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ABSTRACT
Staff perceptions relay contextual factors which must be considered in developing
psychiatric-mental health nurse practitioner (PMhNP) practice outcomes. This study, a
secondary analysis, examined perceptions of interdisciplinary staff about outcomes of
PMhNP practice on an inpatient, psychiatric unit. Data were originally gathered during
two focus groups from seventeen participants, all integral to client care. Content analysis
revealed philosophical differences between participants' and PMhNPs' perspectives
about empowerment as a client outcome. These differences indicate that PMhNPs must
consider interdisciplinary sensibilities in framing PMhNP outcomes. Participants
concurred on systems outcomes of PMhNP practice required to support client
empowerment. These findings support the utility of a social ecological model in
interpreting staff perceptions relative to PMhNP outcomes developed in a complex,
organizational environment.
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CHAPTER 1
INTRODUCTION
Psychiatric Mental Health Nurse Practitioners (PMhNPs) bring the holistic worldview of nursing to their role, blending biological and interpersonal approaches to
behavioral health care (Puskar, 1996). Puskar describes the PMhNP as an advancedpractice nurse who provides health promotion and illness rehabilitation through
psychotherapy, psychoeducation, and advanced physical assessment. PMhNPs diagnose
and treat complex behavioral health and associated medical problems, and prescribe
psychotropic medications (Lego & Caverly, 1995).
As the PMhNP role develops, research must be conducted to demonstrate the costeffectiveness of this specialized area of advanced nursing practice. Caution must be
exercised, however, in developing outcome measures. PMhNPs must be aware that
individual providers can be held accountable for undesirable outcomes which are actually
the result of systems obstacles. To be truly worthwhile, outcome studies should carefully
examine environmental influences on quality and cost of health care (Donabedian, 1991;
Fonagy, 1999; Dahl, 2000). To support that goal, PMhNPs must be proactive in designing
health care delivery systems that do not abandon quality nursing practice, yet demonstrate
that holistic nursing care is cost-effective.
Purpose
The purpose of this study is to examine perceptions of interdisciplinary staff about
outcomes of Psychiatric-Mental Health Nurse Practitioner (PMhNP) practice. The
PMhNPs practice as attending providers of record on an acute care, inpatient, psychiatric
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unit. Secondary analysis will be applied to data gathered during two focus group
interviews which were part of a formative evaluation. The formative evaluation was
conducted to restructure an inpatient, psychiatric unit to support optimal PMhNP practice.
The evaluation was also conducted to develop outcome indicators of PMhNP practice.
The two research questions explored in this study are:
1.

What are the perceptions of interdisciplinary unit staff about PMhNP
outcomes?

2.

What is the congruence of these perceptions?

Background
This section will highlight factors which need to be considered in choosing
meaningful outcome indicators of PMhNP practice. Examination of trends in the
prevalence and cost of mental illness are reviewed as a basis for arguing that PMhNPs
must clarify their role in the context of these changes.
Developing outcome indicators Outcome indicators are measures of the magnitude of
change in a desired direction resulting from programs and interventions (Rossi &
Freeman, 1993). Outcome indicators measure the success or failure of programs and
should be derived from a theoretical perspective underlying practice and evaluation
(Chronbach, 1982; Finney & Moos, 1989; Chen, 1990; Eisen & Dickey, 1996;; Munt,
1997; Blankertz & Cook, 1998). Social-ecological theory under girds this study. This
framework defines PMhNP outcomes in the context of their practice environment.
Forchuk, Chan, Schofield, Martin, Sircel, Woodcox, Jewell, Valledor, and Overby
(1998) state that the goals for the rehabilitation of individuals with behavioral health
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problems require holistic care planning. Clients are thereby empowered to realize their
fullest individual potential and to increase their access to community resources.
Eisen & Dickey (1996) caution that widely accepted standards for outcomes, i.e.
profiling and report cards, lead to inaccurate outcome measures because they fail to
account for environmental influences on quality of care. Theories of treatment and
models of evaluation generally emphasize individual change at the expense of systemic
factors (Wallerstein and Bernstein, 1988). Freudenberg, Eng, Flay, Parcel, Rogers, and
Wallerstein (1995) assert that, "most outcome standards are static and unidirectional,
while the forces that influence health are dynamic and interactive" (p. 295).
What implications do these perceptions on outcomes have for PMhNPs practicing in
acute-care settings? Determining outcomes of rehabilitative care must consider available
resources and support for PMhNP practice (Freeman and Rossi, 1993). Staff who have a
vested interest in organizational planning and production in inpatient psychiatric settings
support and acquire resources for holistic PMhNP practice. Unit and supervisory staff
deliver and monitor care and coordinate organizational planning with community
agencies. Hence, teamwork, is essential to realizing PMhNP outcomes (Forchuk et al.,
1998).
The intensity and complexity of client needs, particularly those who have significant
self-care limitations, demand that PMhNPs negotiate differences in staff perceptions of
PMhNP outcomes. If PMhNPs' values and philosophy of care are not a "fit" with the
practice environment, outcomes may not be consistently predictable Stokols, Pelletier,
and Freday, 1996; Laschinger & Shamian, 1994) Hence, choice of outcome indicators
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should take into account perceptions of the healthcare team as an environmental influence
on PMhNP outcomes.
Staff represent an environmental influence, yet they are reciprocally influenced by the
environment (Laschinger & Shamian, 1994; Stokols, Peletier & Fielding, 1996)
Behavioral health interdisciplinary teams generally practice in an environment of scarce
resources and increasing client needs. Given the rising cost of mental health care,
PMhNPs must embrace cost containment, yet not at the expense of maintaining a healing
environment (Cornwell & Chiverton, 1997). Staff are positioned to observe the effects of
tension between cost and quality. Interdisciplinary staff directly influence individual
processes of rehabilitative care. Likewise, they are present to environmental effects on
rehabilitation, particularly in assessing clients who have relapsed in the community.
In summary, two main points regarding outcome measures of PMhNP practice can be
argued. First, demonstrating outcomes of PMhNPs practicing on an inpatient, acute-care
psychiatric setting requires a shared vision with interdisciplinary staff, including those in
leadership positions. Second, outcome indicators must account for influences of the larger
health care system. A formative evaluation, framed by social ecological theory, constructs
an interdisciplinary vision of PMhNP outcomes in relation to the context of care.
Prevalence of mental illness Few families in the United States are untouched by
mental illness. A true prevalence study found that as many as 20 to 30 percent of the U.S .
population is affected by mental disorders during their life time. (Kessler, Berglund,
Zhao, Leaf, Kouzis, Bruce, Fridman, Grosser, Kennedy, Narrow, Kuehnel, Laska,
Manderschied, Rosenbeck, Santoni, and Schneier 1994; Office of the Surgeon General,
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2000 ). Among the civilian population in the United States, not including those
individuals already institutionalized, 3.3 million adults over age 18 suffer a serious
disability during any one-year period
A sub-population of 5.4o/o of adults is considered to be severely impaired because of
mental illness. Half of those with were identified as being even more affected by having
severe and persistent mental illness (Kessler et al., 1994; Office of the surgeon General,
2000).
Cockerham (2000) in an extensive review of the sociology of mental disorders found
that environmental factors correlated positively with the prevalence of mental health
disorders in the United States.
Cost of mentalllness Costs of mental health care are rising faster than other segments
of health care Funding, however, relative to overall healthcare, has declined with the
burden of care shifted to the public sector. Some decline in resources may be a result of
cost shifting and barriers raised to access to care (Mihalik & Scherer, 1998).
The cost of caring for individuals with mental health and substance abuse problems is
rising by 6-10% yearly (Nuart, 1997). Demand for mental health care is elastic, rising
with the expansion of benefits, largely due to the presence of clients with chronic mental
health problems that include a wide range of unmet needs (Phelps, 1997).
Estimated total healthcare expenditures in the United States in 1996 were $943 billion;
7% of that amount was for mental health services. In 1994, the United States spent more
than $99 billion for the direct treatment of mental disorders, including substance abuse.
Between 1986 and 1996, mental health expenditures increased annually by more than 7o/o
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Up to 1999, the growth in the public sector was more than 8% per year, while the growth
in the private secure increased only 3o/o ( Cokerham, 2000; Office of the Surgeon General,
2000).
Uninsured individuals with persistent mental illness incur very high costs, draining
resources from those with less serious mental illness. Private coverage is generally
inadequate. Twelve billion dollars from state/local government and more than $1 billion
from a federal government Block Grant and Veterans Affairs funds combine to $14
billion to cover services for the uninsured (Kessler, et. al., 1994;Cockerham, 2000).
As these figures document, there can be no question that a combination of variables
impacting behavioral healthcare is intensifying: rising costs, rising incidence, yet
declining government support. Taken together, these unrelenting trends result in an even
greater need to clarify and enhance the role of PMhNPs through outcome studies.
Significance to Nursing
Healthcare systems are being transformed from a focus on healthcare as a social good
to healthcare as a product (Durham, 1995). While currently emerging structures and
processes of care promise to contain rising costs of mental health care, they also have the
potential to under serve the public (Hurley, Freund, & Paul, 1993). In view of these
trends, PMhNPs have a responsibility to the public to provide information about the costbenefit of their care. PMhNPs must rise to the challenge of evaluation research to secure
and disseminate this information (Cornwell & Chiverton, 1997).
Promotion of optimal care of clients in inpatient behavioral health care settings
requires coordinated interdisciplinary efforts (Strickland, 1997). Starkey and Leadholm
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(1997) found that changing from custodial to rehabilitative care saved significant
resources, with positive outcomes. These outcomes were supported through expanding
the context of care beyond the institution and by accounting for staff perceptions in
planning care.
The breadth of advanced practice nursing roles overlaps with other disciplines,
potentially challenging interdisciplinary boundaries (Hanson and Spross, 1996 ).
PMhNPs need to affect change while remaining sensitive to interdisciplinary, territorial
issues. This study has significance to nursing inasmuch as it contributes to knowledge of
the PMhNP as a facilitator of change in an interdisciplinary context. Through soliciting
full staff participation in developing PMhNP outcomes, PMhNPs highlight their skill in
leading and coordinating interdisciplinary care. As such, results of this study may
contribute information for charting the future course of PMhNPs.
Conceptual Model
This study is conceptualized through the interplay of variable perceptions. A
conceptual model, framed by social-ecological theory, offers a panoramic view of
systems impacting behavioral health care as a backdrop for the formative evaluation (see
Figure 1).
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This study does not examine all of these systems. The model is presented because it
does, however, provide awareness of the enormity of environmental influences bearing on
practice at the micro level-the focus of this study.
The first model includes the following levels:
1.

