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Preface

Individuals with serious mental illness often lose all hope of ever having a
fulfilling life. More often than not, it is not the mental illness itself, but the
cognitive, medical, psychological, and social sequelae of the illness that
grinds them down. This loss of hope for recovery is often compounded by
not only iatrogenic effects from the treatments they receive, but also the very
professionals that provide such treatments. These professionals can be so
focused on relieving the pain from mental illness that they forget the suf-
fering of the individual. They fail to appreciate that the individual has to live
with the illness and its consequences, often knowing that relapse may be
inevitable, and that the best treatment for the illness may leave that individual
devoid of a meaningful life. In short, some clinicians seem to go into an
autopilot mode and react to the diagnoses, without either being present for
the individual or responding thoughtfully to what would make the person’s
life better in the here and now. If there is one thing that the clinician can do to
make the person’s life better, what would that be?

Clinicians tend to struggle with issues of treatment and recovery. These
issues take on an added significance in inpatient psychiatric treatment centers
and hospitals, particularly those that take longer term admissions or that
include forensic patients sent by the courts for specific assessments and
treatment. The individuals admitted are often seriously mentally ill and could
not be effectively served in the community, or are deemed by the courts to
require secure facilities for the benefit of both the patient and the community.
For those who have not benefitted from community-based treatment, depend
on inpatient psychiatric treatment centers and hospitals as their last hope for
treatment and recovery.

It is difficult to argue against the principles of recovery—
self-determination and choice, hope, respect, connection to family, significant
others and friends, meaningful work, and so on. If life is more than mere
existence, and treatment more than a clinician’s reflexive response to a
diagnostic workup, then recovery-focused care should lead naturally to
valued and engaged lives, despite the debilitating ravages of serious mental
illness. Such care, regardless of setting, should enable individuals with
serious mental illness to have a life of meaning and to fully engage in this life
within the changing parameters imposed by their mental illness. Treatment
and care aligned with the principles of recovery enable people with mental
illness to enhance not only their experiential interests—engage in activities
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they find exciting, pleasurable, and rewarding—but also the critical interests
that give meaning to their lives. These should not be seen as favors or niceties
that clinicians and care staff bestow on patients, but as basic civil rights of the
patients that are essentially immutable.

This book points a finger at the moon by providing a pathway through the
increasing maze of treatments and care so that astute and mindful clinicians
can navigate through this when providing inpatient care to individuals with
serious mental illness. Part I begins with a discussion on the idea of recovery
and the principles for recovery-oriented care, followed by specific examples
of recovery choices with regard to sexuality and sexual health, teaching
clinicians effective ways of implementing recovery-focused care, and ways to
share decision-making with the patients. Part II begins with an inpatient
treatment planning system that is recovery-focused and has been found to be
practical and effective. This is followed by chapters that speak to different
treatment modalities and services including psychopharmacological treat-
ment, cognitive remediation, psychiatric services, psychological services,
mental health nursing services, occupational therapy services, and peer
support services. Part III presents chapters on self-advocacy and empower-
ment, legal advocacy, stigma and recovery, enhancing resilience and sus-
taining recovery, and change and transformation in inpatient psychiatric
services. Taken together, this book presents a blueprint for enhancing and
transforming recovery-oriented services in inpatient psychiatry.

A handbook of this nature is only possible with the generosity, hard work
and patience of many people. We are truly grateful to our contributors for
providing such excellent material for us to work with and for being so
accepting of our editorial suggestions. It is their book. We are also grateful to
the individuals with mental illness who we have collectively interviewed,
assessed and treated, for teaching us what recovery is and the lessons learned
by sharing with us their lived experience of recovery in multiple settings. It is
also their book. We thank Judy Jones, our senior publishing editor at
Springer, for making this book possible. Finally, we thank colleagues,
friends, and family members that we neglected while preparing the manu-
script for this book.

Augusta, GA, USA Nirbhay N. Singh
Richmond, VA, USA Jack W. Barber
Augusta, GA, USA Scott Van Sant

viii Preface



Contents

Part I Principles

1 The Idea of Recovery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3
Will D. Spaulding, Elaina Montague, Andrea Avila
and Mary E. Sullivan

2 Principles for Recovery-Oriented Inpatient Care . . . . . . . . . 39
Larry Davidson, Erika Carr, Chyrell Bellamy, Janis Tondora,
Ellie Fossey, Thomas Styron, Maryanne Davidson
and Shady Elsamra

3 Sexuality and Sexual Health . . . . . . . . . . . . . . . . . . . . . . . . 59
Kristin M. Hunter and Anthony O. Ahmed

4 Teaching Clinicians the Practice
of Recovery-Oriented Care . . . . . . . . . . . . . . . . . . . . . . . . . 81
P. Alex Mabe, Michael Rollock and Gina N. Duncan

5 Shared Decision-Making . . . . . . . . . . . . . . . . . . . . . . . . . . . 99
Gina N. Duncan, Anthony O. Ahmed, P. Alex Mabe,
Brian Anderson, Gareth Fenley and Michael Rollock

Part II Practice

6 Inpatient Treatment Planning . . . . . . . . . . . . . . . . . . . . . . . 127
Nirbhay N. Singh, Giulio E. Lancioni, Evelyn Harris
and Alan S.W. Winton

7 Psychopharmacological Treatment . . . . . . . . . . . . . . . . . . . . 155
Scott Van Sant

8 Cognitive Remediation in Mental Health . . . . . . . . . . . . . . . 179
Benjamin D. Hill, Channing Sofko and Anneliese C. Boettcher

9 Psychiatric Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 203
Jack W. Barber

10 Psychological Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 227
Jeff Phillips

11 Mental Health Nursing Services . . . . . . . . . . . . . . . . . . . . . . 259
Rachel E. Myers

ix

http://dx.doi.org/10.1007/978-3-319-40537-7_1
http://dx.doi.org/10.1007/978-3-319-40537-7_1
http://dx.doi.org/10.1007/978-3-319-40537-7_2
http://dx.doi.org/10.1007/978-3-319-40537-7_2
http://dx.doi.org/10.1007/978-3-319-40537-7_3
http://dx.doi.org/10.1007/978-3-319-40537-7_3
http://dx.doi.org/10.1007/978-3-319-40537-7_4
http://dx.doi.org/10.1007/978-3-319-40537-7_4
http://dx.doi.org/10.1007/978-3-319-40537-7_4
http://dx.doi.org/10.1007/978-3-319-40537-7_5
http://dx.doi.org/10.1007/978-3-319-40537-7_5
http://dx.doi.org/10.1007/978-3-319-40537-7_6
http://dx.doi.org/10.1007/978-3-319-40537-7_6
http://dx.doi.org/10.1007/978-3-319-40537-7_7
http://dx.doi.org/10.1007/978-3-319-40537-7_7
http://dx.doi.org/10.1007/978-3-319-40537-7_8
http://dx.doi.org/10.1007/978-3-319-40537-7_8
http://dx.doi.org/10.1007/978-3-319-40537-7_9
http://dx.doi.org/10.1007/978-3-319-40537-7_9
http://dx.doi.org/10.1007/978-3-319-40537-7_10
http://dx.doi.org/10.1007/978-3-319-40537-7_10
http://dx.doi.org/10.1007/978-3-319-40537-7_11
http://dx.doi.org/10.1007/978-3-319-40537-7_11


12 Occupational Therapy Services . . . . . . . . . . . . . . . . . . . . . . 279
Monica M. Jackman

13 Peer Support Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 309
Michael Franczak and Christina Dye

Part III Advocacy, Resilience and Empowerment

14 Self-advocacy and Empowerment. . . . . . . . . . . . . . . . . . . . . 339
Michael S. Shafer, Vicki Staples and Lisa St. George

15 Legal Advocacy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 359
Donna Lee Elm and Jenny L. Devine

16 Stigma and Recovery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 387
Kathy Bashor, Susan Junck, Colleen McGregor
and Cheryl Anderson

17 Enhancing Resilience and Sustaining Recovery . . . . . . . . . . . 409
Michael Franczak, Doug Barshter, John W. Reich, Martha Kent
and Alex J. Zautra

18 Change and Systems Transformation . . . . . . . . . . . . . . . . . . 439
Scott Van Sant, Jack W. Barber and Nirbhay N. Singh

Index . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 455

x Contents

http://dx.doi.org/10.1007/978-3-319-40537-7_12
http://dx.doi.org/10.1007/978-3-319-40537-7_12
http://dx.doi.org/10.1007/978-3-319-40537-7_13
http://dx.doi.org/10.1007/978-3-319-40537-7_13
http://dx.doi.org/10.1007/978-3-319-40537-7_14
http://dx.doi.org/10.1007/978-3-319-40537-7_14
http://dx.doi.org/10.1007/978-3-319-40537-7_15
http://dx.doi.org/10.1007/978-3-319-40537-7_15
http://dx.doi.org/10.1007/978-3-319-40537-7_16
http://dx.doi.org/10.1007/978-3-319-40537-7_16
http://dx.doi.org/10.1007/978-3-319-40537-7_17
http://dx.doi.org/10.1007/978-3-319-40537-7_17
http://dx.doi.org/10.1007/978-3-319-40537-7_18
http://dx.doi.org/10.1007/978-3-319-40537-7_18


About the Editors

Nirbhay N. Singh, Ph.D., BCBA-D is Clinical Professor of Psychiatry and
Health Behavior at the Medical College of Georgia, Augusta University,
Augusta, GA and CEO of MacTavish Behavioral Health, in Raleigh, NC.
Prior to his current appointments, he was Professor of Psychiatry, Pediatrics
and Psychology at the Virginia Commonwealth University School of Med-
icine and Director of the Commonwealth Institute for Child and Family
Studies, Richmond, VA. His interests include mindfulness, behavioral and
psychopharmacological treatments of individuals with diverse abilities,
assistive technology, and mental health delivery systems. He is the
Editor-in-Chief of three journals: Journal of Child and Family Studies,
Mindfulness, and Advances in Neurodevelopmental Disorders, and Editor of
three book series: Mindfulness in Behavioral Health, Evidence-based Prac-
tice in Behavioral Health, and Children and Families.

Jack W. Barber, MD is the Interim Commissioner and Medical Director for
Virginia’s Department of Behavioral Health and Developmental Services and
Associate Clinical Professor in the University of Virginia Department of
Psychiatry and Neurobehavioral Sciences. He has served as a member of the
Designated Consultant teams for United States Department of Justice Set-
tlement Agreements with the states of Kentucky and Connecticut and pro-
vided consultations to the states of CA and GA. His clinical and educational
interests include the application of recovery principles in inpatient psychiatric
and forensic settings, treatment planning for complex individuals, and
leadership within behavioral health systems.

Scott Van Sant, MD is Clinical Assistant Professor at the Medical College
of Georgia, Augusta University, Augusta, GA. He obtained his medical
degree from the University of South Florida and completed his psychiatry
residency training at Emory University in Atlanta. He is board-certified in
general adult and forensic psychiatry. He has spent his entire career in the
public sector behavioral health field, including formerly serving as Medical
Director of DeKalb Crisis Center in Atlanta Georgia, Chief Medical Officer
of Central State Hospital in Milledgeville, GA, Medical Director of MCG’s
adult and geriatric inpatient psychiatric units, and Associate Training
Director of MCG’s general psychiatry residency training program. Presently,
he is Clinical Director of Benchmark Human Services, Georgia Crisis Pro-
grams, which provides emergency mobile crisis interventions for individuals
with mental health and developmental disability diagnoses across the state of

xi



Georgia. His particular interests include psychopharmacology, treatment of
persons with chronic severe mental illness, management of co-occurring
psychiatric and intellectual disabilities, and improvement of mental health
delivery systems.

xii About the Editors



About the Contributors

Anthony O. Ahmed, Ph.D. is Assistant Professor in the Department of
Psychiatry at Weill Cornell Medical College. He held a previous appointment
as Assistant Professor at the Medical College of Georgia, Augusta University
where he had completed a psychotic disorders postdoctoral fellowship. His
research interests include studying recovery and psychosocial functioning in
people with schizophrenia and other severe mental illnesses. He has pub-
lished extensively in this area and provides consultation to clinical teams
about the implementation of recovery-based practices.

Brian Anderson, CPS is Certified Peer Specialist and Certified Recovery
Educator in the Department of Psychiatry and Health Behavior at Augusta
University for Project GREAT as well as for SHE PREVAILS (Supporting
Health Engagement through Prevention, Recovery, and Empowerment
Via ACCESS, Intervention, and Linkage Services). He previously worked
with the Charlie Norwood VA Medical Center in Augusta, GA where he
assisted in the creation of a Peer Specialist position in 2006. In 2008,
Mr. Anderson was named Certified Peer Specialist of the Year. He served as
a member of the Planning and Advisory Council for the Georgia Mental
Health Consumer Network from 2008 to 2011. He is the author of the book,
Beautiful Scars: My Journey to Wholeness and Healing (2012). He has
appeared several times on Trinity Broadcast Network and Atlanta Live TV
and has traveled the country presenting at conferences as a motivational
speaker on the topic of recovery. He is currently a member of the Board of
Directors for the Georgia Mental Health Consumer Network and is the CEO
of Beautiful Scars, LLC.

Cheryl Anderson, SSW, CPRP born and raised in ON, Canada,
Ms. Anderson began volunteering in the field of Human Services at the age of
14 and eventually became the CEO for the Community Living in Halliburton,
Canada. Then she immigrated to the United States and is presently the Director
of Recovery and Resiliency Support Services at Marc Community Resources.
Ms. Anderson is the past Vice Chair for the Peer and Family Coalition for
Arizona, a member of Mercy Maricopa Integrated Care Governance Board for
the Behavioral Health system in Maricopa County and is also a member of the
City of Mesa’s Human Resources Advisory Board. Ms. Anderson has a family
member who receives behavioral health services in AZ.

xiii



Andrea Avila, MA is a graduate student in the Clinical Psychology
Training Program and the Law-Psychology Program at University of
Nebraska–Lincoln, working toward joint completion of the Ph.D. and J.D.
She is a member of the Serious Mental Illness Research Group at UNL. Her
research interests focus on therapeutic jurisprudence, law and social policy
related to serious mental illness, training corrections personnel in mental
health issues, and people with serious mental illness who become involved
with the criminal justice system. She is a past Executive Editor of the
Nebraska Law Review.

Doug Barshter, MS, CPRP has been working in the adult behavioral health
system for over 30 years in direct and administrative services. He has worked
locally and nationally as manager, trainer, consultant, and accreditation
surveyor to promote psychiatric rehabilitation principles and quality practices
in a variety of organizations. Currently, Mr. Barshter is designing curricula to
prepare peer employees in recovery/resilience practices. He is also collabo-
rating with in-house and national experts to enhance the skills of peer
employees in integrated healthcare skill sets and improve the supervisory
skills of managers overseeing peer-driven services.

Kathy Bashor, MC currently serves as the Bureau Chief of the Office of
Individual and Family Affairs (OIFA) for the Arizona Department of Health
Services, in Phoenix, Arizona. In her role with OIFA she ensures the voice
of the individual and family member at every level of the system. Kathy has
spent most of her life receiving services in the behavioral health system,
including years of hospitalization in state and local hospitals. Kathy is known
as fierce advocate working to ensure Arizona adheres to a Recovery-based
mental health system.

Chyrell Bellamy, MSW, Ph.D. is Assistant Professor of Yale University’s
Department of Psychiatry and the Director of Peer Services/Research for
Yale’s Program for Recovery and Community Health. She has experience as
a frontline service provider, community educator and organizer, instructor in
psychology and social work, community and academic researcher, and as a
person in recovery. Her expertise includes developing and conducting
community-based research initiatives in partnership with people with lived
experience. Her research examines sociocultural pathways of recovery from
mental illness, with a particular focus on health disparities; as well as
research and practice experience in the area of peer support services;
group-work interventions; spirituality; health promotion; and culture and
recovery.

