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ABSTRACT 

This study described patient and staff perceptions 

of a unit treatment environment as it currently exists and 

as respondents believe it ideally should exist. Respondents 

included staff and adult patients associated with a 31-bed 

acute care psychiatric unit at a large V. A. medical center 

in the southwest. Comparison of results obtained on the Real 

and Ideal forms of Moos Ward Atmosphere Scale provided an 

informative baseline assessment of an existant treatment 

milieu which had recently undergone multiple program 

changes. Descriptive findings from the study reflect the 

unique characteristics of the specific setting, and cannot 

be generalized to other treatment settings. 
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CHAPTER 1 

INTRODUCTION 

Historically, the emphasis in assessment oC 

psychiatric treatment has shifted from one that assumes 

psychopathology exists entirely within the individual to one 

which examines the psychiatric patient in relation to his 

environment. The shift resulted from clinical observations 

that an individual's responses vary in different treatment 

environments. The first documented evidence that treatment 

environments had critical impact on patient and staff 

behaviors can be traced back as far as 1792, when Dr. 

Philippe Pinel removed the chains and shackles from violent 

inmates in two Paris insane asylums (Pinel, 1806). He noted 

that patients calmed down once they were free to move 

around. He pointed out that violence was a normal reaction 

to being chained, and his "moral treatment" therapy modality 

was based on the assumption that a tolerant, accepting, 

humanitarian environment influenced treatment of insanity. 

Approximately 150 years later, Stanton and Schwartz 

(1954) similarly described how treatment environments had a 

critical impact on the behaviors of its patients and staff. 

Through detailed observations and descriptions, they 

1 
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reported that a patient exhibiting manic excitement 

frequently was excited by disagreement between two staff 

members. When the disagreement was settled, the patient's 

manic excitement subsided. Stanton and Schwartz concluded 

that the "environment may cause a symptom" (p. 343). 

The decade of the 1960's was a turning point for the 

treatment of the mentally ill. In 1963, President Kennedy's 

call for a new approach to psychiatric disorders prompted 

the development of community mental health centers. These 

centers offered programs in short-term in-patient 

hospitalization, partial hospitalization, outpatient 

therapy, emergency psychiatric care, and consultation or 

education for professionals. Community mental health centers 

played a major role in bringing about a decline of patient 

populations in state and county mental hospitals and 

provided settings which stimulated research on the impact of 

the treatment environment (Coleman, Butcher, & Carson, 

1976). 

Numerous naturalistic and descriptive studies of 

treatment environments in the 1960's supported the basic 

concept that the environment was of critical import to 

psychiatric treatment. These studies (to be outlined in the 

review of literature) were the impetus for the development 

of objective and subjective scales to measure the 

relationship between environment and treatment outcome. 
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Moos (1974), a well-known researcher in this topic 

area, concluded that a scale based upon both subjective 

perceptual methodology and objective ecological methodology 

was essential for accurate assessment of a treatment 

environment. The Ward Atmosphere Scale (WAS) (Moos, 1974) 

was developed specifically for that purpose. Through a 

series of studies, Moos concluded that information about 

patients' and staff perception of the ward environment was 

valuable in the shaping of a therapeutic treatment milieu. 

He maintained that assessment of a psychiatric ward's 

environmental contingencies provided important information 

for evaluation and subsequent program change. He 

specifically emphasized the role of participant perception 

in description of the relationship between environment and 

treatment outcome. 

The concept that environmental influences have a 

major impact on psychiatric treatment continues to be 

heavily documented in the literature (Ellsworth, R., 

Maroney, R., Klett, W., Gordon, H., & Gunn, R., 1971; 

Jackson, 1969; Moos, 1974). Although the techniques for 

environmental assessment may vary widely, it is generally 

accepted that some type of environmental assessment is 

essential for formative and summative evaluation of a 

treatment program. 
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Statement of the Purpose 

The purpose of this study was twofold: 1) to compare 

patient perceptions of real versus ideal treatment 

environments, and 2) to compare staff perceptions of the 

same environmental measures. The study addressed the 

following research questions for patients and staff who 

interact with one another on the same psychiatric unit: 

1. What are perceived staff differences between an 

in-patient treatment environment as it presently 

exists and an ideal treatment environment? 

2. What are perceived patient differences between an 

in-patient treatment environment as it presently 

exists and an ideal treatment environment? 

Rationale 

Until December 1981, the treatment program to be 

evaluated lacked a defined program structure within the 

hospital environment. There were very few scheduled patient 

activities and virtually no regularly scheduled group 

therapy sessions. In December 1981, the nursing and medical 

staff on the unit identified the need for more program 

structure to include various therapeutic activities. From 

January 1982 to June 1982, the staff worked to develop a 

treatment program that involved all levels of personnel, 

i.e., support service personnel involved in direct patient 

care (dietary, occupational therapy, etc.), medical staff, 
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nursing staff, and patients. On June 21, 1982, the newly 

developed interdisciplinary treatment program was 

instituted. 

The changes in the unit's multi-faceted program 

involved: (1) change in the roles and responsibilities of 

the nursing staff; (2) addition of a recreational therapist 

to the staff; (3) revision and clarification of unit rules 

and regulations; (4) specific schedule of recreational 

activities and group therapy sessions (both process groups 

and patient teaching groups); (5) revision of the 

responsibilities of the patient government system; (6) 

increase in the percentage of registered nurses on the 

staff; and (7) initiation of a new system for documentation 

of medication administration. 

The impact of the newly developed program on the 

ward environment cannot be determined fully because aspects 

of the environment were not assessed prior to institution of 

the new program. However, it now seems essential to assess 

and describe the ward environment as it presently exists. 

The purpose of such an assessment is not only to gain 

insight into how participants in the program (patients and 

staff) view the ward environment but also to provide a basis 

for the implementation of constructive changes within the 

ward environment if indicated. 
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It is reasonable that a nurse conduct this research 

study to assess a ward treatment environment because the 

first stop in both action planning (the process of allowing 

a client system to analyze and interpret data about itself) 

and the nursing process is assessment. Both processes are 

dynamic and are usually accomplished in stages. Thus the 

processes are similar in definition and order or sequencing 

of phases. 

The initiation of the assessment phase introducing 

either action planning or the nursing process is a necessary 

step for effective and substantive program evaluation. 

"Without a careful needs assessment process, researchers 

can only guess what to generate or disseminate" (Havelock & 

Lindquist, 1978, p. 9). Havelock and Lindquist (1978) are 

extremely critical of research that is conducted without 

active participation of the group the research is targeted 

for. They insist that participation must be a dynamic 

process of interaction between researchers and research 

targets. Researchers must elicit the needs, desires, and 

support of those who will be implementing and aifected by 

the change. 

