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Abstract

Objective: To identify the determinants of level and intensity of
psychosocial treatment activity among staff who deliver services
to the severely and mentally ill.

Methods: The study sample consisted of 769 treatment providers
working in 77 units in 29 VA mental health facilities. Level of

Introduction

Two fundamental transitions are currently under way in the
mental health sector that compel treatment organizations to
provide care in different ways and at different levels. First,

the psychosocial rehabilitation model of care (as opposed

psychosocial care was measured as the number of patient contactgy the medical model) is rapidly gaining prominence as an

and total hours spent in psychosocial care over a 1 week period. fficaci thod of treati tient d int ting th
Intensity of psychosocial care was measured as the average time_e Icacious method of treating pauents and integrating them

per patient contact. We used hierarchical linear modeling (HLM) Into the community:* This approach to care emphasizes
to examine the association between level and intensity of care andcase management, functional skill development and intensive

three categories of determinants—individual provider attributes, care planning, techniques that require a great deal of
work characteristics and treatment setting characteristics. individual time and attention from staff who treat patients.

Results Providers’ occupation is related to both the level and To th tent that patients with . tal il .
intensity of care. Providers with administrative responsibilities also ' © € éxtent that patients with serious mental 1iness require

have fewer patient contacts and lower intensity of such contacts. More attention to achieve acceptable levels of psychosocial
Providers who perceived their pay and benefits more positively functioning, such efforts are likely to require high levels of

had fewer patient contacts and less intensive patient contacts.psychosocial treatment intensity. At the same time, there

Positive relationships with patients and providers were also |49 heen a movement away from traditional, fee-for-service
associated with greater levels and intensity of psychosocial treatment

activity among providers. Finally, statistically significant differences relmbursement systems toward capitation and pthgr managed
in psychosocial treatment activity among units were identified Care practice:®* Mental health treatment organizations now
although such differences are not attributable to unit size, patientoperate under strong incentives to keep costs down and
cohort severity or unit workload. _ ~ productivity high if they are to gain financiall?7® This
Conclusions Level and intensity of psychosocial treatment activity a5 required treatment organizations to attend to issues of
vary systematically by individual attributes of providers, character- - . .

istics of the work they perform and attributes of the treatment gfﬂmengy and prpductlv!ty among treatmgnt staff, partlcqlarly
setting. These factors may provide the basis for designing IN Salaried practice settings where practitioner income is not
interventions to modify provider behavior in a manner consistent as dependent on outpit.

with emerging financial pressures and treatment modalities for the  Despite these potentially competing pressures to alter the
seriously mentally ill. Copyright] 1999 John Wiley & Sons, Ltd.  tyne and level of care provided by mental health treatment
staff, there is a general absence of understanding about the
‘production process’ of mental health treatment progréihis.

The few studies that exist have focused on describing how
staff spend their time by documenting work activities of
mental health professionals in genéfalclinical nurse
specialist§* and social workers employed in hospital set-
tings®® Although instructive, these studies are largely
descriptive and limited to specific types of provider, treatment
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to the chronically mentally ill. Results of the study are period of time. Intensity of psychosocial treatment activity
intended to identify those individual, work and treatment refers to the amount of time a staff member spends in
setting attributes that are most salient in determining each patient treatment contact. These dimensions may be
psychosocial treatment activity and thus, those that represennegatively correlated in that intensity of treatment activity

potential leverage points for changing such behavior. (spending more time with each patient) will often preclude
high levels of psychosocial treatment activity (seeing more
Conceptual Framework patients). Each of our three categories of treatment activity

predictors is discussed below in terms of its potential

Our focus in this paper is on psychosocial rehabilitation relationship to both the level and intensity of psychosocial
and the treatment activities associated with that mode of treatment activity.
care. Psychosocial rehabilitation has its roots in multiple
disciplines and professional domains, including psychiatry, |ndividual Provider Attributes
psychology, nursing, social work and occupational rehabili-
tation therapy, among othets.The goal of psychosocial Individual treatment providers bring to their work a variety
rehabilitation is not only to treat the symptoms of serious of experiences, roles and professional orientations that may
mental illness (SMI), but also other, non-clinical conse- influence their psychosocial treatment activity independent
quences of SMI. Psychosocial rehabilitation focuses on how of the work conditions or the treatment setting in which
disabilities and disadvantages affect the functioning of the work is performed. For example, recent evidence suggests
individual. Those who practice psychosocial rehabilitation that nursing personnel with different training, demographic
assume that decreases in symptoms do not necessarily leadttributes and education react very differently to working
to increases in functioning (and vice versa). Furthermore, conditions and that these conditions will in turn affect their
the transition from institutionalization to community-based intention to quit and actual quitting behaviSrBy extension
care and living requires individuals with SMI to develop we assert that treatment personnel may be predisposed to
skills different from those emphasized in institutional settings provide higher or lower levels of psychosocial treatment, or
or prevented from developing because of their illM€s¥ more or less intensive psychosocial treatment as a function