Anneliese C. Boettcher, MS is a doctoral student in the Combined-
Integrated Clinical and Counseling Psychology program at the University of
South Alabama in Mobile, AL. She will soon begin her clinical internship at
the University of Florida Health Sciences Center. Her research interests
include cognitive assessment, knowledge of mTBI sequelae in healthcare
professionals, and the intersection of chronic pain, emotional variables, and
cognitive functioning.

xiv About the Contributors



Erika Carr, Ph.D. is Assistant Professor at Yale School of Medicine and is
also the Director of the Inpatient Psychology Service at Connecticut Mental
Health Center in New Haven, Connecticut. She earned her doctoral degree
from the University of Tennessee–Knoxville, and completed her internship at
Emory School of Medicine/Grady Hospital. Dr. Carr also completed her
postdoctoral fellowship at Yale School of Medicine, specializing in clinical
work with those who experience serious mental illness and substance use, as
well as homelessness. Her primary research and clinical interests are the
sexual objectification of women, serious mental illness, recovery-oriented
care, trauma, positive behavioral supports, and psychology training.

Larry Davidson, Ph.D. is Professor of Psychology in the Department of
Psychiatry of the Yale School of Medicine, where he directs the Program for
Recovery and Community Health. He also serves as Senior Policy Advisor
for the Connecticut Department of Mental Health and Addiction Services.
His research has focused on processes of recovery in serious mental illnesses
and addictions and the development, evaluation, and dissemination of social
policies and innovative community-based programs to promote recovery and
community inclusion among persons with these conditions.

Maryanne Davidson, DNSc, APRN, CPNP is Associate Professor and
Director of the Undergraduate Program in Nursing at Sacred Heart Univer-
sity. She received both her Masters of Science in Nursing and Doctor of
Nursing Science from Yale University School of Nursing and has worked in
the fields of psychiatric nursing and pediatrics for over 30 years. Her research
interests include individual and family management of chronic illness and
perception and management of pediatric eating disorders.

Jenny L. Devine, JD, MA is Assistant Federal Defender for the Middle
District of Florida, Tampa Division, representing defendants facing trial for
federal criminal allegations. She has previously practiced law in Gainesville,
FL, and Seattle, Washington, representing indigent criminal defendants as
well as individuals with chronic mental illness facing lengthy involuntary
civil commitment in hospitals and treatment centers. Ms. Devine received her
undergraduate degree summa cum laude from the University of Florida and
holds both a Master of Arts in History and a Juris Doctor from the University
of Florida. She is a member of the Florida Bar, the Washington State Bar, the
Middle District of Florida Federal Bar, and is admitted to practice before the
Eleventh Circuit Court of Appeals.

Gina N. Duncan, MD, FAPA was Clinical Assistant Professor of Psychi-
atry and Health Behavior at the Medical College of Georgia, Augusta
University, Augusta, GA and previously served as the Associate Dean for
Admissions for the Medical College of Georgia. She earned her BS from
Hampton University and MD from the University of North Carolina School
of Medicine in Chapel Hill, NC. She completed her internship and residency
at the Massachusetts General Hospital (MGH)/McLean Hospital Adult
Psychiatry Residency Program in Boston, MA. Dr. Duncan has served as the
psychiatrist on the Medical College of Georgia Department of Psychiatry and
Health Behavior’s Project GREAT (Georgia Recovery-Based Educational

About the Contributors xv



Approach to Treatment) team. Her academic and clinical interests include the
intersection of spirituality and psychiatry, disparities in health and achieve-
ment that disproportionately affect minority communities, and strength-based
approaches to building resilience. She is currently in private practice at
Eastover Psychological and Psychiatric Group, PA in Charlotte, NC.

Christina Dye, MPH is the President and CEO of Partners In Recovery,
LLC, a behavioral health outpatient agency providing integrated primary
care, psychiatry, employment and peer/family support services for adults
with mental illness and co-occurring addiction in the greater Phoenix area.
Partners In Recovery (PIR) serves more than 5,600 adults and families
impacted by severe behavioral health challenges under a contract with Ari-
zona Department of Health and the Arizona Health Care Cost Containment
System (AHCCCS). PIR was founded by three long-standing agencies in
Arizona to develop an alternative model for behavioral health service
delivery that integrates clinical and rehabilitative best practices with the
wisdom of individuals and families receiving services. Prior to being named
President, Dye served as President/CEO of Recovery Innovations of Arizona,
an innovative peer support provider delivering 24/7 crisis services, housing,
employment, and intensive substance abuse services for adults in Phoenix,
Arizona. She also served at the Arizona Department of Health
Services/Division of Behavioral Health as the Division Chief for Clinical and
Recovery Services from 2005 to 2007 and Bureau Chief for Substance Abuse
Treatment and Prevention from 1996 to 2005.

Donna Lee Elm, JD, MC is the Federal Defender for the Middle District of
Florida. She served as an Assistant Federal Public Defender in the District of
Arizona for 6 years, and spent 12 years in the Maricopa County Public
Defender Office where she rose to the position of Chief Trial Deputy. She has
enjoyed an extensive trial practice (also qualified as first chair capital defense
attorney), and has had a modest appeal practice, taking two cases to the U.S.
Supreme Court (Curtis D. Johnson and John Yates). Due to her background
in mental health, she often represents clients who are psychologically
impaired. With Doug Passon, she so-authored an article on Sell litigation, and
has published extensively in many areas of criminal practice (the intersec-
tions of mental illness and criminal practice, legal ethics including a book on
Vouching, technology and the law, evidence, and series of articles on lying
witnesses and capital trial closing arguments). She has taught extensively as
well in seminars nationally, and has been an Adjunct Professor of Law at
both the Sandra Day O’Connor School of law (ASU) and Stetson College of
Law. She currently chairs the national working group on federal defender IT,
and serves on the Steering Committee of the Clemency Project 2014.

Shady Elsamra, MD is a board-qualified adult psychiatrist, currently
working as the clinical director of crisis and consultation psychiatric services
at Lawrence and Memorial Hospital in New London, CT. He was born in
Hungary. He completed two psychiatry residencies, first in Alexandria,
Egypt right after graduation from University of Alexandria, Egypt 2002.
Then, after completion of USMLE tests he completed his second psychiatry

xvi About the Contributors



residency followed by chief residency year at Berkshire Medical Center,
Pittsfield, MA, affiliated with the University of Massachusetts. After gradu-
ation, he worked at the Connecticut Mental Health Center of Yale University
as Assistant Professor of Psychiatry. He earned a Master’s degree in
Psychology from Ain Shams University, Cairo, Egypt (2007) and worked for
1 year as a psychiatrist in training at Williams College, Williamstown, MA.
He became interested in recovery-oriented approach while working at the
Connecticut Mental Health Center in New Haven, CT.

Gareth Fenley, MSW, CPRP is an instructor in the College of Social
Work, University of South Carolina. She earned her master’s degree at the
University of Georgia. She co-founded Project GREAT at the Medical
College of Georgia and served as the team’s Certified Peer Specialist for
7 years. She has trained mental health workers in the recovery model in
19 states.

Ellie Fossey, Ph.D., M.Sc., DipCOT is Professor and Head in the
Department of Occupational Therapy, Monash University, Melbourne,
Australia. Dr. Fossey is also Adjunct Professor in the Living with Disability
Research Centre at La Trobe University. Her academic and professional
career spans undergraduate and postgraduate teaching, curriculum develop-
ment, and research at universities in England and Australia. Her primary
research interests have focused on experiences of everyday living with
mental health issues, barriers and support in tertiary education and employ-
ment for people experiencing mental health issues and/or disability, and
recovery-oriented practice in mental health services. She has published
widely in her field and was Co-Editor of Mental Health in Australia: A
Collaborative Practice (3rd edition, Oxford University Press).

Michael Franczak, Ph.D., CPRP currently serves as the Chief of Opera-
tions for the Marc Community Resources in Mesa, AZ. For the past 30 years
he has been involved in Mental Health, Substance Abuse and Development
Disability services in PA, NC, and AZ. Dr. Franczak has served as an expert
witness in many landmark cases concerning mental health and mental
retardation. Some of these include the Willowbrook in New York, Pennhurst
in Pennsylvania, Lelz in Texas, Jackson in New Mexico, Felix in Hawaii, and
Laguna Honda in California. In his previous role as the Chief of Clinical
Services for the Arizona Department of Health/Division of Behavioral Health
Dr. Franczak managed behavioral health services for adults with serious
mental illness, substance abuse, and children and adolescents with emotional
disorders. Dr. Franczak has been the primary investigator on numerous grants
from the Substance Abuse Mental Health Service Administration: Housing
Approaches for Persons with a Serious Mental Illness, Jail Diversion
for Persons with a Serious Mental Illness, and an Exemplary Practices
Initiative—Integrated Substance Abuse Mental Health Treatment Models
System of Care Practices for Children and Adolescents and Substance Abuse
Services for Adolescents.

About the Contributors xvii



Evelyn E. Harris, MSW, LCSW, SCPM is the Director of Hospital Sys-
tem Quality Management for the Department of Behavioral Health and
Developmental Disabilities (DBHDD) for the State of Georgia. Prior to this
position, she served as the Project Manager for DBHDD’s CRIPA Settlement
Agreement with the Department of Justice (DOJ). She is a Licensed Clinical
Social Worker (LCSW) and earned her MSW from the University of
Georgia. In addition, she earned her certification (SCPM) in Advanced
Project Management from Stanford University. She has 25 years of experi-
ence in clinical social work, primarily in the field of mental health both in
private and public sectors.

Benjamin D. Hill, Ph.D. is a clinical neuropsychologist and Assistant
Professor in the Psychology Department and core faculty in the
Combined-Integrated Clinical and Counseling Psychology doctoral program
at the University of South Alabama in Mobile, Alabama. He earned a Masters
degree in Experimental Psychology at Wake Forest University and doctoral
degree in Clinical Psychology at Louisiana State University and completed
his clinical internship at the University of Mississippi Medical Center and
postdoctoral fellowship in clinical neuropsychology at the Alpert Medical
School of Brown University. His research interests include cognitive
assessment and intervention, psychometrics, the interaction of personality
and cognitive functioning, and intra-individual variability as a marker of
neuropathology. He is Associate Editor for the Journal of Child and Family
Studies, on the editorial board of Journal of Attention Disorders, and is the
statistical editor for Mindfulness.

Kristin M. Hunter, MS is a doctoral candidate in the Counseling Psy-
chology doctoral program at the University of Georgia. She completed her
pre-doctoral psychology internship at the APA-accredited Medical College of
Georgia-Charlie Norwood Veterans Affairs Medical Center Psychology
Internship. Her primary research interests include teaching the mental health
recovery model to members of interdisciplinary teams and the utilization of
exercise in the maintenance of mental health.

Monica M. Jackman OTD, MHS, OTR/L is an occupational therapist and
consultant. She has provided therapy to children and adults and has served as
a compliance monitor under the Civil Rights for Institutionalized Persons Act
in residential facilities throughout the United States. Her research interests
include use of the Mindful Engagement Support model for individuals with
intellectual and developmental disabilities, and mindfulness-based programs
for children and mothers with post-partum mood disorders. She has written
curricula and workshops on the Mindful Engagement Support model, and
enjoys creating and developing new therapy devices, programs, and inter-
ventions. She believes that her most profound clinical insight and under-
standing have come from the lived experience of recovery from serious
mental illness.

Susan Junck serves as the Family Community Liaison at the Arizona
Department of Health Services, Division of Behavioral Health, Office of
Individual and Family Affairs. Susan has been involved with the behavioral

xviii About the Contributors



health community for over a decade serving as an advocate, manager of
family support, human rights liaison, family psycho-education facilitator, and
mother of a young man with a serious mental illness. She is also an active
volunteer with NAMI (National Alliance on Mental illness) where she has
helped hundreds of families who have been affected by mental illness by
teaching NAMI Family-to-Family courses and facilitating family support
groups. Currently Susan is developing statewide polices for family support
programs and family support provider training, certification and supervision
requirements.

Martha Kent, Ph.D. serves as Research Scientist and Neuropsychologist at
the Phoenix VA Health Care System, Arizona. She is a principal investigator
working on current studies on brain training for resilience skills in obesity,
chronic pain, and PTSD. She has authored papers and chapters in these areas
and has edited The Resilience Handbook: Approaches to Stress and Trauma/
(2014). She has developed training, lectures, and seminars for interns, staff,
and professional communities. Central to her work is the concept of resi-
lience as the capacity to balance goal-directed action versus stimulus-based
responding in evocative contexts of threat, pain, overeating, and addiction.

Giulio E. Lancioni, Ph.D. is Professor in the Department of Neuroscience
and Sense Organs, University of Bari, Italy. Prior to this position, he spent
many years at the Department of Psychology, University of Leiden, The
Netherlands. His research interests include development and assessment of
assistive technologies, training of social and occupational skills, and evalu-
ation of strategies for examining preference and choice with individuals with
severe/profound intellectual and multiple disabilities (including post-coma
persons in a minimally conscious state and persons with Alzheimer’s dis-
ease). He has published widely in these areas and serves on the editorial
board of several international journals concerned with these topics.

P. Alex Mabe, Ph.D. received his doctoral degree in Clinical Psychology
from Florida State University in Tallahassee, FL. Currently, he is Professor,
Chief of Psychology, and Director of Psychology Internship Training
in the Department of Psychiatry and Health Behavior at the Medical
College of Georgia/Augusta University. His publications include over
60 articles/chapters/abstracts in the areas of clinical and pediatric psychology
as well as the recovery-oriented mental health care. He has made numerous
presentations at national and international professional meetings on topics
related to behavioral medicine, recovery-oriented mental health care, child–
pediatric psychology, and parent training. He is the principal investigator on
a psychology workforce development project funded by the Department of
Health and Human Services, Health Resources and Services Administration,
Graduate Psychology Education Program. He serves as the Director of
Project GREAT (Georgia Recovery-based Educational Approach to Treat-
ment) helping to design and implement workshops and recovery-based
practice tools. In 2012, Project GREAT and the Department of Psychiatry

About the Contributors xix



and Health Behavior were the recipients of the American College of
Psychiatrists’ annual award for Creativity in Psychiatric Education.

Colleen McGregor, MADM/MPH currently serves as an Implementation
Manager for the System of Care Unit within the Division of Behavioral
Health Services at the Arizona Department of Health Services in Phoenix,
AZ. She has dedicated herself both personally and professionally to
improving access to comprehensive, high-quality integrated care and is
deeply passionate about healthcare system transformation. With more than
20 years of progressive experience in public health and human services in
both New York and Arizona, she has been involved, professionally in local,
state and national initiatives focused on Primary Care and Behavioral Health
service expansion and integration, Health Information Exchange, Trans-
parency and Transformation Initiatives, Medicaid-driven Health Literacy and
Patient Engagement projects and most recently, Early Childhood Compre-
hensive System Change. As an adult with Attention Deficient/Hyperactivity
Disorder and a single mother to two amazing children whom both have
comprehensive special health care, developmental disabilities and learning
needs, she knows, first-hand the impact stigma has on her and her children’s
lives.

Elaina Montague, M.A. is a doctoral student in the Clinical Psychology
Training Program at the University of Nebraska–Lincoln. She received her
B.A. from the Bernard M. Baruch College, City University of New York, and
conducted research on factors that moderate learning success in a neu-
rocognitive remediation program at New York State Psychiatric Institute. She
now works in the Serious Mental Illness Research Group at UNL, studying
neurocognitive and social cognitive change prior to onset of serious mental
illness and among populations with subclinical schizotypy. Her research
interests broadly include application of developmental, biological, behav-
ioral, and social perspectives into assessment and treatment of complex
mental illness.

Rachel E. Myers, Ph.D., RN is Associate Professor of Nursing in the
WellStar School of Nursing, College of Health and Human Services at
Kennesaw State University, Kennesaw, Georgia, USA. She is also a Certified
Diabetes Educator and has worked as a nursing consultant for over 14 years
in facilities that serve individuals with mental illness and intellectual and
developmental disabilities. Her research interests include mindfulness, health
and wellness promotion, disease prevention, and diabetes. She has several
publications in these areas, and has presented her research at national and
international conferences. She is Associate Editor of Journal of Child and
Family Studies.