Significance of the Study 

The overall goal of this study was to provide 

information about an in-patient treatment environment that 
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could be used to initiate constructive change within the 

treatment program of a psychiatric unit. A synthesis of the 

literature shows that a therapeutic treatment program must 

be dynamic, enabling change to occur in accordance to the 

needs of the population it serves. As the American mental 

health system evolves, so must the methods by which 

treatment programs emerge and change. Change should be based 

on clinical and empirical evidence, not just the 

well-intentioned conceptualizations of the involved staff 

(Moos, 1974). 

In an effort to objectively assess an in-patient 

treatment environment, (Moos, 1974) utilized the concept of 

environmental press. The concept of environmental press 

refers to the extent to which the environment positively or 

negatively reinforces behavior. For example, a treatment 

program that emphasizes timely attendance at activities and 

enforces rules and regulations most likely exhibits a 

"press" on staff control and rewards a submissive response 

on the part of the patients. Thus, data obtained from 

patients' and staff perceptions of the environment may 

indicate which behaviors are positively and negatively 

reinforced in any existing or "real" treatment environment. 

In addition, it may be necessary to obtain data 

regarding an "ideal" treatment environment (ideal referring 

to the type of environment patients and staff would ideally 
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like) to provide a basis for comparison of participant 

perceptions. Based on the descriptive findings of "real" and 

"ideal" environments obtained, alteration of the "real" 

treatment environment may be evaluated. 

To summarize, it has been shown that what occurs in 

the treatment environment is primarily a result of the 

participants' perceptions of surroundings and events plus 

their cognitive or behavioral responses to these 

perceptions. To examine, evaluate, and potentially change a 

treatment environment, awareness of the participants' 

perceptions of the various aspects of the milieu (treatment 

environment) is mandatory. 

Definitions 

Treatment Environment. The setting in which 

psychiatric in-patient care is given. Specifically, the 

setting includes the physical structure of the unit, rules, 

regulations, and the dynamic structure of interactions 

between participants (both staff and patients) . 

Environmental Press. Pressures caused by conditions 

in the environment which are likely to influence individual 

or group outcome(s). 

Factors of Environmental Press. In this study, 

factors of environmental press refer to the ten subscales on 

the Moos Ward Atmosphere Scale (WAS) as listed and defined 

below: 



1. Anger and Aggression: the extent to which the 

environment allows and encourages patients and staff 

to openly express anger and disagreement. 

2. Autonomy; the extent to which the environment 

encourages patients to be self-iirected;, 

independent, and responsible, and the influence of 

patients1 suggestions, criticisms, and comments on 

members of the staff. 

3. Involvement; the level of patient and staff 

interaction in daily functioning on the ward. 

(Assessment of enthusiasm for the ward and feelings 

of group spirit also are included in this subscale). 

4. Order and Organization: the extent of organization 

in the environment. Variables such as patients' 

perceptions of the staff's organization and the 

conformity to the organization that is expected are 

examined. 

5. Personal Problem Orientation: the extent to which 

patients are encouraged to focus on and openly 

express their feelings and concerns to other 

patients and staff. 

6. Practical Orientation: the extent to which the 

environment influences the patient to set and work 

on practical goals, such as job hunting and future 

planning. 
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7. Program Clarity: the extent to which the 

environment's rules, regulations, and daily routines 

are clearly outlined. 

8. Spontaneity: the extent to which the environment 

encourages patients and staff to spontaneously 

express themselves and interact freely with one 

another. 

9. Staff Control: the extent to which staff restrict 

patients and the methods that are utilized to 

achieve this control. 

10. Support: the extent to which the environment 

encourages patients to be helpful to each other and 

how helpful, encouraging, and understanding the 

staff is to patient needs. 

Perception. Patients' and staffs' awareness of the 

people, things, and/or conditions about them, as defined by 

the WAS. 

Desirable Change. An alteration necessary to narrow 

the gap between patients or staff perceptions of the real 

and ideal ward treatment environment. 

conceptual Framework 

The conceptual framework highlights the relationship 

between the treatment environment, also defined as 

•therapeutic milieu,• and participant (patient or staff) 

perception. Therapeutic milieu first was defined by Cumming 



and Cumming (1962) as "the scientific manipulation of the 

environment aimed at producing changes in the personality of 

the patient" (p. 57). They postulated that the extent to 

which a therapeutic milieu can change a person depends, to a 

large extent, on the perception the person has of the 

environment. The conceptual framework for this study is 

designed as a reciprocal relationship between environment 

and participant perceptions and behaviors (See Figure 1). 

Environment, perception and behavior are associated 

with one another. For example, a patient pours a glass of 

water on the floor. Another patient observing this action 

perceives it as accidental and assists the first patient by 

wiping up the water. Others in the environment observe the 

situation and perceive it as non-threatening except for one 

patient who perceives that the water spill was a deliberate 

action on behalf of the first patient and strikes him. 

Perception is the mediator between the behavior and the 

environment. The behavior directly effects the overall 

environment. 

Relationship Between Therapeutic 
Milieu and Perception 

The role of an individual's perception on the effect 

of a therapeutic milieu is an extremely important 

consideration. The extent to which a therapeutic milieu can 

change a person, or vice versa, depends in a large extent on 
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ENVIRONMENT •PERCEPTION BEHAVIOR 

Figure 1. The reciprocal association between environment, 
participant perceptions and behaviors. 
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the perception the person has of the environment. It has 

been stated unequivically that an individual not only 

requires environmental stimuli to avoid disintegration of 

ego organization but an individual also requires a minimal 

amount of environmental stability and generality of ego 

organization to support change as a non-crisis phenomena or 

event (Cumming & Cumming, 1962) 

Linking environment and perceptions is described by 

Rogers (1971) 

It is the perception of the environment which 
constitutes the environment, regardless of to how 
this relates to some "real" reality which we may 
philosophically postulate. The infant may be picked 
up by a friendly, affectionate person. If his 
perception of the situation is that this is a 
strange and frightening experience, it is this 
perception, not the "reality" or the "stimulus" 
which will regulate his behavior. To be sure, the 
relationship, with the environment is a 
transactional one, and if his continuing experience 
contradicts his initial perception, then in time his 
perception will change. But the effective reality 
which influences behavior is at all times the 
perceived reality. We can operate theoretically from 
this base without having to resolve the difference 
of what "really constitutes reality" (p. 196). 