Psychosocial treatment activities usually involve the of their training (occupation), what roles they are assigned
patient directly, as in therapy sessions, but may also usein the treatment setting and the amount of experience they
more indirect methods such as case management and carpossess in the organization. For example, because of the
planning. In particular, we consider scheduled treatment emphasis on developing social and functional skills (as
activities provided for a patient, as planned and recorded opposed to psychotherapy), a psychiatrist might be expected
by the multi-disciplinary treatment team. Specifically, these to spend less time with any one patient (less intensive
activities may fall under several categories, including treatment) under the psychosocial rehabilitation model, but
direct patient care (e.g., psychotherapeutic interventions,registered nurses may spend more time with individual
psychosocial skill building and development, behavioral patients as they help them to develop functional skills.
interventions and biological/psychological interventions such Similarly, a staff member whose role includes administrative
as relaxation and movement therapy); diagnosis, evaluationduties might spend less time and have fewer contacts with
and treatment planning; brokerage, linkage and advocacy;patients than one whose role is defined as 100% patient
discharge planning and placement; liaison with family and care. Finally, more experienced treatment staff may have
community and leisure activities. Because they are not developed more efficient routines over time to allow them
considered psychosocial rehabilitation, we exclude from to spend more time caring for patients (as opposed to other
psychosocial treatment care related to activities of daily duties). We anticipate that individual attributes of providers
living (e.g. bathing, dressing, feeding), diagnosing and will affect level and intensity of psychosocial treatment
treating physical conditions, administration of medication, activity independently of work conditions or contextual
spontaneous interventions that may occur throughout thefeatures of the treatment setting.
day and non-treatment activity.

Psychosocial treatment activity may be influenced by a \Work Characteristics
number of factors, ranging through the context in which
care is provided, characteristics of the work itself or personal There is considerable evidence in the economic, industrial
attributes of the staff member. Rather than focusing on one psychology and industrial engineering literatures that con-
type of determinant (e.g. financial incentives) we propose ditions under which work is performed will affect how work
a multidimensional model that assumes that potential is performed. There is, for example, strong evidence to
determinants of treatment activity are complex and emanatesuggest that reward systems based on piece work, task
from multiple sources. Further, treatment activity itself can specialization and close supervisory control relate to increased
be conceptualized and measured in different ways. We focusemployee productivity? However, because mental health
in this paper on two dimensions of psychosocial treatment delivery is both multidisciplinary and technologically less
activity: (i) level of activity (productivity) and (ii) intensity  precise than manufacturing, findings from other types of
of activity. Level of activity is defined as the amount of organization may not apply. We adopt the perspective of
psychosocial care a staff member provides over a definedexamining dimensions of an individual’'s work conditions
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(e.g. workload, hazards, pay and rewards) that are specific tocenters. As part of the evaluation of the LTMHEP, we
mental health delivery and their relationship to psychosocial conducted an assessment of both patients and staff in large
treatment activity. We assume that such conditions are number of units in the 29 VA hospitals. Both inpatient and
experienced differently by individuals rather than rep- outpatient units were eligible for inclusion in the study
resenting universal effects, and that some characteristics ofgroup if they met the following conditions: (i) 50% or more
work will be more important than others in terms of their of the patients treated by the unit were diagnosed with a
salience on level and intensity of psychosocial treatment psychosis (e.g. schizophrenia, major mood disorder or
activity. Six dimensions of work are considered: (i) the dementia) and (ii) there was documented evidence of those
degree to which a treatment staff member has positive patients suffering from psychosis having a cumulative length
professional relationships with patients, (i) the degree to of stay in a VA psychiatric unit of at least 150 days in the
which a treatment staff member has positive working past year, or five or more admissions to VA psychiatric
relationships with co-workers, (iii) appropriateness/fairness units. These criteria were applied to identify those units
of job related pay and rewards, (iv) level of job-related whose patients were predominantly the seriously mentally
physical hazards, (v) how well roles and expectations for ill (SMI). Both inpatient and outpatient units were considered
the treatment staff member's job are defined and (vi) the under these criteria without regard to size of unit.