Jeff Phillips, Ph.D. is the Director of Psychology at Western State Hospital
where he has practiced psychology for over 25 years. He is Visiting Assistant
Professor in the Department of Psychiatry and Neurobehavioral Sciences at
the University of Virginia. He earned a doctoral degree in Clinical
Psychology from Southern Illinois University at Carbondale.

xx About the Contributors



John W. Reich, Ph.D. is Emeritus Professor of Psychology at Arizona State
University (ASU). His work has focused on the application of social psy-
chological concepts in understanding societal issues and the development of
interventions for improving individuals’ well-being. He is the former
Director of the Social Psychology Graduate Training Program of Arizona
State University and is the author or co-editor of six books and over 100
research articles. Dr. Reich is a member of the ASU Resilience Solutions
Group (http://www.asu.edu/resilience).

Michael Rollock, Ph.D. is Assistant Professor in the Department of Psy-
chiatry and Health Behavior at the Medical College of Georgia, Augusta
University, and a licensed clinical psychologist at East Central Regional
Hospital, an inpatient psychiatric facility, serving individuals with severe
mental illness. He earned his doctoral degree from the University of Mas-
sachusetts Boston, and specializes in the application of recovery-oriented
interventions at the individual and systemic level. In addition to conducting
clinical supervision and courses with psychology and psychiatry residents, he
facilitates workshops for healthcare providers. This work focuses on
enhancing care by drawing upon principles and practices at the intersection
of recovery-oriented cognitive therapy and positive psychology. He served as
President of the Augusta Area Psychological Association in 2014–2015.

Michael S. Shafer, Ph.D. is Professor in the School of Social Work at
Arizona State University’s College of Public Service and Community
Solutions where he also holds affiliate appointments in the Center for Health
Information Research and the School of Criminology and Criminal Justice.
Dr. Shafer is the founding director of the Center for Applied Behavioral
Health Policy which has, for the past 25 years, conducted cutting-edge
research on the adoption and implementation of innovative practices in
behavioral health care. Dr. Shafer has authored more than 40 peer-reviewed
research articles and generated more than $45 million in grants and contracts
that target capacity building and innovation in behavioral health services.
Dr. Shafer began his career in mental health as an undergraduate student at
Camarillo State Hospital, CA, where he lived and worked for two years as an
embedded student.

Channing Sofko, MA is a doctoral student in the Combined-Integrated
Clinical and Counseling Psychology program at the University of South
Alabama in Mobile, Alabama. Her research interests include intra-individual
variability in older adults, contributors to healthy cognitive aging, and resi-
liency factors in individuals with post-traumatic stress disorder. Her clinical
interests include neuropsychological assessment as well as work with trauma
survivors and with caregivers of individuals diagnosed with dementia.

Will D. Spaulding, Ph.D. is Professor of the Clinical Psychology Training
Program, Department of Psychology, University of Nebraska–Lincoln.
He received his Ph.D. from the University of Arizona in 1976, and was a
postdoctoral fellow in Mental Health Teaching and Research in the
Department of Psychiatry, University of Rochester School of Medicine and
Dentistry. His research has spanned the experimental psychopathology of

About the Contributors xxi

http://www.asu.edu/resilience


schizophrenia-spectrum disorders, treatment and rehabilitation outcomes, the
nature of recovery, and social policy for severe and disabling mental illness.
He is a former chair of the American Psychological Association Task Force
on SMI and SED. He is a co-author, with Mary Sullivan and Jeffrey Poland,
of Treatment and Rehabilitation of Severe Mental Illness (Guilford Press,
2003), and is currently co-editor of the American Journal of Orthopsychiatry.

Lisa St. George, MSW, CRP is the Director of Recovery Practices at RI
International and RI Consulting. With over 30 years of social work experi-
ence, Lisa is an expert in developing recovery-focused systems and strong
peer support workforces that provide mental health, substance use, and
integrated care. She has provided leadership and start-up of many recovery
programs in Arizona, California, and New Zealand and has supervised and
developed effective and sustainable peer workforces for more than 20 pro-
grams and over 600 peer support workers. Her work has transformed mul-
tiple systems of care to have a strong recovery focus and vision while
working within existing processes and procedures. Wherever she goes, she
brings unending belief in the inherent courage, wisdom, and strength of
people in recovery. Over the years, Ms. St. George has authored multiple
books, articles, and trainings with a recovery focus.

Vicki Staples, MED, CRP is the Associate Director for Clinical Initiatives
at the Arizona State University’s Center for Applied Behavioral Health
(CABHP). In this capacity, Ms. Staples has served as project director for a
number of system and workforce capacity initiatives, including serving as
Co-director of the SAMHSA-funded Pacific Southwest Addiction technology
transfer center, and NIMH-funded Educational Outreach initiative, and the
Arizona Peer Career Advancement Academy. Prior to joining ASU,
Ms. Staples served as the Director of Recovery, Resiliency & Wellness for
Arizona Department of Health, Division of Behavioral Health Services where
she oversaw system change initiatives. With over 25 years of implementing
evidence-supported clinical and recovery services, she continues to focus on
increasing collaboration with stakeholders and across service systems, to
stimulate practice improvements and promote recovery.

Thomas Styron, Ph.D. is Associate Professor of Psychiatry at the Yale
School of Medicine. Dr. Styron is also the Executive Director of Community
Services Network of Greater New Haven, a consortium of New Haven based
not-for-profit community-based providers or recovery-oriented care for
people with serious mental illnesses (SMI) and the Director of Psychology
Training within the Outpatient Services Division of the Connecticut Mental
Health Center. He earned a doctoral degree in Clinical Psychology from the
University of Massachusetts–Amherst and completed pre-doctoral and
postdoctoral training at Yale. His primary research interests are in the
development and promotion of recovery-oriented care for individuals with
SMI.

Mary E. Sullivan, MSW is Research Specialist in the Department of
Psychology, University of Nebraska–Lincoln, and a freelance consultant on
mental health services and program development. She received her M.S.W. in

xxii About the Contributors



1978, from the School of Social Work, with a Certificate in Health Studies
from the Maxwell School of Citizenship and Public Affairs, of Syracuse
University. She is a member of the Serious Mental Illness Research Group at
UNL. From 1998 until 2009 she was Director of the Community Transition
Program, a recovery-oriented psychiatric rehabilitation program in a Nebraska
state hospital. Her interests include treatment outcomes and program
administration and development in rehabilitation and recovery for serious
mental illness. She is a co-author, with Will Spaulding and Jeffrey Poland, of
Treatment and Rehabilitation of Severe Mental Illness (Guilford Press, 2003).

Janis Tondora, PsyD is Assistant Professor in the Department of Psychiatry
at the Yale University School of Medicine. Based at the Program for
Recovery and Community Health, Dr. Tondora’s professional interests focus
on the design, implementation, and evaluation of services that promote
self-determination, recovery, and community inclusion among individuals
living with serious behavioral health disorders. She has provided training and
consultation to nearly 20 states seeking to develop person-centered planning
models and programs, and has shared her work with the field in numerous
publications including a 2009 book co-authored with several colleagues
entitled, A Practical Guide to Recovery-Oriented Practice: Tools for
Transforming Mental Health Care. In 2014, Dr. Tondora released a com-
prehensive text, Partnering for Recovery in Mental Health: A Practical
Guide to Person-Centered Planning, which promises to contribute signifi-
cantly to the implementation of recovery-oriented practice across the
behavioral health field.

Alan S.W. Winton, Ph.D. was Senior Lecturer in the School of Psychology
at Massey University in Palmerston North, New Zealand until his retirement
from academia. He continues his research interests in mindfulness procedures
and their application in human service delivery systems.

Alex J. Zautra, Ph.D. is Arizona State University (ASU) Foundation
Professor of Clinical Psychology. He directs ASU’s Resilience Solutions
Group, and is the Vice-President of the Social Intelligence Institute, a non-
profit organization dedicated to the development and testing of social-
emotional resilience interventions. He has dedicated his career to the study of
biopsychosocial aspects of resilience, and the building of interventions that
further adaptation for individuals, organizations, and communities. His work
addresses fundamental questions in behavioral health such as the restorative
role of positive social engagement and the sources of vulnerability within the
person and social relations that increase risk of health and mental health
problems. His most recent book, with co-authors Reich and Hall, is entitled
Handbook of Adult Resilience by Guilford Press. He is also the author of
Emotions, Stress, and Health, published by Oxford University Press.

About the Contributors xxiii



Contributors

Anthony O. Ahmed Department of Psychiatry, Weill Cornell Medical
College, White Plains, NY, USA

Brian Anderson Department of Psychiatry and Health Behavior, Medical
College of Georgia, Augusta University, Augusta, GA, USA

Cheryl Anderson Marc Community Resources, Mesa, AZ, USA

Andrea Avila Department of Psychology, University of Nebraska–Lincoln,
Lincoln, NE, USA

Jack W. Barber Department of Behavioral Health and Developmental
Services, Richmond, VA, USA

Doug Barshter Marc Community Resources, Mesa, AZ, USA

Kathy Bashor Office of Individual and Family Affairs, AZ Health Care
Cost Containment System (AHCCCS), Phoenix, AZ, USA

Chyrell Bellamy Department of Psychiatry, Yale University School of
Medicine, New Haven, CT, USA

Anneliese C. Boettcher Department of Psychology, UCOMM 1500,
University of South Alabama, Mobile, AL, USA

Erika Carr Department of Psychiatry, Yale University School of Medicine,
New Haven, CT, USA

Larry Davidson Department of Psychiatry, Yale University School of
Medicine, New Haven, CT, USA

Maryanne Davidson College of Nursing, Sacred Heart University, Fair-
field, CT, USA

Jenny L. Devine Office of the Federal Defender, Tampa, FL, USA

Gina N. Duncan Department of Psychiatry and Health Behavior, Medical
College of Georgia, Augusta University, Augusta, GA, USA

Christina Dye Partners in Recovery, Mesa, AZ, USA

Donna Lee Elm Office of the Federal Defender, Tampa, FL, USA

Shady Elsamra Department of Psychiatry, Yale University School of
Medicine, New Haven, CT, USA

xxv



Gareth Fenley College of Social Work, University of South Carolina,
Columbia, SC, USA

Ellie Fossey Department of Occupational Therapy, Monash University,
Melbourne, Australia

Michael Franczak Marc Community Resources, Mesa, AZ, USA

Evelyn Harris Division of Behavioral Health and Developmental Disabil-
ities, Atlanta, GA, USA

Benjamin D. Hill Department of Psychology, UCOMM 1500, University of
South Alabama, Mobile, AL, USA

Kristin M. Hunter Department of Counseling and Human Development
Services, University of Georgia, Athens, USA

Monica M. Jackman Little Lotus Therapy and Consulting, Port St. Lucie,
FL, USA

Susan Junck Office of Individual and Family Affairs, AZ Health Care Cost
Containment System (AHCCCS), Phoenix, AZ, USA

Martha Kent Phoenix Veterans Affairs Health, Phoenix, AZ, USA

Giulio E. Lancioni Department of Neuroscience and Sense Organs,
University of Bari, Bari, Italy

P. Alex Mabe Department of Psychiatry and Health Behavior, Medical
College of Georgia, Augusta University, Augusta, GA, USA

Colleen McGregor Regional Behavioral Health Authority, Mercy Mari-
copa Integrated Care, Phoenix, AZ, USA

Elaina Montague Department of Psychology, University of Nebraska–
Lincoln, Lincoln, NE, USA

Rachel E. Myers WellStar School of Nursing, Kennesaw State University,
Kennesaw, GA, USA

Jeff Phillips Department of Psychology, Western State Hospital, Staunton,
VA, USA

John W. Reich Department of Psychology, Arizona State University,
Tempe, AZ, USA

Michael Rollock Department of Psychiatry and Health Behavior, Medical
College of Georgia, Augusta University, Augusta, GA, USA

Scott Van Sant Department of Psychiatry and Health Behavior, Medical
College of Georgia, Augusta University, Augusta, GA, USA

Michael S. Shafer Center for Applied Behavioral Health Policy, Arizona
State University, Phoenix, AZ, USA

xxvi Contributors



Nirbhay N. Singh Department of Psychiatry and Health Behavior, Medical
College of Georgia, Augusta University, Augusta, GA, USA

Channing Sofko Department of Psychology, UCOMM 1500, University of
South Alabama, Mobile, AL, USA

Will D. Spaulding Department of Psychology, University of Nebraska–
Lincoln, Lincoln, NE, USA

Lisa St. George RI, International, Phoenix, AZ, USA

Vicki Staples Center for Applied Behavioral Health Policy, Arizona State
University, Phoenix, AZ, USA

Thomas Styron Department of Psychiatry, Yale University School of
Medicine, New Haven, CT, USA

Mary E. Sullivan Department of Psychology, University of Nebraska–
Lincoln, Lincoln, NE, USA

Janis Tondora Department of Psychiatry, Yale University School of
Medicine, New Haven, CT, USA

Alan S.W. Winton Massey University, Palmerston North, New Zealand

Alex J. Zautra Department of Psychology, Arizona State University,
Tempe, AZ, USA

Contributors xxvii



Part I

Principles



1The Idea of Recovery

Will D. Spaulding, Elaina Montague, Andrea Avila
and Mary E. Sullivan

Introduction

The idea of recovery has revolutionized our
understanding of mental illness and its treatment,
yet its meanings are diverse and it is invoked in
many different contexts. This chapter systemati-
cally analyzes the idea, as it is used in contempo-
rary mental health research, practice, services and
policy, the scientific and social issues that fall
under its rubric, the evolution of related ideas that
results in the current state of affairs, and where that
evolution may take us in the foreseeable future.

Current Meanings

The Scholarly Literature

Our analysis begins with the data graphically
represented in Fig. 1.1. A computer search of the
behavioral science database PsycInfo, limited to
journal articles, books and book chapters, for
“recovery” and “mental illness” in the title,
yields 167 unduplicated citations. The journal
articles are distributed across 74 journals. This is
not an exhaustive inventory of the scholarly

literature, because not all relevant publications
are indexed by PsycInfo, and many may not be
captured by the search terms. Also, the search
excludes doctoral dissertations, often harbingers
of new trends in research. Nevertheless, it pro-
vides a reasonable sample for identifying patterns
of change over time, and the abstracts provide
enough information for a simple, face-valid cat-
egorical analysis of methodology and content.

After less than 10 citations over 60 years,
there is a fairly linear increase beginning in the
late 1990s, and peaking in 2012 (whether this is
truly a peak or a continuation of a somewhat
serrated but continuous increase is unclear—the
2015 total as of July is 14, but extrapolation to the
entire year is unreliable—the extrapolated value
of 28 would be an all-time high). In 2005, there is
an increase of some 300 % over the previous
several years. Taking the submission-publication
time lag of scholarly journals into account, the
spike follows publication in 2003 of the final
report of The President’s New Freedom Com-
mission on Mental Health, Achieving the Pro-
mise: Transforming Mental Health Care in
America (2003). Five of the abstracts in the
PsycInfo sample mention the Commission, the
first in 2005 and the most recent in 2012.

In his cover letter to President Bush, the
Commission’s Chairman, Michael Hogan, suc-
cinctly identified the role of recovery in the
Commission’s conclusions and recommenda-
tions: “After a year of study, and after reviewing
research and testimony, the Commission finds
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that recovery from mental illness is now a real
possibility” (President’s Commission 2003). The
possibility of recovery from severe mental illness
is a proposition that is evident in the previous
scholarly literature, much of which will be dis-
cussed in this chapter, but with the Commis-
sion’s report, recovery became an acknowledged
tenet of national healthcare policy. The year 2005
is the first to reflect the mental health scientific
and policy community’s response to that devel-
opment, and, for the purposes of the present
discussion, conveniently serves to mark the
beginning of the contemporary era of recovery-
oriented mental health policy, research, and
services.

Figure 1.2 shows the methodological make-up
of the PsycInfo sample from 2005 until present,
including the fourteen 2015 citations omitted
from Fig. 1.1. For many veterans of mental health
research, the most striking feature is the robust
representation of original studies using qualitative
or mixed qualitative/quantitative methods. This
arguably reflects a more general increase in use of
qualitative methods in behavioral and social sci-
ence, but in addition, many researchers see the
partly subjective nature of recovery, as it took
shape leading up to the contemporary era, as
especially well suited to qualitative analysis.
About the same proportion of the sample is the-
oretical work—review of research and conceptual
analysis concerning the idea of recovery itself,
and implications for policy, research and practice.

