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As financial pressures in the
public mental health sector
continue to increase, the eval-

uation of innovative and lower-cost
programs has become increasingly
important. Because acute psychiatric

hospitalization is typically the most
expensive service provided by mental
health care systems, alternative pro-
grams that demonstrate effectiveness
may offer substantive benefits for pa-
tients as well as for health care sys-

tems. Since the 1970s studies have
compared the outcomes of acute psy-
chiatric care provided in alternative
and hospital-based programs and
have often found that alternative
models offer equivalent or superior
effectiveness at a lower cost than hos-
pital care (1–9).

The idea that the treatment envi-
ronment is an important aspect of
care that influences the outcomes of
patients with serious mental illness
can be traced back to Pinel’s success-
ful unshackling of previously violent
asylum patients in 18th century
France and the Quakers’ promotion
of “moral treatment” for persons with
mental illness (10). In the 1970s ef-
forts began to systematically evaluate
the environments in which psychi-
atric care was provided (10–12). One
of the best known measures of treat-
ment environment is the Ward At-
mosphere Scale (WAS) (13). A sub-
stantial body of literature evaluating
and comparing treatment environ-
ments has continued to grow over the
past three decades (10–12,14). Al-
though there are several studies of
treatment environments that are al-
ternatives to hospitals (7,15–17), the
study presented here is the first ran-
domized trial of a residential alterna-
tive to acute hospitalization compar-
ing patient and staff ratings of both
treatment environments on the same
standardized measure. It is also the
first randomized trial to compare pa-
tient and staff ratings of both treat-
ment environments with national
norms for hospitals.
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Objective: Programs that offer alternatives to hospital-based acute psy-
chiatric care have reported promising results of lower costs, equivalent
or superior outcomes, and greater patient satisfaction. This study sup-
plements previous research that compared the outcomes, satisfaction,
and cost of hospital-based care and one such alternative program, short-
term acute residential treatment (START), with an analysis of patient
and staff perceptions of the treatment environments. Methods: Patients
who participated were all veterans and were randomly assigned to re-
ceive treatment in a hospital psychiatric unit (N=45) or in START
(N=48). Both groups completed the Ward Atmosphere Scale (WAS), a
standardized measure of treatment environment, at the time of dis-
charge. During the study, staff members from both types of programs
also completed the WAS (15 hospital staff and 75 START staff). Results:
Both patients and staff rated the START environment more favorably
than the hospital environment on five of ten WAS subscales. No differ-
ences were found in congruence between staff and participants’ scores
at START or the hospital. WAS profiles for patients and staff from the
hospital closely matched published national norms for hospitals, where-
as WAS profiles for patients and staff from START more closely resem-
bled treatment environments recommended for the most disturbed pa-
tients (lower levels of anger and aggression and higher levels of sup-
port, problem orientation, and order and organization). Conclusions:
The more favorable ratings of the treatment environment at START in
this study are consistent with previously published findings demon-
strating the viability of the START model as an alternative to hospital-
based acute psychiatric care. (Psychiatric Services 60:1239–1244, 2009)



Patients who participated in this
study were all veterans and were ran-
domly assigned to either a hospital or
a well-established alternative pro-
gram, short-term acute residential
treatment (START). This study aug-
ments a previously published study
comparing outcomes, satisfaction,
and cost of acute psychiatric care at a
hospital with those of START pro-
grams (1). The previous study by
Hawthorne and colleagues (1), how-
ever, did not address the important is-
sue of the treatment environment.
Most studies of treatment environ-
ments that are alternatives to hospi-
talization have been based on obser-
vational data, and therefore patient
characteristics and treatment prefer-
ences may have biased the findings.

The objective of the study present-
ed here was to compare patient and
staff perceptions of the treatment en-
vironment in a hospital with those of
the treatment environment in START
programs by using the WAS (13). The
specific aims of this study were to
compare perceptions of the treat-
ment environment reported by par-
ticipants randomly assigned to the
hospital and to the START program,
to compare perceptions of the treat-
ment environment reported by hospi-
tal staff and START staff, and to com-
pare congruence of staff and partici-
pant perceptions of the treatment en-
vironment at each of the treatment
settings. To provide a broader context
in which to view results, we also com-
pared staff and participant ratings
with published norms for hospitals.