Seeking also to clarify the parameters of 

perception, Cantril (1959) stated that a large part of 

perception depended upon the assumptions that one brought in 

to a particular situation. Thus, perception was viewed as a 

transaction between the present environment and past 

experience. Likewise, Allport (1955) defined perception as 

one's awareness of the object or conditions about self; 



thus, perception was largely dependent upon the impression 

various objects made on the senses, one's understanding of 

these impressions/ the meaning applied to these impressions 

and the recognition of impressions. For Allport, perception 

covered both the awareness of complex environmental 

situations and of single objects. Hall and Lindzey (1970) 

stated: ...the most important single human attitude is the 

view or perception the individual has of himself, and this 

self-viewing process is often seen as the key to 

understanding the multitude of puzzling behavioral events 

displayed by any single person" (p. 25). 

Kuenzli (1959) emphasized that an individual's 

present perceptual field could be used in the search for a 

cause of the individual's behavior. Although events of an 

individual's life effected behavior, Kuenzli stressed it was 

the perception of events and not the events, themselves, 

which were the immediate cause of behavior. 

Relationship Between Ego Development 
and Environment 

Ego development is viewed as a series of 

"disequilibriums and subsequent re-equilibrations between 

the person and environment" (Cumming & Cumming, 1962, p. 

56). Thus, therepeutic stimulation of ego growth could be 

induced by presenting an individual with a series of graded 



crises within a protected situation that would maximize the 

indivdual's chances of resolving the crisis state. The 

relationship between an individual's ego and the environment 

was addressed initially by Freud (Coleman/ 1946). Freud 

(Coleman, 1976) theorized that all behavior resulted from 

the interactions of three subsystems: ego, superego, and id. 

Of particular concern to this study, Freud described the ego 

as a harmonizing unit which intercedes between conflicting 

systems or concepts of id, superego, and the environment. 

Hartmann (1951), expanded Freud's ego concept by 

stipulating that the ego partially emerged from certain 

biological sources which made it sensitive to the 

environment. Thus, the successful interaction between 

biological sources and environment allowed for maximum ego 

development. Erik Erikson (1950) was first to theorize that 

the environment and an individual's internal drives were of 

equal value in determining ego development. He suggested 

that a balance between one's basic drives, individual 

endowments, situation, and opportunities in a situation was 

necessary for true ego identity—an essential ingredient of 

an intact and healthy ego. He maintained that ego identity 

created a feeling of satisfaction while ego diffusion 

provided an unpleasant feeling of a lack of union between 

self and society. Another description of adult ego. 

functioning was conceptualized by Lewin (1951) as an idea of 



"lifespace". Lifespace consisted of several differentiated 

areas which proliferated as a child grew older. As areas of 

the lifespace were added, they were integrated with existing 

attitudes and knowledge, creating an ego identity similar to 

that described by Erikson. 

Parsons (1938) expanded the conceptualization of the 

relationship between ego development and the environment by 

stressing that a child needed to learn the structure and 

roles of society in order to interact meaningfully with 

others. He theorized that children not only "internalized" 

adults' values in the environment, but also assumed adults' 

roles relative to male and female gender identity. Thus, the 

organization of personality reflected the organization of 

society and the child achieved a firm identity by learning 

various social roles. 

Cumming and Cumming (1962) synthesized several of 

the above theories on ego development to support their 

concept that ego development and function were related to 

the environment. Primary elements in their sequential 

conceptualization of an individual's ego organization 

included three aspects: ego sets, ego elements, and ego 

ability. Primary ego elements (fragments of interaction 

ideas or feelings) combined to form ego sets, which, in 

turn, contributed to the formation of ego organization (ego 

element >ego set >ego organization). Ego sets were 



defined as an "internal representation of a constellation or 

sequence of events experienced as parts of an environment 

with a specific affective tone" (Cumming and Cumming, 1962, 

p. 32). For example, feelings (ego sets) identified with an 

older aunt (ego element) could be generalized to feelings 

about older women (ego organization). Because different ego 

sets and their combinations were constantly seen as 

interactive with the environment, an inadequate variety of 

ego sets or lack of differentiation among them could lead to 

poor ego organization and disturbed or altered 

socialization. An individual's response to change was viewed 

as adaptation, the "continual, smooth rapprochement between 

the individual and his environment" (Cumming & Cumming, 

1962, pp. 35-36). Therefore, it is evident that ego 

development is closely related to adapted behaviors relative 

to a self-definition of environment. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The review of the literature of this study focuses 

on the following areas: (1) the therapeutic milieu and its 

evolution; and (2) the evaluation of treatment environments. 

The Therapeutic Milieu and its Evolution 

There are several different models for milieu 

therapy, and all include involvement of patients in active 

participation and decision-making. The terms therapeutic 

milieu and therapeutic community are used synoanymously and 

interchangeably with milieu therapy. Devine (1981, p. 20) 

defined milieu therapy as "an attempt to utilize the 

environment itself as an instrument of treatment" while 

Visher and O'Sullivan (1970) defined it more specifically: 

Milieu therapy may be described as a careful 
structuring of the social and physical environment 
of a psychiatric treatment program so that every 
interaction and activity is therapeutic for the 
patient. Open communication between staff members 
and patients is encouraged. These interactions 
often take place in the context of group 
activities, group therapy, discussions, community 
meetings, family therapy sessions, and individual 
relationships with staff (p. 451). 

The first documented evidence of the belief that 

treatment environments were of critical importance for 

18 



patients and staff: who live and work in them is traced back 

to the work of Dr. Phillipe Pinel in 1792 (Moos, 1974). 

Later, in 1806, the York Retreat in England was established 

by William Tuke and featured a treatment modality of a kind, 

considerate atmosphere. Exercise and a family environment 

were emphasized within the treatment milieu. Patients were 

treated as guests. In 1842, Charles Dickens visited the 

Institute of South Boston, which had an environment similar 

to that of the York Retreat, and his account of the visit 

described a happy, calm environment where self-respect was 

encouraged (Moos, 1974). 

Even with the praise and vivid descriptions of the 

eighteenth and nineteenth centuries regarding the benefit of 

social interventions within a psychiatric treatment program, 

a gradual decline in use of the principles of social 

interaction between staff and patients was seen in the late 

nineteenth and early twentieth centuries (Moos, 1974). Focus 

of treatment during these times turned to a reliance on 

organic and physical measures. 

In the last thirty years attention has, once again, 

been placed on the psychosocial environment of treatment 

facilities (Moos, 1974). The heightened concern about the 

social structure of psychiatric wards has been stimulated by 

the genesis of two theories by Hartmann (1951) and Erickson 

(1950) which linked ego development and functions of the 
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external reality. Simultaneously, Stanton and Schwartz 

(1954) conducted detailed observations and vividly described 

the importance of ward social structure. 