degree to which workload precludes effective delivery of

psychosocial treatment. In general, we anticipate that positiveSamp|e

relationships with patients and co-workers will result in

greater patient contact, as will perceptions of fairness of The primary sample for this investigation was 769 treatment
pay and rewards and the clarity of treatment staff's roles staff responsible for delivering care to patients with serious
and expectations. Conversely, the level of job-related physicalmental illness (SMI) in 29 VA mental health facilities. From
hazards and a heavy workload will be inversely related to the 29 facilities, 77 inpatient and outpatient units delivering

level and intensity of psychosocial care contact. such care were selected for inclusion in the study based on
the following criteria: (i) patient mix, (ii) funding under a
Treatment Setting Characteristics special VA long-term mental health enhancement program

and (iii) achieving a balance of treatment staff representation
Beyond the effects of individual attributes and work between inpatient and outpatient units. Within the 77 units
characteristics on psychosocial treatment activity, we hypoth- chosen for study, all treatment staff were sampled. Treatment
esize that the context in which treatment work is performed staff included those individuals who provided some form
will independently influence such activity. A provider's of direct patient care to patients in those units. These
immediate work environment structures the rate, processesstaff included psychiatrists, psychologists, social workers,
and content of interactions with other providers and with recreational therapists, occupational therapists, nurses, nur-
patients, collectively referred to as the demands of &are. ses’ aides and nursing assistants.
Context, in other words, regulates what individual providers
do in the course of their day to day activity. The study Data Sources
examines three potentially important contextual attributes of
the treatment setting—unit size, functional status of patient Data employed in this study were obtained from multiple
cohort and unit workload. For example, treating groups of sources and collected under the auspices of the VA’s Serious
poorly functioning patients may lower levels but raise Mental lliness Treatment Research and Evaluation Center
intensity of psychosocial treatment activity. Such patients (SMITREC). The primary instrument for collecting psychoso-
require more individualized attention, which may preclude cial treatment activity data was the patient contact survey.

providers from seeing a greater number of patients. 944 out of the 1117 treatment staff assigned to the 77
sample patient care units completed this encounter-based

Methods instrument. The survey was completed in sample units over
a 1 week period in April 1994. This period was assumed

Study Setting to be long enough to capture variation in the work patterns

of treatment staff, yet short enough to ensure accurate
This analysis was conducted as part of a larger study, whoserecording and a high response rate. Treatment staff were
purpose was to evaluate the US Department of Veterans'asked to record all patient contacts that conformed to our
Affairs (VA) Long-Term Mental Health Enhancement Pro- definition of psychosocial treatment activity during that
gram (LTMHEP). The goal of the LTMHEP was to improve period including the length, type, location and content of
the quality of psychosocial and medical care in the VA’'s the contact. SMITREC staff performed data entry and
29 long-term neuropsychiatric hospitals. These hospitals aremeasurement development using contact information. Sur-
distributed across the United States and their primary missionveys were considered usable if the respondent reported at
is to provide long-term psychiatric care to veterans with least one patient contact during the reporting period and
mental illness. These facilities are similar in size, location confined patient contacts to one patient care unit. This
(all located in rural or suburban areas) and services (bothresulted in a final usable sample from the patient contact
inpatient and outpatient); none are part of academic medicalsurvey of 916 providers.
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The second source of data for the study was the staff
Job Satisfaction Survey (JSS). This survey was administered
to all treatment staff in 129 treatment units (including the
sample units) in 1994 and 1995. The JSS survey adminis-
tration was lagged by 4 months to the patient contact survey
in order to strengthen assumptions of causality between
independent and dependent variables. The survey contained (ji)
items related to perceptions of working conditions, treatment
team relations, job satisfaction and respondent demographics.
This survey received a response rate of 97%.

Administrative databases were used to capture information
on type of unit, functional status of patients in a unit and
FTE assignment of staff members to a unit. Data from all
sources were merged on a special provider code. The final,
usable sample was 769 treatment staff (an overall patient
contact survey response rate of 69%).

Measures

Psychosocial treatment activityvas captured by three
measures. The first, number of patient contacts, was a simple
count of all psychosocial treatment encounters by a staff
member over the one-week recording period, regardless of (iii)
the type, location or nature of the contact. Multiple contacts
with the same patients were recorded as separate contacts
for purposes of constructing this measure. The second
measure, number of psychosocial care hours, was computed
as the total time consumed by all psychosocial care contacts
during the reporting period. These two measures assessed
level of psychosocial treatment activity. The third measure
captured intensity of psychosocial care contacts and was
computed as the average length of all contacts over the
reporting period. Because the empirical distributions of these
measures were not normal, a natural log transformation
was taken. Visual inspections of the distributions of the
transformed variables suggest that all three more closely
approximate normal distributions. Our measures of psychoso-
cial treatment activity conform to the standard of service
output used by other investigatdfé—the amount of direct
services provided, expressed either in hours or number of
patients served.

