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Abstract 

Background: Effective provider-to-patient communication is fundamental in psychiatric care, yet 

systemic barriers such as high patient-to-staff ratios, shift-based staffing, and fragmented 

documentation hinder meaningful interactions. A needs assessment at a 98-bed inpatient psychiatric 

hospital identified a lack of a structured, patient-held communication tool to document communication 

preferences, psychosocial safety needs, and individualized care priorities. 

 

Methods: A Mental Health Passport (MHP) was developed as a one-page, patient-driven communication 

tool to address these challenges. The project followed the Institute for Healthcare Improvement’s Model 

for Improvement (IHI MFI) and used Plan-Do-Study-Act (PDSA) cycles to refine implementation. Staff 

training sessions, educational materials, and workflow integration strategies were developed and 

implemented to support adoption. A pre- and post-implementation survey assessed staff perceptions of 

the MHP’s impact on communication quality, ease of use, and relevance to psychiatric care. MHP 

completion rates were tracked throughout the one-month implementation period. 

 

Results: A total of 25 post-survey responses were collected, with 70% of direct patient care staff 

reporting improved communication after using the MHP. Completion rates varied throughout 

implementation, with an overall increasing trend. Staff feedback highlighted benefits in enhancing 

therapeutic engagement, continuity of care, and communication efficiency. 

 

Conclusion: The MHP is a feasible and scalable intervention to improve communication in inpatient 

psychiatric settings. Future studies should explore long-term adoption, sustainability, and potential 

expansion to other psychiatric care environments. 
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Problem Description 

 Effective provider-to-patient communication is critical to ensure patient safety and enhance the 

overall quality of care provision in mental health treatment settings— thus, inadequate communication 

practices can significantly impact patient outcomes. This sentiment was highlighted by a comprehensive 

needs assessment conducted at a 98-bed inpatient mental health hospital providing care to adults in 

need of acute crisis stabilization. A common theme among healthcare providers at inpatient psychiatric 

facilities identifies a pervasive issue across all departments: a high volume of patient grievances 

stemming primarily from insufficient communication with their healthcare providers. These grievances 

highlight not only immediate concerns with provider-patient interactions but also suggest deeper 

systemic gaps in communication strategies. Patients frequently report frustration and grievances 

regarding critical aspects of their care, such as medication management, treatment plans, diagnostic 

clarity, discharge planning and communication with staff throughout their hospitalization. For example, 

staff confusion about patient medication needs can lead to increased patient anxiety, a delay in 

treatment, and subsequently, a prolonged hospital stay. Data-gathering processes are often significantly 

impacted by high patient-to-staff ratios, staffing shortages, and staff burnout, resulting in insufficient 

time for staff to collect detailed information about each patient’s individual preferences, communication 

styles, triggers, coping strategies, and unique psychosocial needs. Important patient information may be 

inconsistently known among staff members, as individual staff often hold unique details without 

effectively communicating or sharing them with colleagues, creating a risk that critical information may 

be overlooked when it’s needed most. These inconsistencies can negatively impact patient trust, which 

is fundamental in the psychiatric setting for promoting adherence to treatment and facilitating positive 

therapeutic outcomes. These observed challenges underscore an immediate need for targeted 

interventions designed to improve communication practices and protocols. 
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Available Knowledge 

 Clear and consistent communication between providers and patients has been widely 

recognized in the literature as a cornerstone of high-quality mental health care, influencing patient 

safety, satisfaction, and overall clinical outcomes (Priebe et al., 2020). However, many individuals 

admitted for acute psychiatric stabilization encounter significant communication disparities, leading to 

heightened distress, fragmented care, and erosion of patient trust (Storm et al., 2019). According to 

Salzmann-Erikson & Yifter (2020), inadequate communication and perceived lack of empathy from 

healthcare providers can leave patients feeling disregarded, stigmatized, and disrespected, potentially 

increasing their frustration and risk of dangerous behaviors towards themselves or others. Pelto-Piri et 

al. (2019) reinforce this point, asserting that predictable, supportive, and empathetic communication is 

crucial for patients’ psychological safety within psychiatric hospitals. Furthermore, Sweeney et al. (2018) 

emphasize that compassionate, trauma-informed, and culturally sensitive communication is central to 

the provision of holistic psychiatric care. However, achieving such effective communication is 

complicated by systemic and organizational barriers that disrupt continuity of care, such as shift-based 

staffing arrangements that repeatedly place patients in interactions with unfamiliar staff, thereby 

impeding trust-building and therapeutic rapport (Bolsinger et al., 2020). Additionally, limited staff 

availability, heightened unit acuity, elevated patient-to-staff ratios, and staffing shortages frequently 

limit opportunities for meaningful patient-provider communication, a reality echoed by local staff who 

reported significant burnout and operational strain (Raphael et al., 2021). Evidence suggests that 

structured communication interventions can effectively bridge these gaps by ensuring consistent sharing 

of critical patient information among healthcare providers, thereby enhancing patient engagement, 

reducing grievances, and promoting continuity of care (Burgener, 2020; Gibson et al., 2021; Godier-