Next largest is new empirical studies, using psy-
chometrics and other quantitative paradigms, of
the nomothetic dimensions and longitudinal pro-
cesses of recovery. The two smallest method-
ological categories are descriptions and/or pilot
studies of innovative services or programs, and
new controlled analyses or research reviews of
service outcomes.

Figure 1.3 shows the topical distribution of
the PsycInfo sample. The plurality of the publi-
cations is about services—treatment, support,
and rehabilitation. Within that category, the lar-
gest subcategory is conceptual or theoretical
discussions of the relevance to recovery of

Fig. 1.1 PsychInfo titles
including “recovery” and
“mental illness”

Fig. 1.2 Methodological distribution of the PsycInfo
sample, 2005–2015, N = 167 titles
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traditional or conventional mental health ser-
vices, including the need for modification of
content and clinical practice to make them
compatible with recovery principles. This cate-
gory also includes descriptions of innovative
modalities or service packages not yet ready for
controlled outcome trials, experimental and
quasi-experimental outcome trials, program
evaluations, analyses concerning the economics
and dissemination of recovery-oriented services,
and the training and education of practitioners.

There is not a single entirely new service
modality undergoing controlled outcome evalu-
ation in the entire sample. There are several
descriptions and pilot studies of previously vali-
dated services being modified for specific sub-
populations, e.g., elderly people, and accounts of
one previously validated illness/wellness man-
agement skill training approach, reconfigured for
group leaders who are self-identified people with
mental illness and not mental health profession-
als, progressing through pilot studies and con-
trolled trials.

Consistent with the methodological distribu-
tion, the next most represented topic is about the
nature of recovery itself. This category includes
research reviews and original empirical studies
using both qualitative and quantitative methods.

Subcategories include studies of types of roles
and activities associated with recovery (occupa-
tional roles and activities, leisure activities,
family roles) as well as broader attempts to
identify a range of narrative themes and intrap-
ersonal or phenomenological features that char-
acterize recovery. A much smaller category, with
both qualitative and quantitative original studies
but no research reviews, is about features that
may constitute important individual differences
in the experience of recovery, including devel-
opmental characteristics, course of the illness,
and experience with the service system, gender
and cultural background. A few of these are
quantitative modeling studies that attempt to
identify trajectories and pathways leading to
recovery outcomes.

Environmental factors that represent either
barriers to or facilitators of recovery are the third
largest category. These also include research
reviews and original studies using qualitative and
quantitative methods. Some focus on particular
factors, including public attitudes toward mental
illness, social support networks, and family
characteristics. Others attempt to broadly identify
facilitating factors and barriers.

The smallest topical categories are reports
concerning development of specific instruments
to measure the longitudinal course of recovery,
either as a continuous process or a succession of
stages, and studies of individual differences
possibly relevant to recovery.

In summary, this simple analysis of the
scholarly and scientific literature suggests that the
past decade has seen new interest in recovery
from mental illness, associated with canonization
of that idea in national healthcare policy. The
scholarly work divides itself into analysis of the
recovery process itself, identification of environ-
mental factors that facilitate or inhibit recovery,
adapting existing treatment and other services to
the new recovery-oriented context, and to a lesser
extent, quantitatively measuring recovery and
identifying individual differences in how people
experience it. There is no evidence in the Psy-
cInfo sample that scholarly interest in recovery
has stimulated development of new types of
treatment or rehabilitation, but there is

Fig. 1.3 Topical distribution of the PsycInfo sample,
2005–2015, N = 167 titles
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considerable interest in how existing services and
approaches should accommodate recovery prin-
ciples. This includes modification of previously
validated therapy and skill training modalities,
adapting existing approaches to specific subpop-
ulations, specialized education of professionals
and other providers, inclusion of people with
mental illness in development and testing of ser-
vices, and provision of services by people with
mental illness who are not mental health profes-
sionals. Outside the traditional domain of mental
health services, there is considerable interest in
policy and social interventions to make environ-
ments maximally conducive to recovery.

Healthcare Policy and Government

The milestone New Freedom Commission
(2003) was preceded by a 1999 U.S. Surgeon
General report that indicted the American mental
health system for anachronism, inefficiency, and
insensitivity to both scientific advances and
consumer needs (U.S. Surgeon General 1999).
The report also goes into great detail about the
idea of recovery and its development, and dis-
cusses new treatment and other approaches nee-
ded to overcome the problems. Other federal
actions that set the stage for canonization of
recovery at the national level included the 1986
Protection and Advocacy for Individuals with
Mental Illness Act, which extended federal
funding to state agencies originally established to
provide legal services and advocacy for people
with developmental disabilities and their fami-
lies. The 1990 Americans with Disabilities Act
(ADA) reflected broad public concerns about
citizens with all kinds of disabilities. The 1992
ADAMHA Reorganization Act, which broadly
reorganized the federal mental health bureau-
cracy, also brought the states into the policy and
planning process, with a new system of block
grants that made federal funding contingent on
state-level planning councils whose membership
includes consumers and family members.
Attention to the needs of people with severe and
disabling forms of mental illness, including the

idea of recovery, began to appear in state-level
policy documents describing best practices for
that population.

The Surgeon General and New Freedom
Commission reports were explicitly about two
populations: adults with severe, disabling psy-
chiatric disorders, historically diagnosed mostly
as schizophrenia (dementia praecox before the
1930s), and children with such disorders, his-
torically diagnosed mostly as childhood
schizophrenia. These populations are named by
two terms of art that had been in use since the
1980s in mental health policy and discourse,
serious mental illness (SMI) for adults, and
severe emotional disturbance (SED) for children.

In 2003 diagnostic practices for adults distin-
guished schizophrenia, schizo-affective disorder,
bipolar disorder, and severe, chronic depressive
disorder, but all have in common an onset in
adolescence or later, an episodic course (periods
of better and poorer functioning), a psychotic
presentation during episodes of exacerbation, and
chronic, pervasive impairment at all or most
levels of personal and social functioning. In the
context of their historical analyses, both reports
identified this SMI population as primarily those
who were confined in psychiatric hospitals before
the deinstitutionalization movement.

For children, the diagnosis of childhood
schizophrenia has been abandoned, replaced by
several others that still fall under the SED rubric.
Generally, policy and practice in child mental
health have changed as much as for adults. The
child mental health industry is fairly distinct from
the industry that serves adults with SMI, and the
consumer and advocacy communities are fairly
distinct. It is therefore difficult to draw parallels
or distinctions between adult and child recovery,
and a complete account is beyond the scope of
this chapter. Hereafter, for the purposes of this
discussion, recovery will mean recovery as
experienced by those with adolescent- or
adult-onset conditions, i.e., recovery from SMI.

In 2004, the federal Substance Abuse and
Mental Health Services Administration
(SAMHSA, which had replaced ADAMHA in
1992) sponsored the National Consensus
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Conference on Mental Health Recovery and
Mental Health Systems Transformation, in col-
laboration with six other federal agencies. The
primary purpose was to create a consensus defi-
nition of recovery. Participants included over 110
expert panelists, representing a wide range of
stakeholders including consumers, family mem-
bers, providers, advocates, researchers, academi-
cians, accreditation organization representatives,
representatives of the healthcare underwriting
industry, state and local public officials, and
others. Recovery from mental illness was defined
as “a journey of healing and transformation
enabling a person with a mental health problem to
live a meaningful life in a community of his or her
choice while striving to achieve his or her full
potential.” Ten “fundamental components” of
recovery were enumerated, and the list has since
become ubiquitous in agency mission statements
in the mental health services industry. The fun-
damental components include: self-direction,
person-centered individualization, empowerment,
holistic perspective, expectation of nonlinear
progress, a strengths-based focus, peer support,
respect, personal responsibility of the consumer,
and hope for a better future.

The Public Forum

Public discussion of recovery is another important
source of its contemporary meaning. The 1999
Surgeon General Report (pp. 92–98) identified
several public organizations that have participated
in the mental health policy discourse, beginning
with Clifford Beers and the mental hygiene
movement in 1908. The organizations include
collaborations of citizens and professionals (e.g.,
Mental Health America, formerly National Men-
tal Health Association), parents and families (e.g.,
National Alliance on Mental Illness, formerly
National Alliance for the Mentally Ill), and
self-identified people with mental illness. The last
are further categorized as protest-oriented groups,
whose members self-identify as “survivors” of
psychiatry and/or an oppressive mental health
system (e.g., Alliance for the Liberation of Mental
Patients, the Insane Liberation Front), and

self-help groups (e.g. Schizophrenics Anony-
mous, National Resource Center on Homeless-
ness and Mental Illness).

The public discourse has not always been
consistent with contemporary meanings of
recovery. For example, NAMI’s founders were a
generation who had suffered from the psycho-
analytic theory of the “schizophrenogenic
mother,” essentially attributing SMI to emotion-
ally aloof parenting. Parents’ interest in destig-
matizing themselves was unfortunately served by
the biological reductionism of the so-called
neo-Kraepelinian movement in psychiatry
(Kutchins and Kirk 1997), which reduced
schizophrenia to an incurable neurological dis-
ease. Attempts to destigmatize schizophrenia as
an imagined character disorder backfired,
because incurable diseases are even more stig-
matizing (Deacon and Baird 2009; Deacon and
Lickel 2009), and obviously inconsistent with
recovery. The neo-Kraepelinian preoccupation
with drug treatment was equally inconsistent
with recovery. As the neo-Kraepelinian era gave
way to modern neuroscience, and as
self-identified people with mental illness gained
membership on the NAMI Board of Directors,
NAMI policies and positions became more con-
sistent with recovery.

More recently the public discourse has been
facilitated by development of the internet, espe-
cially the advent of web logs or blogs, essays and
discussions posted on web sites, in which mul-
tiple discussants can participate over time. Blogs
also create a convenient way to study the
meanings of recovery associated with the public
discourse. For the purposes of this discussion, the
authors created a sample of internet websites
consisting of the first 35 unduplicated results of a
Google search, in July 2015, using the search
string “mental health recovery blog,” excluding
sites that do not actually include a blog page
(mostly websites of mental health providers
advertising their services). The resulting sample
includes four government websites (11 % of the
sample), sponsored by the National Institute of
Mental Health (NIMH), the Substance Abuse and
Mental Health Services Administration
(SAMSHA), the Centers for Disease Control
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(CDC), and the White House. The NIMH and
SAMSHA entries are actually a single
cross-posted essay by a government official. Four
websites in the sample are projects of private
individual bloggers. Two (6 %) are associated
with church or religious organizations, 3 (9 %)
are from organizations broadly involved in social
policy reportage and analysis (Rand, the Huffin-
gton Post, National Elf), four are the websites of
nongovernment mental health service providers,
and the remaining 19 (54 %) are associated with
mental health foundations and advocacy
organizations.

The information and discussions in the blogs
cover a range of topics. Eighteen (51 %) include
information or opinion about the nature of
recovery and/or the conditions from which peo-
ple are understood to recover. The conditions
under discussion cover almost the entire range of
psychopathology, including schizophrenia spec-
trum disorders, depression, bipolar disorder,
anxiety, post-traumatic disorders, and addictions,
but not personality disorders. Twelve sites
(34 %) include reportage and/or analysis of pol-
icy issues, including activities of government
agencies and the economics and availability of
services considered to be recovery-oriented. Nine
sites (26 %) include information about profes-
sional services and programs, ranging from res-
idential rehabilitation programs to advertisements
for pharmaceuticals, explicitly or implicitly pre-
sented as recovery-oriented. These services also
address a range of conditions, including psychi-
atric disorders and substance abuse. Twelve sites
(34 %) offer specific advice about specific
problems. The problems range from fairly ordi-
nary mental health concerns such as the stress of
daily life, to specific features of specific disor-
ders, such as hallucinations and delusions. The
advice ranges from changing one’s attitudes and
beliefs, to seeking specific types of treatment, to
using stress management and conflict reduction
techniques familiar in the general psychological
literature, to avoiding conventional mental health
services and practitioners altogether. The sources
or rationales for the advice include references to
the scholarly literature, public education materi-
als from the healthcare industry, familiar ideas

from “pop psychology” or the “new age”
movement, traditional religious principles, and
personal experience. Six sites (19 %) include
analysis and/or criticism of social policy, popular
beliefs, cultural conventions and the healthcare
industry, pertinent to facilitating recovery or
creating barriers to it. Eleven sites (31 %) include
personal narratives of illness or addiction and
recovery, and four of those (11 %) are almost
exclusively personal narratives.

Differentiation and Synthesis

Taken together, the scholarly activity, govern-
ment policy, and public discussion about recov-
ery portray both common and diverse
understandings of its meaning. Since at least
2005, a key connotation of recovery has been a
reform of the mental health system, the institu-
tions it represents, and their dominant assump-
tions about mental illness. Chief among the
targeted assumptions is that there is no recovery
from mental illness. A close corollary target is
the belief that this hopelessness reflects the basic
nature of mental illness, not the failures of sci-
ence, technology, the mental health disciplines,
and/or the healthcare system. A second key
connotation is that recovery is, most importantly,
a subjective experience, the experience of the
person undergoing recovery, not to be eclipsed
by or subordinated to objective criteria imposed
by others. Beyond these commonalities, the
contemporary meanings of recovery are specific
to particular theories of mental illness, types of
mental illness, disciplines in healthcare and
behavioral science, constituencies of healthcare
service consumers, families and advocates, and
segments of the mental health service industry.
Nevertheless, the influence of the commonalities
across the domains of science, policy, the
healthcare industry, and public opinion, is such
that in both the scholarly literature (e.g., Hamm
et al. 2013) and the popular media (e.g., Wiki-
pedia 2015) we speak of the recovery movement,
a protean sociocultural shift for which the New
Freedom Commission report is a useful orienting
landmark.
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The contemporary situation is reminiscent of
Kuhn’s (1962) famous formulation of how sci-
ence advances. Progress is not linear and gradual.
It is punctuated by the rise and fall of dominant
paradigms, unified bodies of knowledge and
theory based on widely accepted assumptions.
Research is a process of adding bits of informa-
tion to the paradigm, and the progress of normal
science is the gradual expansion of the dominant
paradigm’s ability to explain and predict. How-
ever, as with the ancients’ terracentric solar
system, in the course of normal science findings
inevitably are generated that are inconsistent with
paradigmatic assumptions. Eventually the para-
digm collapses under the weight of unparsimo-
nious and disconfirmatory evidence and a new
paradigm replaces it. Before the new paradigm
emerges, however, there is a period of instability,
driven by competition among advocates for a
diversity of alternatives. Today there is broad
consensus about the need to reform healthcare in
general and mental healthcare in particular. The
idea of recovery connotes the need for reform
(among other things), and the old obsolescent
paradigm is usefully characterized by what
recovery is not. We are no longer in a period of
normal science guided by the old paradigm of
mental illness, but its replacement has not yet
emerged. In fact, it is not yet clear whether the
old paradigm can be replaced by a single new
one, or whether a multiplicity of new paradigms
of recovery will be necessary to effectively guide
science, policy, and practice.

The conceptual challenge for understanding
the meaning of recovery is therefore not one of
definition so much as selection. Which new
paradigm of recovery is most pertinent to which
context or application or person? A heuristically
convenient starting point is the question, “what
are the conditions from which people recover?”
However, the revolutionary dimension of the
recovery movement gives pause in approaching
this question, because the categories by which
we identify such conditions, including the diag-
nostic lexicon, are themselves elements of the old
paradigm, and therefore suspect. On the other
hand, there are enduring categorical constructs in
psychopathology, and the mental health industry,

and its supporting infrastructure (laws, regula-
tions, professional guilds, consumer organiza-
tions, etc.) whose validity does not rest with
canonization in a diagnostic manual. A complete
understanding of the idea of recovery requires
consideration of how those enduring categories
shape its diverse expressions. An especially
important example is the categorical distinction
between SMI and substance abuse (SA).

Mental Illness and Substance Abuse

The need for extensive reform described by the
President’s Commission and its predecessors was
not limited to SMI services. The significance of
substance abuse (SA) was acknowledged in the
Commission report, but as an additional problem
suffered by many people with SMI.