Caudill (1958) examined the social structure of the 

psychiatric ward and found that social patterns and 

processes may indirectly affect psychiatric treatment. For 

example, he suggested that the cure of social ills begins 

with a clarification of social roles. Once this analysis is 

accomplished, one could determine which hospital practices 

were effective and which were ineffective: 

...a patient's pattern of behavior cannot be 
sufficiently apprehended within the usual meaning 
of terms such as "symptom" or "defense," but must 
be thought of as an adaptation to the relatively 
circumscribed situation in which it is placed 
(Caudill, 1958, p. 63). 

The Evaluation of Treatment Environments 

Evidence that environment impacts on participants' 

perceptions and behaviors and affects treatment outcomes 

highlighted the need to develop tools and procedures which 

assessed all aspects of treatment programs (Moos, 1974). 

Researchers and clinicians responded to the challenge of 

program evaluation by developing treatment programs designed 

to achieve specific goals. Developed programs were compared 

to matched control programs in order to evaluate program 

effectiveness (Moos, 1974). For example, Jones (1953) 

developed a therapeutic community to specifically treat 
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personality disorders. In an attempt to assist individuals 

to grow and learn effective ways of functioning, the program 

emphasized patient involvement in a communal life and 

featured group therapy, social activities, and work 

experience. 

Rapaport (1960) made the first attempt to evaluate 

the effectiveness of a therapeutic community based on a 

specific rationale by comparing both the goals of the 

program and the organization of patient and staff roles with 

community adjustment after discharge. Reports of this study 

indicated that the program was not as effective as 

originally intended. Patients had been taught patterns of 

behavior that were inappropriate outside of the hospital. 

Wing and Brown (1970) also presented important evidence that 

the social structure of a unit can have a positive or 

negative effect on patients' behaviors through their 

descriptions of the Kerry Ward environment (a psychiatric 

unit that allowed virtually no privacy to patients, no 

freedom of movement, nor contact with the outside world). 

Moos (1974) described four psychiatric treatment 

programs based on the basic notion that treatment milieu 

influences treatment outcome. Each program claimed some 

degree of successful outcome(s) because identified behaviors 

were described within the specific context of a situation 

(Moos, 1974). For example, the person viewed as behaving in 
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a dominant manner in one situation may not necessarily 

behave dominantly in another situation. 

...(1) that the conflict between honest and 
deceitful behavior was specific to each situation, 
and (2) that one could not necessarily generalize 
about a person's honesty from a few samples of his 
behavior...consistency of behavior from setting to 
setting was due to similarities in the settings 
and not to personality traits (Hartshorne & May# 
1928/ as cited by Moos, 1974, p. 13). 

Moos (1974) also conducted a study using a diary method of 

data collection and found that certain ward settings evoked 

a specific hierarchy of reactions in both patients and 

staff. A more systematic investigation of patient and staff 

behaviors revealed that behavior was significantly affected 

by the setting. 

According to our evidence, ward subsettings elicit 
varied amounts of therapeutic change in different 
patients, indicating that these settings are 
differently beneficial to different groups of 
patients and that conclusions about a patient's 
therapeutic change drawn from observations do not 
necessarily generalize to other settings. We also 
found that patients and staff reacted differently 
to the physical characteristics of various rooms 
(a day room, a dining room, a bedroom, a bathroom, 
a meeting room) on a ward (Moos, 1974, p. 15). 

Thus, Moos' work has demonstrated that behavior could not be 

examined outside of the context in which it appears because 

physical and social settings were influential components 

within treatment programs. 

As a consequence of Moos' findings, investigators 

began to ask more specific questions about environment and 

treatment. Some research efforts explored the 



characteristics of a treatment setting which related to 

selected aspects of treatment outcome(s), while other 

studies sought to identify those treatment characteristics 

which could be carried over into community settings. Raush, 

Dittman, and Taylor (1960) explored social interactions of 

preadolescent boys during two phases of treatment, 18 months 

apart. They discovered that the interactive effect between 

the child and the setting contributed more information about 

behavior than either the setting or the child alone. Endler 

and Hunt (1968) conducted a series of questionnaire studies 

that revealed that persons, settings, and person-by-setting 

interactions significantly contributed to the range of 

anxiety and hostility exhibited by different individuals in 

different situations. 

In an attempt to describe objective elements of the 

treatment milieu, Jackson (1964) constructed the 

Characteristics of Treatment Environments (CTE) scale which 

consisted of 72 statements about conditions in the 

psychiatric patient's hospital treatment environment. 

Specifically, the scale measured disturbances in 

communication and the effect of these disturbances on 

treatment outcome. In a cross-cultural comparison of 

Peruvian and North American Hospitals which utilized the 

CTE, it was revealed that without an assessment and 

definition of the hospital treatment environment, it was 



very difficult to evaluate the impact of a therapy program 

on program participants (Bechtel & Gonzales, 1971). 

The importance of examining a patient's perception 

of the treatment environment was documented first by Stanton 

and Schwartz (1954, p. 27), "Impulses do not function 

without relation to the current social situation but can be 

aroused, satisfied, or altered by one's perception and 

interpretation of it." Later, Knutson (1965), emphasized: 

"It is wasteful, often futile, to begin without first 

knowing how he (patient) perceives the world about him as it 

is related to the health action under consideration" (p. 

185) . 

A natural extension of the initial research efforts 

which examined patients' perceptions of their involvement in 

the treatment program explored the importance of some amount 

of congruence among patients' and staff perceptions in the 

treatment of the mentally ill. 

There are discrepancies in beliefs and attitudes 
about mental illness that markedly affect 
perceptions of deviant behavior. Varying 
perceptions mean alternate behaviors in securing 
advice, planning for treatment, rehabilitating 
patients, and reacting to community programs of 
education and prevention. The sophisticated 
physician, social worker, nurse, or public health 
specialist will not always perceive mental disease 
in the same manner as those he or she seeks to 
treat or influence (King, 1962, p. 156). 

Smith and King (1975) elaborated further on how poor 

coordination or conflict in a treatment unit may stem from a 



difference in perceptions among staff members at different 

responsibility levels or from different departments. They 

advised that staff consensus arises primarily through active 

participation in the organization. Staff perceptions of both 

the treatment milieu and the nature/causes of mental illness 

had a significant correlation to the hospital's treatment 

program effectiveness. A positive influence on both staff 

and patients' perceptions of the treatment milieu and the 

development of treatment skills was identified in training 

programs. 

In contrast, several researchers (Ellsworth, Foster, 

childers, Arthur, & Knoeker, 1968) found there was no 

congruence between the patient's behavior prior to hospital 

admission and the initial adjustment to the hospital. 

Furthermore, hospital adjustment was not correlated to 

community adjustment after discharge. Thus, their study 

indicated that it was incorrect to assume that a patient's 

hospital adjustment reflected how well he would adjust 

within the community. 