McBard & Fossey, 2022; Leavey et al., 2020; Lequin et al., 2021; Rixe et al., 2023; Tuan Soh et al., 2022). 

Evidence suggests that patient-held communication tools can empower patients by providing them a 
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meaningful opportunity to express, in their own words, precisely how healthcare providers can best 

tailor psychiatric care to align with their individual needs, preferences, and lived experiences, thereby 

directly addressing communication deficiencies (Myklebust & Bjørkly, 2019).  

Rationale 

The absence of a structured, patient-driven method for clearly articulating psychological needs, 

communication preferences, and individualized care priorities can be identified as a critical gap and 

potential entry point for a targeted intervention to mitigate ongoing communication deficiencies. 

Integrating a patient-held communication tool into existing care pathways at psychiatric hospitals can 

streamline the collection and sharing of essential patient information among the treatment team, 

thereby enhancing provider-patient communication and positively impact the quality of psychiatric care 

received by the patients. The rationale for implementing a communication tool is grounded in 

established communication theory and evidence-based QI frameworks that emphasize patient 

empowerment, person-centered care, and continuous process refinement. Fragmentation theory 

highlights how critical patient information often remains siloed, while communication theory posits that 

clear, structured, and patient-driven information sharing significantly enhances therapeutic 

relationships and patient engagement, contributing directly to improved care outcomes (Kern et al., 

2024). Patient-held communication tools operationalize this concept by empowering patients to 

articulate and advocate for their psychological needs, treatment preferences, and individualized care 

priorities. Such tools have been shown to foster patient autonomy, reduce power imbalances in 

provider-patient interactions, and facilitate a deeper mutual understanding among healthcare staff and 

patients (Gibson et al., 2021; Godier-McBard & Fossey, 2022; Leavey et al., 2020). The underlying 

theoretical assumption is that patient-held communication tools will reduce misunderstandings and 

enhance care quality. This assumption is supported by literature demonstrating that structured 

communication tools have been associated with reductions in coercive practices— such as forced 
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medication administration or physical restraint and seclusion use— by providing clear communication of 

individualized coping strategies and crisis management preferences (Rixe et al., 2023; Tuan Soh et al., 

2022). This aligns with the principles of trauma-informed and person-centered care models, both of 

which highlight the importance of understanding and respecting patients’ lived experiences, individual 

preferences, and honoring neurodivergence in individual communication styles. This QI initiative 

leveraged the Institute for Healthcare Improvement’s Model for Improvement (IHI MFI), an evidence-

based framework designed to facilitate meaningful, sustainable change within healthcare settings and 

promote iterative improvement through structured Plan-Do-Study-Act (PDSA) cycles. Use of the IHI MFI 

framework enabled real-time feedback integration and adaptive refinements of the intervention to 

ensure responsiveness to the evolving needs of both patients and providers. 

Specific Aims 

The primary aim of this QI project is to enhance communication between healthcare providers 

and patients by ensuring at least 80% of incoming admissions to the hospital complete a Mental Health 

Passport (MHP) upon transitioning from the intake department to their admitting unit, and that a copy 

of the completed MHP is integrated into the unit report binder starting February 1st, 2025, until 

February 28th, 2025. In a secondary aim to evaluate the impact on communication, a post-survey will be 

conducted among hospital providers and intake staff one month post-implementation with a target of at 

least 70% of respondents reporting enhanced communication quality with patients based on utilizing 

the MHP to augment their care. 

Context 

 This quality improvement initiative takes place at a 98-bed inpatient mental health facility 

located in a major city serving the Pacific Northwest region. The facility provides comprehensive 

psychiatric care to adults experiencing acute behavioral crises related to mental health, substance use, 

and co-occurring psychiatric disorders. Patients are admitted through scheduled appointments, 
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community referrals, or walk-ins. The hospital consists of four operating units offering 24/7 psychiatric 

care supported by a multidisciplinary team of over 300 staff members. At the outset of this initiative, 

communication challenges between interdisciplinary staff and patients were identified as a systemic 

issue impacting patient experience and care quality. A comprehensive needs assessment conducted with 

healthcare staff revealed that information about patient preferences, communication styles, triggers, 

coping skills, psychosocial and medical needs was often inconsistently collected and not systematically 

shared across shifts. Frustration from the effects of these deficiencies were reflected in a review of 

patient grievances.  