Methods
Programs
Although the hospital and alternative
programs in our study have been pre-
viously described (1), important as-
pects of the two treatment settings
are summarized below.

START. The first START program
was established in 1980 to provide an
alternative to hospital-based acute
psychiatric care (18). Currently, there
are six START programs located
throughout San Diego County provid-
ing a total of 75 beds. Treatment at
START facilities is primarily funded
by the County of San Diego, Health
and Human Services Agency, Adult
and Older Adult Mental Health Ser-

vices, to provide services to Medicaid
beneficiaries and indigent adults. On
any given day almost half of the adults
receiving publicly funded acute psy-
chiatric care on a voluntary basis in
San Diego are in START facilities
rather than in hospitals. The START
programs also treat Kaiser Perma-
nente members and veterans from the
Department of Veterans Affairs San
Diego Healthcare System (VASDHS).

The START programs are located
in residential neighborhoods in large
older homes and accommodate 11 to
14 residents. The programs are Med-
icaid-certified by the State Depart-
ment of Mental Health and are ac-
credited by the Council for Accredi-
tation of Rehabilitation Facilities.
The average length of stay is nine
days.

START programs provide acute
psychiatric care for adults who do not
require restraints or a locked facility.
Patients admitted to START are often
experiencing acute suicidal or psy-
chotic symptoms, and in most cases
they have a concomitant substance-
related diagnosis. Nonpsychiatric
medical conditions are also frequently
present. Each START program has
24-hour staffing and a daytime
staffing ratio of one staff member to
every three patients. Clinical staffing
at the START programs is quite dif-
ferent than at the Department of Vet-
erans Affairs (VA) hospital examined
in this study. The majority of hospital
clinical staff consists of nursing staff
providing 24-hour coverage. Clinical
staff at START programs typically
have a master’s degree in psychology,
social work, or other related field.
START programs also employ nursing
staff, who provide coverage 16 hours
per day (8 a.m. to midnight), but nurs-
es comprise a lower proportion of
clinical staff than at the hospital.

Psychiatrists from the University of
California, San Diego, provide servic-
es on site three days per week and are
on call 24 hours a day. All patients are
evaluated by a psychiatrist, and on the
basis of shared decision making (19),
medications are prescribed or adjust-
ed as needed.

START offers intensive, milieu-
based treatment with a client-cen-
tered psychosocial rehabilitation phi-
losophy. Patients participate in daily

individual, group, and community
meetings. This creates a less institu-
tional atmosphere and provides more
continuity with daily life outside of the
treatment setting. A core feature is
the emphasis on individualized goals
and the patient’s active involvement in
setting treatment goals, taking med-
ication, and planning for discharge.

VA hospital. The VASDHS is con-
sidered to be one of the most modern
and well-equipped VA hospitals in the
country. Affiliated with the University
of California, San Diego, School of
Medicine, VASDHS includes an
acute psychiatric hospital program
with a total of 37 beds. Staffing for the
psychiatric unit includes psychiatrists
on site seven days a week, nurses on
duty 24 hours a day, social workers,
and occupational therapists. Typical
staffing ratios are approximately one
staff member to four or five patients.
Treatment includes a daily communi-
ty meeting, recreation therapy, exer-
cise groups, and therapy-focused and
educational groups. Attesting to the
high quality of the facility, in a 2001
unpublished internal nationwide sat-
isfaction survey of the VA health care
system, the VASDHS inpatient psy-
chiatry unit received the highest qual-
ity-of-care scores in the country. 