As a follow-up to the previous study, Ellsworth and 

his associates developed the Perception of Ward (POW) scale 

in 1968 to measure not only sociopsychological 

characteristics of treatment settings but also to examine 

identified treatment characteristics in relation to 

treatment outcome(s). Although no specific characteristics 
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of environment were found to significantly identify 

successful unit programs nor differentiate between 

successful and unsuccessful programs, it was found that 

rapid turnover of patients tended to be viewed negatively by 

the staff and did not promote patient autonomy. 

Using the length of time patients remained out of 

the hospital as an indicie of a successful treatment program 

outcome, Ellsworth et al. (1971) commented on trends that 

may be characteristic of successful programs. Successful 

programs tended to consist of units where the nursing staff 

perceived themselves as active participants who were praised 

for their work. Interestingly enough, this finding was 

highly correlated with patients' perceptions of having 

little involvement in ward management and where professional 

staff were perceived as motivated and nondominant. Thus, 

patients and staff were found to have quite different 

perceptions of the same ward atmosphere. It Was suggested 

that combining these different perceptions may be of 

assistance in identifying successful treatment programs. 

In an attempt to create an objective measure of ward 

milieu distinct from subjective or perceptual measures, 

Kellam, Schmelzer, and Herman (1966) studied psychiatric 

ward atmospheres and grouped observable items into a scale 

called the Ward Information Form (WIF). Their study compared 

27 admission psychiatric wards along several dimensions and 



found that dimension comparisons could be valuable in 

providing information between interpersonal or social 

aspects of the process of psychopathology and the 

environment in which it was observed. 

In 1971, Spiegel and Keith-Spiegel developed a Ward 

Climate Inventory (WCI) which assessed three environmental 

factors labeled as 1) personnel concern for patients, 2) 

ward morale, and 3) patients' concern for patients. Because 

factors, when summed, were highly intercorrelated with a 

global ward climate index, the WCI probably assesses only 

one aspect of ward environments and is therefore limited in 

its ability to assess a ward treatment environment. 

In an attempt to create an objective measure of ward 

milieu distinct from subjective or perceptual measures, 

Kellam, Schmelzer, and Berman (1966) studied psychiatric 

ward atmospheres and grouped easily observable items into a 

scale called the Ward Information Form (WIF). Their study 

compared 27 admission psychiatric wards along several 

dimensions and found that dimension comparisons could be 

valuable in providing information between interpersonal or 

social aspects of the process of psychopathology and the 

environment in which it was observed. 

In response to previous efforts which often produced 

limited assessment tools, Moos (1974) developed the Ward 

Atmosphere Scale (WAS) in an attempt to measure social 
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environments across a wide range of psychiatric treatment 

programs and dimensions. Primarily, the WAS provides a 

detailed description of how various participants view (or 

perceive) their treatment environment. The WAS also has been 

used to compare the perceptions of different groups of 

program participants (i.e., patients and staff in treatment 

programs), and to assess the effects of group therapy 

training on patients. Moos has tested over 3,575 patients 

and 1,958 staff in 160 American wards with this instrument, 

and has assessed its usefulness in cross-cultural 

comparisons of American and British treatment programs. 

Others have used the WAS as an assessment tool in the 

implementation of change in several treatment milieus (Moos, 

1974, Pierce, Trickett, & Moos, 1972; Verinis & Flaherty, 

1978), and Wolf (1977) used the WAS to study the effect of 

education on nurses' perceptions of the treatment milieu. 



CHAPTER 3 

METHODOLOGY 

A descriptive study design was used to provide data 

on the patients' and staffs' perceptions of the ward 

environment. No previous data had been collected in this 

treatment setting and recent program changes suggested a 

need for program evaluation. 

Treatment Milieu 

The setting for this study was a 31-bed acute care 

psychiatric unit located in a large Southwestern V.A. 

hospital. The population of the ward is predominantly male, 

though accommodations for female patients are available. The 

average daily census of the ward is 26 patients or 78.8% 

occupancy, with an average length of patient stay equal to 

21.7 days. Although most patients are admitted voluntarily, 

one or two involuntarily committed patients may be included 

in the inpatient population. The ward consists of five 

four-bed rooms , three private rooms, two close observation 

rooms, and one six-bed room. Two seclusion rooms also are 

available for acutely agitated patients. The unit is 

unlocked and most patients are allowed the freedom to leave 

the unit provided no scheduled activities are taking place. 

29 
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Staff and patients dress in appropriate casual wear, and the 

unit follows a predominantly educational model where 

students of many disciplines (social work, nursing, 

psychology, psychiatry) are trained and included in patient 

care planning, group therapy, and patient assignments. 

Sample 

Human Subjects Committee approval was obtained prior 

to data collection (See Appendix A). Verbal information 

about the study and a subject disclaimer form were presented 

to prospective subjects for review prior to their voluntary 

participation (Appendix B). Criteria for sample selection of 

participants in the study were as follows: 

1. The respondent must be physically and mentally able 

to read English and answer questions on the WAS. 

2. The participant must be willing to fill out the 

questionnaire, after reading and discussing the 

subject disclaimer form. 

3. The participant must be a patient or staff member on 

a 31-bed inpatient psychiatric unit at the time the 

forms were administered. 

4. Questionnaires to patients must be administered no 

earlier than five (5) days after a patient has been 

admitted to the ward. 

Although a convenience sample of 20 patients and 20 staff 

was desired, only 17 staff and 17 patients completed both 



the "real" and "ideal" forms (R and I) of the WAS. Of those 

staff completing both questionnaires, eight were registered 

nurses, three were licensed practical nurses, and one was a 

nursing assistant. Two psychologists, one psychiatrist, one 

social worker, and one recreational thetapist also completed 

both questionnaires. Although Moos (1974) suggested 

obtaining demographic information from subjects (including 

age, sex, and number of months as a patient or staff member 

in the hospital), this information was not requested as it 

was felt that confidentiality of respondents in the small 

setting may be threatened. 

Procedure 

Two psychology interns from the out-patient 

psychiatric clinic distributed the WAS Form R to those staff 

and patients who agreed to participate. This procedure was 

necessary to assure confidentiality to participants since 

the principal investigator was the unit nursing supervisor 

and concerned that participants might conclude that 

responses would jeopardize either the care they received or 

their job security. Seven days later Form I was administered 

to available staff and patients who had previously completed 

WAS Form R. Moos (1974) suggested a time delay be provided 

between completion of forms to decrease subject fatigue and 

to allow for clear differentiation between impressions of 

"real" and "ideal" treatment environment. 
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Measures 

The Ward Atmosphere Scale (WAS) 
Form R - "Real" 

The WAS has undergone a lengthy process to establish 

its content validity (Moos, 1974). To establish an initial 

pool of test items, two trained observers with more than a 

year's experience on psychiatic wards conducted observations 

of three psychiatric wards for several weeks. Books such as 

Maxwell Jones' The Therapeutic Community and Ken Kesey's One 

Flew Over the Cuckoo's Nest were read for additional items, 

and interviews were conducted with patients and staff about 

perceived ward differences. These processes produced a pool 

of over 500 items. 