Ecosystem:

The dominant culture reflected in systems which develop
policy, legislate and interpret law, and allocate funds. These
systems also engage in oversight of programs and
legislative intent.

2.

Macrosystems: This level conceptualizes systems at the federal, state, and
local levels which promulgate rules and act as payers of
allocated funds. These systems develop policy to plan,
fund, and evaluate micro level programming. In addition,
this level includes organized advocacy and consumer
groups and professional nursing organizations. The latter
determines scope and standards of practice of PMhNPs.

3.

Mezzosystem:

This level includes inpatient medical centers and outpatient
agencies providing direct care of individuals with mental
illness.

4.

Microsystem:

This is the inpatient unit level, including the client and
direct care by PMhNPs, staff, and supervisory support.
This level also includes direct services within outpatient
agencies.
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The second model narrows the focus of this study to a snapshot of dynamic influences
at the micro level (see Figure 2)

Figure Two - Focus Group Domain
Reciprocal Influences at the Microlevel
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Unit Staff
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22
This view conceptualizes interdisciplinary inpatient staff in reciprocal relationship
with PMhNPs. Additionally, the model conceptualizes the interdisciplinary staff,
including PMhNPs, in reciprocal relationship with surrounding systems. These
interactions, thus, inform staff perceptions on PMhNP outcomes.
Summary
In summary, social-ecological theory (SET) emerged as the best conceptual fit for the

formative evaluation, for this framework highlights the dynamic interaction of individuals
and their environment. SET provides a framework for focusing an evaluation lens onto
patterns of interaction involved in the care of individuals with mental illness. In doing so,
this framework captures the interplay of the environment and human choice as they relate
to PMhNP outcomes (Moos, 1976; McFarlane & McFarlane, 1996; Roberts &
Thorsheim, 1982; Stokols, Pelletier, & Fielding, 1996).
In a healthcare environment which stresses fiscal restraint, outcomes of PMhNPs are
increasingly important. To justify their unique services and expertise in a competitive
market, and to provide quality of care to the public, PMhNPs must monitor outcomes.
The social ecological model is a tool which can broaden the scope of outcome studies
to include the individual in relationship to his/her environment. Secondly, the narrower
model guides the development of PMhNP outcomes in the context of the interdisciplinary
team as a significant environmental influence. The purpose of this study is to examine the
perceptions of interdisciplinary unit staff, who participated in two focus groups, about
outcomes of PMhNP practice. The congruence of these particpants' perceptions will also
be examined.
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CHAPTER2
LITERATURE REVIEW
This chapter begins with a review of psychiatric-mental health nurse practitioner
(PMhNP) literature. The chapter is then organized around rehabilitation of individuals
with mental illness, current trends in the mental healthcare system, and evaluation
research. The development of biomedical interventions in behavioral healthcare,
economic pressures, and regulatory influences generated interest in the PMhNP role. This
role extends into areas which traditionally have been the practice domain of psychiatrists
(Cornwell & Chiverton, 1997).
Psychiatric-Mental Health Nurse Practitioners
A review of literature about PMhNPs indicates they practice in outpatient and
inpatient private and publically-funded settings (Puskar, 1996). The literature provides
few specifics regarding trends in PMhNP practice and their distribution of services.
PMhNPs are defined as advanced practice nurses who assess physical and mental health
status, diagnose mental illness, and prescribe and manage psychopharmacological and
psychotherapeutic interventions (Cornwell & Chiverton; Caverly, 1996; Lego & Caverly,
1995). PMhNPs function collaboratively with other behavioral healthcare providers,
referring clients when appropriate. Their scope of practice and educational preparation is
determined by state regulatory agencies that license health care professionals. Currently,
there is no professional certification specific to PMhNPs, although in some academic
programs, the curriculum allows PMhNPs to sit for either adult nurse practitioner and/or
certification as clinical nurse specialists in psychiatry (Caverly, 1996; Pushkar, 1996).
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Variations exist among states regarding the degree to which PMhNPs can practice
autonomously (L. Eddie, personal communication, October, 1999). In some states,
PMhNPs practice in collaboration with physicians. Other states, the other hand, allow
PMhNPs to prescribe only under physician-developed protocol. The degree to which
states allow autonomous practice has much to do with political forces within the state
(B.Nichols personal communication, June, 1998).
There has been considerable conflict within psychiatric nursing circles around the
development of the PMhNP role (Caverly, 1996; Puskar, 1996). This conflict arises from
concerns about integrating the medical model into models of psychiatric nursing.
According to Aiken ( 1994), this integration is needed for holistic client care. She adds,
however, that PMhNPs need to retain a focus on the larger health care system. This focus
integrates individual consumer needs and the mental health needs of the community.
PMhNPs must, therefore, attend to coordination of services necessary to meet both needs.
Cornwell and Chiverton (1997) emphasize the importance of demonstrating the costeffectiveness of the PMhNP role through measures that capture the unique and broad
qualities of nursing. Characteristics of the PMhNP practice overlap with the
interdisciplinary team in the context of the community environment.. Thus, determining
which outcomes can be attributed to the PMhNP can be difficult in inpatient settings
No studies of the cost-effectiveness of PMhNPs could be found; however, the cost
effectiveness of nurse practitioners has been examined for 30 years. Spitzer, Sackett,
Sibley, and Roberts (1990) relay the results of a classic, randomized, controlled study of
the quality of nurse-practitioner care. Nurse practitioners provided primary care services
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as safely and effectively as physicians. In a review of 26 studies, nurse practitioners
scored higher than physicians on numerous measures of quality outcomes, including
completeness of history, follow-up on history findings, and completeness of physical
examination (Prescott, 1994 ).
Giroud (1996) reviewed literature about the cost-effectiveness of nurse practitioners,
including client satisfaction with their care. Her sample included a wide range of settings,
including inpatient. Her results suggest that nurse practitioner outcomes are comparable
and often superior to physician care due to their holistic focus. Moreover, clients were
satisfied with care provided by nurse practitioners. Kearnes (1994) found that nurse
practitioner-physician collaborative practice in a large urban hospital resulted in increased
access to and quality of care.
Although studies demonstrate the excellence of direct care by nurse practitioners,
Blancett and Flarey (1995) observe that being an expert clinician is no longer sufficient
for practice in healthcare organizations. Expert practitioners need to encourage all staff to
be accountable for outcomes. Thus, PMhNPs need to envision themselves as leaders
participating in creating innovative structures and processes. Likewise, PMhNPs as expert
nurses need to examine current care arrangements, abandoning those which do not add
value to client care (Wolf, 2000).
In summary, outcome studies are crucial to the developing PMhNP role. Outcomes of
PMhNP practice must consider the practice environment across healthcare systems. In
doing so, PMhNPs expand their practice to taking a proactive stance in designing
outcome studies which truly reflect holistic nursing care.
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The Health Care Environment
In response to rising costs for behavioral care, reimbursement systems are capitated

through managed care arrangements (Talley & Caverly, 1997). Healthcare systems are
assuming patterns of big business; however, the forces of a free market do not ensure
quality health care to those in need (Goldman, 1999). Crittenden ( 1992), in writing about
the social ecology of programs in mental health, submits that policy makers respond to
the tendency of the public to want quick fixes with no increase in taxes.
Managed behavioral care Many states have made an active move to bring behavioral
health clients into managed care programs. In a few states, managed care has penetrated
the market by nearly 100%. The degree of penetration within the state environment of this
study ranks fourth in the United States (Roberts, Sheehy, McNamara, Verran, Ferketich,
1998).
Hurley, Freund, & Paul (1993) indicate that the benefit of managed care reduces costs
and locates care to more appropriate settings. Cost -containment strategies and financial
incentives to providers and facilities, particularly for individuals with mental illness, can
place providers in conflict with the mission of the organizations and with staff.
Goldman (1990) raises hope in the midst of constraints to quality care in pointing to
the rise in consumerism, self-determinism, and self-management among mental health
consumers and advocates. This trend needs to be seized upon by PMhNPs and
strengthened in planning care within the uncertainties of the current healthcare system.
In summary, PMhNPs need to demonstrate outcomes of their care in a healthcare