Participants and data collection
The study protocol was approved by
all relevant human subjects and re-
search review committees. Recruit-
ment took place between February
2000 and April 2002. Veterans eligi-
ble for inclusion in the study were re-
quired to be between 18 and 59 years
old (a licensing requirement for
START programs at that time). Pa-
tients with comorbid (nonpsychiatric)
medical conditions requiring more
than outpatient care were excluded
from the study. Patients provided in-
formed consent. All were veterans
and were judged by psychiatrists at
the psychiatric emergency clinic of
the VA hospital to need admission to
an acute level of care and were subse-
quently randomly assigned to either
the inpatient psychiatry unit of the
hospital or START.

Patients completed the WAS at or
near the time of discharge. For pa-
tients who left the START or hospital
program abruptly or against medical
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advice, research staff endeavored to
conduct discharge interviews as soon
as possible. Staff members from both
programs, including all six START fa-
cilities, completed the WAS during
the study period.

Instrument
The WAS is the most widely used in-
strument for measuring the social cli-
mate of inpatient psychiatric pro-
grams (20). The WAS is composed of
100 true-or-false items that yield ten
subscales: involvement, support,
spontaneity, autonomy, practical ori-
entation, personal problems orienta-
tion, anger and aggression, order and
organization, program clarity, and
staff control. Possible scores on the
subscales range from 0 to 10, with
higher scores indicating a high level of
the characteristic measured. Both
staff and patient norms are available,
which are based on a sample from 160
VA, state, and university hospitals.

Hypotheses
In this study, four groups completed
the WAS: patients randomly assigned
to the hospital, patients randomly as-
signed to START, hospital staff, and
START staff. We compared these
groups both across and within pro-
gram types. Our primary hypothesis
was that patients treated in the
START model would rate the treat-
ment environment more favorably
than would those treated in the hos-
pital. This hypothesis was based on
previous findings from two published
studies (1,2) and one local govern-
ment report (21) in which patients ex-
pressed greater satisfaction with serv-
ices at START than services at hospi-
tal-based programs.

We next compared staff ratings of
the two types of programs. Because
START programs utilize a client-cen-
tered treatment approach emphasiz-
ing patient involvement in treatment
and discharge planning, we hypothe-
sized that START staff members
would rate their environments more
favorably than hospital staff mem-
bers, especially on the subscales of
involvement, support, and practical
orientation.

Many studies have found differ-
ences between staff and patient per-
ceptions of treatment environments

(10,14,22,23), with staff typically hav-
ing more favorable perceptions than
patients on most subscales. Staff and
patient congruence on ratings can be
an indicator of program cohesion; be-
cause of the START client-centered
treatment philosophy, we hypothe-
sized that ratings of participants and
staff members in the START program
would be more congruent than those
of patients and staff members in the
hospital. We also examined the WAS
profile of each staff and patient group
in relation to that of the other group
and to national norms, expecting to
find higher subscale scores among
START staff and patients.

Analysis
Because some distributions were non-
normal, Mann-Whitney U tests were
used to compare WAS subscale scores.
To test the main hypothesis, we com-
pared scores of patients in the hospital
with those of patients in START. Next
we compared perceptions of the treat-
ment environment of hospital staff
with those of START staff. Although
hypotheses were directional, we used
the more conservative two-tailed tests
for the analyses because of the num-
ber of comparisons.

Finally, we examined the congru-
ence in WAS scores between patients
and staff in START and hospital pro-
grams separately in two ways. First,

using standardized scores we com-
pared staff and participants within
their respective programs. To esti-
mate congruence, we calculated the
mean of differences between sub-
scale scores of staff and participants
at each program type and compared
them by using a Mann-Whitney U
test. In addition, we compared the
WAS profiles of patients and staff at
both types of program to published
norms (13).

Results
Ninety-three patients, 45 randomly
assigned to the hospital and 48 ran-
domly assigned to START, completed
the WAS at discharge. Fifteen of 50
hospital staff (30% response rate) and
75 of 112 START staff (67% response
rate) completed the WAS. As de-
scribed in detail in the previous pub-
lication (1), there were no significant
differences between the two patient
groups on any demographic, diagnos-
tic, or baseline criteria. Eighty-seven
patients (94%) were male (41 males,
or 91%, in the hospital and 46 males,
or 96%, in START). Mean±SD age
for both participant groups was 46
years (45.9±6.7 years in the hospital
and 46.0±6.1 in START). Demo-
graphic and diagnostic information is
presented in Table 1.

