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Chapter 2

Literature Review

Education and Fieldwork Literature

The AOTA Accreditation Council for Occupation Therapy Education (ACOTE) sets accreditation standards for occupational therapy schools in the United States. Worldwide, the World Federation of Occupational Therapists (WFOT) governs these standards. The requirements establish a standard level of education and are reviewed here in the U.S. every 5, 7 or 10 years by the ACOTE council (Grigsby e-mail, 2004), depending on their status, to maintain accreditation of OT schools.  These standards govern areas of occupational therapy education including curriculum and fieldwork and were instituted to insure that occupational therapy programs are equipped to prepare individuals for practice (AOTA, 1998).

ACOTE program standards were designed to create new OT’s who are able to practice in a wide array of entry-level situations.  Their fieldwork and academic work is meant to prepare them over a wide range and depth in the sciences and liberal arts as well as to educate them in diversity and globalism issues (AOTA, 1998).  Through this education new OT’s should be prepared to uphold the standards of the profession, design, communicate and employ professional principles and approaches.

Curriculum Standards

The first curriculum standards of the occupational therapy profession were developed to increase consistency in education and to provide a means of socializing the profession (Coleman, 1992). Today’s curriculum standards, set by the ACOTE and certified by the Council on Higher Education Accreditation (History of AOTA Accreditation), encompass areas such as the mission and philosophy of the program, as well as program evaluation standards, and foundational content requirements.  All of these areas join together to insure that new OT students are ready for entry level practice (Sabonis-Chafee and Hussey, 1998).

The general foundational requirements for OT education are outlined in the following paragraph, taken from the AOTA Standards for an Accredited Educational Program for Occupational Therapy. “Program content shall be based on a broad foundation in the liberal arts and sciences. A strong foundation in the biological, physical, social and behavioral sciences supports an understanding of occupation across the lifespan. Coursework in these areas may be prerequisite to or concurrent with professional education ….” This section continues on to delineate the areas of skills that the requirements should develop. In practical areas, students should achieve a level of proficiency in using statistics, clinical tests and measurements, basic computer skills, verbal and written communication, and in utilizing logical thinking, problem solving skills, critical analysis, and creativity in practice (AOTA, 1998).  In the physical and biological sciences students are required to be knowledgeable in the workings of the body, both structurally and functionally, and in knowledge of human lifespan development. In the behavioral sciences students need an understanding of the concepts of human behavior (Sabonis-Chaffee and Hussey, 1998; AOTA, 1998). Finally students are required to appreciate the social and ethical factors that influence humans such as lifestyle choices, socioeconomic and sociocultural factors (Sabonis-Chaffee and Hussey, 1998).


The foundational requirements for curriculum are broad and do not focus on specific areas of practice (AOTA, 1998). Since the bachelor’s level OT degree has been phased out, many OT schools meet the standards for psychology, sociology, physical or biological sciences and other areas by requiring them as prerequisite coursework for admission to the graduate occupational therapy program.   Many of these areas can be covered in graduate coursework, but are dependent on the school’s requirements.  There are no specific requirements for graduate coursework stating that a program must have a certain number of hours in any subject.

Fieldwork Standards

Fieldwork standards set forth by the ACOTE are generalized by the following: “Fieldwork education is a crucial part of professional preparation and is best integrated as a component of the curriculum design. Fieldwork experiences should be implemented and evaluated for their effectiveness by the educational institution. The experience should provide the student with the opportunity to carry out professional responsibilities under supervision and for professional role modeling (AOTA, 1998).”  The council has divided the requirements for fieldwork into two areas, Fieldwork I and Fieldwork II (Sabonis-Chaffee and Hussey, 1998).

Fieldwork I is the first level students enter and is intended to introduce students to different areas in the profession and to develop the student’s level of ease in a professional setting (AOTA COE, 1999). In this setting the students are supervised and directed in observation and participation in the therapeutic settings.  The Fieldwork I opportunity is not meant to be autonomous and can be supervised by professionals other than occupational therapists, including psychologists, physicians assistants, teachers, social workers, nurses, and physical therapists (AOTA, 1998; AOTA COE, 1999). There are no minimum or maximum times given for Fieldwork I (AOTA, 1998; AOTA COE, 1999; Sabonis-Chafee and Hussey, 1998). 