environment, which some suggest inappropriately limits access to care and compromises
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quality of care. This charge may generate conflict in designing outcomes studies in
inpatient settings. In view of these concerns, PMhNPs must ascertain if the environment
of their care is congruent with their values and philosophy of care.
Organizational Influences In Behavioral Health
Literature speaking to the influence of environmental factors within institutions and
individual care units suggests that behavioral healthcare providers must commit to change
and innovation in collaboration with unit, supervisory, and administrative staff (Perra,
2000). If the organizational climate is not a fit for the needs of clients, outcome indicators
cannot be chosen with confidence that they will predict desired outcomes.
Wolf (2000) maintains that healthcare providers must act as transformational leaders
through, " .... their ability to continually reinvent their approach to care, and through
evaluating care through outcome studies .... " (p. 46). Expert nurses should expect the
larger organization and staff at all levels to share responsibility for client and system
outcomes which reflect integrated, coordinated care. Staff empowered to do this empower
clients individually and through environmental change (Blancett & Flarey, 1995;).
Hepner and Hopkins (2000) maintain that staff perceptions of the organizational
environment must be considered in achieving outcomes. The authors describe the
challenge of working with distinct organizational cultures when two healthcare systems
merged. Staff perceptions had to be considered as they related to establishing a new
culture out of which outcomes were defined and standards of practice established.
Morrison ( 1990, 1998) found that staff beliefs and perceptions influence client
outcomes. For example, when staff express a collective belief in socially restricting
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mentally ill individuals, staff also perceived the organization in which they practice as
restrictive and task-oriented. When leadership staff emphasize control, nursing staff
embrace an authoritarian and restricting ideology. Likewise, when staff perceived greater
organizational emphasis on system maintenance than personal growth, staff are more
restrictive with clients. Finally, Morrison found that staff perceived more aggression and
violence in their practice environments when they perceived their organizations as
controlling.
How do these perceptions influence outcomes? Staff perceptions of the environment
suggest the degree to which the milieu is authoritarian and controlling. Within such a
milieu, clients manifest "controlling, coercive behavior" (1998, p. 23). Staff perceptions
can be suggestive of an environment in which clients are provoked by staff acting in an
over controlling manner (p. 23).
Rosenbaum (1973) found similar results. When the organizational environment
generates feelings of helplessness and depersonalization among staff, staff in turn take a
dehumanizing approach with clients. When autonomy of staff is restricted, staff are more
parental and restrictive with clients (p. 27). On the other hand, staff who perceived
themselves as satisfied with the environment practice more autonomously, creatively and
produce desirable outcomes.
Mowday and Sutton (1993) suggest that contextual influences such as perception of
external threat to an organization can cause managers to withdraw, adversely affecting
organizational productivity. Decision-making and communication break down with
managers' perception of external threat such as environmental turbulence.
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Kantor ( 1977) developed a theory of structural power which links staff confidence
with their perceptions of managerial power and influence at varying hierarchical levels.
Laschinger and Shamian (1994) and Stevenson and Gilly (1991) provide further support
for the importance of person/environment interaction in the relationship of managerial
characteristics and staff perceptions of staff and consumer empowerment.
In summary, research into organizational climate links environmental factors
to quality of care. This section highlights the critical importance of
PMhNPs'understanding the perceptions of staff in determining if the organizational
environment is an adequate fit for PMhNP practice. In doing so, the PMhNP can become
a facilitating link among levels of staff and other disciplines in promoting shared
understanding which is known to positively influence health care outcomes ..
Interdisciplinary collaboration requires mutual trust and commitment to common
organizational goals. A shared vision is essential to an interdisciplinary approach,
otherwise there is no interdisciplinary team, but a group working in the same space with
no common purpose. Given and Simmons (1977) maintain that healthcare professionals
on the same team often know little about each other. Differences in frames of reference,
values, education, and goals, combine with issues of power, status, and authority to
challenge joint planning and provision of care. Rather, interdisciplinary care should be
approached on the basis of "joint problem formulation, prediction of outcomes, common
perceptions of how to achieve outcomes, and collaborative evaluation" (p.169).
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Empowerment as Rehabilitation
Finney & Moos (1989) suggest a health-disease continuum based on rehabilitation of
clients with mental illness. They define rehabilitation as the empowerment of the
individual to reach his or her fullest potential. This definition is consistent with holistic
PMhNP practice in a social ecological context. Within this framework, outcomes of
rehabilitation are individual and systemic. The interdisciplinary, inpatient behavioral
healthcare team recognizes patterns of individual health in the context of systemic
influences on the individual's rehabilitation.
Cook, Pickett, Razzano, Fitzgibbon, J onikas, & Cobler ( 1996) write that psychiatric
rehabilitation demands holistic, cross-system planning because mental illness impacts
clients' social support systems, independent living, job performance, physical health, and
overall sense of self. These authors assert that assessing client and community strengths
and limitations should be a focus of outcomes in behavioral healthcare.
Greenley ( 1990) believes inpatient treatment empowers clients through enabling them
to regain and retain rights from which they have been disenfranchized. Clients, from the
inpatient experience through discharge, deal not only with their physiological and
behavioral problems, but with bias and discrimination in their community. Insel (1980)
joins Greenley in asserting that. environmental factors such as poverty and diminishing
funding for social programs increases the incidence of mental illness and impedes
rehabilitation.
Munt ( 1988), in contrast, describes a process of degradation which begins upon
admission to inpatient psychiatric units. From that point on, he asserts, passivity is
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encouraged; and clients soon perceived that they lack influence over their disability. Munt
concludes that inpatient staff often fail to focus on strengths and skill-building, rather
than pathology. Thus, clients are ill-prepared for success in the community.
Empowerment, rather, strengthens the client's right to self-determinations, and provides
tools for realizing his/her potential
Fallon ( 1999) reports on evidenced-based strategies for optimal treatment of
individuals with mental illness from a multi-site demonstration project. Effective
psychopharmacology, education, psychoeducational group therapy, life-skills training,
and assertive case management were strategies cited for promoting health. Rehospitalization is substantially reduced only when well planned and coordinated
interventions and discharge planning promote integration of the client into the community
and ensure ongoing support thereafter (Cook, Pickett, Razzano, Fitzgibbon, Jonikas, &
Cobler, 1996).
Moller & Murphy ( 1997) conducted an epidemiological, controlled case design of
findings to evaluate a 12-session rehabilitation course for clients with schizophrenia. The
program focused on empowerment through assisting clients in accessing community
resources. Clients developed their strengths through establishing goals and participating
in discharge planning. Outcomes examined were in-hospital days and cost savings.
Compared to the randomized matched control group, the treatment group required 3.8 inhospital days in two years compared to an average of 57 days before the program was
begun. Total savings over two years was $1,086,800, controlling for an expected decrease
in transitioning to capitated payment.
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Leadholm & Starkey ( 1997) describe their Psychiatric Rehabilitation Integrated
Service Model. This program of rehabilitation challenges consumers, regardless of their
degree of impairment, to realize their own goals and emphasizes access to community
resources. Staff attitudes were found to influence successful outcomes. As clients became
empowered, they challenged staff in new ways which necessitated staff development
initiatives. The authors found that for positive outcomes the entire organization had to
value an outcome of rehabilitation of patients. According to the authors, rehabilitation is
about "skill development, recovery of function, client participation, and empowerment-and staff buy-in" (p. 500).
The initial weeks after discharge are high risk, with the environment placing new
demands on the clients(Rosenheck & Neale, 1998). Connections between inpatient and
community services must be strong. Cook et al.( 1996) outline essentials of care of clients
hospitalized because of mental illness. The authors note the importance of psychotropic
medication. They also see education and practice around skills and information needed in
the community as essential in preventing relapse. These authors stress the importance of
early discharge planning which aims at reducing social isolation and loss of autonomy
while strengthening community living skills.
Individuals challenged by mental illness have difficulty transferring training to
subsequent levels of care. Gains in health during the inpatient stay must be maintained
through social and community integration. Collaborative programming and bridging
inpatient and outpatient systems lead to positive outcomes of behavioral health care
(Forchuk et al., 1998; Rosenbeck & Neale, 1998). Forchuk et al., developed a model for
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inpatient care which extends inpatient interventions into the community through
exchange of staff. Measures of client outcomes with reliable and valid instruments
revealed statistically significant improvement in quality of life with this cross-system
model. Over a 12 month period, $496,862.55 was saved for nine clients.
Moller & Murphy ( 1997) describe a program which achieves client empowerment
through building on client strengths and educating clients in management of illness and
stress. Clients are taught how to advocate for themselves after discharge. Assessment of
health status, anticipatory planning for potential environmental problems, work on
conflicted relationships, and appropriate and efficacious medical regimes are foci of the
rehabilitation efforts. Clients are encouraged to believe that they can reach a state of
health, in spite of the presence of psychiatric symptoms. These authors assert that
successful rehabilitative programs must provide continuing support regardless of shortterm resolution of psychiatric symptoms.
In summary, empowerment as rehabilitation establishes a continuum upon which

health can be measured (Finney &Moos, 1989). From a perspective of SET, rehabilitation
is facilitated when systems within which clients are cared for support empowerment of
clients to reach their highest potential functioning and sense of well-being. Relapse can
then be characterized, not only as an individual process, but as failure of the environment
to maintain and build on client strengths and augment limitations. Empowerment is selfdetermination; however, self-determination in an environment in which sufficient
resources are available to support the right of individuals to realize their greatest human
potential.
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Summary
Review of current trends in behavioral health support that PMhNPs must demonstrate
that their practice is cost-effective. Exploration of the continuing development of the
PMhNPs' role requires outcome studies defining their scope and that demonstrate their
cost-benefit.
PMhNPs providing care to clients in inpatient units must maintain an interdisciplinary
and systems perspective while providing direct practice. An argument can be made after
compiling information from literature spanning evaluation, the PMhNP role, and
rehabilitation-all in light of SET-that demonstration of the cost-benefit of the PMhNP
role depends upon congruence of PMhNP perceptions of outcomes and those of
interdisciplinary staff. In addition, outcomes should reflect empowerment of clients to
reach their fullest potential. Medical interventions alone cannot achieve human dignity
and predict rehabilitation if clients cannot also access their share of organizational and
community resources needed to reach their fullest potential.
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CHAPTER3
METHODOLOGY
This study was a secondary analysis of data previously collected through two focus
groups. The purpose of this secondary data analysis was to examine the perceptions of:
interdisciplinary unit staff about outcomes of PMhNP practice. Staff and PMhNP
perceptions about outcomes were also examined for congruence. Content analysis
described by Wambolt-Downe (1992) was used to analyze the data.
Sample
The sample consisted of 17 participants who volunteered to serve on a work-site
committee to improve client care (see table 1, p 35). Group 1 consisted of 10
interdisciplinary staff working on the inpatient unit. Group 2 included five supervisory
staff, a psychiatrist, and a PMhNP.
The domain of the participants is micro level; however, effects of the broader health
care system are manifested at this level. (see model 1, p 18) The interdisciplinary
participants will implement programming on the unit with possible extension into the
community. Supervisors and the psychiatrist are included because of their integral role on
the interdisciplinary team, and because they are a link to administrative-level decisions.
These decisions impact the psychiatric department and influence how the department
interfaces with community agencies.
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Table 1. Characteristics of Participants

Gender
Age of Participants
Education

•
•
•
•
•
•
•
•
•
•
•
•
•

Position

•
•
•
•
•
•
•

Years of employment
in psychiatric
department

•
•

Female
Male
Range
Average Age
RN Diploma
RN Associate Degree (AD)
RN (AD) /Masters
Degree Social Work
Bachelor of Science, Nursing
Master of Science, Nursing
Master of Social Work
Bachelor of Arts
One Year Community College
Medical School, Residency in
Psychiatry
Staff Nurses
Social Workers
Psychiatric Technician
Physician
PMhNP
Recreation Therapist
Supervisory Staff
Nursing
Social Work
Recreation Therapy