A literature review describing environmental press 

in treatment environments revealed twelve general "press" 

categories that seemed to adequately cover all of the 

identified items. Two judges independently sorted the items 

into categories, and category item overlap was eliminated by 

deleting items that were highly similar. Positively and 

negatively worded items were balanced to control for subject 

response set. To identify positive or negative halo effects 

in the individuals' perceptions, twenty-three additional 

items were formulated by Moos. 

The resultant WAS form consisted of 206 items and 

was administered to patients and staff on 14 psychiatric 
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wards where 365 patients and 131 staff members were tested 

(Moos, 1974). A one-way analysis of variance was calculated 

for each item with analyses calculated separately for staff 

and patients. For patient responses , 83% of press category 

items discriminated significantly among wards at the p<.05 

level, with 71% of the items discriminating significantly 

among wards at the p<.01 level. For staff responses, 62% of 

the items discriminated among wards at the p<.05 level, and 

52% discriminated among wards at the p<.01 level. 

The WAS was then revised by Moos (1974) to retain 

the items that significantly discriminated among wards 

resulting in a 120-item form. The revised WAS was 

administered to staff and patients of 160 psychiatric wards 

in the United States and Canada to provide a standardization 

sample. Twenty items were dropped from the test (Moos, 1974) 

with the result of the present day final form, entitled Form 

R of the WAS. 

To determine construct validity, subscales of the 

WAS were correlated with similar subscales of other known 

tools measuring aspects of treatment milieu. A correlation 

of r=.23 was obtained with the POW (Ellsworth et al., 1968) 

and subscale correlations above r=.40 was obtained with the 

WCI (Spiegel & Keith-Spiegel, 1971) for patient responses. 

Internal consistency and item subscale correlations for the 

resultant 10 subscales were calculated for patients and 



34 

staff in two random samples of 23 wards. Internal 

consistency was calculated using within-ward variances for 

the items. Table 1 (Moos, 1974, p. 42), shows the average 

internal consistency and the item-subscale correlations for 

patients and staff. Table 1 also shows the test-retest 

reliability measures for 42 patients, each of whom took the 

WAS twice one week apart. 

Scoring of Form R 

Each WAS subscale has a total range of scores from 

one to ten. Relevant items in each subscale are assigned a 

score of one and the total score of each category equals the 

sum of relevant subscale items. Scoring the WAS Form R and 

Form I was accomplished manually using a template provided 

by the publishers of the scale. 

Ward Atmosphere Scale Form I - "Ideal" 

To allow patients and staff to describe the 

treatment environment they would ideally like Form I, a 

reworded and parallel form to its counterpart, Form R, was 

developed and administered to patients and staff on 68 wards 

in 8 California hospitals. This sample was a more restricted 

reference group sample than used for Form R development. 

From a subsample of 20 wards (425 patients and 224 staff), 

item-subscale correlations and internal consistency were 

calculated. The average item-subscale correlations varied 



Table 1. Average internal consistency and the itera-
subscale correlations for patients and staff, 
also the test-retest reliability measures. 

Subscales Internal Item-Subscale 
Consistency Correlation 

Patients Staff Patients Staff 

1. Involvement 
(.79)* 

.78 .82 .51 .51 

2. Support (.78) .65 .60 .44 .44 

3. Spontaneity (.69) .55 . 65 .46 .46 

4. Autonomy (.76) .55 .69 .43 .43 

5. Practical 
Orientation 
(.68) .59 .63 .46 .44 

6. Personal Problem 
Orientation (.8 3) .76 .78 .53 .53 

7. Anger and 
Aggression (.71) .76 .74 .53 .54 

8. Order and 
Organization 
(.75) .75 .82 .53 .53 

9. Program Clarity 
(.76) .59 .70 .45 .42 

.0. Staff Control 
(.77) .59 .63 .43 .43 

Mean .66 .71 .48 .47 

*One week test-retest reliability for 42 patients shown in 
parentheses (Moos, 1974). 



from a high of r=.51 on the two subscales, (1) Personal 

Problem Orientation, (2) Anger and Aggression, to a low of 

r=.33 for Spontaneity. Subscale internal consistency varied 

from a low of r=.71 for Autonomy to a high of r=.88 on two 

subscales, Spontaneity, and Order and Organization. Because 

the internal consistency for Form R was slightly lower than 

those for Form I, the psychometric characteristics of Form I 

were seen as adequate by its developer (Moos, 1974). The 

process of scoring for Form I is identical to that of Form R 

(See page 34). 



CHAPTER 4 

RESULTS 

Descriptive Statistics 

Descriptive analyses of the data were accomplished by 

scoring responses of the WAS Form R and Form I subscales 

separately for patients and staff on the standard WAS profile 

form (See Appendix C). Next, mean responses for each of the 

ten subscales on Form R and Form I were computed for both 

staff and patients. Figure 2 displays the mean differences 

obtained for each subscale on Forms R and I for staff and 

Figure 3 displays similar data for patients. 

Research Questions 

Research Question 1: What are perceived staff 

differences between an in-patient treatment environment as it 

presently exists and an ideal treatment environment? 

To determine if significant differences were present 

between staff scores on Real Form (R) and Ideal Form (I) of 

the WAS, a t-test procedure was used. As seen on Table 2, 

significant differences between staff responses on Form R and 

Form I were found in six of the ten subscales. As 

anticipated, the mean Form I score was higher than the mean 

37 
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Table 2. Staff differences on perceptions of Real and 
Ideal ward environments (N=17). 

Variable Mean Standard t-value 
Deviation 

Involvement 6*18b 1.91 -3.54** 
8.65 2.09 

Support 6.76 1.64 -3.15** 
8.29 1.21 

Spontaneity 5.59 1.42 -3.78** 
7.59 1.50 

Autonomy 6.18 0.88 -.49 
6.41 1.81 

Practical Orientation 6.76 1.95 -4.75*** 
9.18 0.88 

Personal Problem 
Orientation 6.65 1.58 0 

6.65 

Anger and Aggression 7.53 1. 33 1. 54 

Order and Organization 4.94 2.51 -4.97*** 
7.94 1.71 

Program Clarity 5.35 2.29 -6.60*** 
9.29 .920 

Staff Control 2.76 1. 30 1.95 
2.06 1.48 

d.f. 16 
*p<.05 
**p<.01 

***p<.001 

, Real Values 
Ideal Values 
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Form R score on all but two subscales, Anger and Aggression 

and Staff Control. 