In the education requirements stated on the AOTA Standards website, the Fieldwork II experience is intended to develop students’ skill to ready them to become entry-level, generalist therapists.  It is recommended that the students practice in a variety of areas with in-depth experience (AOTA COE, 2000).  The students should practice in a minimum of one area and a maximum of four areas over a 24 week period, working half to full time to achieve this goal (AOTA, 1998). The supervising OT must have been working in the field for at least one year, and should meet all state regulations (AOTA COE, 2000). Direct supervision is suggested at first, with supervision decreasing as the student gains skill and independence (AOTA, 1998).

Research on Curriculum and Fieldwork


Many studies have been conducted to examine the influence of coursework and fieldwork on a student’s decision towards one practice area or another. Most of these have involved Level II Fieldwork, but some have involved Level I Fieldwork.

In a longitudinal study, Penny examined the change in OT student attitudes towards people with physical disabilities and mental illness in relation to coursework and fieldwork experiences.  Penny used the Attitude Toward Disabled People Scale-Form A (ATDP-A) and the Opinions about Mental Illness Scale (OMI) to measure the Attitudes of 36 undergraduate OT students. Data was collected seven times over a three year period, at the beginning of the second year of study; after completing mental health coursework; after completing a Fieldwork I experience in mental health; midway through the senior year; after completing a fieldwork II experience in mental health and physical disabilities; and three months after graduation and the completion of the national examinations.  The limitations of this study included the small, non-randomized sample of students who were predominantly female.

Penny found that even though positive attitudes towards the mentally ill increased after coursework and Fieldwork II experiences, they were still less favorable than attitudes towards people with physical disabilities.  Fieldwork I was found to negatively impact the attitudes of students towards people with mental illnesses, but Fieldwork II was found to generally help students reach a more positive outlook. Penny accounted for this by introducing the idea that the settings were “better” in Fieldwork II, due to the extended time and the socialization from Fieldwork I, therefore the students had a more positive experience.

The design of fieldwork is to help the students acclimate to a clinical setting and allow them then to develop the skills they need to practice autonomously.  The settings for Fieldwork I are typically short, allowing for the new students to get a taste of a specific area, but not practice unaided or develop a level of expertise. Penny’s research has shown that Fieldwork I has typically been less valuable for new students in helping them to overcome the prejudices associated with mental health practice.  

In a study by Lyons and Ziviani (1995), one of the students interviewed stated that it took her four to five weeks to overcome her anxiety and acclimate to the patients in the mental health setting.  Similar findings resulted from research of other groups of students beginning their fieldwork experiences (Kramer cited in Scott, 1990; Bucher, 1969). Nursing students, psychiatric students and med students all found that it was difficult to acclimate to the new settings posed in fieldwork and in the case of mental health fieldwork getting past the biases and fears connected with the setting proved to be challenging.  Education and fieldwork were both found to be important socializing factors in OT student education, changing perceptions and values of the students (Sabari, 1985). Socialization was found to happen not only as the students embarked on their new learning venture, but also as they started out in their new professional experiences (Sabari, 1985).

Public and OT Student Perceptions of Mental Illness

Both public and student perceptions of mental illness can influence the areas of practice that practitioners, both new and old, work in. Public perceptions have changed and are becoming more positive, but still can influence a student’s perception of mental health practice. The following is a review of some of the literature available on public and student perceptions of mental illness.

Public Perceptions

Public perceptions of mental illness have changed drastically. Psychological disorders were perceived by early cultures as evil forces acting upon the person affected, or as possession by an evil spirit, and were treated in some cases by exorcism, blood letting, and trepanning (Valfre, 2001). The Greeks saw mental illness as an imbalance of the humors of the body (Durand and Barlow, 2003). Mental illness today is viewed with an integrated approach though there are still superstitions in some cultures about it. Primarily our culture views mental illness as an interaction between biology, psychology and society (Durand and Barlow, 2003). 


Even with these new ideas, our culture still has considerable stigma attached to psychiatric disorders. A recent study on what ideas children are exposed to in the media found that mentally ill characters were portrayed as lower beings, who would not benefit from treatment, ridiculed by others, and only worth of being cut off from society (Wahl, 2003; Clarke, 2004). Children were also found in these studies to be learning language that reaffirms the negative values placed on those with mental illness in our society. A 1997 study by Phelan et al. found that even with the efforts towards deinstitutionalization and efforts to educate the public, stigma towards the mentally ill had not decreased as expected from 1950-1996, but had increased. 

Occupational Therapy Student Perceptions

Several studies have analyzed OT student’s perceptions of the fields in which OTs work as well as the disabilities students encounter, but few have specifically covered the area of mental health.  Most studies have examined OT student’s feelings towards all patients, with mental health categories being a subcategory included with types of physical disabilities.