(i) Individual Provider CharacteristicsFive individual-
level variables were included in the model as
predictors of level of psychosocial treatment activity:
full time equivalent assignment to unit, administrative
responsibility, tenure in the VA facility, occupation
and gender. FTE assignment was measured as the
proportion of time the treatment staff member
was assigned to the focal unit. Administrative
responsibility was a categorical variable (0/1) that
identified whether or not a treatment staff member
had administrative responsibilities in the focal unit.
VA tenure was measured as the number of years
and fraction thereof that the staff member had been
working at his/her current VA facility. Gender was
coded as 1= male, 0= female. Finally, occupation

the following occupations: psychiatrist, psychologist,
social worker, registered nurse, occupational and
recreational therapists, LPNs/nurses’ aides and other.
Because LPN/nurses’ aides represented the largest
occupational group, they were used as the reference
category in the regression models.

Work Characteristicavere measured by six, multi-
item scales that captured different dimensions of
treatment staff working conditions: relationships with
patients, relationships with co-workers, workload,
pay and rewards, physical hazards and role clarity.
These scales were derived from multiple items in
the JSS survey, using principal components factor
analysis and reliability assessments of the resulting
factors. All scales achieved a Cronbachs’ reliability
coefficient of .70 or higher. Scales were computed
as the average score across all items in the scale.
Items were coded on a 1-7 agree—disagree continuum.
Some items were reverse coded so that high scale
scores reflect more positive perceptions of a particular
work characteristic. Scale items are presented in
the Appendix.

Treatment Setting Characteristic¥hree unit level
characteristics were measured: unit workload, unit
size and unit case-mix severity. Unit size was the
number of treatment staff assigned to the unit at the
time of the JSS was administered. Because our
sample contained relatively few part-time staff, we
did not weight them differently from full time staff

in calculating unit size.

Unit case-mix severity was based on functional
ability of the patient cohort in each unit. Functional
ability represents the average level of psychological,
social and occupational functioning of patients treated
in the unit. It was measured as the weighted mean
of the proportion of patients on the unit who were
in each of five categories of the Global Assessment
of Functioning Scale (GAF). Higher scores indicate
less severe impairment of the patient colfbrt.
Although some have expressed concerns regarding
the reliability of the GAF for evaluating individual
patients?® our use of the scale as the basis for
characterizing a group of patients may reduce
sensitivity to any unreliable assessments.

Unit workload was based on the average daily
census (for inpatient units) or the number of outpatient
visits (for outpatient programs) during a randomly
selected week in April 1994. To standardize the
measure for both inpatient and outpatient units, we
created separaté-scores for the two types of unit.
Thus the workload measure represents a unit's
deviation from the mean workload for all units of
similar type.

Descriptive statistics and separate correlation matrixes for
the measures of individual-level characteristics and unit-

was coded as a series of dummy variables representinglevel characteristics are presentedTiable 1.
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Analyses when the slopes were allowed to vary randomly.* We
elected therefore to pursue random intercept, fixed slope

Our conceptual model explains provider level of activiy Multilevel models. _ S

using predictors at two different levels of analysis— Results of _the final multilevel model_ using flx_ed_slopes
individual staff member and treatment setting or program. &nd random intercepts are presentedTable 2. Findings
These attributes are structured hierarchically because individ-for €ach dependent variable are discussed separately.

ual treatment staff work within units or programs, and unit ]

or program characteristics were assumed to affect treatmenfNUmber of Patient Contacts

staff of the unit similarly. Conventional analytic approaches .

such as assigning the same unit value to all treatment staff\umber of patient contacts reflects the frequency of
in that unit are inappropriate because they do not accountPsychosocial treatment interactions with patients on a unit
for the lack of independence among observations in a given©’ Program by a staff member. None of the unit level
unit?%27 This situation requires a multivariate analytic predictors was significantly related to the dependent variable.

technique capable of accounting for the multilevel structure Five individual provider attributes emerged as significant
of the data in determining regression coefficients and predictors of number of patient contacts. As expected, the
standard errors. higher the provider’'s FTE assignment to the unit, the greater