Research Question 2: What are the perceived patient 

differences between an in-patient treatment environment as it 

presently exists and an ideal treatment environment? 

To determine if significant differences were present 

between patient scores on Real Form (R) and Ideal Form (I) 

the t-test procedure was repeated for this group. As seen on 

Table 3, significant differences between patient responses on 

Form R and Form I were found in four of the ten subscales. 

Again, the mean Form I score was higher than the mean Form R 

score in all but the same two subscales identified with staff 

responses. Anger and Aggression and Staff Control. 

Some concern was raised regarding possible response 

differences for those patients and staff who completed only 

one scale versus those who completed both scales. To 

determine whether there were any significant differences 

between the Form R responses of those who completed both 

forms and those who completed only one, a one-way analysis of 

variance was conducted separately for each group, staff and 

patients. No significant differences were found for the 

patient group (See Appendix C). One significant difference 

was found for the staff group on the subscale for Autonomy 

(See Appendix D). Scores on the Autonomy subscale displayed a 

staff mean response of X=6.18 for those who completed both 
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Table 3. Patient differences on perceptions of Real and 
Ideal ward environments (N=17). 

Variable Mean Standard 
Deviation 

t-value 

Involvement 5.29* 
7.65 

2. 78 
2.90 

-2.26* 

Support 6.18 • 
7.59 

2.38 
2.15 

-2.00 

Spontaneity 4.65 
6.41 

2.00 
2.06 

-2.08** 

Autonomy 5.12 
6.18 

2.12 
1.81 

-1.92 

Practical 
Orientation 5.76 3.05 -2.07* 

Personal Problem 
Orientation 6.18 

6.59 
2.13 
2.24 

0.78 

Anger and Aggression 4 .65 
4.47 

2.14 
2.10 

+ .25 

Order and 
Organization 5.94 

7.12 
3.13 
2.54 

-1.25 

Program Clarity 5.29 
7.18 

2.47 
2.65 

-2.23* 

Staff Control 4.18 
3.82 

1.98 
2.07 

+ .51 

d.f. 16 
*p<.05 

**p<.01 

k = Real Values 
= Ideal Values 
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scales and X=7.25 for those completing one scale. The 

identified difference was significant at a level of p<.05. 



CHAPTER 5 

DISCUSSION 

The conceptual framework of this study described a 

reciprocal relationship between environment and participant 

perceptions and behaviors. Therefore, this study was 

designed to identify and describe patient and staff 

perceptions of a psychiatric in-patient treatment 

environment as it currently exists and as patients and 

staff think it ideally should exist. The WAS was selected 

for use because it was a well-known and validated 

instrument which is easy to administer, score and 

interpret. The scale also is readily available to any 

qualified professional user. 

The first research question focused on staff 

assessments of the real and ideal treatment milieu and 

significant differences between real and ideal scores were 

found on six of ten scale categories. This finding implies 

that staff see a need for change in many of the current 

practices or programming on the ward, as measured by the WAS. 

Highly significant differences were found on three of the 

subscales: Practical Orientation, Order and Organization, and 

Program Clarity. These findings seem to indicate a desire to 

restructure the unit milieu and program in such a way as to 
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promote greater clarity in outlining and enforcing 

regulations and daily routines. Significant differences found 

between real and ideal scores on the subscales of 

Involvement, Support and Spontaneity may indicate staff's 

desire for more interchange between patients and staff. 

Moos (1974) strongly encouraged feedback to staff and 

patients about the obtained data so that participants could 

mutually discuss ways to reduce discrepancies between real 

and ideal scale scores. One way to reduce discrepancies 

between real and ideal scores on the subscales of 

Involvement, Support, and Spontaneity may be the initiation 

of the feedback sessions themselves. For example, feedback 

sessions which are designed to present information and elicit 

suggestions for unit alterations can identify program 

strengths and weaknesses, realign staff goals with the unit 

program and increase the staff communication and 

participation in program planning. 

The decisiveness of the staff results may be due to 

the variety of experiences the staff bring to the treatment 

environment from previous employment and training in other 

treatment settings or their long-term familiarity with the 

unit. It would seem that staff who have had prolonged 

exposure to the unit and those who have had a variety of 

experiences on other psychiatric units would be prone to have 
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well-defined opinions of what constitutes the real and an 

ideal treatment environment. 

Patient perceptions of the treatment environment 

highlighted the statistically significant differences between 

real and ideal scores on four of the ten subscales. Patients 

also saw a need for more clarity in the ward rules and daily 

routines of the unit. Statistically significant differences 

were found between real and ideal scores on subscales of 

Involvement, Spontaneity, and Practical Orientation. Thus, 

patients also may .desire more patient-staff interaction and 

more program emphasis on practical goals such as job or 

apartment hunting, socialization skills, or medication 

compliance. 

Although data was not collected simultaneously for 

patients and staff, it is of particular import that both 

patients and staff described similar perceptions of the 

treatment milieu. Again, feedback sessions could be employed 

to facilitate patient-staff interaction and a discussion of 

identified program weaknesses. 

It also was noted that patients usually seemed to 

identify a smaller range of score discrepancy between real 

and ideal subscales than did staff across identical subscale 

measures. The question can be raised as to whether or not 

patients seeking treatment in the V. A. system have the 

resources, particularly financial stability, to criticize or 



question their care. The advantage of continued medical 

supervision during hospitalization and minimal financial 

expenses after discharge may serve to moderate patient 

responses during hospitalization. Patients also may 

purposefully describe the treatment milieu in a more positive 

light so as to enhance their chances of an earlier discharge. 

It would be important in the future to clarify this issue of 

patient response and utilize a longitudinal research design 

with multiple data collection points identified during 

hospitalization and after discharge. 

Identifying similarities between real and ideal 

perceptions was not a goal of this study. It was noted, 

however, that similarities existed between patient real and 

ideal scores on the Personal Problem Orientation, Anger and 

Aggression, and Staff Control subscales. Also noted were 

staff similarities between real and ideal scores in the 

autonomy subscale as well as a lack of any difference between 

the real and ideal scores on the Personal Problem Orientation 

subscale. Further investigation coupled with discussion of 

these noted similarities may be of some value in future 

research. 

Another finding identified a statistically 

significant difference in staff Form R responses on the 

Autonomy subscale for staff completing both real and ideal 

forms and staff completing only the one, real form. Staff 
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completing one form indicated that less autonomy existed and 

desired more than staff completing more forms. This 

difference may indicate that staff who completed only one 

form are more flexible in their approach to patients than 

those who completed both forms. It is possible that this 

difference would not exist if the sample of staff completing 

one form were larger. It would be desirable to collect 

demographic data and compare staff years of psychiatric 

nursing experience and length of time on the unit with the 

scores on the Autonomy subscale might indicate a significant 

correlation between years of experience and Autonomy scores. 