When we compared WAS scores of
the patients, we found that those in
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Demographic characteristics of patients randomly assigned to treatment in a
hospital psychiatric unit or short-term acute residential treatment (START)

Hospital (N=45) START (N=48)

Variable N % N %

Marital status
Never married 18 40 15 31
Married 5 11 8 17
Divorced, separated, or widowed 22 49 25 52

Race or ethnicity
Euro-American 32 71 28 58
African-American 9 20 12 25
Latino 0 — 5 10
Other 4 9 3 6

Diagnostic categories (DSM-IV)
Schizophrenia and other psychoses 12 27 9 19
Major depression 13 29 15 31
Bipolar disorders 11 24 10 21
Other depression 6 13 9 19
Other 3 7 5 10

Concomitant substance-related diagnosis 32 71 33 69



the START program rated the treat-
ment environment more favorably
than those in the hospital program on
five of ten WAS subscales (involve-
ment, p<.01; support, p<.01; autono-
my, p=.03; order and organization,
p=.01; and program clarity, p<.01)
(Table 2). Mean scores of patients in
the hospital were not significantly
higher than those of patients in
START on any of the WAS subscales.
When we compared the staff ratings,
we found that START staff rated their
treatment environment more favor-
ably than hospital staff on five sub-
scales (involvement, p<.01; practical
orientation, p=.01; personal problem

orientation, p=.02; order and organi-
zation, p=.05; and program clarity,
p<.01) (Table 3). The first two of
these were specifically targeted in the
second hypothesis. Compared with
START staff, hospital staff had signif-
icantly higher scores on the anger and
aggression subscale (p=.01). Compar-
isons on the other subscales were not
significantly different.

Our third hypothesis, that START
staff and patient ratings would be
more congruent than those of hospi-
tal respondents, was partially sup-
ported. We found no difference when
comparing the hospital and the
START program on the mean of dif-

ferences between staff and partici-
pant subscale scores. However, com-
pared with published norms, there
were three subscales on which both
START patients and staff had signifi-
cantly higher ratings than national
norms (>1 standard deviation higher)
(support, patient=1.76 SD, staff=
1.44 SD; order and organization, pa-
tient=1.73 SD, staff=1.10 SD; and
program clarity, patient=2.22 SD,
staff=1.49 SD), whereas hospital staff
and patients did not have significant-
ly higher ratings than national norms
on any of the subscales.

In comparing the WAS ratings for
the hospital in this study to published
norms (10,13) (Figure 1), we found
that the standardized subscale scores
for hospital patients and staff were
not significantly different from hos-
pital norms on nine of ten subscales.
Both hospital staff and patient ratings
on the autonomy subscale were sig-
nificantly lower than published
norms (>1 standard deviation lower).
START participants rated the START
program more than 1 SD higher than
the norm on five subscales (involve-
ment, 1.63 SD; support, 1.76 SD;
practical orientation, 1.20 SD; order
and organization, 1.73 SD; and pro-
gram clarity, 2.22 SD), whereas
START staff rated the START pro-
gram more than 1 standard deviation
higher on four subscales (support,
1.44 SD; spontaneity, 1.29 SD; order
and organization, 1.10 SD; and pro-
gram clarity, 1.49 SD). Staff rated the
START program 1.14 SD lower than
the norm on staff control. Both staff
(–1.52 SD) and participants (–1.10
SD) rated START significantly lower
than hospital norms on the anger and
aggression subscale.