We used hierarchical linear modeling (HLM) to examine theé number of patient contacts. In other words, more time
the effects of unit-level and provider-level predictors on SPeNt on the unit by the provider translates into more
level of psychosocial treatment activity. This procedure CONtacts with patients. Results also indicated a negative and
adjusts for varying unit-level characteristics by appropriately S|gn|f|cant coefficient for gdm|n|§trat|ve .rgspop5|b|llt.y. Those
separating out within-unit variance from between-unit vari- Providers who hold administrative positions in their unit or
ance?®2° Specifically, the first stage of the analysis estimates Program engage in fewer patient contacts than their colleagues
the within-unit parameters. These parameters can be randonf?N0 do not hold such positions. Several differences in
(allowed to vary randomly across units) or fixed (set as Number of patient contacts were found by occupational
controls with no parameter variance across units). At the category. Relative to LPNs/nurses aides, psychiatrists, social
second stage, only between-unit variation in the random workers and registered nurses had significantly more patient
parameters is analyzed. The final stage involves examiningCO”taCtS during the observation period, controlling for all
the explanatory power of between-unit variables on the other individual and unit level variables. No statistically

within-unit random parameters (intercepts and slopes) pro- significant association between organizational tenure or
duced as part of the first stage analysis. gender and number of contacts was observed. The model

explained 12% of the variance in the dependent variable.
Three of the six measures of work characteristics were
Results significantly associated with number of patient contacts. As
expected, the more positive the provider’s relationship with
Descriptive analysis indicates considerable variation in co-workers and the more positive his/her relationship with
psychosocial treatment activity among our sample of pro- patients, the greater the number of patient contacts. Contrary
viders. They averaged 21 patient contacts over the reportingto expectations, however, greater pay and rewards was
period (SD= 18). The minimum number of contact was 1 significantly and negatively related to number of patient
and the maximum was 113. Total psychosocial treatment contacts, indicating that providers who perceived themselves
hours displayed similar variation. Sample members provided to be well paid and appropriately recognized and rewarded
an average of 10 hours of psychosocial treatment (SD for their work engaged in fewer patient contacts than their
8.3) with a minimum of 0.25 and a maximum of 60 hours. colleagues who felt less positively about pay and rewards.
Finally, average length of treatment was 40 minutes SD Role clarity, physical hazards and workload were not
0.75) with a minimum of 12 minutes and a maximum of significantly associated with number of patient contacts.
7.5 hours. Because our measure of patient contacts includes multiple
The intraclass correlation indicates that a significant contacts with the same patient, a case could be made that
proportion of the variance in psychosocial treatment activity this inflates the level of activity of a provider and may
occurs across units. This finding holds for all three dependentrepresent a qualitatively different type of activity than a
variables. The percent between unit variance was 20.3% formeasure based on unique patient contacts. To explore this
total patient care hours, 28.4% for average length of patient possibility we ran the same model using the lognormal
contacts and 21.3% for total humber of patient contacts. transformation of number of unique contacts as the dependent
These results support the use of HLM in order to adequately
control for the effects of membership in a unit or program ———— _ .y _

. .. *The amount of total time that psychiatrists and registered nurses spend
on the dependent variable, and to assess the effects of unltT/vith clients varied significantly across units, as did the average length of
level variables on level of psychosocial treatment activity. time per contact for therapists and other occupations. However, the main
Although results of the first stage analysis revealed significant effects of these occupational groups became non-significant when these

. . . occupational group slopes were allowed to vary randomly across groups.
SIOpe variance for several of the mdependent variables, theThis pattern of findings suggests the need for further exploration of
associated fixed effects of these variables were not significantoccupational group slope variance by units.

158 J. A. ALEXANDER ET AL

Copyright[ 1999 John Wiley & Sons, Ltd. J. Mental Health Policy Econ2, 153-162 (1999)



Table 2. Final hierarchical linear model: the effects of unit and individual-level variables on level and intensity of psychosocial treatment

Predictor variable Natural log of number of Natural log of patient care Natural log of average

patient contacts hours length of patient contacts
Effect SE Effect SE Effect SE

Overall intercept 2.398** 0.279 1.626** 0.266 -0.688** 0.193
Treatment setting characteristics

Severity of illness (GAF mean) 0.006 0.005 0.010 0.005 0.005 0.004

Standardized workload measure 0.051 0.064 0.100 0.061 0.071 0.044

Unit size 0.003 0.010 -0.005 0.010 -0.011 0.007
Work characteristics

Relationships with patients scale 0.093* 0.041 0.040 0.041 -0.042 0.025

Relationships with co-workers scale 0.069* 0.036 0.041 0.037 -0.051* 0.022

Workload scale 0.024 0.029 0.007 0.029 -0.023 0.018

Pay & rewards scale —0.061* 0.029 —0.069* 0.029 —-0.003 0.018

Hazards scale 0.004 0.031 -0.006 0.031 -0.004 0.019

Role clarity & expectations scale -0.073 0.041 -0.021 0.041 0.069** 0.025
Individual attributes