Several contextual factors may influence the success of efforts to improve communication 

within this setting. First, staffing shortages, high patient-to-staff ratios, and shift-based workflows create 

a fast-paced environment where providers have limited time to gather and document individualized 

patient information. Secondly, the diverse psychological states of patients, including those in acute 

crisis, intoxication, or under involuntary legal status, require flexible communication approaches that 

account for variations in cognitive and emotional capacity at the time of admission. Additionally, factors 

such as language barriers, literacy levels, and patient willingness to engage in care planning may impact 

the feasibility and effectiveness of new communication strategies. While these challenges are specific to 

this facility’s operational structure and patient population, they reflect broader issues common in 

inpatient psychiatric settings.  

Interventions 

To address the identified gap at the facility, this quality improvement (QI) initiative developed 

and introduced a uniquely curated communication tool referred to as a “Mental Health Passport” (MHP) 

(Appendix 2-3). Prior to this QI initiative, the hospital lacked any structured tool for documenting patient 

communication preferences and psychosocial safety needs during the intake process. The MHP was 

curated as a one-page document, formatted with clear, simple language to accommodate varying 
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literacy levels, and multiple language options to ensure accessibility. The document is structured into 

ten sections, prompting patients to share information about their communication preferences, personal 

coping strategies, warning signs of distress, treatment goals, and medical needs. The front side of the 

document contains these structured prompts, while the back side includes a disclosure statement 

providing information on the QI initiative and informed consent for voluntary participation. The existing 

90-minute ‘door-to-floor’ period— the time from patient arrival to the intake department and unit 

admission— provided an opportunity to introduce the MHP, leveraging this waiting period to facilitate 

the collection of critical patient information without disrupting the efficiency of the existing workflow 

processes. The MHP was integrated into the standard patient intake forms upon arrival to the intake 

department. During the intake process, staff introduced the MHP alongside standard admission 

documents. Intake staff directed and assisted patients to complete the MHP in the waiting period prior 

to unit admission. Once completed, a copy of the MHP is made by the admitting nurse for placement in 

on the admitting unit’s report binder for use by staff throughout the patient’s hospitalization, while the 

original remains with the patient to serve as a reference for their care. 

Implementation of the MHP was integrated into the hospital’s intake process through 

collaboration with the intake team, which consists of seven registered nurses, two counselors, three 

mental health technicians, and 21 psychiatrists. The rollout of the MHP was overseen by the QI project 

lead, in collaboration with administrative staff and the patient intake team. To support successful 

implementation, a comprehensive training packet was developed and provided by the QI lead for all 

direct patient care staff (Appendix 4-5). Training materials included handouts explaining the purpose 

and benefits of the MHP, a standard operating procedure (SOP) for the intake department staff 

(Appendix 11), and a training flowsheet detailing proper usage of the MHP and workflow integration 

(Appendix 5). Additionally, five large poster boards were placed in each unit’s nurses’ station, providing 
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unit staff with an easily accessible visual reference of the training materials (Appendix 7). The 

development, training, and rollout of the MHP was overseen by the QI project lead.  

Study of the Interventions 

 The impact of the MHP implementation was evaluated using a pre- and post-survey design to 

evaluate changes in provider-patient communication, perceived utility, and ease of integration into 

clinical workflows. A pre-survey gathering baseline data was administered prior to implementation of 

the MHP (Appendix 10). A post-survey was conducted one month post-implementation (Appendix 11). 

Open-ended questions allowed participants to provide qualitative feedback on specific benefits, 

challenges, and recommendations for improving the tool’s efficacy. Additionally, stakeholders were 

asked whether they would support permanent adoption of the MHP within the intake department and 

its potential expansion to other units. The process of the interventions was structured to minimize 

external confounding variables, ensuring that observed improvements in communication could be 

reasonably linked to the implementation of the MHP.  