Range.
Average

•
•
•
•
•
•
•

9
8
20 to 59 years
34 years
2
3
1

•
•
•
•
•
•

2
1
4
2
1
1

•
•
•
•
•
•
•

6
2
1
1
1
1
5

•
•

.5 to 20 Years
5 years

Human Subjects
The data were originally collected as part of a formative evaluation from participants
who volunteered to serve on a work-site committee. Protection of human subjects was
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ensured for the original study by selection of voluntary participants and use of code
numbers. Confidentiality was maintained through coding participants' contributions
rather than using names. Participants understood that they would be sharing voluntarily in
a group interview with co-workers. The facilitator clearly established with participants
that she had no decision-making role or supervisory functions involving staff or the
operation of the psychiatric department.
Permission was granted by the Chief of the Division of Psychiatry for secondary
analysis of data gathered during a formative evaluation conducted under the auspices of
the psychiatric department. The University of Arizona College of Nursing, Human
Subjects Committee, granted approval for secondary analysis of data upon their review of
requisite documentation.(Appendix )
Setting
The description of the setting for this study is framed by the social ecological model
as shown in The order of levels is reversed beginning with the micro level which is the
primary focus of the study.
Microlevel The setting for this study is an inpatient, acute-care, psychiatric unit within
a larger healthcare organization. All individuals court-ordered for psychiatric evaluation
in the surrounding county are admitted to this psychiatric department. The majority of
clients admitted to the unit are court-ordered for evaluation and/or treatment. Between
June 1999 and June 2000, 642 clients were served on the unit. With rare exception,
clients are indigent with severely impaired functioning (B. Sapp, personal
communication, September, 1999)
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Mezzolevel The inpatient unit is within a publicly-funded, integrated medical center
which balances on the brink of fiscal crisis. This crisis has abated somewhat with
stringent cost-containment initiatives imposed by an outside management firm (M Sparer,
2000). The organization is mandated by law to provide healthcare for the indigent sick.
The medical center consists of 541 inpatient beds, 12 family healthcare centers, an
outpatient health center, home healthcare, and four managed-care plans. The population
served is culturally diverse and includes many working poor, a large immigrant
population, and a significant number of Medicaid-eligible individuals.
The state contracts with a state Regional Behavioral Health Authority (RBHA) to
provide behavioral health care. This organization is funded by the state to provide Title
X 1X Medicaid services via a capitated system. Access must be granted to behavioral
health clients upon determination of medical eligibility for care. If clients qualify as such,
they receive case management and community treatment, as well as inpatient care. The
RBHA refers to numerous services in the county; however, those services require preauthorization.
Macrolevel The state in which the medical center is situated ranks fourth in the nation
in how managed care has penetrated its healthcare market (Roberts, Sheehy, McNamara,
Verran, & Ferketich, 1998). The behavioral health system in the state has been turbulent,
to the point of crisis over the past several years (Christianson, Lesser, Steinberg, &
Eichner, 2000) Behavioral health services are provided through a carved-out managedcare arrangement which segregates behavioral care from the general managed care
system. Some believe this segregation marginalizes clients from mainstream funding. The
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state has formed an innovative Medicaid program, however it is "not particularly
generous" relative to other states (Smith, 1996 p 4). The governor of the state has
attempted to address upgrading the behavioral health care system with tobacco tax
monies with no success.
The State Department of Health Services provides oversight of the RBHA. The
Medicaid agency, the Arizona Health Care Cost Containment System (AHCCCS) and the
Arizona Long Term Care System (ALTECS), at the state level, must coordinate their
activities with the RHBA.
Exolevel The level of funding for social and health care programs reflects the political
culture of the state which is thought be generally, conservative (Smith, 1996; Erickson,
Wright, and Mciver, 1993) The state in which the medical center is located ranks 32nd
among states in funding for mental health care (Mirto, 2000). The number of uninsured
individuals in the state is estimated to be 25 to 27 percent (Sparer, 2000). The state ranks
49th in pregnant women receiving prenatal care, 2ih in infant mortality, and 39th in the
number of children living in poverty. At the same time, the state has enjoyed
unprecedented growth and economic prosperity (Sparer, 1999)
Procedures for Data Collection
Procedures for the original study The following section briefly discusses focus group
methodology, then describes methods used to collect the original and secondary data.
Robinson (1999) defines the focus groups as, "an in-depth, open-ended group
discussion ... that explores a specific set of issues on a predefined and limited topic" (p.
414). The focus group is a qualitative research approach which explores feelings and
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opinions through a group interview and enhances decision-making in a social context
(Basche,1987; Patton, 1990; Morgan, 1995; Morrison and Peoples, 1999; Robinson,
1999). The focus group interview is an economic and effective approach to acquiring
collaborative views in work settings (Morrison and Peoples, 1999).
A prepared agenda designed to elicit staff views on a predetermined topic guided data
collection in the original focus group interviews. Participants were asked to comment on
outcomes defined in the form of a proposal prepared by PMHNPs. The following
paragraphs outline central ideas in the proposal.
The proposal described outcomes under girded by the idea of rehabilitation as
empowerment. Empowerment is achieved through interdisciplinary staff and clients
setting mutual goals based on a comprehensive assessment. Assessment includes
identifying the clients' strengths and limitations, relative to their environment, and how
they understand their need for ongoing interventions.
Empowerment is understood as a process of self development and self-determination
influenced by the social context. Thus, empowerment is the degree to which clients
believe in their ability to change to develop to their fullest potential. Empowerment is
also conveyed through improved self esteem and social competence. Outcome indicators
must assess how well clients are prepared to access services, resources, and social
support. For example, outcome measures should examine how clients make their needs
known, set boundaries, how they make choices, and act on their choices.
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Outcomes detailed in the proposal included systems outcomes supporting
empowerment. These included improved structures and processes of communication, and
propose organizational change
The proposal was used as a cognitive prompt to assist participants in orienting
themselves to the agenda of the focus groups. During introductory meetings, prior to the
interviews, the significance of the proposal was explained to participants, as well as the
purpose of the interviews. The following agenda questions were developed from a model
by Merton, Fiske, and Kendall (1990) and Farley (1994). They trend from less to more
personal inquiries.

*

I would like to have your perceptions on this proposal. Let's try to take this
apart first (deconstruction). Take your time and reflect again on it for a
moment. Does any part jump out at you?

*

How does that part compare with your own view concerning _ _ _ __

*

From this document, what impressions do you have of what the PMhNPs are
trying to achieve on the unit?

*

How does that compare to what you think nursing/SW/recreation/medicine
would want to develop on the unit?

*

How does that mesh with your own professional standards, values?

*

What bothers you about the statement?

*

What feelings come up for you as you review this statement?

The proposal was displayed using an overhead projector.
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Data Collection for secondary analysis Permission was granted by the Chief of
Psychiatry to conduct secondary analysis of the focus group data. Transcriptions of the
original handwritten data were used for this analysis. Code numbers were used as the only
identification of participants. No linkages to original staff names are be possible. Results
of the secondary analysis will be shared with participants who remain in employment
within the psychiatric department.
Analysis of Data for this Study
Content analysis. Data were analyzed using content analysis. This method of analysis
looks for consensus, patterns, and general outcomes in qualitative date. The following
steps outlined by Templeton (1994), Badger & Rossi (1995) and Downe-Wamboldt
( 1992) were followed in analyzing the data, and to support reliability and validity of
results.
Steps in Data Analysis
1.

Immediately after the focus group interviews, the facilitator and recorders
compared recordings and filled in missing data.

2.

Analysis of the data began with the researcher reviewing the data for an
overall sense of the essence of what was expressed. Data deemed
irrelevant were extracted at this time.

3.

Outcomes were identified during subsequent reviews of data. With each
review of the data, the researcher immersed herself in the data until
outcomes were discerned.
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4.

The researcher then grouped all references to particular outcomes. Each
group was summarized and the outcomes were explored for clarity. Lesser
outcomes were then expanded into primary outcomes

Reliability and validity. Lincoln and Guba (1985) developed criteria for testing
reliability and validity which were applied to this analysis of data. One criterion is
bracketing, or approaching the data without preconceptions about results. This process is
was adhered to by the researcher though content analysis. A second criterion used by the
researcher is saturation of categories or reaching a stage of redundancy in participant
expression of outcomes. The sample size in this study was too small too satisfy this
criteria with certainty. A third criterion, mutually exclusive themes, was sought in this
data analysis, also through the steps in data analysis. Additional criteria include: truth
value; applicability; consistency, and neutrality for measuring reliability in qualitative
analysis. Cohen (1994)formulated questions to test for these criteria.
1.

Were the findings true to participants' intent and context of the inquiry?

2.

Were the findings applicable to studies of different participants in other
contexts?

3.

Can the findings be replicated with similar subjects or context?

Is the data true to participants' purposes and logical relative to the context of
inquiry? An expert judge applied the steps in data analysis to discerning and coding
outcomes. The researcher and judges compared results of their analysis. The judge was a
doctorally-prepared psychiatric nurse with extensive experience in nursing administration

44
in innovative, in-patient, acute care psychiatric settings. Her background also included
organizational research using qualitative methodology.
The researcher conducted two de-briefing sessions with the staff to verify the data. An
action plan was developed from the outcomes which emerged from the focus groups.
During subsequent planning sessions with the entire unit staff, this plan was deemed
agreeable to all staff members.
Rossi and Freeman (1993) suggest that work-site evaluations may be viewed with
suspicion by workers insofar as results may jeopardize job security. This source of bias
may have been operative, but given the scope of this study, could not be confirmed with
certainty. This concern was addressed by grouping participants according to their
hierarchical level within the organization, an approach used by Templeton (1994 ).
Preparatory meetings addressed possible restraint in sharing participants may have
experienced with co-worker participants. Participants unanimously stated that potential
consequences of honest sharing were inconsequential relative to potential benefits to
participants and clients. The group climate did not relay restraint in authentic sharing.
Data included a range of cognitive and affective responses to issues pertinent to practice
in this setting. However, peer pressure to conform to the majority opinion cannot be
ruled out as interfering with participants' willingness to say what they believed.
Mowday and Sutton (1993) suggest that researchers studying organizations should be
immersed in the culture of the organization. The researcher/facilitator was so immersed,
however, the scope of this study was limited to focus group data. Nevertheless, the
facilitator/researcher and PMhNP sponsors determined that results made sense in the
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context of data obtained through participant observation and interviews with stakeholders
within and external to the micro-level represented in the study.
To facilitate accuracy of notes taken during the focus groups, recorders memorized
participant identifying codes to facilitate rapid identification of participants with
comments during the focus group interviews. Participants were also prepared for, and
were tolerant of pauses required for complete recording.
Are results applicable in different contexts with different participants? The small
sample size and uncertainty around exhaustion of outcomes breaches this criteria for
applying results to different inpatient, psychiatric units in which PMhNPs practice. The
focus group methodology favored an interdisciplinary consensus while sacrificing depth
of query specific to individual disciplines and participants.
On the other hand, results are applicable to developing outcome indicators in settings
in which PMhNPs collaborate with interdisciplinary staff in caring for clients on inpatient
psychiatric units. Results carry the bias and realities one would ordinarily encounter in
interdisciplinary practice and decision-making.
Summary
The research design for this study is descriptive. Secondary analysis of data from two
focus group interviews were analyzed using content analysis. This method was chosen for
gaining perceptions of interdisciplinary unit staff on outcomes proposed by PMhNPs.
The domain of the focus groups represents the microlevel of analysis (see Figure 2, p
46). Perceptions of staff at this level were expected to convey information about
community and organizational environments as they relate to PMhNP outcomes.
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Figure Two -Focus Group Domain
Reciprocal Influences at the Microlevel
Positive PMhNP Development Influences Microlevel
Development