FTE of respondent 1.154** 0.171 1.298** 0.174 0.258** 0.106

Administrative responsibility (& yes) -0.250* 0.107 —-0.386** 0.109 -0.141* 0.066

Tenure in VA medical center (years) 0.004 0.004 0.004 0.004 0.002 0.003

Sex of respondent (¥ male) 0.018 0.072 0.036 0.073 -0.001 0.045

Psychiatrist 0.705** 0.193 0.379* 0.196 -0.403** 0.119

Psychologist 0.205 0.232 0.420 0.236 0.234 0.143

Social worker 0.668** 0.148 0.610** 0.151 -0.109 0.092

Registered nurse 0.198* 0.091 0.054 0.092 -0.197** 0.056

Occ. rec. & phys. therapist 0.249 0.146 0.697** 0.149 0.568** 0.090

Other occupation 0.154 0.163 0.255 0.165 0.089 0.101
Model summary

% of variance explained by final model 12.000 19.000 24.000

Note LPNs and nurses’ aides constitute the occupation reference group.
*p < 0.05. *p < 0.01.

variable. Results (available from authors) were identical to displayed no association with number of psychosocial care
the original model except that administrative responsibility hours provided when all other individual provider and work
and registered nurses were no longer significant. characteristics were controlled.

Only one of the six measures of work characteristics was
significantly related to number of psychosocial care hours
provided. As in the first model, pay and rewards was
Examination of total number of psychosocial care hours negatively and significantly associated with the dependent
allows for the possibility that, although patient contact variable. Thus, positive pay and rewards experienced by
interactions may be relatively low, time spent in psychosocial treatment staff members are associated with a lower number
care overall may be high. Findings from the HLM model of psychosocial care hours than their colleagues who
predicting number of psychosocial care hours generally experience less satisfactory pay and rewards.
paralleled those of the number of patient contacts model,
particularly for the effects of the individual provider attributes Average Length of Contact
and unit level variables. Specifically, FTE assignment
was positively related, and administrative responsibility Average length of contact is a measure of intensity or depth
negatively related to number of psychosocial care hours. of patient contact interactions. The longer the contact, the
Psychiatrists, occupational and recreational and physicalmore intense the provider’s interaction with the patient.
therapists and social workers, relative to LPNs/aides, provideFindings from this model again indicate no effects of the
more psychosocial care hours. Registered nurses did nothree unit level variables on the dependent variable. FTE
differ significantly from LPNs/aides in the number of assignment has a positive and significant effect on average
psychosocial care hours provided. Overall, the model length of contact and administrative role has a negative
accounted for 19% of the explained variance in treatment effect on this dependent variable. Psychiatrists and registered
hours. nurses (relative to LPNs/aides) have shorter average contacts

As in the previous model, the unit-level predictors with patients. Occupational and recreational therapists,

Total Psychosocial Care Hours
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by contrast, exhibit longer average patient contacts thanacross units. In other words, these occupational groups
LPNs/aides. No differences in average length of patient provide higher levels of psychosocial treatment activity on
contact were found between LPNs/aides, on the one handsome units than they do on others. Understanding why this
and psychologists and social workers, on the other. is the case warrants further examination. The finding that
Two work characteristics displayed a statistically signifi- psychiatrists, occupational and recreational and physical
cant relationship with the dependent variable. In contrast to therapists and social workers spend more hours providing
model 1, which predicted number of patient contacts, psychosocial care compared to nurses and vocational nurses
relationship with co-workers displayed a negative and appears, at first, to be counter-intuitive. However, our
significant association with average length of patient contacts.definition of psychosocial rehabilitation does not include
That is, the more positive relationships with coworkers the purely custodial activities, which may account for these
shorter the average length of contact. Role clarity was differences. However, to the extent that activities of daily
positively and significantly related to average length of living consist of skills development, they are classified
patient contacts. In other words, staff who experience high under case management and are considered an element of
levels of role clarity and expectations in their jobs tend to psychosocial rehabilitation.
engage in more intensive psychosocial care contacts than A key finding of this study is that work and job conditions
those whose work roles are less well defined. The model make a difference for both level and intensity of psychosocial
accounted for 24% of the variance in average length care, even controlling for all other treatment setting and

of contact. individual attributes. Regardless of whether the provider is
a psychiatrist, social worker, registered nurse or nursing
Discussion assistant, the conditions under which psychosocial care work

is performed affect level and intensity of care independently.