Measures 

 The evaluation of the MHP intervention utilized process and outcome measures to assess its 

implementation and impact on communication. The primary process measure was the percentage of 

daily admitting patients who completed the MHP during intake. To monitor the completeness and 

accuracy of data, the QI project lead tracked the number of MHPs completed and integrated into shift 

reports based on the number of daily admissions to the facility throughout the period of 

implementation. The primary outcome measure was the percentage of direct patient care staff 

reporting improved communication with patients post-implementation of the MHP, as measured by 

post-survey responses compared to baseline pre-survey data collection. To ensure the validity and 

reliability, pre- and post-surveys incorporated Likert-scale rating questions to quantify staff perceptions 

of the MHP’s effectiveness, ease of use, and relevance to patient care. The pre-survey captured baseline 
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expectations, while the post-survey measured outcomes after one month of implementation. Pre- and 

post-survey questions incorporated the use of open-ended responses to capture qualitative insights 

from stakeholders regarding the perceived benefits, limitations, and suggestions for refining the MHP. 

The QI project lead conducted ongoing contextual assessments through daily informal meetings with 

stakeholders during the period of implementation, which allowed for real-time refinements based on 

staff feedback. 

Analysis 

 The impact of the MHP was analyzed using both quantitative and qualitative methods to assess 

its impact on provider-patient communication, ease of use, and integration into existing clinical 

workflows. MHP completion rates were maintained daily by the QI project lead and tracked in a 

spreadsheet. Descriptive statistics, including mean scores and frequency distributions from Likert-scale 

responses, analyzed data from pre-surveys compared to post-surveys to identify shifts in staff-reported 

communication to determine whether changes were attributable to the intervention. To account for 

variation over time, pre-survey responses established a baseline, while post survey responses captured 

actual experiences after one month of MHP use. Open-ended survey responses underwent thematic 

analysis to identify recurring themes, such as perceived benefits, challenges, and suggestions for 

improvement. Informal meetings with staff facilitating the implementation of the MHP further 

contextualized the findings, allowing for an assessment of external factors that may have influenced 

implementation success or barriers. By integrating statistical comparisons with qualitative insights, the 

analysis provided a comprehensive understanding of the MHP’s impact, highlighting measurable 

improvements in communication while identifying areas for refinement to enhance long-term feasibility 

(Appendix 15-16).  
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Ethical Considerations 

This QI initiative prioritized ethical considerations to safeguard participant well-being and 

maintain trust. Transparent communication threaded through contextual elements to secure informed 

consent and clearly explain the MHP’s purpose, usage, and the participants’ right to opt-out of 

participation without compromising their care quality. Privacy and confidentiality was rigorously 

protected in accordance with HIPAA guidelines. MHP was data securely stored in the patient’s private 

health record, and access was limited to authorized personnel only. Data analysis excluded identifying 

information from completed MHPs and staff surveys to ensure complete confidentiality and anonymity 

in the data handling process.. Ongoing evaluation will be in place by the QI project lead to monitor the 

implementation’s impact, facilitating swift adjustments to address any unintended effects and ensure 

continuous ethical compliance. Ethical considerations will ensure that the MHP does not obstruct, but 

rather, enhances quality of care for patients. 

Results 

Implementation of this QI initiative followed a phased rollout informed by three PDSA cycles. 

The PDSA cycles involved the creation of the MHP, creating educational materials, holding 1-on-1 staff 

training sessions, distributing educational materials, and implementing the MHP into the standard 

operations of the intake process (Appendix 13). The MHP completion rate was 51% overall, marking 123 

MHPs completed out of 241 total admissions during the implementation cycle (Appendix 14). Initial 

completion inconsistencies improved with targeted staff training in real time, achieving 100% 

compliance on some days (Appendix 14). However, ongoing variability indicated the need for consistent 

adoption. Post-implementation survey results showed that 80% of staff found the MHP useful in their 

interactions with patients and felt it improved communication. 88% of respondents reported that the 

MHP was easy to integrate into their routine practice. Nearly all respondents (96%) supported 

permanent adoption of the MHP into their workflow (Appendix 16).  Qualitative feedback underscored 
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both strengths and areas for improvement. Staff perceived the MHP enhanced continuity of care, 

supported crisis management, and strengthened patient-provider rapport. Challenges included 

inconsistent patient engagement, limited utilization of the MHP beyond the intake department, and 

gaps in workflow integration. Suggestions for refinement included digitizing the MHP, expanding key 

sections, and securing broader buy-in from departments such as nursing and social work to promote 

sustained, organization-wide implementation (Appendix 15-16). Findings indicate that the MHP was 

widely regarded as an effective tool for enhancing provider-patient communication, feasible for routine 

use with targeted modifications, and positively received by staff—supporting its potential for broader, 

system-wide implementation and long-term integration into clinical practice. 