Psychiatric-Mental Health Nurse
Practitioner Practice
Direct Care
Transformational Leadership
Planning and Evaluation
Staff Development
Coordinated Discharge Planning

MicroLevel
Focus Groups
Interdisciplinary
Unit and
Supervisory Staff
Domain of Focus
Groups

Desirable Outcomes
Advances PMhNP
Development
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CHAPTER4

RESULTS
Data analysis, and results of research questions are presented in this chapter. Results
include outcomes extracted from the data as they relate to staff perceptions of psychiatricmental health nurse practitioner (PMhNP) practice outcomes. Results also report
concurrence of these perceptions.
The PMhNP-sponsors offered a proposal, described in chapter three, to
interdisciplinary colleagues as a cognitive map of PMhNP practice. The proposal defined
empowerment as an outcome of rehabilitation, how outcomes are manifested, and
interventions supporting client empowerment. The proposal also addressed systems outcomes. As part of a larger formative evaluation, perceptions are considered to be
contextual factors in developing PMhNP practice outcomes.
The research questions are answered by outcomes listed in table 2, p 49. Verbatim
quotes from participants are included in the presentation of outcomes. The research
questions were:
•

Question 1: What were the perceptions of interdisciplinary, unit-level staff

about PMhNP practice outcomes?
•

Question 2. What is the congruence of these perceptions.?

The first research question will be addressed through the discussion of outcomes.
Analysis of data revealed congruence of most participants, in both groups, on what
aspects of the proposal became the focus of discussion, how outcomes were defined, and
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how outcomes might be operationalized. Hence, participants' perceptions are integrated
into each outcome exploration. Congruence of perceptions will follow discussion of
outcomes.
Three broad outcomes relevant to this study, were extracted from the focus group
data; empowerment; enhanced communication, and organizational change. Participants
discussed the definition of empowerment at great length. One outcome which emerged
from the discussion describes empowerment as an autonomous state of being. A second
category under empowerment describes empowerment as an outcome of the client's
relationship to staff interventions. Neither of these were directly attributed to PMhNP
practice, however, these outcomes support an overall framework developed by the
PMhNPs. A third outcome defined empowerment as an interdisciplinary vs PMhNP
outcome, facilitated, in part, by PMhNP practice.
The second primary outcome and its sub-categories, attributed to PMhNP practice, is
improved communication which improved client care and positively impacted staff. The
third outcome, change, and its sub-categories, relayed that organizational change is a
PMhNP outcome. Staff perceived change as an outcome of the ethics and values of
PMhNP practice, and that PMhNPs motivate co-workers to work towards organizational
change.
Outcomes and categories subsumed by the broader outcomes--identified by
interdisciplinary staff--are listed in table 2, below. Following presentation of outcomes by
table, each outcome and sub-category will be explored.
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Table 2
Outcomes and Sub-Categories
Perceptions About Outcomes of
PMhNP Practice A. Empowerment is a client outcome
of rehabilitative care.

Perceptions about Outcomes of
PMhNP Practice -Sub-Categories
1. Empowerment is a state of having
ultimate control over ones' life.
2. Empowerment is a relational process of
development.
3. Empowerment is an interdisciplinary
outcome, in part, facilitated by PMhNP
practice

B. Communication is an outcome of
PMhNP practice.

1. Improved communication as an outcome
of PMhNP practice improves patient care
on the inpatient unit.
2. Improved communication as an outcome
of PMhNP practice enhances staff morale
and professional self- esteem
3. Improved communication, as an outcome
of PMhNP practice strengthens crosssystem, interdisciplinary care.

C. Organizational change is an
outcome of PMhNP practice.

1. Psychiatric-mental health nurse
practitioner practice directly influences
organizational change.
2. Psychiatric-mental health nurse
practitioners promote change as an
outcome of ethical practice.
3. Psychiatric-mental health nurse
practitioners motivate staff to strive for
organizational change.
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Perceptions of Outcomes of PMhNP Practice
Outcome A: Empowerment is a client outcome of rehabilitative care For the analysis
presented here, empowerment is defined as the patient having ultimate control over
his/her life. Empowerment is manifested by the patient making choices which confront
obstacles to his/her goals. The empowered patient challenges views of self as limited by
psychiatric disability. In doing so, the patient demonstrates his/her capacity to act
independently--to work toward goals which are ultimately self-determined.
A paradox was also established by both groups in defining empowerment as an
autonomous state and relational process of development. The following compares and
contrasts participants definition of empowerment, how it develops, and how it is
manifested.
Empowerment is a state of having ultimate control over one's

lif~

This definition

of empowerment was shared by participants in both groups with the exception of the
PMhNP-participant. She did not agree with the emphasis on empowerment characterized
as a state of being in ultimate control-fully independent. " ... no one is fully self -reliant,
totally independent. We're more connected than independent. ... Don't believe that should
be the emphasis in working with patients. Empowerment is being interrelated, healing in
relationship." All other participants offered various slants on empowerment defined as the
patient having ultimate control over her/his life, and as an autonomous state of selfdetermination. Participants believe that only the patient can look within herself/himself to
fully understand her/his strengths, limitations, and resistance to change. Regardless of
how diligently staff work towards changing the patient, the patient ultimately transforms
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herself/himself to a fully independent state. All participants agreed that this state may not
conform to staffs' standards of how self-actualization is manifested. This definition arose,
partly, from the perception among participants, aside from the PMhNP-participant, that

many patients consciously choose not to change habitual patterns of behavior.
A social worker commented "The patient makes his own choices ... ultimately acts
independently. Empowerment comes from no one else but the patient. ... feel there's a
point when continuing to provide support to the patient disempowers him. I think we'd all
agree, if you make conscious choices, you also must face consequences of choices."
Participants, with the exception of the PMhNP, believe that patients who consistently
resist professional intervention should eventually lose the privilege of sharing in the
distribution of the community's resources.

A nurse commented "The patient owns his own consequences. So many patients make
conscious choices not to comply. They learn how to manipulate the system ... get very
good at it. Continuing to fund those patients only fosters continuing dependency"

The psychiatrist commented, (Separate group from comment above) "I agree it's a
hard thing to say, but if empowerment is choosing your own path, you also take
responsibility for your path. You can only go so far with some people. I'd rather see the
resources go to patients who are responsible, deserving."
Patient ownership of this consequence is an outcome of the patient empowered to
make their his/her own choices. A social work supervisor commented, "Sometimes I
think we coddle patients too much. Empowerment means you take responsibility for
yourself-You [health care professional]have to know when to cut the cord.
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In summary, the majority of participants defined empowerment as an autonomous
state in which patient choice should be entirely free from coercion. On the other hand,
participants maintain that if the patient freely chooses not to comply with rehabilitative
interventions, this implies that the patient freely chooses to relinquish her/his right to
community support at some point in time.
Interviewer: "At what point would that determination be made?" A nursing

supervisor responded, I couldn't say without giving it a lot of thought. There's so little
[community and organizational resources]to go around ...
Empowerment is a relational process of development. Empowerment was also
defined by all participants, without exception, as the capacity of the patient to realize
her/his fullest potential in relationship. This definition was consistent with the PMhNPs'
definition of empowerment. Staff partner with patients to re-establish functioning and to
support reintegration of sense of self. Upon stabilization, empowerment is a process of
developing in relationship to the therapeutic milieu and the community. Therapeutic
relationships mirror reality to the patient, including the needs of others.

A staff nurse commented, "We hold up a mirror of what patients are and can be. He
has to face himself, and we give him the support to do that. He may not like what he sees,
at first."
Participants concur that empowerment as a relational process is manifested by active
engagement with interventions on the unit and discharge planning. The inpatient unit
provides a safe environment for stabilization and growth. The patient actively participates
in assessment and care planning. In collaboration with the interdisciplinary team, the
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client establishes attainable goals. The patient accepts feedback about his/her strengths
and limitations. The patient provides feedback concerning the value of interventions and
his/her experience of the milieu. The patient accepts direction in experimenting with new
behaviors she/he will need after discharge. The patient also participates in discharge
planning and accepts community support and advocacy. Finally, participants believe that
empowered patients demonstrate appropriate social skills, self care, and anger control on
the unit and in the community.

A psychiatric technician commented, "When the patient first comes in he needs a safe
place until he stabilizes. Then patients need to have opportunities to make more choices
like they do in the community. We don't prepare patients for what they face back in the
community. ------ [The regional health care authority, RHBA] doesn't offer a range of
services willingly ... the patient has to know how to advocate for himself ... how to access
services."
Collaborative education is perceived by all participants as an empowering
intervention. Patients need to know what is expected of them on the unit, and what they
should expect of staff. They must understand legal procedures and how their rights are
protected. Patients need to know what they will barriers to services they will encounter
after discharge, and how to navigate those encounters to meet their goals.

A social work supervisor commented, "I've actually had patients at discharge
surprised that being court ordered didn't mean they'd be locked away somewhere. The
rights [patients' rights] hang on the wall where you can hardly see them. Patients need to
fully understand their rights."
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All participants concurred that cross-system interventions support empowerment as
patients acclimate to life in the community. All Participants agreed on the following
interventions: engaging community advocacy groups in discharge planning; developing a
group for discharged patients; staff visits and/or telephone calls to discharged patients; a
partial hospitalization program; and a "buddy system" for discharged patients,
Analysis of the essential meaning of sub-categories, A and B, revealed reconciling
links. Goals are ultimately determined by the patient, but refined through mutual
understanding, interdisciplinary planning, and the community context. Nevertheless, the
patient ultimately determines his/her actions and accepts consequences of those actions.

A social worker (unit-level) commented, "You can't tell someone else what they're
goals are. We do provide tools for empowerment, but, patients determine their own path.
You do have to provide a mirror, let patients know what is involved in their goals and
how they can reach them. You also share the reality that resources are limited and other
people are on the path who have needs too .... who have the same right to selfdetermination. " A nurse commented, "You offer tools and the empowered patient
remains open to what you offer and present, then chooses how to use those tools."