In a 2006 analysis of the American healthcare
system, Burnam and Watkins (2006) noted that
the evolution of SA concepts and treatments was
quite distinct from mental illness. When alco-
holism was incorporated in national healthcare
policy by the Comprehensive Alcohol Abuse and
Alcoholism Prevention, Treatment and Rehabil-
itation Act of 1970 (aka the Hughes Act, for its
senate sponsor, Harold Hughes), there was
already a services infrastructure evolved mostly
through charitable and religious organizations,
heavily influenced by the principles of Alco-
holics Anonymous (AA) and its Twelve Step
model. The founder of AA, Bill Wilson, testified
before Congress in support of the Hughes Act. In
1973, alcoholism and other addictions with
similar Twelve Step histories were brought
together with mental health under the rubric of a
single federal agency, the Alcohol, Drug Abuse,
and Mental Health Administration (ADAMHA).
The Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA) replaced
ADAMHA in 1992, in the course of broader
reorganization of the U.S. Department of Health
and Human Services.

There were historical tensions between the
community that had created the SA infrastructure
and the medical establishment, where research
and treatment reflected mostly biomedical
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understandings of SA, less infused with spiritual
or religious ideas and less committed to the
principle of absolute abstinence as the only
viable outcome (Burnam and Watkins 2006).
Therapist credentials and related components of
the SA infrastructure had evolved outside the
traditional healthcare disciplines and guilds,
sometimes creating an “anti-professional” cli-
mate. The authors of the 2006 analysis (Burnam
and Watkins 2006) argued that this had not been
particularly problematic for treatment of addic-
tions, but there was a growing realization that
addictions often occur in conjunction with other
psychiatric disorders. Organizational boundaries,
service funding channels, and the tensions
between SA and mental health communities were
significant barriers to joint treatment of SA
co-occurring with other disorders. People with
co-occurring disorders often “fell through the
cracks” between the service systems. Similarly,
there was a gross discrepancy between public
funding of SA and mental health services,
including a prohibition against eligibility for
Social Security disability benefits (Supplemental
Security Income, SSI) based on SA alone. The
obvious solution is integration of services, but
this is easier said than done. Most efforts to
redress the segregation and disproportionate
funding of SA have been carried out at the state
level, e.g., through creative manipulation of
Medicaid eligibility and funding streams,
including new funding streams exclusively for
co-occurring disorders.

There has been much progress in developing
effective approaches for co-occurring disorders,
but the results are unclear, and even troubling,with
regard to recovery from SMI. On the one hand,
there are many similarities and parallels between
the idea of recovery as invoked by the New Free-
dom Commission and historical ideas about
recovery from addiction. These were celebrated in
a 2009 SAMHSA publication (Sheedy aand
Whitter 2009) identifying all the key elements of
recovery from SMI as equally applicable to
addictions and co-occurring disorders. Subse-
quent SAMHSA publications (e.g., SAMSHA
2014) describe recovery without distinguishing
between SA, SMI, or other disorders. The

term “behavioral health” increasingly replaced
“mental health” in agency names and policy lan-
guage, to include SA and other psychiatric disor-
ders under a common rubric in the healthcare
regulatory infrastructure. Differences between
recovery from SMI and recovery from co-
occurring disorders were further obscured by
changes in use of the term SMI itself, devolving
from denotation of schizophrenia spectrum dis-
orders and the historical psychiatric institutional
population to include virtually any psychiatric
diagnosis (Insel 2013). This was an economic
boon to the SA services industry, because a
co-occurring diagnosis makes more people with
SA eligible for public funding of treatment.

However, an (arguably) inadvertent result was
diversion of resources away from the SMI popu-
lation. Since the beginning of the deinstitutional-
ization and community mental health movements
it has proved difficult to incentivize community
services for the SMI population sufficiently to
recruit providers (Lamb and Bachrach 2001).
Stretching the SMI category to include virtually
any psychiatric disorder has exacerbated that
problem. At the national level, this has generated
pointed criticism of SAMHSA policy (Torrey
2015; U.S.G.A.O. 2014), even accusations of
abandoning the SMI population. A recent case
analysis of state-level consequences of national
policy (Laib 2015) portrays a massive transfer of
fiscal resources liberated by downsizing of state
hospitals, to nongovernmental community provi-
ders who serve primarily the “co- occurring dis-
order” population while actively excluding
individuals with SMI.

For people with SMI and SA, disability is
generally most directly caused by the SMI, with
SA in an exacerbating role. For people with
co-occurring SA and non-SMI disorders, the
disability generally is caused primarily by the
SA. Integrated services for co-occurring disor-
ders are generally joint provision of the separate
treatments for SA and for the co-occurring dis-
order. Effective SA treatment for people with
SMI is different in content and approach from
treatment for SA or SA co-occurring with other
disorders (Drake et al. 2004). Although the
abstract principles of recovery may be
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comparably applicable, recovery from SMI is
different from recovery from SA.

The term “rehabilitation,” closely associated
with “recovery,” often appears in both the SA
and the SMI literature and policy. However, in
SA “rehab” refers to programs derived from
Twelve Step or related models, and focused on
detoxification and sustained abstinence, whereas
in SMI it refers to psychiatric rehabilitation, a
comprehensive approach combining psychoso-
cial and biomedical components and derived
from rehabilitation of physical disabilities (fur-
ther discussed in a later section of this chapter).

A more complete analysis of the similarities
and differences between recovery from SMI and
from SA, co-occurring disorders or other mental
health conditions is beyond the scope of this
chapter. Hereafter, the present discussion of
recovery will refer specifically to recovery from
SMI, whether co-occurring with SA or not, but it
is important to note that obfuscation of the dif-
ferences, linked to attrition of resources for
people with SMI, is an important issue in policy,
research, and practice.

Evolution of Key Concepts

The understanding of recovery portrayed in the
New Freedom Commission report, and elabo-
rated in the subsequent decade, was a conver-
gence of several key developments in mental
health research, policy, and practice. Historical
accounts trace these developments as far back as
the moral therapy movement in seventeenth
century Western Europe. For present purposes,
the late twentieth century provides a sufficient
perspective on how current meanings emerged.

Social Factors in SMI

In the 1950s and 1960s, sociological analyses such
as those of Goffman (1961) stimulated public
awareness that SMI is more than the intrapersonal
processes postulated by both psychoanalytic and
biomedical paradigms, dominant at the time.

This complemented broader post-modern social
criticism (e.g. Foucault 1961/2006) that identified
mental illness as a kind of social role imposed by
an exploitative culture on vulnerable and disen-
franchised individuals. At a more individual level,
experimental psychology also reinforced the idea
that mental illness is at least partly the result of
interpersonal processes. Analysis of the behavior
of institutionalized patients using Skinner’s oper-
ant learning paradigm showed that it is shaped by
rewards and punishments unsystematically meted
out by direct care staff (Gelfand et al. 1967). The
new methods of experimental social psychology
revealed that patients’ understanding of their sit-
uation influences in turn the perceptions and
judgments of their caregivers (Braginsky et al.
1969). These were highly counterintuitive find-
ings at a time when the mainstream understanding
of SMI emphasized irrationality and detachment
from reality.

In the 1960s, the experimental findings were
translated into a treatment approach, token econ-
omy, which effectively re-established adaptive
social behavior in institutionalized patients (Ayl-
lon andAzrin 1968). A decade later, in what was at
the time the largest controlled treatment trial in the
history of psychiatry (Paul and Lentz 1977), a
treatment program based on token economy and
related principles of social learning theory proved
overwhelmingly superior to standard institutional
treatment, not only in re-establishing personal and
social functioning, but in leaving the institution for
a stable community tenure.

Tragically, the successes of the early learning-
based programs in psychiatric institutions were
largely ignored. This is partially attributable to the
deinstitutionalization movement of the 1970s,
when most expected that institutional facilities
would soon be nonexistent. In addition, analysis of
the economics of the mental health industry
(Magaro et al. 1978) reinforced the sociological
ideas of the previous decade: mental illness, and
by implication recovery from mental illness, is in
large part an interpersonal process, recovery is
not necessarily profitable for service providers,
and effective recovery approaches are some-
times incompatible with the traditional power
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hierarchies of the mental health professions. This
is echoed in the New Freedom Commission’s first
principle for transforming the mental health sys-
tem, which without such context may seem a
platitude: “First, services and treatment must be
consumer and family centered, geared to give
consumers real and meaningful choices about
treatment options and providers—not oriented to
the requirements of bureaucracy.” Sadly, failure to
realize this principle has been a major barrier to
disseminating recovery-oriented practices and
developing recovery-oriented services.

Today the legacy of earlier research on social
factors is evident in the recovery movement, in
its rejection of the limiting social role of “mental
patient,” whether imposed by the service system,
the patient’s family, practitioners, the culture at
large, or the people with mental illness them-
selves. People in the “mental patient” role do not
participate in community life. Participation in
community life, a central value of recovery,
includes participation in the community’s econ-
omy—not just the monetary economy, but the
social and emotional economy as well, the myr-
iad social contracts that give meaning to our
lives. Social learning theory gives us a scientific
perspective on those economies, how they are
disrupted by mental illness, and how we can use
them in pursuit of recovery goals. Mental illness
does not obliterate a person’s ability to partici-
pate in economies, and with appropriate assis-
tance and acquisition of key skills, such
participation is within reach.

Just as important, absence of the economic
benefits of community participation does com-
promise normal motivation to perform normal
social roles. Recovery is most facilitated when
the social environment provides incentives to
reject dependent social roles, but the incentives
must be engineered to be accessible to people at
every stage of their recovery, in accordance with
their abilities. A concrete example is the rela-
tionship between disability pensions and voca-
tional functioning—when the former becomes
a disincentive for pursuing one’s own work- and
independence-related recovery goals, the system

is not optimally recovery-oriented. Less con-
cretely, this also means that interests within the
mental health industry that benefit from the
dependence and disability of its clients must be
confronted and changed, at individual, organi-
zational, and political levels.

Deinstitutionalization

Deinstitutionalization was itself a convergence of
the sociological insights of the 1950s and 1960s,
public concerns about conditions in state hospi-
tals, the momentum of similar reforms in the
developmental disability system, and the expec-
tations of long-term benefits of the newly dis-
covered antipsychotic drugs. In 1955, Congress
had established the Joint Commission on Mental
Illness and Mental Health, whose 1961 report
became the basis of the Community Mental
Health Act of 1963. The 1963 act set up the fiscal
and regulatory infrastructure for community
mental health centers, expected to serve the his-
torical institutional population. The Surgeon
General's and New Freedom Commission's his-
torical analyses acknowledge the role of dein-
stitutionalization in creating a social context that
was necessary for recovery to take on its current
meanings (for repeated analyses of deinstitu-
tionalization as it progressed, see Bachrach 1978,
1982, 1983; Lamb and Bachrach 2001).

In retrospect, deinstitutionalization involved a
number of inaccurate and contradictory ideas
about the nature of SMI. On one hand, the soci-
ological and psychological studies showing the
toxic effects of institutional environments gave
the impression that simply escaping those envi-
ronments would foster normal personal and social
functioning. On the other hand, the belief that
antipsychotic drugs would normalize functioning
reflected a reductionist biomedical perspective,
insensitive to social factors, and anathema to the
contemporary recovery movement. Neither of the
ideas were completely wrong, but by the 1980s it
was clear that suppression of psychotic symptoms
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with drugs seldom leads to broader normaliza-
tion. Instead of being absorbed into community
life, formerly institutionalized people gravitated
to “mental health ghettos” of substandard hous-
ing, exploitative landlords, minimal social ser-
vices, high crime rates, and abject poverty.
Ironically, the expectation that people could
reintegrate in the community, if simply given
access to medication and the conventional psy-
chotherapy of the time, contradicted the persis-
tent, widespread belief that SMI is an incurable,
irreversible, and disabling disease. A “trans-
institutionalization” process began, with an
explosive increase in the representation of people
with SMI in prisons and jails that continues as of
this writing, although it may have peaked some
time before 2010. (Deinstitutionalization itself
was not necessarily the sole factor in the increase
of people with SMI in prisons and jails, and may
be secondary to the differential impact on the SMI
population of the overall increase in incarceration
rates associated with the “zero tolerance” politics
of the late twentieth century.)

Both successes and failures of deinstitution-
alization set the stage for the recovery move-
ment. The state hospital population was reduced
by some 90 % nationwide, over the subsequent
decades. However, less than half of the envi-
sioned mental health centers were actually built,
and none were funded sufficiently to serve the
population. Of those that survived, most became
more like publicly subsidized public practices,
serving indigent populations with conventional
mental health needs, not the historical institu-
tional population. It was a foreshadowing of the
contemporary “cherry-picking” process by
which provider organizations tap into funding
streams meant for people with SMI without
serving people with SMI. Even when services
were available, it became evident that neither
medication nor the psychosocial treatment of the
time was sufficient to help people in the histor-
ical institutional population regain normal
functioning or have a decent quality of life.
Even in light of the under-funding of the com-
munity system, more money alone would not
solve the problems. New paradigms were
needed.

Psychiatric Rehabilitation

The limited success of deinstitutionalization
stimulated research to find more effective meth-
ods of treatment. William Anthony, a psycholo-
gist with a background in rehabilitation of
physical disabilities, provided an organizing
concept for much of this work in his landmark
translation of rehabilitation psychology into the
psychiatric context (Anthony 1979). At the con-
ceptual level, the most revolutionary idea in
psychiatric rehabilitation was that SMI must be
seen not as a disease to be cured, but as a dis-
ability to be overcome. It was an idea that
effectively competed with the reductionist
expectation (gradually devolving to a fantasy)
that eventually an SMI “wonder drug” would be
discovered, and also with the public’s stereotype
of people with SMI. Rehabilitation had gained
respectful public attention in the aftermath of
World War II, as wounded and disabled war
heroes successfully returned to civilian life. It
made sense to people that SMI is in important
ways more like paralysis from a spinal injury
than an infectious disease, and recovering from
disability is different from curing an illness. Most
importantly, it was obvious in physical rehabili-
tation that overcoming disability requires not
only biomedical treatment, but psychological and
socio-environmental levels of intervention as
well. Hope, acceptance, determination, and sup-
port are critical for success.

The theoretical framework of rehabilitation
psychology was social learning theory, the same
set of ideas that had propelled the earlier work on
token economy. In addition to its sensitivity to the
social–-interpersonal context of behavior, social
learning theory provided a powerful new idea
about treatment: virtually everything that we do
can be understood as exercising a skill that we
have learned. Social roles are essentially sets of
skills that we apply in the course of performing
those roles. Accordingly, any “impairment” or
“deficit” or “failure” in personal or social func-
tioning can be understood as the absence of a
needed skill set. People can overcome disabilities
by learning new skills. Rehabilitation is a learning
process. The learner is a student, not a patient.
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Psychiatric rehabilitation prolifically gener-
ated new social learning-based treatment
approaches and adapted others for use with SMI.
The early principles of token economies were
developed into more versatile and sophisticated
approaches for community settings (e.g., Heins-
sen et al. 1995; Heinssen 2002; Liberman et al.
1976; Wong et al. 1986). The basic idea of skill
training as a type of therapy led to social skills
training, a structured approach to recovering
interpersonal functioning (Corrigan et al. 1992;
Liberman et al. 1975). Skill training led to other
applications, including the skills required to
self-manage one’s own psychiatric condition
(Eckman et al. 1990, 1992; Liberman et al. 1986;
Lukoff et al. 1986) and skills families could use
to reduce conflict and effectively support their
members with SMI (Mueser and Glynn 1995).
Cognitive behavioral therapy (CBT), an indi-
vidual psychotherapy approach based on social
learning theory, which had proved effective for
problems with anxiety, depression, and substance
abuse in other populations, was adapted for SMI,
and extended to include problems unique to SMI,
such as delusions and hallucinations (Barrow-
clough et al. 2001; Haddock et al. 1998). The
cognitive impairments of schizophrenia became
targets for specialized treatment (Silverstein et al.
2009; Spaulding et al. 1999). Motivational
interviewing, another individual therapy modal-
ity combining nondirective and CBT principles,
was adapted to help stimulate hope and engage
people with SMI and their families in the reha-
bilitation enterprise (Sherman et al. 2009).
Comprehensive textbooks educated new practi-
tioners as the approach evolved (Liberman 2008;
Pratt et al. 2014; Spaulding et al. 2003). As the
treatment array expanded and diversified, the
idea of recovery remained an organizing princi-
ple and superordinate outcome goal. Psychiatric
rehabilitation became a “tool kit” for pursuing
individuals’ recovery goals.