In a 1993 article Lyons and Hayes described their study on student perceptions of people with disabilities, specifically focusing on perceptions of those with psychiatric disorders.  The authors investigated how a group of OT students and a group of Business students differed in their perception of these groups, looking at social distance and preferences.  The groups of students were compared by age (freshmen or seniors), coursework (business or OT), and by gender.  The students were given the Disability Social Distance Scale, in the first week of the academic year. The questionnaire contains a list of 21 different diseases and situations, ranging from asthma, diabetes and arthritis to mental illness, alcoholism and having a criminal record.  


The authors found that the groups had similar responses with regards to preference, identifying the first six conditions, asthma, diabetes, arthritis, ulcer, amputation and heart disease, as having the greatest preference and the last six, criminal record, alcoholism, mental illness, mental retardation, cerebral palsy and hunchback being the least preferred. There was no difference between freshman and senior OT students in social distance, but OT students had less social distance with the groups given than the business students. Lyons and Hayes (1993) noted this as surprising due to the results of earlier studies which had found that there was no difference in the attitudes of incoming OT students and incoming business students.

Another study focused on OT student perceptions by Lyons and Ziviani (1995) found that students interviewed cited high levels of anxiety when starting their fieldwork experiences in mental health. The students expressed misgivings about the perceived unpredictable behavior of the patients, concern for their personal safety, and concern about evaluations of their skill level in this field. Their concern about unpredictable behavior and their personal safety were influenced by the stigma that surrounds mental illness and how the public perceives mental illness. This has been seen in other groups of students new to mental health fieldwork such as medical students (Radcliffe and Lester, 2003), nursing students and new psychiatric residents (Bucher, 1969: Kramer, 1974). These students expressed anxiety over the transition into fieldwork due to uncertainty about their new positions and preconceived ideas about people with mental illnesses.

Incentives and Disincentives Literature


The incentives and disincentives associated with any position can be a major factor in the recruitment and retention of employees. The encouraging and discouraging factors change with each field and position and are subject to the views of the employee. They are also difficult to quantify because they are intrinsic values of practitioners. What one person views as motivational and rewarding may turn others off. Some of the possible incentives and disincentives of occupational therapy positions in mental health are recognition and prestige, levels of autonomy, compensation, role blurring, and professional burnout. These will be discussed further here.

Recognition and Prestige

Recognition and prestige are difficult areas to look at in the field of occupational therapy because of their subjective nature. These are not always factors in an OT’s decision to take a job, as they are dependent on the personality and values of the OT.

 Currently OT’s are not recognized as mental health professionals in most states (Glomstad, 2004). They can be recognized as “non-core professionals”, but typically do not have the education required to be considered as a professional in this area (Glomstad, 2004). In Oregon, qualified mental health care providers include licensed medical practitioners as well as those holding graduate degrees in psychology; social work; behavioral sciences; recreational, music or art therapy; or bachelor’s degrees in nursing or occupational therapy and are licensed by the state; and who demonstrate the education and experience to demonstrate competency in this field (DHS, 2000). If you look at the U.S. Department of Human Services Health Resources and Services Administration Bureau of Health Professions website however, occupational therapy is not even mentioned in the definition of core mental health providers (U.S. Department of Human Services).

There are also no options for occupational therapy certification in the mental health field (Glantz, 2003). In 2003, the AOTA Representative Assembly voted to discontinue their old certification system and implement a new board, the AOTA Specialties Board (AOTASB). The AOTASB is currently working to develop two areas of certification, Specialty Certification, which would include areas like ergonomics or driver safety and Board Certification, which would include general areas of practice such as geriatrics or pediatrics (Glantz, 2003; Glantz and Moyers 2003). Currently a Mental Health Board Certification is being considered, but no decisions have been made yet (Glantz, 2003)


Falk-Kessler found in a 1993 study of occupational therapists perceived levels of prestige that OTs were likely to rate themselves much lower in comparison to other professional groups. Falk-Kessler surveyed distributed questionnaires to three large metropolitan teaching hospitals in New York, asking nurses, OTs, psychiatrists, psychologists, recreational therapists and social workers to rate their perceptions of the prestige of each group named above. It was found that OTs rated themselves below social workers, psychologists and psychiatrists, and above the nurses and recreational therapists, while the social workers, psychologists and psychiatrists rated OTs below themselves and the nurses.