In summary, staff strengthen patient empowerment by offering the patient tools for
discerning, planning, and carrying out his/her goals. Reality, as a staff construct, is
mirrored to the patient. This process of mirroring offers the patient an opportunity to
refine his/her goals relative to the patients' social context.
Empowerment is an interdisciplinary outcome, in part, facilitated through PMhNP
practice Nursing and social work supervisory staff perceived empowerment as an
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interdisciplinary outcome. The psychiatrist and recreational therapy-supervisor
expressed a minority view. They perceived empowerment as a PMhNP outcome because
PMhNPs integrate biomedical approaches into psychosocial approaches, both of which
are needed to empower patients who live with mental illness.

The psychiatrist commented," The PMhNPs have created an interdisciplinary model.
But their ability to conceptualize this model stems from their broad-based knowledge and
skills. No one else has done it."

Social workers (unit level) raised the question of empowerment as a
PMhNP practice outcome. Nurses, psychiatric technicians, and the recreation therapist
(all unit level) joined the social workers in agreeing that empowerment is an
interdisciplinary outcome. All unit-level staff felt that biomedical interventions could be
considered unique to PMhNP practice, however, the outcome of these interventions
becomes co-mingled with psychosocial outcomes.

Professional staff in both groups, with the exception of the psychiatrist believe that
their contribution to patient empowerment reflects a holisitic care philosophy.

The recreation therapist stated, "When I work with patients, I'm aware, for example,
of medication side effects-like are they too drowsy to focus on my activities."

A staff nurse summarized the view of nurses, "We administer medications, educate
patients about them, and sometimes suggest choice of medications, but we also want to
know how patients are coping."
The psychiatrist defined his contribution to empowerment more narrowly.
"As the attending physician, I want to know social issues are addressed, but I tend to
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focus on the medical aspects and leave the social issues to others."
Outcome B: Improved communication is an outcome of PMhNP practice
The following section will compare and contrast perceptions of participants about
improved communication as an outcome of PMhNP practice. Improved communication is
perceivedd by participants as improved flow of information among staff, organizational
levels, and out-patient teams. Participants' perceptions include how they perceived the
effect of improved communication on client care. Finally, perceptions relay the effect of
changes in the health care system on communication within the organization.

Nursing and social work supervisors believe that communication began to break
down as a result of downsizing and other cost containment initiatives. The staff-to-patient
ratio was pared down increasing all disciplines' work load, leaving less time for
meaningful communication. Nursing and social work supervisory staff acknowledged
that they began to communicate less with unit-level staff because they had "mostly bad
news to share" with respect to cutbacks. Staff became somewhat apathetic over time, and
communication broke down as staff morale declined.

All participants assert that in the short time PMhNPs have been attending providers,
they have demonstrated interest and skill in facilitating communication. All participants
perceived that enhanced communication has brought renewed vitality to the unit. A social

work supervisor observed, " The staff seem more hopeful now that they have someone on
the unit [her emphasis] who can listen to them and also help us to know what they're
needs are."
In summary, supervisory staff cite cost-containment policies as the central cause of
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poor communication at the microlevel. All participants perceived that PMhNP practice
has improved communication, however, unit-level staff, with the exception of the
recreation therapist, perceived continuing problems with their communication with their
supervisors. The recreation-therapy team consists only of the unit-level recreational
therapist and his supervisor.
Improved communication enhances staff morale and professional self esteem._

Staff nurses and psychiatric technicians believe they "acquire important information
about patients which needs to be communicated." As a result of PMhNP practice, they
believe they communicate that knowledge more confidently. All interdisciplinary staff
(unit-level) perceived that PMhNPs enhance communication by involving them as part of
the interdisciplinary, treatment team; insisting on their presence at staff meetings; and
validating their perspectives on patient care. All interdisciplinary staff (unit-level)
perceived that this has made the interdisciplinary team more cohesive.

A staff nurse commented, "I think we're communicating better and feeling more like
a team. The nurses and psych. techs. [psychiatric technitions] are definitely sharing more
information- especially now that the techs are at report."

Social workers perceived that PMhNPs have increased unit and interdisciplinary staff
involvement in care planning which has led to improved staff morale. Social workers also
perceived that PMhNP practice has increased their professional self esteem through
making their assessments more integral to patient care.

A social worker commented, "Before, I did discharge planning, I checked in with the
doctor and attended staffings with outpatient teams. I had no therapeutic role on the unit.
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I'm more enthused about coming to work these days. I feel I'm using what I learned."

Recreation therapists, at both unit and supervisory levels, have considered themselves
marginal to the interdisciplinary team. PMhNPs value their contributions to patient
rehabilitation and invite them into the care planning process. Thus, recreation therapists
perceived that PMhNP practice has increased their morale and professional self esteem.
Overall, interdisciplinary staff (unit-level) perceived that PMhNPs validate and
encourage unit-level communication resulting in staffs' willingness to invest in a team
approach that both respects and needs their input. In an environment of downsizing all
participants value this PMhNP outcome.
Improved communication improves patient care on the inpatient unit More
effective exchange of information resulting from PMhNP practice has improved patient
care on the inpatient unit. /interdisciplinary staff (unit-level) jointly described innovations
which have improved and will continue to improve patient care. PMhNPs have initiated
weekly staff meetings during which staff communicate their ideas about improving
patient care. These ideas are taken to higher hierarchical levels by the PMhNP. Feedback
is then brought back to meetings. The PMhNP invited an administrator to a unit staff
meeting to discuss a recurrent obstacle to quality care.

A staff nurse commented, "I learned more about the pressures they [administrators]
have to deal with. The exchange also enhanced the administrator's understanding of how
this obstacle impacted patient care. A decision was made as a result of this
communication which represented negotiation and compromise among organizational
levels, and enhanced patient care on the inpatient unit.
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The social work supervisor commented, "What the unit got wasn't a major thing, but
it meant a lot because they [staff] asserted themselves and got it."
Of particular value to unit staff has been "live" daily report which previously had
been tape-recorded. The PMhNP established this change-of-shift format which includes
staff nurses, psychiatric technicians, PMhNPs, and social workers. Afternoon report
includes these staff, however, time does not always permit the social workers' attendance.
Nevertheless, their input is always garnered late in the shift to be shared with staff.
Additionally, the PMhNPs have instituted a brief care planning session daily. This is also
a forum during which staff can share the frustrations and successes of the day. This faceto-face, interdisciplinary exchange of information is perceivedd by all staff to have
improved coordination and consistency of patient care.
Unit-level interdisciplinary staff shared an incident which highlights the impact of
poor communication quality of care. A nurse was injured on the inpatient unit by a
psychotic patient to the extent that she is confined to a wheelchair and requires
attendance. Staff were never afforded the opportunity to share feelings about this event,
although, unit-level staff stated that staff still feel the impact of this tragic event. Staff
believe that the patient's acting out could have been prevented through better
communication among staff leading to a consistent and effective approach to
rehabilitation with this patient. A staff nurse commented, "I think it still haunts all of us."
Social work and nursing supervisors, and unit-level social workers were candid in
sharing their perceptions of improved communication as emanating from PMhNPs'
position rather than from unique skills. PMhNPs are employees of a group practice which
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contracts with the medical center. Consequently, these participants believe PMhNPs are
insulated from consequences of disturbing the organizational status quo. They further
perceived that PMhNPs are unencumbered with supervisory responsibilities and paper
work. According to these participants, PMhNPs can invest more time and effort in
improving communication at all levels.
The psychiatrist took issue with this view in saying,

"I don't believe that they

[PMhNPs] have more time than anyone else. They actually have less formal authority to
affect organizational change." The psychiatrist perceivedd that, "where PMhNPs
practice, communication improves," and that results from their "uniquely broad scope of
practice which pulls the team together around patient care." He believes that many
medical colleagues share this view, "but may not be willing to admit it."
The social work supervisor perceivedd that PMhNP' s enhance communication
through, " .. .interpreting and synthesizing staff needs. I think this is something most of us
can do, I think the PMhNPs are in a better position to get around and make connections
for people-they'll listen."
Improved communication as a PMhNP practice outcome strengthens crosssystem, interdisciplinary care Unit-level interdisciplinary staff perceived that PMhNPs,
achieve more individualized discharge planning through more frequent and timely
exchange of meaningful information across systems of care. These participants perceived
that communication at admission has been significantly improved. In the opinion of a
social worker, through the PMhNPs' "there is insistence upon exhaustive efforts to obtain
patients' history".
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The social work supervisor said, "Piecing together patients' long-term history to
understand antecedents to relapse is important to planning rehabilitative care.

"The physician replied, "These efforts are often prematurely abandoned."
Unit-level interdisciplinary staff perceived that a PMhNP outcome has been more
communication with outpatient teams during the inpatient stay. PMhNPs encourage
communication-during the inpatient stay-with outpatient teams, group home staff, case
managers, family, and advocates.
An example of poor communication around discharge planning was relayed by
nursing staff (unit-level) which demonstrated the negative impact of poor communication
on patient care. This case involved a young man diagnosed with serious mental illness,
and moderate mental retardation. His stay was extended because a placement could not be
secured in the community after his mother's death. The staff in collaboration with
relatives who visited early in his stay, acquired information specific to his care. Unit staff
who regularly cared for the client informally implemented a plan which was effective.
This plan was not communicated to the social worker, other team members, or the
physician-provider. Quite suddenly, a placement was found and within a day, the patient
was discharged to a group home with little preparation. This placement proved to be an
inappropriate setting. The client became aggressive, self-injurious, and suicidal. He was
readmitted. Now, having a history of violence, placement became a greater challenge.
This case was discussed in group one relative to how different this patient's outcome
might have been with better lines of communication.
Outcome C: Change . The following section reports results of participants' perceptions
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on organizational change as an outcome of PMhNP practice.
PMhNPs have a direct influence on organizational change Participants relayed
perceptions of how the position of PMhNPs in the organization enhances their ability to
affect change. Finally, participants' perceptions conveyed how organizational change
accomplished by PMhNPs had enhanced the unit environment. Participants' perceptions
on these outcomes will be compared and contrasted.

Unit-level participants asserted that more materials, time for planning, and staff
education are needed to transition from custodial to rehabilitative care. Acquiring these
resources led to a discussion in both groups of change. Supervisory participants
concluded that additional resources could be acquired through the PMhNPs' position in
the organization. Second, participants perceived that PMhNPs motivate co-workers to
change how they relate to patients and the practice environment--and model how to affect
change. Third, participants believe that PMhNPs bring about change as a manifestation
of the ethics of their practice.