Psychiatric rehabilitation is sometimes con-
fused with psychosocial rehabilitation. There is
considerable overlap, especially in fundamental
principles related to recovery. Both eschew tradi-
tional biomedical assumptions about recovery and
the primacy of medical treatment, and both

emphasize the importance of functional dimen-
sions such as social affiliation and work, in both
subjective and objective domains. Psychosocial
rehabilitation is historically associated with two
organizations, Fountain House and Thresholds, in
New York City and Chicago, respectively. Both
organizations developed the clubhouse model, a
living and working arrangement wherein groups
of people help each other identify and pursue
personal recovery goals (Macias et al. 1999).
A version of a clubhouse model of psychosocial
rehabilitation was developed in the Veterans
Administration healthcare system, known as the
Fairweather model after its founder George Fair-
weather (Fairweather et al. 1969). The psychoso-
cial rehabilitation model predated psychiatric
rehabilitation. By the time recovery was explicitly
recognized as the key element in psychiatric
rehabilitation (Anthony 1993), it had been so in
psychosocial rehabilitation for over 40 years.
Over time the particular principles and practices of
psychosocial rehabilitation, including the cen-
trality of recovery, became completely subsumed
by the psychiatric rehabilitation rubric. In 1995,
the pioneering Psychosocial Rehabilitation Jour-
nal was renamed Psychiatric Rehabilitation Jour-
nal. By 2005, the professional organization
International Association of Psychosocial Reha-
bilitation Services had spawned national affiliates,
with the American one named United States Psy-
chiatric Rehabilitation Association.

Locus and Focus

As the idea of recovery evolved in the late twen-
tieth century, debates arose over some of its crit-
ical features. One such debate was about whether
recovery could occur in institutional settings, and
by implication, whether psychiatric rehabilitation
could legitimately be provided there. In com-
menting on the debate of where rehabilitation and
recovery can occur, William Anthony is said to
have quipped, “It’s the focus, not the locus.”

There was never any debate about whether the
coercion and loss of liberty in psychiatric insti-
tutions are incompatible with the values of
recovery, but as deinstitutionalization progressed
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it became increasingly evident that state hospitals
were not completely disappearing. In 2014, there
were 207 state operated psychiatric hospitals
nationwide, housing some 40,600 people (Haupt
2014). Deinstitutionalization did, for the most
part, reduce the state hospital population to
people who are consigned there through criminal
courts (adjudicated “not guilty by reason of
insanity”) or civil processes (civil commitment),
but it did not eliminate those populations. The
recovery-oriented psychiatric rehabilitation tool
kit provides the most effective means of achiev-
ing discharge from a state hospital. Most indi-
viduals in state hospitals would endorse
discharge as a high-priority personal recovery
goal. Under these circumstances, denying the
propriety of recovery-oriented services in insti-
tutions becomes abandonment of the remaining
institutional population.

This debate had been mostly resolved by the
end of the twentieth century, at least in the schol-
arly mental health community (Spaulding 1999),
with the realization that recovery-oriented psy-
chiatric rehabilitation transforms the role, mission,
and processes of state institutions. Today the
momentum of the discourse has shifted to the
importance of the asylum role (Sisti et al. 2015), as
opposed to the dubious presumption that the
medical accouterments of a “hospital” provide
anything other than a secure environment. Psy-
chiatric rehabilitation has known effectiveness for
helping people move from institution to the com-
munity (Silverstein et al. 2006). Nevertheless,
dissemination of recovery-oriented practices in
state institutions is still agonizingly slow, and the
canard that “rehabilitation and recovery can only
happen in the community” still appears as a gambit
to preserve the unaccountability and sinecure of
vested institutional interests (Spaulding et al.
2010), to the detriment of themental health service
system and its clientele (Tarasenko et al. 2013).

Psychiatric rehabilitation in long-term insti-
tutions or state hospitals is a different issue from
treatment of SMI in acute or short-term

“inpatient” settings. The inpatient time frame is
too short for meaningful rehabilitation or recov-
ery, but acute hospitalization may be a key
starting point for both. Also, the context of
short-term hospitalization can be made
recovery-oriented. Research continues on maxi-
mizing the recovery orientation of hospital set-
tings (Chen et al. 2013; Tsai et al. 2010).

Recovery Science: Objective
and Subjective Domains

Recovery from SMI occurs in individual people,
who subjectively experience the joys and sor-
rows of being empowered or disempowered,
hopeful or hopeless, engaged or disengaged
community members. People with SMI (and
everybody else) also have very objective goals,
e.g., living outside an institution, having friends,
maintaining employment, being independent
without a guardian, or conservator. Achievement
of objective goals is both impacted by and
impacts people’s experience of empowerment,
hopefulness, and engagement. Current research
on recovery addresses both objective and sub-
jective dimensions.

Closely related to the objective/subjective
distinction is that between recovery as outcome
versus process (Silverstein and Bellack 2008).
Earlier in the evolution of recovery some saw
this as two competing perspectives, the former of
the scientific community and the latter of the
consumer community. The Surgeon General
report emphasized the need for services that
produce better outcomes, and the New Freedom
Commission characterized recovery as a journey.
Contemporary research tends not to reflect a
presumption of incompatibility, and both are
assumed to be important, even “two sides of the
same coin.” Nevertheless, recovery is compli-
cated, and separate consideration of its objective
and subjective processes and outcomes is nec-
essary for heuristic manageability.
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Prevalence of Recovery, Objectively
Defined

A series of long-term outcome studies on people
with serious mental illness was instrumental in
the New Freedom Commission’s announcement
that recovery happens. Generally, approximately
20–25 % of people show a return to essentially
premorbid functioning levels, another 50–60 %
of people achieve a substantial reduction in
symptomatology and significant improvement in
functioning levels, while approximately 20–
25 % of people maintain significant symptoms
and functional deficits (Silverstein and Bellack
2008). Some estimates put the percentage of
people with “good” long-term outcomes at
around 50 % (Bellack 2006).

The majority of the studies establishing
prevalence rates of recovery were cross-sectional
in nature. Harrow et al. (2005) conducted a
15-year longitudinal study in which they asses-
sed participants at three-year intervals. Their
results indicated that recovery is not linear,
which is consistent with the episodic nature of
serious mental illness. At least 41 % of their
participants met their definition of “recovered”
for at least one time point; however, very few
met the criteria on multiple occasions. Overall,
the presence of symptoms was negatively asso-
ciated with functional recovery.

Considering the episodic nature of serious
mental illness and recovery as an outcome, the
value of concurrent research on more subjective
components of recovery is clear. Theoretically,
including a view of recovery as a process or
journey, in which an individual becomes
increasingly empowered to live a meaningful life
while overcoming the challenges presented by
mental illness, can mitigate the negative impact
of symptom relapse or loss of objectively-defined
“recovered” status. Furthermore, empowering
mental health policies, such as shared
decision-making or psychiatric advance direc-
tives, can help protect an individual’s progress by
sustaining the recovery process even when
objectively defined recovery suffers a setback.

Research on Personal
and Environment Factors Impacting
Recovery as an Outcome

When recovery is defined as an outcome, several
domains are typically included (Bellack 2006).
Symptom remission, as measured by the Brief
Psychiatric Rating Score, the Global Assessment
Scale, or being unable to meet diagnostic criteria,
is typically one domain. Occupational function-
ing is typically another domain, represented
through employment, both procurement of
employment and often a threshold of hours per
week required. The psychosocial functioning
domain is evaluated through engagement in
social relationships or participation in one’s
community. Residential status and independent
functioning in areas like money management are
also considered domains, and evaluated as inpa-
tient or institutional, supported living, or inde-
pendent living. Finally, all of these domains must
be maintained sufficiently for a period of time
before recovery as an outcome is typically con-
sidered achieved. Time frames typically vary
from a year to five years.

There is a significant amount of research
investigating links between personal or environ-
mental factors and the domains typically com-
prising the definitions of recovery as an outcome.
While most environmental factors are identified
through consensus as face valid (e.g.Silverstein
and Bellack 2008; Onken et al. 2002; Young
et al. 2000; Styron et al. 2005), there are a few
that have been empirically supported. Access to
comprehensive, coordinated, and continuous
treatment, as well as a social network of sup-
portive individuals who promote realistic
expectations while supporting incremental pro-
gress, have been empirically supported as linked
to better recovery outcomes (Silverstein and
Bellack 2008; Kopelowicz et al. 2005; Liberman
et al. 2002).

Chen et al (2013) developed a mental health
staff competency profile, through interviews
with consumers, family members, staff, and
providersand amalgamated with information
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from a literature review resulting in a list of key
competencies necessary for the provision of
recovery-oriented services. Eight competency
areas were identified: reducing environmental
tensions (e.g., maintaining a therapeutic environ-
ment in an ordered inpatient setting), reducing
personal tensions (e.g., empowering consumers to
find ways to manage their health in their preferred
ways), reducing providers’ own tensions (e.g.,
facilitating practitioners in their efforts to demon-
strate a recovery orientation in daily practice),
setting goals, and planning with consumers indi-
vidually, engaging consumers in decision-
making, fostering a positive recovery cycle, pro-
moting recovery, and providing transitional
services.

An alternative list of mental health staff
behaviors was created based on their conceptual
link to facilitating recovery in consumers,
including developing a therapeutic relationship,
conducting reliable symptom assessments and
diagnostic evaluations, providing access to
medical evaluation and treatment, completing
functional assessments, empowering the indi-
vidual, integrating psychopharmacology and
psychosocial treatments, providing social skills
training and family education, encouraging
family involvement in treatment, providing
access to transitional and supported employment,
conducting clinical case management, and
teaching consumers self-help and advocacy
(Coursey et al. 2000a, b; Silverstein and Bellack
2008).

Brekke (2007) posited three environmental
factors that are necessary for functional outcomes
to improve, namely, opportunity, support, and
enhancements. These were defined as options for
functional capacity to flower into functional
outcomes (e.g., affordable housing options to
enable more independent living), a social support
network of family, friends, peers, and staff
promoting adaptive changes, and access to
appropriate treatment and services that facilitate
improved functional outcomes, respectively. All
these socio-environmental factors had been
operationalized in Paul and Lentz’ (1977)
outcome study (discussed in the previous section
of this chapter), and quantitatively measured

by systematic observation of staff-patient
interactions.

Another body of research has addressed per-
sonal factors that are linked to changes in the
likelihood of achieving recovery as an outcome.
Anxiety (Harrow et al. 2006) and a history of
poor functioning (Schimming and Harvey 2004)
are negatively related to recovery, and the latter
is also specifically predictive of a worsening of
negative symptoms over time (Schimming and
Harvey 2004). Other individual factors related to
more positive recovery outcomes include a
shorter duration of untreated psychosis, good
initial response to neuroleptics, adherence to
treatment, supportive therapy with a collabora-
tive therapeutic alliance, preserved executive
cognitive functioning, verbal fluency, and verbal
memory abilities, and a good premorbid history
(Silverstein and Bellack 2008; Kopelowicz et al.
2005; Liberman et al. 2002). Early treatment is
also significantly positively associated with bet-
ter functional outcomes (Gearing et al. 2009).

Neurocognition is a more robust predictor of
recovery outcomes than the presence or severity
of positive or negative symptoms (Brekke and
Nakagami 2010). Multiple deficits in neurocog-
nition, including problems with memory, atten-
tion, language, and executive function, are found
among the SMI population. Individual func-
tioning can be divided into three levels:
(1) functional capacity, defined as one’s ability
to perform basic, daily tasks, (2) functional
performance, defined as one’s actual perfor-
mance of basic, daily tasks in the real world, and
(3) functional outcomes, e.g., income and inde-
pendence. Of these three levels, functional
capacity seems to be most strongly influenced by
cognitive functioning, while functional perfor-
mance and functional outcomes are highly
impacted by environmental factors. Social
functioning is impacted by cognitive deficits in
attention, memory, and verbal learning, while
occupational functioning is impacted by cogni-
tive deficits in memory, verbal learning, and
processing speed, primarily. Independent living
skills are most impacted by executive function-
ing deficits, as well as memory and verbal
learning deficits.
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Social cognition also has a significant impact
on recovery outcomes (Brekke and Nakagami
2010). People with schizophrenia show multiple
areas of impairment in social cognition, includ-
ing social perception, social knowledge, theory
of mind, attributional style, and perception of
emotion, with the last being typically considered
as the domain with the most impairment, on
average. Deficits in social perception are associ-
ated with reduced functioning in social problem
solving, social behavior, community functioning,
and occupational functioning. Additionally, there
may be an interaction between neurocognition
and social cognition, so that while they both
impact functional outcomes, their influence may
not be entirely independent. For instance, early
visual processing, verbal recognition memory,
vigilance, executive functioning, and sensori-
motor gating are related to perception of emotion
and social perception.

Finally, another personal factor impacting
recovery outcomes is motivation level. Negative
symptoms of schizophrenia can impact motiva-
tion levels significantly through an individual’s
experience of anhedonia, avolition, or amotiva-
tion. These three are demonstrated mediators
between an individual’s symptoms and their
recovery outcomes (Yamada et al. 2010). Addi-
tionally, other studies suggest that intrinsic
motivation specifically is a mediator between
cognitive deficits and recovery outcomes (Brekke
and Nakagami 2010).

Research on Objective
Recovery-Focused Outcomes

While a comprehensive review of the research on
improving each domain typically included in a
definition of recovery as an outcome could be
compiled into its own book, a very brief review
of relevant literature is included here, primarily
to serve as an overview and a starting place for
further study. Factors that predict symptomatic
relapse include use of alcohol or drugs (Maslin
2003; Kopelowicz et al. 2005; Liberman et al.
2002), discontinuation of antipsychotic medica-
tions (Gitlin et al. 2001; Robinson et al. 1999),

poor premorbid psychosocial function (Robinson
et al. 1999), major life stressors, and an emo-
tionally charged family environment (Butzlaff &
Hooley 1998). Additionally, the development of
group-based programs like Illness Management
and Recovery (Mueser et al. 2002; Mueser et al.
2006), along with individual therapy, can be used
to educate consumers on ways to manage
symptoms and reduce the likelihood of symp-
tomatic relapse while accommodating individual
goals and encouraging empowerment (Bond
et al. 2004).

There is a strong relationship between psy-
chosocial functioning and the experiential pro-
cess of recovery. Consumers report higher levels
of engagement in their recovery process when
they also have higher levels of social support and
increased engagement in activities (Hendryx
et al. 2009). The nature of the activity (e.g.,
social, physical, outside of the home, etc.) is not
as important as the actual engagement in it,
especially for those with lower levels of social
support.

Employment is an objective outcome of sub-
stantial interest in the recovery movement, often
studied in the context of supported employment,
a psychiatric rehabilitation modality (Mueser
et al. 2004). In supported employment, individ-
uals with serious mental illness whose level of
functioning would typically render them ineligi-
ble for traditional approaches to vocational
rehabilitation (e.g., skill training or job counsel-
ing), are placed as regular employees in inte-
grated settings where they work for pay but with
ongoing support (Mueser et al. 1997).

In a project known as the “Hartford Study,”
over two hundred clients with serious mental
illness were randomly assigned to standard ser-
vices, a supported employment model, or a
psychosocial rehabilitation program using a more
traditional approach to vocational functioning
(Mueser et al. 2004). Participants in the sup-
ported employment condition had significantly
better outcomes than clients in the other two
settings, by being more likely to procure com-
petitive work (73.9 %, compared to 18.2 % in
the traditional rehabilitation condition or 27.5 %
in the standard services condition) and more
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likely to procure any paying work (73.9 %,
compared to 34.8 % in the psychosocial program
or 53.6 % in the standard services condition).
The results from thirteen studies showed similar
findings, where 40–60 % of the participants did
not find competitive employment, while less than
20 % of their counterparts did (Bond 2004).