Five findings from this study are of particular relevance. Somewhat surprisingly, the characteristics associated with
First, occupation of the provider is consistently related to the ‘demands’ of work apparently exercise little impact on
both the level and intensity of care provided. Different types the level and intensity of care. For example, neither
of provider engage in different levels of care, even controlling perceptions of workload nor physical hazards encountered
for work characteristics, treatment setting characteristics andon the job influence these two dependent variables. Similarly,
other individual attributes. Second, the assignment of objective measures of workload and severity of illness
administrative responsibilities to treatment staff, over and among the patient cohorts in a treatment setting did not
above their patient care duties is associated with fewer influence level or intensity of care provided. These findings
patient contacts and lower intensity of such contacts. Third, are important insofar as they suggest that treatment staff
treatment staff who view their pay and benefits more have the ability to work around or through such externally
negatively tend to have more frequent patient contacts andimposed demands on their time. More important are factors
to spend more time in psychosocial care. Fourth, demandsthat define role expectations and the relationships between
of patient care work (e.g. work hazards and workload) staff and patients on the one hand or staff and co-workers
exercise less influence on level and intensity of psychosocialon the other. These relationship factors tend to speak to the
care than factors that define expectations of providers jobsimportance of the coordination of care required under the
and the relationships between providers and other staff andpsychosocial rehabilitation model and the importance of
patients. Fifth, significant differences in level and intensity intrinsic satisfaction in the work setting as a factor explaining
of psychosocial treatment activity exist among treatment level and intensity of care.
settings, although such differences are not well explained The inverse relationship between providers’ positive
by case mix, workload or unit size. perceptions of pay and benefits and level of patient care

Occupation was found to be a significant predictor of all activity was unexpected and runs counter to recent research
three measures of level and intensity of psychosocial care.that suggests that more satisfied employees are more
This pattern of findings suggests that different roles operateproductive3* Two explanations for this counter-intuitive
in the delivery of care under the psychosocial rehabilitation finding are offered. First, providers who are dissatisfied with
model®® Each discipline contributes to psychosocial care in their pay and benefits may work more in the hope that
different ways and, therefore, should be subject to different increasing their productivity will be recognized and rewarded.
standards of productivity. In the context of increasing Alternatively, productive providers who feel they are not
pressures imposed by managed care and the psychosociadequately rewarded may see themselves as relatively
rehabilitation model, the question may not be whether deprived. That is, providers who spend long hours in
different members of the treatment staff provide different providing care to their patients may feel that the rewards
levels and intensity of care to their patients but the extent they are receiving are inadequate relative to their efforts,
to which variation in these psychosocial treatment behaviors especially when compared to their colleagues. The converse
exist within a particular occupational category (e.g. RNs, is also possible: staff spending more time in supervision
social workers). Indeed, the significant slope variance we and administrative activities have greater pay and rewards
found reveals that several occupational groups (psychiatrists,and, by virtue of their positions, reduced time for direct
RNs, therapists and other occupational groups) engage incontact with patients. To explore this line of argument we
different levels and intensity of psychosocial treatment reran the models to include all possible interaction terms
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between pay and rewards, and our six occupational categories. A potential limitation of our study relates to our inability
Significant interaction effects would suggest that particular to assess patient severity differences by individual provider.
occupations are more or less sensitive to pay and rewardsTo the extent that the severity of patients treated by different
as a motivator for level of activity. Results of these analyses providers within a unit varies, we may not have appropriately
(available from the authors) produced only one significant adjusted for patient severity in our assessment of psychosocial
finding among the 18 interaction terms examined. The treatment activity. Several factors, however, militate against
interaction of social workers with pay and rewards was this possibility. First all units in the sample were selected
positively related to average length of patient contacts. on the basis of their case mix—each unit treats patients

Although the treatment setting variables in our model suffering predominantly from SMI, thus providing a relatively
(e.g. unit size, unit workload) were not statistically significant homogeneous patient population. Second, psychosocial treat-
predictors of level or intensity of psychosocial care, HLM ment on the sample units is provided via a multidisciplinary
results did indicate significant differences in all three treatment team. This team based approach to care, by
dependent variables across units. This means that there aréefinition, is designed to allow specialists in different facets
unmeasured attributes specific to the treatment settings thabf care to coordinate and plan treatment for the entire group
affect the level and intensity of psychosocial treatment of patients for which it is responsible. Each team member
activity provided by treatment staff in those units. Future specialist provides services to all patients requiring those
research should examine characteristics such as unit cultureservices, not a select cohort. While it is clearly the case
treatment philosophy, leadership or interorganizational that treatment intensity will vary by the type of service
dependence as factors that might influence the level andprovided, we have controlled for occupation to account
intensity of psychosocial treatment provided by individual for this.
providers32-34 A second limitation of the study is that our measures