The introduction of The System of Professions: an Essay on the Division of Expert Labor by Andrew Abbott (1988) introduces the idea of professional jurisdiction. In professional jurisdiction a group of professionals claims a specific area of knowledge as their area of expertise (Abbott, 1988). The boundaries of these jurisdictions are in constant dispute with in the professional world, in the case of mental health occupational therapy the tension lies between OTs, psychiatrists and other mental health workers. This competition allows for development. Jennifer Creek (1998) brings up the idea of boundary disputes in everyday OT practice, citing the lack of definitive language of OT as a cause of these disputes.

Personality

 
Mental health OT seems to appeal to a particular personality type within the OT profession. In a study by Brollier (1970) it was found that mental health OT’s scored considerably higher on measures of autonomy and dominance while OT’s who practice in the physical disabilities area scored significantly higher on order and deference. Both groups scored similarly in the areas of nurturance, intraception and achievement. Autonomy and dominance refer to the professional’s ability to work in an uncharted area and the ability to work independently of other practitioners, respectively. Deference was a measure of the need for instruction and was inversely related to autonomy and dominance ratings. Nurturance and intraception were defined as the need to assist others who need help and the need to analyze the behavior of self and others. Achievement was referred to as the need to complete tasks needing skill and effort to pursue. 

Compensation


According to the U.S. Department of labor Bureau of Labor Statistics, in 2004 OTs were earning on average $51,990 annually.  Out of those working, the high for non-administrative positions was $53,660 for work in health practitioner’s offices, while the low was $45,740 working in educational settings.  The Advance for Occupational Therapy Practitioners Survey for 2003 found that the average salary of all occupational therapists was $51,352, with mental health OTs earning on average between $48,000 and $50,000 (Brown, 2003).


Professionals who responded to the Advance salary survey in 2003 and possessed a specialty certification such as hand certification or pediatrics made $5,000 to $10,000 more per year than those without specialty certification. The survey reported that neurology, geriatrics, and pediatric specialists were making +$60,000 annually, while those with hand certifications were making over $59,000 on average (Brown, 2003).

Role Blurring


Role blurring has been cited as another concern for mental health occupational therapists. Price (1993) records the ambiguity of the occupational therapist’s role in mental health as a result of the lack of research in the area and lack of a well defined theoretical basis in mental health practice. Creek (1998) cites similar findings in occupational therapy practitioners in general, not just in mental health. Creek (1998) states that the problem with defining occupational therapy is a result of difficulty in finding definitive language, disagreement on key professional concepts and difficulty defining the role and function of occupational therapy.

Burnout

Burnout is another factor that can be seen as a serious drawback when considering a position in psychosocial occupational therapy.  Burnout has been defined by Edelwich and Brodsky (1980) as a loss of idealism, energy and purpose as a professional moves through the four stages of a job, enthusiasm, stagnation, frustration, and apathy (cited in Sturgess and Poulsen 1983; Brown and Pranger, 1992). Burnout typically is seen in service providers in the health care field (Brown and Pranger 1992).


In a 1992 study Brown and Pranger found that the following factors were significant indicators of burnout in the OT mental health practice: level of involvement at work, high number of patients with schizophrenic diagnosis, pressure at work, age pay levels, time worked in the area, the number of clients and the amount of overtime. Sturgess and Poulsen (1983) had similar findings, noting that job satisfaction and sense of accomplishment were much lower in psychosocial OT’s. They also found that psychosocial OT’s worked more, had the largest patient loads and the least contact with patients of all OT specialties.

Policy Literature

The introduction of new psychotherapeutic drugs in the 1950’s and the push towards deinstitutionalization that followed in the 1960’s and 70’s, allowed mental health OT’s to expand their practice into new areas (Peters, 1984). The Community Mental Health Centers act of 1965 and the Medicare/Medicaid Bill of 1965 were instrumental in providing federal funding for the building of new community mental health centers and pushing for the release of more psychiatric patients from institutions (Goodwin, 1997; Valfre, 2001).  The idea of deinstitutionalization seemed to be straightforward and but the push for deinstitutionalization began before community health centers could be well established (Goodwin, 1997). The resulting lack of coordination in services has severely limited the effectiveness of the mental health services (Goodwin, 1997). To counterbalance the lack of care, new areas of mental health care have opened up, including social work, residential care and private mental health clinics (Goodwin, 1997).