A social worker (unit-level) commented," They [PMhNPs] motivate me to change.
They're willing to take some risks. They are strong advocates for patients. They take risks
because their practice is always ethical. When it comes to advocating, they walk the talk"

A social work supervisor stated, "I think we all place advocacy first, but they [PMhNPs]
are tenacious- they don't waver from ethical practice. That's a hard thing to do in this
day and age."

All supervisory staff believe that PMhNPs have significantly more power than they to
affect organizational change. The psychiatrist perceiveds that PMhNPs have excellent
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leadership skills but also believe that political maneuvering requires a broader power base
and perhaps more political acumen than PMhNPs would ordinarily acquire through their
education. Although interdisciplinary participants (unit-level) did not express this
outcome with the sophistication of group-two participants, they perceived PMhNPs as
having the power and skills to acquire more resources necessary for quality patient care.
Organizational change is an outcome of PMhNP ethical practice Interdisplinary
sta.ff(unit-level) without exception, perceived that PMhNPs demonstrate unusual
tenacity, as attending providers, in affecting change for the improvement of quality of
care. They perceived that physician-providers and supervisory staff have taken an
apathetic stance to organizational change. Participants attribute PMhNP tenacity to the
fact that PMhNP practice is based on unwavering adherence to ethical principles.
Perceptions relayed supervisory participants' belief that PMhNPs promote change as
an outcome of advocacy. They perceived this to be one of the manifestations of PMhNPs
ethcially-based practice.
Supervisory staff perceived that change is fundamental to PMhNP practice. They

focused their discussion of change on the PMhNP role of patient advocate as an
expression of practice values. Supervisory staff stressed that they hold similar ethics and
values of practice, although they perceived their efforts in improving care to be less
visible than PMhNP practice outcomes.
A nursing supervisor commented, "The PMhNPs are close to the staff, every day.

What they do is more visible to them." A social work supervisor stated, "We all try out
best to advocate for what patients need. The PMhNPs are totally patient-centered and the
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staff can see that every day."

The physician acknowledged that physician-providers are generally less inclined to be
patient advocates. He believes physicians bring their own ethical standards to practice,
however, he noted that colleges of medicine do not emphasize the advocacy role. He
acknowledged that PMhNPs with whom he has worked, "truly are patient advocates, but
differ in the intensity of how they carry out that advocacy."
Psychiatric-mental health nurse practitioners motivate staff to change

•

Interdisciplinary staff (unit-level) feel that PMhNPs motivate staff by modeling how they
change the way they care for patients and relate to the organization. All participants (unitlevel) concurred that PMhNPs, in developing a new role, bring a fresh, positive,
perspective on change. These participants suggested that change in the current health care
and organizational climate has had only negative connotations.

A nurse commented, "They [PMhNPs] are 'hands-on.' They hang out with patients
and staff, not in their offices all day. I'm inspired by the way they work with patients."

Interdisciplinary staff(unit-level) concurred that PMhNPs' emphasis on patient
outcomes has heightened their awareness of their own responsibility for improving
quality of care. Nursing staff (unit-level) concurred that as a result of PMhNP practice,
they are more aware that practicing more efficiently doesn't necessarily mean quality of
care will suffer.

A social worker commented, "we tend to place blame on 'those' corrupt people and
organizations whoever and where ever they are. A nursing supervisor stated, "funding
cutbacks, trying to resolve (court case mentioned) has made things very tight in the
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community. When I start to point the finger of responsibility for changing that, the finger
points at me."
This perception then prevailed among all other unit-level participants. Nursing
supervisors perceived that facilitating change in and among individuals and organizations

is a fundamental set of nursing skills They perceived the PMhNP focus on change as a
natural progression to advanced practice nursing. They shared their history of receiving
inadequate support in bringing innovation to the inpatient units. Both nursing and social
work supervisors perceived staff as less resistant to change initiated by PMhNPs. First,
change the PMhNPs are trying to affect does not have the consequence of staff cutbacks.
Second, PMhNPs are not associated with the history of change which has had a negative
impact on staff. A nursing supervisor summarized their views by saying, "the PMhNPs
don't have to say no."
A nursing supervisor commented, "some innovations in the past have been introduced
and interest eventually waned. A second nursing supervisor commented, "new policies
and procedures fall on nurses and psychiatric technicians' shoulders."
Nursing supervisors join other participants in their perceptions that PMhNP practice

stimulates change, but highlight the importance of their sustaining change in
collaboration with unit and supervisory staff.
The psychiatrist and all supervisors perceived that PMhNPs are willing to take risks

to improve care. The PMhNP-sponsors have successfully asserted the need for additional
resources on the unit.
The psychiatrist acknowledged that he and other physicians "engage in complaining
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with no attempts at constructive solutions"
The recreation therapist commented, " I work with a yearly budget of five-hundred
dollars, yet I've never asserted the importance of teaching patients how to recreate."

A staff nurse commented, "They [PMhNPs] live with the uncertainties and risks of
change. Maybe they're in a more secure position, but they inspire me."
The social work supervisors perceived that PMhNPs initiate and accomplish change
because they are insulated from consequences of disturbing the organizational status quo.

A nursing supervisor commented," I don't think I could get by with being that
assertive in this organization."
Concurrence of Perceptions
Participants' perceptions disagreed with the PMhNPs who define empowerment as
developing in relationship. Both the PMhNP-sponsors and the PMhNP-participant
perceived that empowerment is a relational state in which patients' need for security and
survival, with dignity, are collectively recognized and protected by society. The
remaining participants perceived that empowerment is an autonomous state in which
clients have ultimate control over all facets of their lives.
All participants concurred with the PMhNPs that outcomes related to empowerment
stem from PMhNP practice, however, only the psychiatrist and recreation therapy
supervisor perceived outcomes as unique to PMhNP practice. Other participants
perceived that PMhNPs' skills and knowledge are manifested through sharing
coordinating and leading functions with the interdisciplinary team.

All participants concurred with the PMhNPs that enhanced communication among
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organizational levels and across systems is an outcome of PMhNP practice. All

participants agreed that a key outcome of PMhNP practice on the inpatient unit is
exchange of comprehensive information with the outpatient teams. All participants
concurred with the PMhNP-sponsors' view that communication with outpatient teams
should include needs of the patients, their goals, details of how they have built on their
strengths, and what needs to happen to augment their limitations.

Social workers at the unit and supervisory levels, and nursing supervisors perceived
that enhanced communication is a practice outcome of PMhNPs resulting from their
unique relationship to the organization and their daily proximity to unit-level staff.

The psychiatrist and recreation therapist perceived that enhanced communication is
an outcome unique to PMhNP practice.

All participants concurred with the assertion in the PMhNP proposal that additional
resources are needed to implement rehabilitative care on the inpatient unit and to extend
interventions to the community. At the same time, they acknowledged that the pool from
which resources are drawn is diminishing. Nursing staff (unit-level) and the psychiatrist
concurred with the PMhNPs' perception that more efficient use of resources is an
outcome of PMhNP practice. All participants concurred that organizational change is an
outcome of PMhNP practice based on their skills, knowledge base, and ethics and values
of their practice. Social work supervisors perceived that PMhNPs implied through their
proposal that organizational change in a unique to PMhNP practice.
PMhNPs concurred with the psychiatrist in their view that they have a potential power
base upon which change can be affected. They acknowledged positions are available to
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them within the organization which afford influence in organizational decision-making,
for example, the medical center's executive committee. They agreed that they need to
broaden their leadership skills to include political strategizing. Finally, they agreed that
they need to strengthen their position in the health care system and the organization
through demonstrating that their inclusion in the interdisciplinary, inpatient, team is costeffective. The PMhNP-participant summarized the PMhNPs' perception on their
organizational influence by suggesting that potential power exists in numbers--that
PMhNPs most effectively stimulate change through facilitating collective change efforts.
Summary
Results of data analysis revealed that perceptions of staff and PMhNPs concurred on
interventions supporting rehabilitative care and root causes of obstacles to rehabilitation
as empowerment. Results indicated differences in how staff and PMhNPs define
empowerment and perceived outcomes of empowerment. Results exposed issues not
overtly addressed in the PMhNPs' proposal-those involving ownership of client and
systems outcomes. Chapter five will discuss the implications of results relative to
research questions and the purposes of the study. Chapter five will also address
limitations of the study and how results inform future nursing research.
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CHAPTERS
DISCUSSION
This chapter will first discuss, via each outcome, research questions related to staff
perceptions. Second, concurrence of perceptions will be examined. Third, how the social
ecological model applies to results will be explored. The discussion will then turn to
limitations of the study, as well as how results can inform future research.
Research Questions Related to Literature Review
Empowerment Participants' perceptions indicated that, for the most part, they share a
vision of empowerment and what is involved to support that outcome with the PMhNPs.