Discussion
The main finding of this study was
that both patients and staff members
rated the treatment environment at
START more favorably than the hos-
pital on five of ten WAS subscales.
The results regarding patients are
strengthened because there was ran-
dom assignment to treatment condi-
tion and because there were no sig-
nificant differences in demographic
or clinical characteristics between the
two groups of patients, thereby re-
ducing the likelihood that these find-
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Subscale scores on the Ward Atmosphere Scale for patients randomly assigned
to treatment in a hospital psychiatric unit or short-term acute residential 
treatment (START)a

Mann-
Hospital (N=45) START (N=48) Whitney U

Subscale M SD Median M SD Median z p

Involvement 5.5 2.8 6.0 7.3 2.3 8.0 –3.33 <.01
Support 6.0 2.3 6.0 7.4 1.9 8.0 –3.22 <.01
Spontaneity 4.2 1.9 4.0 4.7 1.8 5.0 –1.33 .18
Autonomy 4.1 1.9 4.0 4.9 1.7 5.0 –2.16 .03
Practical orientation 6.5 1.8 7.0 6.8 1.8 7.0 –.98 .34
Personal problem orientation 4.8 1.9 5.0 5.7 2.0 6.0 –1.88 .06
Anger and aggression 4.0 2.0 4.0 3.5 2.2 4.0 –1.16 .25
Order and organization 7.2 2.3 7.0 8.3 2.0 9.0 –2.60 .01
Program clarity 5.4 2.3 6.0 7.4 2.4 8.5 –4.13 <.01
Staff control 4.6 2.1 5.0 4.7 1.6 5.0 –.07 .94

a Possible scores on the subscales range from 0 to 10, with higher scores indicating a higher level of
the characteristic measured. The p values are for a two-tailed test.
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Subscale scores on the Ward Atmosphere Scale for staff members of a hospital
psychiatric unit and short-term acute residential treatment (START)a

Mann-
Hospital (N=15) START (N=75) Whitney U

Subscale M SD Median M SD Median z p

Involvement 6.3 1.9 7.0 8.1 1.6 9.0 –3.66 <.01
Support 7.3 1.8 7.0 7.9 1.4 8.0 –1.22 .22
Spontaneity 6.2 1.3 7.0 6.7 1.4 7.0 –1.38 .17
Autonomy 4.9 1.8 5.0 5.6 1.3 6.0 –1.15 .25
Practical orientation 7.0 1.6 8.0 8.1 1.1 8.0 –2.47 .01
Personal problem orientation 5.7 1.4 6.0 6.6 1.5 7.0 –2.27 .02
Anger and aggression 6.1 1.4 6.0 4.6 2.2 5.0 –2.55 .01
Order and organization 6.0 3.1 6.0 7.7 2.1 8.0 –1.96 .05
Program clarity 6.7 2.0 7.0 8.3 1.6 9.0 –2.95 <.01
Staff control 2.7 1.5 3.0 2.2 1.5 2.0 –1.35 .17

a Possible scores on the subscales range from 0 to 10, with higher scores indicating a higher level of
the characteristic measured. The p values are for a two-tailed test.



ings were due to differences in pa-
tient characteristics or treatment
preferences. To our knowledge this is
the first study of a program that is an
alternative to a hospital that reported
both patient and staff perceptions of
the treatment environment on a stan-
dardized measure that also randomly
assigned patients to treatment condi-
tion. More favorable participant rat-
ings of the START treatment environ-
ment are consistent with previous
findings of more favorable client sat-
isfaction for START than hospital
treatment (1,2).

Our hypothesis of more favorable
staff perceptions of the treatment en-
vironment at START was partially
supported, in that START staff re-
sponses were more favorable than
hospital staff responses on five sub-
scales (involvement, practical orien-
tation, personal problem orientation,
order and organization, and program
clarity), including two of the three
subscales specifically targeted in our
hypotheses. However, we found no
differences between the ratings of
hospital and START staff on four
subscales, and hospital staff had sig-
nificantly higher ratings than START
staff on the anger and aggression
subscale.