Summary 

This QI project successfully implemented the Mental Health Passport (MHP) to enhance 

provider-patient communication in an inpatient psychiatric setting. Findings indicated improved 

provider-reported communication effectiveness, aligning with the project’s rationale and specific aims. 

The intervention addressed identified communication gaps and was well-received by staff, who reported 

increased understanding of patient preferences and care needs. Key strengths included structured 

implementation, integration into workflows, and targeted staff training. These results support the 

feasibility of patient-held communication tools in psychiatric settings to enhance care coordination and 

provider-patient rapport. 

Interpretations 

The introduction of the MHP was associated with improved communication between providers 

and patients, reinforcing the importance of structured communication tools in psychiatric care. Post-

survey data indicated that staff found the MHP useful for understanding patient preferences, 

communication styles, and psychosocial needs. These findings align with prior studies demonstrating 

that patient-held communication tools improve provider engagement, care continuity, and patient 
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outcomes (Tuan Soh et al., 2022). Similar tools have been used in outpatient and long-term care 

settings, particularly in autism care, where communication passports enhance patient autonomy and 

reduce provider uncertainty (Jackson et al., 2024). This project demonstrated the adaptability of such 

tools to acute psychiatric settings, where high patient turnover and shift-based staffing often create 

barriers to effective communication. Staff training and engagement played a critical role in 

implementation success, though logistical challenges—such as time constraints and varying patient 

participation—affected completion rates. Contextual factors, including staff buy-in and existing hospital 

workflows, influenced the MHP’s adoption. While the intervention streamlined information-sharing, its 

direct impact on clinical outcomes such as length of stay was not measured. Additionally, 

implementation required resource allocation for staff training, but long-term sustainability depends on 

continued engagement and integration into standard care procedures. Despite these challenges, the 

MHP demonstrated potential as an effective tool for improving psychiatric care communication. Future 

initiatives should focus on expanding MHP use, refining the tool based on patient feedback, and 

incorporating additional metrics to assess the MHP’s long-term impact. 

Limitations 

This study's findings are constrained by its single-facility design, which limits generalizability and 

the ability to apply conclusions to broader settings. Additional limitations include potential response 

bias stemming from staff surveys, variability with individual staff application of training materials, and 

reliance on subjective outcome measures. Further, factors such as patient cognitive status, willingness 

to participate, staff shortages, hospital census fluctuations, and overall unit acuity were not 

systematically analyzed and likely introduced confounders affecting MHP completion rates and 

effectiveness. Although standardized training sessions and pre/post-surveys were implemented to 

mitigate these challenges, future initiatives should incorporate structured observational assessments, 

systematically collect patient feedback, and account for external influencing factors. Evaluating objective 
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clinical outcomes— such as patient satisfaction scores and the frequency of care related grievances— 

will further strengthen the evidence base. Together, these approaches would offer a more 

comprehensive validation of the MHP’s effectiveness and guide strategies for broader clinical 

integration. 

Conclusions 

This quality improvement project demonstrated the feasibility of implementing a structured, 

patient-held communication tool within an inpatient psychiatric setting. The Mental Health Passport 

(MHP) was associated with improved provider-reported communication and provided a standardized 

method for capturing patient preferences and psychosocial needs. Sustained integration will require 

ongoing staff trainings, increased institutional support, and routine evaluation. Next steps include 

refining the MHP based on stakeholder feedback and expanding its implementation across all hospital 

departments to support daily use by interdepartmental staff in guiding patient care interactions. 

Hospital-wide implementation of the MHP will embed a consistent communication framework into daily 

workflows, support patient-centered treatment planning, and strengthen interdisciplinary collaboration 

and continuity of care. 
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Appendix 1: Root Cause Analysis 
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Appendix 2: Mental Health Passport Front Page 
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Appendix 3: Mental Health Passport Back Page
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Appendix 4: Staff Education Flowsheet 
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Appendix 5: Staff Training Flowsheet 
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Appendix 6: Project Purpose Statement and Pre-Survey Link 
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Appendix 7: Educational Posterboard for Units 
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Appendix 8: Project Site Letter of Support #1 
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Appendix 9: Project Site Letter of Support #2 
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Appendix 10: Pre-Implementation Survey
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Appendix 11: Post-Implementation Survey 
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Appendix 12: Standard Operating Procedure
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Appendix 13: Project Timeline and PDSA Cycles 

 

PDSA Cycles 
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Appendix 14:  

Total Daily Admissions for February 2025

 

Trend Graph Visualizing MHP Completion Rates vs. Total Admissions for February 2025 
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Appendix 15: Pre-Survey Results
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Appendix 16: Post Survey Results
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