While supported employment produces the
objective outcome of vocational functioning,
there are limitations. Although it is effective in
creating access to desirable paid employment, it
does not necessarily normalize vocational func-
tioning (Mueser et al. 2004). In the Hartford
study, only 33.8 % of participants in the sup-
ported employment condition eventually worked
more than twenty hours a week. The average
number of weeks worked per job was relatively
low, the average amount earned was low, and
half of the people who obtained jobs had lost
them by the six month follow-up time point.
Furthermore, it is currently unclear whether
improved vocational functioning impacts the
subjective experience of recovery. Some studies
indicate that supported employment does not
improve self-ratings of mood, life satisfaction, or
self-esteem, while some indicate that it does
(Silverstein and Bellack 2008). There is no evi-
dence of a direct link between supported
employment and better outcomes in other
domains of recovery, such as symptom remission
or social functioning (Bond 2004). Links
between domains of objective and subjective
recovery cannot be taken for granted.

Additional work has continued to improve the
impact of supported employment. Several barri-
ers have been identified including cognitive
impairment, low educational attainment, depres-
sion, lack of self-confidence, and financial dis-
incentives against increased income (e.g.,
disability pensions) (McGurk and Mueser 2006;
McGurk et al. 2007). Outcome improved when
supported employment was combined with
occupational skills training (Wallace and Liber-
man 2004) or neurocognitive therapy (McGurk
et al. 2007).

While reducing cognitive impairment is not
often explicitly listed as a recovery outcome,
cognitive functioning is strongly related to

functioning in the areas that are explicitly listed
(Kopelowicz et al. 2005; McGurk and Mueser
2006; Smith et al. 2004). Service intensity is
predictive of functional improvement, but only
when complimented by neurocognitive
improvement (Brekke et al. 2009). Improvement
of social cognition can improve the therapeutic
alliance, which is related to both recovery as an
outcome and as a process (Deegan 1996).

Neurocognitive therapy, aka cognitive reme-
diation, produces objective recovery outcomes.
A meta-analysis of cognitive remediation found
that its addition to other rehabilitation interven-
tions improve cognitive and functional outcomes
(McGurk et al. 2007). Other meta-analyses of
cognitive remediation showed improvement in
global neurocognition, as well as neurocognitive
domains, such as verbal working memory
(Brekke and Nakagami 2010).

Finally, there are a variety of assessment tools
available to clinicians seeking to evaluate these
levels of functional recovery in consumers
(Mausbach et al. 2009). The assessments include
topics such as social skills, medication manage-
ment, independent living, and global functioning.
They include clinician administered, self-report,
and skill performance data gathering methods.
These tools can be used to supplement the more
facially valid outcome measures (e.g., mainte-
nance of a job) to aid clinicians in assessing
client progress towards recovery as an outcome.

Research on Subjective Dimensions
of Recovery

Even when outcome research is inconclusive,
social values must be incorporated into treatment
design, and research shows negative outcomes
when these values are neglected (Silverstein and
Bellack 2008).

The Recovery Assessment Scale was origi-
nally developed from the narratives of consumers
(Corrigan et al. 1999). A total of 41 items were
produced for the measure, which provides a
single score of recovery. The scale was then
piloted on 35 individuals with a severe mental
illness diagnosis and displayed test–retest
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reliability and internal consistency. The Recov-
ery Assessment Scale was positively correlated
with measures of social support, quality of life,
self-esteem, and self-orientation to empower-
ment, and negatively correlated to psychiatric
symptoms and age. A factor analysis was later
conducted which revealed five factors, with 24
total items: (1) personal confidence and hope,
(2) willingness to ask for help, (3) not dominated
by symptoms, (4) goal and success orientation,
and (5) ability to rely on others (Corrigan et al.
2004).

A similar instrument is the Mental Health
Recovery Measure (Young and Ensing 1999;
Ralph et al. 2000). This tool is based on six
aspects of recovery: (1) overcoming “stuckness,”
(2) discovering and fostering self-empowerment,
(3) learning and self-redefinition, (4) return to
basic functioning, (5) striving to attain overall
wellbeing, and (6) striving to reach new poten-
tials. These six aspects of recovery are put into a
model with three stages: stage one involves the
first aspect of recovery, stage two involves the
second, third, and fourth aspects of recovery, and
stage three involves the last two aspects of
recovery. This measure is comprised of 41 total
items that break down into six subscales that
match the six aspects of recovery. There is
excellent internal consistency for the total scale
and a range of fair to good internal consistency
for the subscales. The measures demonstrate
convergent validity with the Community Living
Skills Scales (Smith and Ford 1990) and with a
measure of empowerment.

An alternative stage model of recovery,
Stages of Recovery, is based on four themes:
(1) finding and maintaining hope, (2) re-
establishing a positive identity, (3) finding
meaning in life, and (4) taking responsibility for
one’s life (Andresen et al. 2003). These four
themes are maintained across proposed five
stages of recovery: (1) moratorium—a time of
withdrawal characterized by a profound sense of
loss and hopelessness, (2) awareness—a real-
ization that not all is lost and that a fulfilling life
is possible, (3) preparation—measuring strengths
and weaknesses for recovery and beginning work
on recovery skill development, (4) rebuilding—

setting meaningful goals and taking control of
one’s life, moving towards a positive identity,
and (5) growth—living a full and meaningful
life, characterized by self-management of the
illness, resilience, and a positive sense of self. In
this conceptualization of recovery stages, the
fifth and final stage is also where an objective
outcome of recovery is realized. The stages are
intended to be sequential, but not necessarily
linear or tied to specific timeframes to reflect the
episodic nature of serious mental illness.
A symptomatic relapse can occur at any stage
without necessitating a return to an earlier stage,
encouraging a resilient response.

The Stages of Recovery Instrument (STORI)
measures movement through the proposed stages
(Andresen et al. 2006). Ten themes were identi-
fied and then a conceptually valid item for each
theme in each stage was developed, for a mea-
sure with a total of fifty items, with five stage
subscales. Each item can be answered by
selecting a response on a six point Likert scale,
from “Not true at all now” to “Completely true
now.” A mean score is calculated for each of the
five stage subscales, and stage of recovery is
determined by the highest mean score, with a tie
going to the higher stage. There is also a posi-
tively correlated companion brief stage measure
that allows consumers to self-identify their stage
of recovery, Self-Identified Stage of Recovery
(SISR). This scale is a single-item measure that
has five sentences, one for each stage of recov-
ery, and participants select the item they feel best
corresponds to their stage of recovery. This SISR
is positively correlated with the Recovery
Assessment Scale, but negatively correlated with
a self-report measure of psychological distress
(Kessler-10, Andrews and Slade 2001) and with
a clinician-rated report of psychiatric symptoms
(Health of a Nation Outcome Scale, Wing et al.
1998). The STORI is positively correlated with
time elapsed since last inpatient treatment, as
well as mental health variables, including psy-
chological wellbeing, hope, resilience, and the
Recovery Assessment Scale.

While these tools are available to measure the
subjective experience of recovery as a whole,
there is a significant amount of research showing
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the independent importance of the common
themes found in these subjective descriptions.
One theme consistently present among descrip-
tions of the recovery process is that of empow-
erment. People with schizophrenia often discuss
their lives in terms indicating they do not feel a
sense of agency (Lysaker et al. 2003). One
component of a successful recovery process is
being able to develop a narrative, attributing
agency to themselves and interpreting life events
in the context of a recovery process (Silverstein
and Bellack 2008). Increasing the internality of
perceived control over life events has been pos-
itively associated with recovery in schizophrenia
(Harrow et al. 2009). At the very least, con-
sumers reported that when empowerment was
incorporated into the provision of mental health
care, their motivation to be actively involved
improved and their recovery progress increased
(Cruce et al. 2012).

The idea of empowerment has many similar-
ities to the idea of recovery. Neither has one
single operational definition and both can be
viewed as an outcome and a process (Swift and
Levin 1987). Empowerment also often incorpo-
rates several of the other themes commonly
identified as crucial aspects of recovery as a
process, such as self-direction, individualized
care, hope, holistic care, and strengths-based
approaches (Rappaport 1981), as well as touch-
ing on the psychosocial domain of recovery as an
outcome by encouraging community participa-
tion (Rappaport 1987). Measurements of
empowerment are positively correlated with
measurements of recovery orientation, and neg-
atively correlated with internalized stigmatization
of mental illness measures (Boyd et al. 2014).

One way in which empowerment is imple-
mented is through the practice of shared
decision-making. Shared decision-making
involves the client using their knowledge about
their lived experiencewithmental illness while the
provider uses their knowledge aboutmental illness
and its treatments to collaboratively develop,
implement, and evaluate an individualized treat-
ment plan (Deegan andDrake 2006;Corrigan et al.
2012). It moves beyond treatment adherence or
compliance maximizing approaches to foster a

truly mutual decision-making process. As such,
shared decision-making is consistent with several
of the recovery process themes often identified,
such as individualized and self-directed care,
self-responsibility, and holistic care (SAMHSA
2004). Shared decision-making can be used not
only for medication management (Deegan and
Drake 2006), but for the wide variety of decisions
relevant to an individual’smental health (Corrigan
et al. 2012). Consumers involved in shared
decision-making report higher levels of satisfac-
tion with their treatment plan and providers,
improved communication with treatment provi-
ders, increased perceived involvement in
decision-making, and increased knowledge (Cor-
rigan et al. 2012; Drake et al. 2009). Use of shared
decision-making does increase later compliance
with the treatment plan, although it may not
directly change health decisions or behaviors of
consumers (Corrigan et al. 2012).

Self-esteem, or some variation thereof, is also
a common theme among definitions of recovery
as a process. Self-esteem was directly related to
subjective reports of recovery progress (Bell and
Zito 2005) and self-esteem changes one year
after hospital discharge predicted symptomatic
severity (Roe 2003). However, some research
indicates that if interventions solely target
self-esteem, to the neglect of behavioral change,
they do not have the desired outcome (Silverstein
and Bellack 2008). This may be because
self-esteem is generated through behavioral
change, resulting in personal effectiveness (Sil-
verstein and Bellack 2008).

However, response to behavioral change
interventions may be improved by attending to
self-esteem (Swann et al. 2007) and self-efficacy
(Silverstein et al. 2006). This may be because
self-efficacy is associated with more adaptive
coping strategies (Ventura et al. 2004), while use
of avoidant coping strategies can reduce
self-efficacy (Vauth et al. 2007). Avoidant cop-
ing styles are also positively associated with
symptomology (Wickett et al. 2006).

Strengths-based approaches have also been
included as a common theme in recovery process
definitions (SAMHSA 2004). Currently, there
are some studies showing a strengths-based
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service delivery model may have some promise
(Rapp and Goscha 2011). Although studies tend
to lack an operationalized description of the
intervention, there are some consistent aspects:
service delivery is collaboratively developed and
individualized to consumer strengths, primarily
using existing community resources, and it takes
place in the community. A recent meta-analysis
of the relatively few available experimental or
quasi-experimental designs testing this service
delivery model revealed no significant differ-
ences for participants’ level of functioning or
quality of life, but a significant preference for
other service delivery models for improvement in
psychiatric symptoms (Ibrahim et al. 2014).

Peer support is defined as the mutual support
between consumers to encourage each other in
recovery and bring about desired social or personal
change (Solomon 2004; SAMHSA 2004). It can
take a variety of forms, including peer advocacy,
peer clubhouses, peer employment, or self-help
groups (Armstrong et al. 1995; Roberts et al.
1999). One particularly interesting development
from the peer support movement is the use of
WRAP, or Wellness and Recovery Action Plans
(Copeland 2002). WRAP is an illness
self-management program that facilitates con-
sumers developing an individualized plan to
respond to their mental health symptoms, using
personal resources based on their preferences
(Jonikas et al. 2013).WRAP sessions are typically
conducted by peers who are in recovery from
serious mental illness and specially trained in
WRAP (Cook et al. 2011, 2014a, b). Consumers
utilizing WRAP reported increased hopefulness,
recovery, self-advocacy, and physical health, with
a decrease in psychiatric symptoms; these changes
weremore pronounced for participantswith higher
engagement in the WRAP intervention (Cook
et al. 2011, 2014a; Jonikas et al. 2013). Consumers
also reported lower levels of anxiety and depres-
sion symptoms (Cook et al. 2014b). Additionally,
implementation of WRAP was associated with a
decrease in perceived need for behavioral health
services, as well as a decrease in utilization of
those services (Cook et al. 2013). It is not yet clear
whether WRAP confers benefits comparable to or
beyond those conferred by similar illness

management skill training modalities designed for
delivery by professionals.

Peer support is also often utilized in the form
of case management. Randomized controlled tri-
als have supported the proposition that there are
no major differences in outcomes when case
management services are provided by peers, as
opposed to non-peers (Davidson et al. 2006); in
fact, one study resulted in lower hospitalization
rates when these services were provided by a peer
(Clarke et al. 2000). Peer-support programs
aimed at improving physical health behaviors to
decrease comorbidity and mortality in this
high-risk population have also shown promise
(Druss et al. 2010). This may be because some
peer support providers are better positioned to
encourage treatment engagement than traditional
case managers (Sells et al. 2006). However,
consumers who become peer counselors are more
likely to have had premorbid and mental illness
characteristics that are predictive of good
long-term outcomes, in contrast to the individuals
who are in long-term care, who are more likely to
have had premorbid and mental illness charac-
teristics that are predictive of poor long-term
outcomes (Silverstein and Bellack 2008). This
dissymmetry may make it more difficult for peer
counselors to relate to their clients. Arguably
though, this would be no more difficult than it is
for a counselor with no lived experience of mental
illness to relate to consumers.

There is also support for the inclusion of at
least some structured training for peer counselors,
rather than relying solely on their lived experi-
ence. Some group participants in groups led by
peer counselors display a high number of “bizarre
and inappropriate behaviors” while group leaders
sometimes display less than ideal group man-
agement styles (Bellamy et al. 2006).

Practice Models of Recovery

We now turn to a focused analysis of two models
of recovery-oriented practice and will discuss
how these models can be integrated into services
today.
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Evidence-Based Practice (EBP)

EBP, in its broadest sense, is a model of clinical
decision-making that involves integrating the
strongest research evidence, clinical expertise,
and client characteristics, values and preferences
(APA 2006; see Fig. 1.4). The American Psy-
chological Association’s definition of EBP was
originally derived from the Institute of Medi-
cine’s definition of Evidence-Based Medicine
(EBM; Sackett et al. 1996), which in turn
evolved from an evidence-based practice move-
ment in the medical community (Guyatt et al.
1992). EBP in psychology, although similar to
EBM, emphasizes client factors and clinician
experience as equally important to research evi-
dence since research for specific disorders or
clinical problems may be scarce (American
Psychological Assocation Presidential Task
Force on Evidence-based Practice, 2006). Thus,
when implemented as intended, EBP in psy-
chology is the balanced integration of these three
sources of knowledge, hence its nickname, the
“three-legged stool of EBP.”

The practice of using the best available research
evidence involves the clinician drawing knowl-
edge of a hierarchy of empirical findings from a
range of research methods (APA 2006; see
Fig. 1.5). In this research hierarchy, findings from
meta-analytic, single-case design, and randomized

controlled trial (RCT) studies lie at the very apex to
reflect their high quality, methodological rigor.
Quasi-experimental designs and naturalistic stud-
ies fall in the middle and often are useful in
demonstrating the external validity of findings
from well-controlled research. Qualitative, corre-
lational, observational, or systematic case studies
form the base of the hierarchy, and represent the
foundation of the beginnings of research—novel
hypothesis generation.

Empirically Supported Treatments

Related to the empirical evidence aspect of EBP
is the concept of Empirically Supported Treat-
ments (ESTs). ESTs are clearly defined psycho-
logical treatments demonstrated to be efficacious
for treating a specific problem in a delineated
population (Chambless and Hollon 1998). ESTs
are often established after they are rigorously
tested in well-controlled experimental research
using randomized controlled trials. A treatment
receives a designation of “well established” after
two independent research teams replicate its
efficaciousness for a specific problem and after
the treatment shows superiority to placebo control
conditions or a bona fide treatment (Chambless
and Hollon 1998; Chambless and Ollendick
2001). Meta-analytic studies, although not nec-
essary in defining a treatment as an EST, do
provide additional confidence in the efficacy of a
treatment due to its ability to aggregate research
findings and create pooled treatment effect sizes.