In other words, staff values and philosophy of care, while some disagreement arose,
appear to be a "fit" with PMhNP practice. This congruence of views is supported in the
literature as an important environmental factor in organizational productivity (Perra,
2000, Wolf, 2000, Hepner & Hopkins, 2000; Laschinger & Shamian, 1994)
Participants' perceptions were consistent with literature suggesting that empowerment
is an outcome of rehabilitation (Finney and Moos, 1989; Cook, Pickett, Razzano,
Fitzigibbon, Jonikas, and Cobler, 1996; Starkey and Leadholm, 1997). Participants'
perceptions were consistent with these authors' views that autonomy, self-determination,
and self actualization are manifestations of empowerment. Participants' perceptions about
interventions supporting empowerment, were, for the most part, consistent with those
described by Cook, et al. (1996) and Rosenbeck and Neale, (1998).
Participant' s assertion that continuing community support to clients should be
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contingent upon on-going adherence to a care plan found no support in the literature. This
perception contrasted with the PMhNPs' perceptions that empowerment is a reciprocal
process emerging from interrelationship with the patient's social environment. This
perception was supported by the literature (Insel, 1980;Marin et al., 1995; McFarlane &
McFarlane, 1996; Rosenbeck, 1999; Goldman, 1999). Participants upheld selfdetermination and pluralistic ideas of well-being, yet stereotyped those deserving of
continuing health care services. Lamb (1994) asserts that health care professionals can be
over enthusiastic and unrealistic in their expectations of rehabilitation. Some patients
cannot cope with more intensive rehabilitative interventions. In these situations, Lamb
maintains patients should be allowed to decline interventions, "without censure" (p
1019). The emphasis on conditional support suggested by participants is also questionable
in view of helplessness, dependency, and passivity observed in individuals with chronic
mental illness. These characteristics are thought to be induced by the rigidity of mental
health care systems and social structures which maginalize individuals with chronic
mental health problems (Goldman, 1999; Kerner, Dusenbury, & Mandelblatt,1993). Staff
perceptions also suggest some bias which Greenly describes toward individuals with
mental illness as un-productive, thus, undeserving citizens.(1996).
Results of the study were consistent with views which hold that interdisciplinary
decisions define professional roles and boundaries (Petrie, 1996; 1ackson, 1991).
Participants encoded the PMhNP proposal as a symbol of professional identity. The
psychiatrist and recreation therapist supervisor's perceptions on ownership of
empowerment, as a practice outcome, represented minority views. An argument could be
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made that recreation therapy overlaps less with PMhNP practice than other disciplines
represented by participants, lessening territorial threat by PMhNPs. On the other hand,
client outcomes in psychiatry require an interdisciplinary approach, and contributions of
particular disciplines--particularly those who share roles and philosophies of care--are
difficult to separate.
Literature suggests that physicians who support the development of advanced nurse
practitioners consider their role complementary to the physician role (Hanson and Spross,
1996). The psychiatrist-participant's perceptions of PMhNP practice indicated that he
values the PMhNP role.
Zahn G. L. (1991) describe social contagion in organizational behavior, a
phenomenon whereby workers' perceptions strongly influence other workers with whom
they are in regular contact. Staff perceptions suggest that social contagion may have been
operative in the focus groups. These finding are consistent with Morrison's finding
(1990) which linked aggregated staff attitudes to their approach to clients. The recreation
therapist, at the unit level, shared opposing opinions to his supervisor, but concurred with
co-workers proximal to his work. The psychiatrist also represented minority views.
Neither the recreation therapy supervisor nor the psychiatrist interact regularly with unitlevel staff, or with supervisory colleagues.
Communication Participants perceived that client care can be improved if they are
engaged more fully in care planning through improved communication. This outcome is
consistent with Givens and Simmons exploration of interdisciplinary teams (1977). Most
staff perceived that quantitative and qualitative improvements in the exchange of
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information about clients' response to treatment, and feedback about the practice
environment--internal and external to the organization--have and will improve client
outcomes. Thus, staff suggest a reciprocal effect of enhanced communication as an
outcome of PMhNP practice
Participants were silent about perceptions of how they could have or would change
communication after identifying this as an obstacle to client care. On the other hand,
participants were clear that the changing health care system had negatively impacted their
practice environment. Rather, they expressed support for approaches the PMhNPs
outlined in their proposal. Mowday and Sutton (1993) suggest that highly integrated
teams respond to increasing stress with a linear pattern, while less cohesive, dysfunctional
teams respond to high stress with a curvilinear pattern--more indicative of individual
response. These authors further assert that leaders faced with threats external to their
organization experience cognitive narrowing which results in denial or ignoring the need
for proactive responses. Changes in the health care system external to the rnicrolevel,
resulted in downsizing and other initiatives which diminished staff cohesion. For
example, staff turnover increased with decreasing staff-to-client ratios. Results suggest
that supervisors and staff may be responding to sustained external stressors of stringent
cost-containment initiatives by withdrawal, and, denial.
On the other hand, in a qualitative study, Wolff (2000) found that effective leaders are
confident, emotionally expressive, and facile in articulating a vision which can retain
solidarity of staff through turbulent times. Mowday and Sutton (1993) explain that leaders
of this genre probably do not directly inspire all workers, but influence workers who then
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influence each other. The PMhNPs have articulated a vision and generated positive
changes at the microlevel--an environment stressed by a turbulent health care system.
Change The majority of staff perceived affecting change as an outcome of PMhNP
practice because PMhNPs' relationship to the organization affords them considerable
status and influence. Consistent with previous literature, Stevenson and Gilley (1991)
indicate that workers' location in a social context--the contacts and experiences they
share--can generate greater influence than those with formal authority. For example,
managers who are more distal to workers may have authority, but less influence than
workers proximal to the work environment. Kantor's theory of structural power in
organizations supports participants' perceptions that the ability to promote organizational
change depends upon access to resources and information within the organization.
Application of Results to Social Ecological Model
Participants categorized and prioritized responses out of numerous possibilities.
Those they chose are consistent the social ecological model depicting the microlevel
(Chapter 1, p 22).Results suggest that reciprocal effects among, client characteristics,
issues of power and influence, professional ethics, perceptions of staff roles and
boundaries, aggregate staff attitudes, and effects of the larger organizational context need
to be considered in developing and implementing PMhNP practice and measuring
outcomes of PMhNP practice in inpatient, psychiatric settings.
Results leave numerous unanswered questions arising from the comparison with the
conceptual model with results. For example, how do individual characteristics interact
with the practice environment? In the same vein, how do individual perceptions aggregate
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to a shared vision among heterogeneous groups of workers? Why did the PMhNPs'
perceptions diverge from participants' perceptions? Finally, do the PMhNPs'leadership
qualities have more to do with their individual characteristics, or do they stem from skills
and knowledge specific to PMhNPs.
PMhNP influence on the microlevel
Participants' create an image of the transformational leader described by Wolff (2000)
in describing the PMhNPs. The PMhNPs have effected the climate of the inpatient unit
through seeking a shared vision around definitions of structures, processes, and outcomes
of rehabilitative care. They are innovative, creative, and inspire staff to provide holistic
health care. This aggregate vision has energized and motivated staff, and has begun the
process of clarifying interdisciplinary roles and norms. PMhNP practice has resulted in
incremental changes resulting in a very modest, yet symbolically significant increases in
resources available to the unit and has enhanced communication. Full participation of
staff in care planning has resulted in more comprehensive discharge planning. Staff
believe that PMhNP practice will continue to generate change leading to desirable client
and systems outcomes.
Effect of the microlevel on PMhNP practice
Unit-level, interdisciplinary staff appear to be open to change and invested in
collaborating with the PMhNPs. Ambiguity about interdisciplinary and supervisory roles
can raise potential barriers to PMhNPs' ability to carry out roles detailed in the
conceptual model. The PMhNP role cannot be effectively implemented without the
support of micro-level staff. Thus, continuing dialogue around shared meanings, and
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continuing support and affirmation to colleagues is essential to PMhNP practice.
The scope of this study was the microlevel. However, broader influences are worth
mentioning as they relate to the larger model presented as a back drop to this study.
(chapter 1, page, 19) Staff perceptions relay systems problems with community support
which can negatively influence PMhNP practice outcomes. In addition participants share
the PMhNPs' belief that cross-system interventions can, to some extent, address
constraints on desirable client outcomes. The possibility of involving community
advocacy groups in the care planning process was considered. Results also suggest that
the political culture of the area influences participants' philosophy of care and may raises
barriers to full realization of clients' human potential. The influence of the culture
suggests that the PMhNPs must frame goals of interdisciplinary practice with this
dynamic in mind. With respect to clarification of ethical foundations for practice the
PMhNPs would be well served by stimulating more dialogue within their professional
organizations about this issue. Finally, results suggest that the changing health care
environment represents both opportunities for and restraints on PMhNP practice.
Limitations of the Study
The small sample size and uncertainty around exhaustion of theme categories limits
applying results to different inpatient, psychiatric units in which PMhNPs practice.
Participants were self-selected from one inpatient unit, thus, individual characteristics not
measured in this study may have influenced results. Another limitation of the study lay in
the fact that participants requested that dialogue be hand recorded vs tape recorded. Data
may have been lost in the recording, however, participants were prepared for pauses to
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capture lost statements. Finally, the narrow scope of the study precluded comprehensive
examination of interactions within the PMhNPs' practice environment.
Future Research
Understanding reciprocal, contextual influences on PMhNP practice in organizational
settings is pivotal to PMhNP role development. Perceptions of staff gleaned in this study
touched on many variables, the number and character of which suggest that cross-system,
multi-level, longitudinal research designs are necessary to distinguish functions unique to
PMhNP practice, which are cost-effective, and what contextual factors restrain or
facilitate PMhNP outcomes.
Further research should examine reciprocal interactions among worker groups,
individuals, the organizational context, PMhNP practice, characteristics of individual
PMhNP practitioners, organizational context, and interfacing community agencies. For
example, measures of the effectiveness of client education provided during the inpatient
stay should include measures at various points in the inpatient stay and after discharge.
Variables preceding re-hospitalization need to be considered in measuring PMhNP
outcomes during the inpatient stay and after discharge. Participation of multidisciplinary
research partners are needed to reach the depth and breadth of knowledge required to
understand these reciprocal influences. Sophisticated approaches to research consume
considerable resources. Nevertheless, measures of PMhNP practice developed in contexts
of great complexity and change demand commitment to rigorous approaches.
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Summary
The social ecological model demonstrates utility in organizing and understanding
perceptions of staff about PMhNP practice and interdisciplinary practice on an inpatient,
acute-care, psychiatric unit. This study, to a limited degree, contributes to an appreciation
of the complexity of effects influencing PMhNP practice outcomes in this setting.
Templeton ( 1994) asserts that interpretations of interactions, when focus groups
comprise a "real-life" community, can be critical in framing communication for working
with a parallel section of the larger community (p 94). This study provided a snapshotview of a microcosm of the organization in its societal context. Focus group participants
live and work within a state which is enjoying unprecedented economic growth.
Participants, however, care for clients with chronically complex needs, supported by a
health care system which teeters at the edge of fiscal crisis (Christianson, Lesser, Rossi,
Steinberg, and Eichner (1999). In spite of those challenges and paradoxes, participants'
perceptions relayed resilience. They were realistic, yet hopeful that their collaboration
with the PMhNPs might empower clients toward a productive life, thus, ascribing more
significance to participants' work.
Perceptions of interdisciplinary staff indicate that PMhNPs have made some progress
at the microlevel toward ensuring that the structures and processes of the environment of
care facilitate desired outcomes. Perceptions of staff also describe significant
environmental obstacles to optimal PMhNP practice. Thus, this discussion closes with an
overriding question regarding the PMhNP role. PMhNPs practice within a broader health
care environment of increasing client needs and diminishing resources. Can PMhNPs
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sustain the efforts required to develop a role of great breadth and provide care consistent
with their practice standards-within the broader social-ecological context of their
practice?
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