Many OTs do not get involved with activism and politics, but it is an area that can have considerable impact in practice (Haltiwanger, 2002). The following is a quote from the AOTA Legislative Affairs website: “Federal issues affect you—where you practice, what you are paid, whether you practice at all. It's your profession, your future...so read, understand, and take action. Use this information to help you protect your profession and your future (AOTA, 2004a).” The AOTA has shown its understanding of the necessity of advocacy and keeping up on what is happening at the legislative level, and provides a website dedicated to updates on political actions concerning occupational therapy practice.

Today’s mental health care system in the United States is diverse and affected by state and federal legislature that varies greatly. Some of the more recent changes to federal legislature that have the potential to alter OT practice in mental health care have been the Mental Health Parity Act of 1996, the Paul Wellstone Mental Health Equitable Treatment Act of 2003, The Medicare Occupational Therapy Equitable Coverage Act of 2003, and The Garrett Lee Smith Memorial Act. 

Mental Health Parity Act 1996 and the Paul Wellstone Mental Health Equitable Treatment Act

The effects of the Mental Health Parity Act of 1996 and the Paul Wellstone Mental Health Equitable Treatment Act of 2003 are not direct but do have an influence on OT practice in mental health. The Mental Health Parity Act of 1996 was enacted originally to require mental health parity in companies with over 50 employees and the Paul Wellstone Mental Health Equitable Treatment Act was written as a replacement for when the Mental Health Parity act was no longer in effect (NMHA, 2004b).

The Mental Health Parity Act of 1996 changed the coverage applied to individuals through their insurance plans. This plan required those providing coverage for mental health care to give equivalent dollar amounts for mental health benefits and for medical benefits and eliminated limits on mental health care annual and lifetime dollar limits. It applied to group health plans serving companies that employed more than 50 people and which covered mental health care. Insurance plans that did not cover mental health care, private insurance companies or plans serving companies with fewer than 50 employees were not required to abide by this law. 

The Mental Health Parity Act was in effect from 1998-2001 (NAMI, 2004), and then renewed by congress to continue for an additional year (NAMI, 2004; NMHA, 2004b).  A similar bill, the Mental Health Equitable treatment act was introduced in 2002 but was not passed, and was finally reintroduced as the Paul Wellstone Mental Health Equitable Treatment Act of 2003.

The Paul Wellstone Mental Health Equitable Treatment Act improves upon the Mental Health Parity Act of 1996. Some of the ways that it improves upon the Mental Health Parity Act is it’s inclusion of all mental illnesses listed in the Diagnostic and statistical Manual of Mental Disorders, Fourth Edition, and barring financial requirements and limitations on mental health benefits that are different from surgical and medical benefits (NMHA, 2004b).

Medicare Occupational Therapy Coverage Eligibility Act of 2003

The Medicare Occupational Therapy Coverage Eligibility Act of 2003, H.R. 3090, was introduced in the House of Representatives in September of 2003 and referred to the Ways and Means Committee (Orator). The act seeks to make occupational therapy services equal to physical and speech therapy services in home health services. The act changes the wording of Medicare Title XVIII to reflect the equal value of occupational therapy to speech and physical therapy (Orator).  As of July 2004, there had been no action taken on this act (AOTA, 2004).

Garrett Lee Smith Memorial Act

This act was passed by the Senate in July of 2004 and then proposed to the House of Representatives (AOTA, 2004b; NMHA, 2004c). The bill authorizes funds for suicide prevention and for college campus mental health services. The bill would provide support over three years, allocating $48 million dollars for suicide prevention grants, $22 million for mental health services on college campuses, and $12 million for a suicide-prevention resource center. As of July 2004, the house had not acted upon this bill before recessing for August (AOTA, 2004b; NMHA, 2004c)

Insurance Literature

Reimbursement is the livelihood of all service professions and as such is an important factor in the addition and retention of service providers. Current reimbursement plans for rehabilitative services vary depending on the insurance of each consumer.  Some of the major areas of reimbursement for the general public are Medicare, Medicaid, private insurance, and HMO/PPO organizations. Not all plans cover the same areas nor do they cover the consumer to the same extent. At times the coverage allowed can be hard to determine for any OT, and these problems are compounded for those who choose to practice in mental health due to the lack of parity and unclear definitions of what is or is not reimbursable. Each major type will be discussed here to some extent to show the difficulties they can impose on occupational therapy practice in mental health. 

Medicare


Under Title XVII of the Social Security Act of 1965, Medicare established health insurance for American citizens who are 65 years old or older, who have specific disabilities and are under 65 years of age, or who are in the end stages of renal disease. Those who are covered for Mental Health must have a psychiatric diagnosis (AOTA 2001; Centers for Medicare and Medicaid Services 2003).