The anger and aggression subscale
is considered somewhat problematic
and has been the subject of consider-

able discussion in the literature
(14,20,24). Moos (10) discusses how
higher elevations of the anger and ag-
gression subscale can often be favor-
able, because they indicate a level of
comfort with the expression of such
feelings and thoughts. However,
higher scores on the anger and ag-
gression subscale are not always
viewed as positive, because they may
be associated with angry acting-out
behavior and may be stressful for
more disturbed patients. Several
studies have found that lower per-
ceived levels of anger and aggression
are beneficial for more severely im-
paired patients (24–26). However,
hospital staff and participant ratings
of anger and aggression in this study
both fall within ±1 SD of hospital
norms.

Over the years, various WAS re-
searchers have investigated patient-
environment match to determine
characteristics of treatment settings
considered optimal for different types
of patients. In addition to the finding
that lower levels of anger and aggres-
sion are beneficial to more impaired
patients, other environmental factors
found to be helpful for more dis-
turbed patients in multiple studies
are high levels of support, problem
orientation, and order and organiza-
tion (25–27). Both patient and staff
WAS profiles for START more close-

ly resemble recommended treatment
environments for more disturbed pa-
tients, with higher than average
scores on the support, problem orien-
tation, order and organization sub-
scales and lower ratings on the anger
and aggression subscale (Figure 1).
This finding suggests that the START
environment may be more beneficial
to seriously disturbed patients in
need of acute psychiatric care.

Participants were all voluntarily ad-
mitted veterans under age 60 and
were overwhelmingly male. The re-
sults, therefore, may not generalize to
other groups, including involuntarily
hospitalized patients, older veterans,
females, older patients, and to other
nonveteran populations in need of
acute psychiatric care. In addition,
this study compared patients treated
at START with those receiving care in
one psychiatric hospital. The lower
WAS response rate among hospital
staff (N=15, 30% response rate for
hospital staff, versus N=75, 67% re-
sponse rate for START staff) leaves
open the possibility that staff who re-
sponded were not fully representative
of all hospital staff. The hospital re-
quired an additional approval of the
institutional review board and the
union before the WAS could be ad-
ministered to hospital staff and also
required that responses of hospital
staff be anonymous, which precluded
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Standardized subscale scores on the Ward Atmosphere Scale for staff and patients in a hospital psychiatric unit or 
short-term acute residential treatment (START)a
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a National standardized norms for hospitals use a mean of 50±10 for each subscale. Possible standardized scores on each subscale range from 0 to 100,
with higher scores indicating a higher level of the characteristic measured.



collection of information on staff re-
spondents. The low response rate
from hospital staff may have been due
to this delay and our inability to iden-
tify and follow up with specific staff
members who had not completed the
WAS. Another possibility based on
anecdotal reports is that the hospital’s
status as a well-known research and
training institution may have inadver-
tently yielded a “research burnout”
factor among its staff, resulting in a
lower level of participation.

Furthermore, the inpatient setting
also included patients who were not
in the study and were involuntarily
hospitalized, some for aggressive be-
havior. The START programs do not
treat patients admitted involuntarily,
and this difference in patient groups
may partially explain the higher
scores on the anger and aggression
subscale reported by hospital partici-
pants and staff. Nonetheless, these
findings, particularly when com-
bined with previous findings of simi-
lar or better outcomes, greater satis-
faction, and lower cost, seem to have
important practice and policy impli-
cations. Finally, this study was based
on self-report instruments. Despite
these limitations, the findings were
strengthened by the fact that both pa-
tient and staff perceptions were as-
sessed using a standardized measure
and that patients were randomly as-
signed to the two treatment options.

Conclusions
Patients randomly assigned to START
and START staff reported more fa-
vorable perceptions of the treatment
environment than did patients and
staff at the hospital. This finding is
consistent with previously published
findings indicating that patients treat-
ed in START programs have greater
levels of satisfaction than those re-
ceiving hospital-based acute psychi-
atric care. Because this study com-
pared the START model with only
one hospital, multisite research is
needed to confirm and further devel-
op these findings. The expanded use
of hospital alternative programs, such
as START, that demonstrate lower
cost, equivalent or better outcomes,
and more favorable ratings of satisfac-

tion and perceived treatment envi-
ronment may have enormous poten-
tial benefits for both patients and
mental health care systems.
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