studies indicate that there are gender differences regarding GAF (e.g., Usall et al.,
2007; Usall, Haro, Ochoa, Marquez, & Araya, 2002) whereas in other studies no
differences were found (e.g., Boggs et al., 2005; Hintikka, Saarinen, Tanskanen,
Koivumaa-Honkanen, & Vinamiki, 1999). Research within this area has thus
become more focused on finding intermediate variables that explain the different
results. One such variable could be that the onset of schizophrenia is earlier for
men than for women, which often leads to poorer social functioning in various
respects — especially concerning unemployment and housing (Tang et al., 2007;
Usall et al., 2007). Other variables of significance as moderators when it comes
to gender aspects for the GAF-scale seem to be type of function and depression
(Hintikka et al., 1999), symptom pictures, and suicidal tendencies (Tang et al.,
2007). Boggs et al. (2005) have shown that the problem with the original GAF
scale is that it includes both symptom and function, which has led to the split-GAF
(Pedersen et al., 2007) that enables the study of each variable separately. We
have not found any previous study in which the split-GAF regarding gender
differences has been used, and the result of the current study, which showed that
gender differences existed for GAF Function (women had better functioning than
men) but not for GAF Symptom, thus needs to be replicated.

Even if both men’s and women’s ConSat scores showed increasing tendencies,
the women were significantly more satisfied with the care provided during the
entire 6-year period. This result is contrary to that gained in the large-scale
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EPSILON project, in which the patients’ needs, satisfaction with care, use of
service, quality of life, and the health care charges for persons with schizophrenia
in five European cities (Amsterdam, Copenhagen, London, Santander, and
Verona) were investigated. In a substudy gender differences were investigated
regarding satisfaction with care and service (Thornicroft et al., 2002) and no
significant differences were found between men and women in this regard.
Nor were any gender differences concerning satisfaction with care found in a
questionnaire study by the National Committee for Quality Assurance in the
USA that included 97,873 men and women who had been patients in the primary
health care system (Weisman, Henderson, Schifrin, Romans, & Clancy, 2001).
This is, however, not a unanimous picture since in some studies it has been
found that women are more satisfied than men with their mental health care
(e.g., Roder-Wanner & Priebe, 1995). One explanation for why women express
a greater satisfaction in the current study could be the set-up of Quality Star. The
studies referred to above only provided a single measuring opportunity whereas
Quality Star includes an entire philosophy where the dialogue with the patient is
of central importance. It is possible that this communicative aspect is perceived
as particularly positive among the female patients.

The Lysekil Clinic has worked with the integrated care program method for
more than 15 years (Malmstrom, 2008). In short, the method, as it has been
developed in Sweden, the so-called “Lysekil model”, means that patients with
severe problems have their own case managers who coordinate all instances and
also provide treatment themselves. The case managers help patients articulate
their goals in life and form a resource group. The resource group consists of staff
from mental health care, social services, and other instances depending on the
needs of individual patients. Relatives or significant others are also included in
the resource group. The patients themselves decide who should be part of their
resource group, and it is the patients’ goals in life that decide the work of their
group. It should also be stated that Quality Star was integrated into the Lysekil
model at an early stage, and clinics that, in recent years, have begun working
with the integrated care program have also adopted the methods of Quality Star,
and vice versa: clinics using Quality Star have joined the network of the Lysekil
model. This means that the two networks are growing together more and more,
which rules out comparisons between different forms of treatment after 2008
within the framework of this cohort.

Follow-up analyses of the current study demonstrated that the group comparisons
conducted on the entire patient group had much the same outcome as the patient
group from Lysekil. Concerning diagnoses, however, the differences regarding
function and symptom noted for the entire patient group between those within
the schizophrenia spectrum and those with other psychiatric diagnoses could not
be shown. Whether this excluded difference between the two diagnosis groups
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among the Lysekil patients is due to the method of treatment or due to something
else must be examined for in future studies. Further studies are also needed in
order to make comparisons between patients who have undergone traditional
examination and treatment, and patients examined with Quality Star and treated
according to the integrated care program.

No differences were found concerning results for 3 of the 4 different
instruments during different time periods, but it was shown that the patients’
satisfaction with the care increased significantly for each period. That no
significant differences were found between the three time periods indicates that
the Quality Star can be viewed as a reliable instrument. Every year, new patients
are included while others are signed out from their respective mental health care
unit or are transferred to other forms of care. That the staff can still maintain a
stable level, on average, of the GAF assessments could be an expression that
all efforts made in the form of conferences and educational material that give
the staff opportunities to calibrate and check how to assess in order to achieve a
comparable level, have paid off. More educated, interested, and patient-focused
members of staff are likely to lead to improved communication with the patients
which, in turn, leads to increased consumer satisfaction (ConSat) with treatment
as well as care.

That patients within the schizophrenia spectrum had lower functioning and a
poorer symptom picture measured with GAF, than patients with other diagnoses,
was an expected result in line with several other studies (e.g., Soderberg &
Tungstrom, 2007; Tungstrom, Soderberg, & Armelius, 2005) where it has
been shown that GAF scores depend on several factors such as diagnoses and
psychosocial problems. Patients with diagnoses within the schizophrenia
spectrum recurrently have lower GAF scores than a number of other common
psychiatric diagnoses (Tungstrom et al., 2005).

No major significant differences occurred for Global Quality of Life (GQL).
This scale could be described as a kind of composite measure that the rest of
the Quality Star variables correlate with (Ivarsson et al., 2010). This was also
shown in this study where the GQL correlated as calculated with mean values
for the whole six year period (Spearman’s rho, ps < .01) with ConSat (.39), GAF
Function (.27), and GAF Symptom (.32). Future researchers could investigate
which group comparisons the GQL might be of special importance for.

An evidence-based praxis appears self-evident in somatic care. Certainly, the
patient with blood pressure problems expects the treating doctor to first measure
blood pressure, which is necessary in order for the doctor to know which
research-tested interventions ought to be applied. Recurring blood pressure
determinations are also necessary for both patient and doctor to later be able to
determine whether or not the treatment works. For the same reason, more and
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more attention is being paid to the fact that it is important for patients and clients
within psychiatry and social services to receive evidence-based care (Ivarsson
& Malm, 2007; Ivarsson et al., 2010). Test batteries such as Quality Star, in
which patients and caregivers cooperate with describing the patient’s whole life
situation, could become of great importance for developing an evidence-based
practice and accountability within psychiatry.
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