The Medicare plan is divided up into two areas, Hospital and Medical Insurance Programs.  Each area covers specific parts of health care reimbursement. The Hospital Insurance Program (Part A) covers inpatient, care in a skilled nursing facility, home health and hospice care (Lopes, 1998).  The Medical Insurance Program (Part B) covers outpatient treatment, clinical lab services, medical expenses and home health care (Centers for Medicare and Medicaid Services, 2003). Part B is supplemental to part A. Occupational therapy is covered under both parts A and B, but must be ordered by a physician, appropriately documented and must be considered reasonable, necessary and can only be provided through the skills of an occupational therapist (AOTA 2001; Lopes, 1998).  Medicare also requires the expectation of significant improvement resulting from the treatment (Lopes, 1998). These guidelines cover occupational therapy in general and are not specific to mental health practice.


Reimbursement for mental health OT services is dependent on the setting in which services are provided. Part A covers inpatient services in a general hospital that are compensated through diagnostic related groups (Stein and Cutler, 1998). In freestanding psychiatric hospitals, reimbursement is based on a system of retrospective payment. With retrospective payment, OT’s are reimbursed based on reasonable costs incurred during treatment. All services under Part A are provided to patients for a limited duration, 190 days during the life of the recipient (Peters, 1984). Stein and Cutler list the following as reimbursable at 62.5% under Part B in covering outpatient services: 1) mental health occupational therapy for only those with specific psychiatric conditions as defined by the DSM-VI, 2) independent OT services as long as the OT is certified by Medicare, and 3) partial hospitalization under certain circumstances. Independent OT services are reimbursed according to a fee schedule, dependent on geographic area, assigned values of work, office expenses and malpractice expenses. Partial hospitalization is reimbursed if it is ordered by a physician and the hospitalization is part of a concentrated comprehensive mental health program.

Medicaid

Medicaid, like Medicare is federally funded. It covers pregnant women, children, the aged, blind and disabled who cannot afford medical insurance and fall into further categories available at <www.cms.hhs.gov/publications.overview-medicare-medicaid/default4.asp>. The government supplies funding to each state and each state in turn is allowed broad discretion in disbursing the funds in their health care programs. 


As an example of state regulated services provided by Medicaid, in Oregon Medicaid funds are distributed through the Oregon Health Plan (OHP) (Oregon Health Plan, Office of Medical Assistance Programs, and Department of Human Services [OHP, OMAP, DHS], 2003). Coverage is divided into four groups, dependent on specific criteria. The four coverage areas are OHP Plus, OHP Standard, Qualified Medicare Beneficiary, Citizen Waived-Alien Emergency Medical Assistance (OHP, OMAP, DHS, 2003). Each group has different coverage for mental health benefits. OHP Plus is the only plan that covers all mental health services provided through OHP, OHP Standard does not cover outpatient mental health and chemical dependency related services, and the Qualified Medicare Beneficiary and Citizen Waived-Alien Emergency Medical Assistance plans do not state their specific coverage of mental health (OHP, OMAP, DHS, 2003). Occupational therapy is specifically named under medical treatments provided, but mental health services are less well defined (OHP, OMAP, DHS, 2003). Occupational therapy is not named in mental health treatments, but could fall in under some of the mental health treatment categories such as programs to help with daily and community living or consultation and evaluations.

Private Health Insurance and HMO/PPO’s

Once mental health occupational therapy moves in to the realm of private insurance and HMO/PPO’s the rules become less clear. Therapeutic settings and benefits vary from plan to plan, state to state. There are no cut and dry rules that dominate this area of reimbursement. Some service providers, such as hospitals with psychiatric units and psychiatric hospitals are able to find reimbursement through private plans by charging fees as part of the room and board fees or the program cost fees (Peters, 1984). The difficulties in reimbursement for OTs in this area are compounded by the confusion of roles and the overlapping of services provided by other therapists such as recreational therapists.

Summary
In summary, this chapter contains the literature reviewed and submitted as evidence of the factors involved in the shift of occupational therapy practice away from mental health.  Evidence has been shown supporting the affects of 1) education and fieldwork, 2) perceptions of mental illness, 3) incentives and disincentives, 4) policy, and 5) insurance on occupational therapy practice in mental health. The analysis of the affects in these areas on occupational therapy practice in mental health will be presented in the next chapter.