Future research is necessary to simultaneously assess 

staff and patient perceptions of the real and ideal ward 

treatment environments. Although feedback sessions can be 

implemented based on the data from this study, feedback 

sessions based on simultaneous responses over a period of 

time would provide a much stronger data base for design of 

goals aimed at aligning real and ideal staff and patient 

perceptions of their treatment environment. Through the 

planning, implementation, and evaluation of several feedback 

sessions based on empirical data the nursing administrator 

could actively involve staff and patients in interacting with 

each other to set common goals for improved revision of the 

unit program. Periodic reassessment of the treatment 

environment would then indicate whether or not initiated 



changes outlined during feedback sessions for unit 

programming actually decreased the discrepancy between 

patient and staff and real-ideal responses. 

It also would be important in the future to compare 

staff scores between real and ideal perceptions to known and 

valid measures of staff morale to see if there is any 

correlation. Maintaining staff morale often is an 

administrative function assumed by the unit's nursing 

supervision. Data collected over a period of time may provide 

a source of useful information regarding this management 

function. Future research which incorporates demographic 

information for staff and patients (age, race, sex, etc.) 

would be of value in determining any data trends among 

identifiable groups of patients or different levels of staff 

preparation. The obtained information could be of particular 

value in any attempt to adjust the treatment milieu relative 

to internal responses for changing political, socio-cultural, 

or economic influences. 
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THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Kimberly Ann Radant 
2 E. Calle Concordia 
Tucson, AZ 85704 

FROM: Ada Sue Hinshaw, Ph.D., Rn. 
Director of Research 

Katherine J. Young, Ph.D., RN 
Chairman, Research Committee 

DATE: June 4, 1984 

RE: Human Subjects Review: Patient-Staff Perceptions of 
a Real and Ideal Ward Treatment Environment 

Your project has been reviewed and approved as exempt from 
University review by the College of Nursing Ethical Review 
Subcommittee of the Research Committee and the Director of 
Research. A consent form with subject signature is not 
required for projects exempt from full University review. 
Please use only a disclaimer format for subjects to read 
before giving their oral consent to the research. The Human 
Subjects Project Approval form is filed in the office of the 
Director of Research if you need access to it. 

We wish you a valuable and stimulating experience with your 
research. 

ASH/fp 
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Subject Disclaimer Form 

My name is Kim Radant. I am a graduate student 

completing my thesis requirements for a Master's Degree in 

Nursing from The University of Arizona. I am conducting a 

study to gather information about patient and staff 

perceptions of an inpatient psychiatric treatment 

environment. Participants in the study will be asked to fill 

out two questionnaires. The first questionnaire asks about 

your perceptions of the present ward treatment environment. 

The second quastionnaire asks about your perceptions of an 

ideal ward treatment environment. Each questionnaire takes 

approximately 20 minutes to fill out. You are being asked to 

voluntarily give your opinion on the statements in these two 

questionnaires. By responding to these questionnaires, you 

will be giving your consent to participate in the study. 

Your name is not on the questionnaires, and you may choose 

not to answer some or all of the questions, if you so 

desire. Only your position (R.N., L.P.N., N.A., 

psychologist, social worker, or psychiatrist) will be asked 

on the questionnaire. Your questions will be answered and 

you may withdraw from the study at any time. There are no 

known risks for participating in this study. To insure that 

your responses remain anonymous, this questionnaire is being 

given to you by a psychology intern who is not involved in 

direct patient care or supervision of staff. 



Subject Disclaimer Form 

My name is Kim Radant. I am a graduate student 

completing my thesis requirement for a Master's Degree in 

Nursing from The University of Arizona. I am conducting a 

study to gather information about patient and staff 

perceptions of an inpatient psychiatric treatment 

environment. Participants in the study will be asked to 

fill out two questionnaires. The first questionnaire asks 

about our perceptions of the present ward treatment 

environment. The second questionnaire asks about your 

perceptions of an ideal ward treatment environment. Each 

questionnaire takes approximately 20 minutes to fill out. 

You are being asked to voluntarily give your opinion on the 

statements in these two questionnaires. By responding to 

these questionnaires, you will be giving your consent to 

participate in the study. Your name is not on the 

questionnaires/ and you may choose not to answer some or all 

of the questions, if you so desire. Whatever you decide, 

your care will not be affected in any way. Your questions 

will be answered and you may withdraw from the study at any 

time There are no known risks for participating in this 

study. To insure that your responses remain anonymous, this 

questionnaire is being given to you by a psychology intern 

who is not involved in direct patient care or supervision of 

staff. 
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Differences across real measures for patients completing 
one form (REAL) and patients completing both forms 
(REAL and IDEAL).* 

Subscale Form R 
Completed 

Both Forms 
Completed 

F-value 

Involvement 8.00* 9.00 .670 
6.00 5.29 

Support 9.00 9.00 .907 
6.00 6.18 

Spontaneity 7.00 7.00 .933 
4.75 4.65 

Autonomy 6.00 8.00 .483 
4.25 5.12 

Practical 7.00 10.00 .878 
Orientation 5.50 5.77 

Personal Problem 3.00 7.00 .877 
Orientation 6.00 6.18 

Anger and 3.00 8.00 . 898 
Aggression 4.50 4.65 

Order and ' 6.00 9.00 .746 
Organization 6.50 5.94 

Program Clarity 7.00 10.00 .752 
5.75 5.29 

Staff Control 4.00 7.00 . 337 
5.25 4.18 

_ i 
=Range =Mean 

*No significant differences. 
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Differences across real measures for staff completing one 
form (REAL) and staff completing both forms (REAL AND 
IDEAL). 

Both Forms 
Completed 

F-value 

6 . 0 0  
6.176 

6.00 
6.77 

5.00 
5.59 

3.00 
6.18 

8 . 0 0  
6.76 

5.00 
6.65 

.767 

.799 

.624 

.032* 

.353 

.523 

5.00 
7.53 

8 . 0 0  
4.94 

8 . 0 0  
5.35 

5.00 
2.77 

.523 

.705 

.297 

.337 

Subscale Form R 
Completed 

Involvement 5.00 
6.59 

Support 4.00 
7.00 

Spontaneity 4.00 
6.00 

Autonomy 1, 
7, 

00 
25 

Practical 3.00 
Orientation 7.25 

Personal 6.00 
Problem 5.75 
Orientation 

Anger and 
Aggression 

Order and 
Organization 

Program Clarity 

Staff Control 

2 . 0 0  
8 . 0 0  

7.00 
5.50 

5.00 
6.75 

4.00 
2.00 

a b 
= Range = Mean 

*p<.0 5 
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