The association among our three measures of level andfocus on level and intensity of activity and do not consider
intensity of care also has implications for how work is the quality of psychosocial treatment encounters between
organized in treatment settings in order to maximize treatment staff and patients. This question of quality of care
productivity and intensity of care under the psychosocial undoubtedly will surface in policy discussions related to
rehabilitation model. As expected, the association betweencost savings and staff productivity. In order to address the
number of patient contacts and total psychosocial care hoursquality issue, future research should consider using methods
is strongly and positively correlated at= 0.68. Somewhat such as audio or videotapes of sample provider—patient
unexpectedly, however, number of patient contacts andinteractions to supplement the methods used in the current
average length of contacts are only modestly associated ( study.
= -0.15). This suggests that there is not a tradeoff between To what extent can these findings be generalized inter-
intensity of care and level of care provided in long term nationally? In most countries outside of the USA, mental
treatment settings. In fact, both number of patient contacts health services are financed or delivered (or both) in the
and intensity of contacts appear to be driven by the total public sector. Canada and the United Kingdom are two
amount of time providers spend in psychosocial care. examples of publicly financed and delivered health systems
Treatment organizations need to address issues of reducingn the Wesg® Countries in Asia (e.g. Taiwan and China)
non-treatment responsibilities on treatment staff to allow also have public mental health systems. Thus, a study of
them to maximize the time they have available to engage hospitals run by the US Veteran’s Administration is relevant
in care. This interpretation is further supported by our results in that care is both financed and delivered in the public
that administrative responsibilities of treatment staff result sector. Further, while most veterans are male, the staffs
in reduced levels of patient contact and lower intensity of care. providing their care are not. Finally, as concerns over
Strategies to effect this change might include centralizing cost containment grow, care systems domestically and
administrative functions within the treatment setting so that internationally will face questions about the compatibility
administration becomes a full time activity. Under this of treatment strategies such as psychosocial rehabilitation
scenario, administrators would be freed of potentially and increasing pressures for productivity. Such conflicts are
conflicting care demands, just as caregivers would be especially likely in publicly sponsored delivery systems
freed of conflicting administrative responsibilities. Finally, where providers are removed from direct market pressures.
improving coordination among providers within and across
treatment units would increase treatment staff access to theAppendix. Work Characteristics Scales
resources, personnel and facilities necessary to effectively
apply the psychosocial rehabilitation model. Level and
intensity of care apparently are not mutually inconsistent (8) ~ The work that | do with patients is not very rewarding.
ends. Concerns about standards of psychosocial treatmen In my job I often get to see patients improve.

. . . C) It is professionally stimulating to work with my patients.
being reduced due to pressures to increase productivity (or(d) | enjoy working with the kinds of patients | work with.
level of care) may be exaggerated. To the extent that work(e) My patients appreciate my efforts.
conditions can be improved and providers enabled to spend(f)  This job provides a challenging mix of patient diagnoses

(1) Relations with patients:

more of their time in psychosocial treatment, both goals and problems.
might be realized. (2) Relations with co-workers.
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(@) The people | work with take a personal interest in me. 10.
(b) My co-workers appreciate my efforts.
(c) The people | work with are excellent mental health pro-
fessionals.
(d) | have a strong feeling of trust in the people | work with.
(e) My co-workers have a strong interest in helping their patients.
(3) Workload:
(a) I have so many patients that | cannot give each one the 13.
care he/she needs.
(b) The amount of paperwork | have to do interferes with
patient care.
(c) There is never enough time to get my work done. 15
(d) | have too much work to do everything well. '
(4) Job hazards: 18,
(@) My job is physically demanding.
(b) My job often exposes me to hazardous conditions (e.g. 17-
assault by a patient).
(c) The physical work involved in my job (e.g. lifting patients) 18
exposes me to potential injury. :
(5) Pay and rewards: 19.
(@) Compared to others in my field who do not work for the
VA, | am paid quite well. 20.
(b) | am not rewarded fairly considering my education and training.
(c) The fringe benefits on this job are good.
(d) Given the amount of work | do, my pay is too low. 2L
(e) | am rewarded fairly considering the responsibilities that 29
| have. '
(6) Role clarity and expectations 23
(@) I have enough authority to do my job.
(b) On my job, taks and responsibilities are clearly defined.
(c) This job gives me considerable opportunity for independence 24.
and freedom in how | treat my patients.
(d) Most of the time | know what to do on my job. o5
26.
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