For nearly 20 years, the Schizophrenia Patient
Outcomes Research Team (PORT) has played an
important role in evaluating the quality of treat-
ment research and recommending ESTs for
schizophrenia spectrum disorders (Lehman and
Steinwachs 1998; Lehman et al. 2004).
The PORT workgroup’s most recent update
(Kreyenbuhl et al. 2010) consisted of a review of
600 psychosocial and pharmacological research
studies published between 2002 and 2008. An
expert panel of 39 consumers, researchers, and
practitioners recommended a total of eight psy-
chosocial treatments previously discussed in our

Fig. 1.4 Graphic representation of the EBP model
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review, including assertive community treatment
(ACT), social skills training (SST), behavioral
family therapy (BFT) supported employment
(SE), cognitive behavioral therapy for psychosis
(CBTp). (Strictly speaking, ACT is an organi-
zational scheme, not a treatment modality. It was
originally based on the typical staffing structure
of state hospitals, extended to community set-
tings, stimulating the nickname “hospital without
walls.” ACT programs include variable amounts
of psychiatric rehabilitation modalities. Without
such modalities, ACT recovery outcomes are
limited to reduced hospitalization.)

The American Psychological Association’s
Society of Clinical Psychology (Division 12)
maintains a list of ESTs on their website. This list
is intended to provide practitioners the research
knowledge to provide research-supported treat-
ments for specific disorders. A similar APA doc-
ument focused on recovery from SMI is accessible
at http://www.apa.org/practice/resources/ grid/.

ESTs are an important aspect of mental health
practice, but EBP cannot be reduced to rigid
implementation of manualized ESTs, especially
in the context of care for people with SMI. First,
while RCTs are considered the “gold-standard”
for treatment development research, their find-
ings may have limited applicability to commu-
nity treatment seeking individuals with SMI
because of strict exclusion criteria in their

designs. SMI populations are extremely hetero-
geneous at all levels, from molecular to molar
levels of systemic functioning (Spaulding et al.
2003), to pathogenesis (Heinssen et al. 2003) and
treatment response (Peer and Spaulding 2007;
Peer et al. 2008). Consequently, the external
validity of RCT findings may not be generalized
to individuals with SMI in the community. Sec-
ond, there are also no stand-alone ESTs that
address the complex array of clinical problems
and diverse needs of SMI to date. In order to
provide the most comprehensive care to con-
sumers, practitioners must rely on assessing
functional relationships between symptoms and
problems (MacDonald-Wilson et al. 2002),
selecting the most appropriate treatment or pack
of treatments, then modifying treatment or add-
ing adjunctive treatments to meet the individual
needs and goals of the client (e.g., McGurk et al.
2005). These practices are reflective of thought-
ful clinical decision-making not captured by EST
procedure manuals.

Client Values, Preferences,
and Characteristics

EBP also involves integrated knowledge about
client characteristics, values, and preferences to
guide treatment decision-making and planning
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(APA 2006).Client characteristics include factors
proximal to treatment outcomes such as symp-
toms, functioning, readiness to change, insight,
and social support. Client characteristics also
include a range of factors distal from treatment,
including developmental, social, cultural, and
environmental characteristics. The concept of cli-
ent preferences typically refers to the client’s
desired treatment decisions, but also may include
preferences regarding type of provider or treat-
ment setting, therapist-client match, therapist-
client interaction style, treatment-team coordina-
tion, level of self-disclosure, occupational activi-
ties, and much more. Lastly, client values include
personal, social, and cultural beliefs that concern
how people live and what people consider moral,
ethical, important, or personally meaningful.
Values include key beliefs or convictions that
often underlie or guide how people respond to
situations in their day-to-day lives. People of
various cultural or social groups may differentially
subscribe to the values and customs of their
self-identified group. Therefore, clinicians should
always assess values and preferences at the indi-
vidual level prior to making broad assumptions
(La Roche and Maxie 2003).

There is an important distinction between
values and subjective experience, although both
are important in recovery, and both tend to be
neglected in the medical model (Farkas 2005).
Values are by definition a matter of personal
choice, not subject to validation by scientific
methods. Subjective experience can be studied
scientifically, and we can sensibly ask scientific
questions about what environmental conditions
influence what subjective experiences. Recovery
is, among other things, an array of subjective
experiences, e.g., of well-being, satisfaction,
affiliation, and hope. Farkas (2005) points out
that subjective indicators of recovery are as least
important as objective indicators, but are under-
used as outcome criteria, both for specific EVPs
and for service programs. Empirical research can
tell us what modalities and conditions are most
conducive to subjective recovery. Values have a
different role in recovery-oriented services.

Understanding client values, preferences, and
characteristics is also essential to a service
delivery competency known as personalization of
treatment. Personalization of treatment is the
practice of tailoring treatment plans to individual
people to address specific treatment needs, meet
personal goals, and aid the individual in acquiring
skills and supports necessary to overcome barri-
ers to recovery. Personalization of treatment has
recently gained much recognition by the National
Institutes of Mental Health (NIMH) as a strategic
plan to improve mental health care and research
on mental illness (Insel 2010). Personalizing
treatments to individuals, rather than clinical
problems or symptoms, requires a deep under-
standing of how the client’s individual strengths,
assets, and history interact with the presenting
problem (Persons and Tompkins 1997). This deep
understanding is most often achieved using two
important clinical competencies: clinical assess-
ment and case conceptualization.

In order for treatment to be personalized, the
clinician must first gather assessment data to
identify all relevant factors related to treatment,
as well as to elucidate potential barriers to
treatment. A number of approaches can be har-
nessed for gathering a wealth of information on
client characteristics, values, and preferences.
For instance, clinical interviews, intelligence,
behavioral and neuropsychological tests, global
rating scales, and self-report measures are all
formal assessment methods useful for gathering
information regarding client mental, social,
emotional, and global functioning (Kazdin
2003). Nondirective psychotherapy, also known
as person-centered therapy, is a less formal
approach to assessment that involves clarifying
values using Rogerian techniques directly in
therapy. Spaulding et al. (2003) propose that both
formal assessment approaches and nondirective
psychotherapy can aid in the identification of
treatment targets, exploration of client goals, and
preparation for foreseeable barriers to recovery.

Nondirective techniques and specific assess-
ments can provide a wealth of treatment-related
information. However, there is little guidance for
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clinicians using these methods as to what
assessment areas should be prioritized and how
to select assessments from an abundance of
existing batteries. Evidence-Based Assessment
(EBA) is one systematic assessment approach
closely tied to the EBP model that uses research
and theory to inform the assessment process,
such as prioritization of areas in need of assess-
ment and selection of assessment instruments
(Hunsley and Mash 2010). In addition to select-
ing tests that are scientifically valid and clinically
meaningful, EBA also involves selecting
assessments that are personally relevant to and
culturally appropriate for the client for the pur-
pose of gathering the best representation of the
client’s presenting problem, goals, and unique
barriers to recovery. The child and adolescent
field has embraced EBA because research has
shown that mental health diagnosis has
little-to-no treatment utility in youth (Pelham
et al. 2005). Because of similar limitations with
diagnosis in SMI, the theory-driven EBA
approach may be applicable to the treatment of
complex cases with severe and persistent mental
illness (Tandon et al. 2013).

A central limitation of formal assessment
methods and assessment in the therapeutic milieu
is that the data are often decontextualized by
artificial settings and the unnatural manner of
collecting assessment data. More recently authors
have advocated for the use of technology to
enhance the external validity of assessment
informative to the treatment of SMI. Technology
such as electronic monitoring devices can collect
real-time data in naturalistic environments and
provide a range of objective information about
medication adherence, socialization, and sleep
(Granholm et al. 2008; Hofstetter et al. 2005). In
addition, computerized clinical decision support
systems have the capacity to collect an immense
amount of electronic data and organize it effi-
ciently to optimize clinical decision-making and
reduce clinician bias when treating people with
SMI (Spaulding and Deogun 2011).

The current best practices for SMI include a
range of assessments, such as personality, func-
tional, symptom, disability, risk, neurocognitive
and social cognitive assessments, as well as

structured clinical interviews (APA 2009).
The APA Task Force on Serious Mental Illness
and Severe Emotional Disturbance selected these
assessment domains based off of an abundance of
research capturing the complex interaction
between symptoms, clinical problems, and
functioning notable in SMI. While diverse
assessment and use of technology are important
in case formulation and treatment planning,
clinicians must also actively monitor for client
changes in clinical characteristics, treatment
response, and recovery goals—as these factors
are known to change over the course of treatment
(Spaulding et al. 2003).

The second clinical competency for person-
alization of treatment involves synthesizing the
assessment data into a unified case-level con-
ceptualization, also known as a case formulation
(Persons and Tompkins 1996). The case formu-
lation involves identifying the client’s presenting
problem, origins of the presenting problem,
strengths and assets, present functioning, and
related external events and situations. The clini-
cian then generates a series of working
hypotheses that explain the relationship between
these factors and identifies key mechanisms
hypothesized to influence the individual’s pre-
senting problem (Persons et al. 2013). The case
conceptualization is shared with the client and
then modified to fit the client’s perception of the
interrelationships. After therapist and client
develop the conceptualization, they work toge-
ther in outlining treatment needs and desired
goals. Research has shown that collaborative
case formulation enhances the effectiveness of
manualized treatments when working with cli-
ents who have complex psychopathology with
multiple comorbidities (Persons et al. 2006), and
thus has special importance for SMI.

Spaulding et al. (2003) provided a biosys-
temic case formulation approach specifically
developed for recovery-oriented treatment and
rehabilitation of SMI. This approach is accom-
panied by thorough clinical assessment of the
recovering person’s preferences, values, social
relationships, community characteristics, and
barriers to recovery. The approach thus organizes
an abundance of information, including
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physiological, cognitive, interpersonal, behav-
ioral, and environmental, leading to selection of
specific interventions and other avenues for
individuals to pursue goals related to recovery.

The client-values aspect of EBP is important
because all clinical decisions cannot be solely
informed by research. However, assessing client
characteristics, values, and preferences is also an
ethical imperative as much as it is a practical
necessity for a number of reasons. First, assessing
and engaging client values and preferences in
treatment is important in selecting treatments,
enhancing informed consent to treatment, and
promoting shared decision-making throughout the
treatment process (Drake et al. 2009; Drake and
Deegan 2009). Second, gathering data on client
values may prevent individuals from being sub-
jected to treatments that are counter to individual
or cultural values. Third, an assessment of each
person’s unique strengths, limitations, and needs
may also reduce the probability of subjecting the
client to unnecessary treatment or treatments that
involve high probability of failure. Lastly, select-
ing an individualized, person-conscious treatment
approach is expected to avoid potential conflict
between client and provider, and increase adher-
ence (Kim et al. 2005; Kreyenbuhl et al. 2009).

Clinician Knowledge, Skills,
and Experience

Clinical expertise involves the clinician reflecting
upon existing skills and past experiences, and
using knowledge generated from this process to
inform and enhance treatment. Clinical expertise
is often cultivated through self-reflection, con-
tinuous education, and experience. Integral to this
aspect of EBP is also self-awareness of the limi-
tations of clinical judgment, including biases,
heuristics, and overgeneralizations (APA 2006).
Routine self-reflective practice is important in the
context of treatment and rehabilitation of SMI
because there are few guidelines for practicing
with severe mental illness and supervised training
experiences are rare (Buck and Lysaker 2010). In
addition, to reduce professionals’ own stigma-
tizing views of people with mental illness (Rüsch

et al. 2005; Schulze and Angermeyer 2003), they
should routinely engage in self-reflection and
seek out resources (e.g., consultation, research,
assessment data) as needed when conducting
clinical activities for the purposes of reducing
bias and providing better services.

Despite great enthusiasm, efforts to ground
recovery on a scientific foundation, as in the case
of EBP, have met challenges and criticism over
the last decade. The first challenge to the EBP
model is about how researchers define “evi-
dence.” The privileging of objective empirical
data over subjective personal accounts is con-
tradictory to recovery values (Anthony 2001;
Farkas et al. 2005). The lived experience of
recovery in the eyes of consumers is undeniably
important (Deegan 1988), but it is not easy to
operationalize and measure, as it is an individu-
ally unique dynamic process. A related criticism
of the EBP model of recovery is whether the
objective outcomes defined in ESTs are relevant
and of interest to consumers. Importantly, pub-
lished recovery outcomes often do not coincide
with outcomes that consumers associate with
recovery and subjective outcomes are often not
reported in published research (Anthony 2001).

The feasibility and dissemination of EBPs are
often overlooked, but necessary for steps for
service change. A study of 211 psychology,
psychiatry, and social work programs identified
barriers to early trainee exposure to evidence-
based treatments (EBTs) in 2004 (Weissman
et al. 2006). The top three barriers to EBT
exposure for trainees included (1) a lack of trai-
nee interest in EBT, (2) difficulty teaching EBT,
and (3) lack of qualified faculty to teach EBT. In
addition, other researchers have pointed out that
while psychometric instruments assessing
recovery concepts have been developed, these
measures have not been widely adopted in
practice (Silverstein et al. 2006).

Values-Based Practices and Recovery

Values-Based Practice (VBP) is described as the
“twin concept” to evidence-based approaches
(Farkas 2006). In VBP, recovery-oriented values

1 The Idea of Recovery 27



are entrenched in every level of program opera-
tion to demonstrate organizational commitment
to recovery (Farkas et al. 2005). VBP can be
thought of as a model of program-level
decision-making and is unique from EBP model
of clinician-level decision-making in several
ways. The values of recovery differ from prin-
ciples of the so-called medical model, the pre-
vailing paradigm of healthcare, and this creates
special challenges to development of
recovery-oriented services (Farkas et al. 2005).
VBP is essentially an operational elaboration of
the recovery values described in the preceding
sections of this chapter.

The first recovery value is the person-orienta-
tion, which can be broadly thought of as a per-
spective that views consumers as people, first and
foremost. The person-orientation is not merely a
perspective, but also a methodological approach
that requires the program to gather an under-
standing of each individual’s strengths, limita-
tions, talents, supports, and interests. It is also
dynamic in that individual characteristics are
likely to change over time with novel, life-altering
experiences. Under the person-orientation frame-
work, mental health professionals and services
strive to actively monitor and engage each per-
son’s unique strengths and limitations related to all
aspects of living, not just illness-related aspects.

In contrast to the person-oriented perspective is
the patient-orientation (Davidson and Strauss
1992), the prevailing orientation of the medical
model. Personally meaningful individual differ-
ences are undervalued in this framework because
of its exclusive focus on disease, rather than per-
sons. In the medical model, patients are only
offered standard medical care, rather than per-
sonalized treatment. Standard medical care con-
sists of a professional determining the patient’s
diagnosis and then selecting an intervention based
off of professional’s understanding of medicine,
clinician guidelines, and the disease. Disease and
illness are distinct in that disease defines a
pathophysiological process, whereas an illness
refers the unique experience of the disease
pathology and how disease interacts with the
individual’s physical, psychological, and social
environments (Green et al. 2002).

Consequentially, programs that subscribe to
patient-orientation do not afford consumers
opportunities to engage in non-patient social roles,
e.g., the role of an artist, leader, sibling, partner,
advocate, friend, or mentor (Schulze et al. 2003).

Personal involvement is the second value
associated with the recovery process that extends
the person-orientation to a standard of practice in
psychiatric rehabilitation and mental health more
broadly. Personal involvement is simply the
process of providing consumers opportunities to
participate in all aspects of treatment and recov-
ery planning. This value is a practice-related
extension of the person-orientation in that people
have preferences about their level of participation
in treatment decision-making (Jacobson and
Greenley 2001).

In the medical model, the expected role of the
patient is to comply with the professional’s pre-
scribed treatment while the physician continues
to systematically follow standard medical care.
Patients that do not adhere to treatment recom-
mendations were formerly labeled as “treatment
noncompliant,” a term later discouraged in pro-
fessional discourse because of its paternalistic
and derogatory connotations. In contrast to per-
sonal involvement, the provider-directed patient
compliance model does not always consider cli-
ent preferences, interests, or rights.

Self-determination is a recovery value that
involves providing consumers the opportunity to
make choices about their lives and treatment.
Choice is afforded to the consumer despite what
is convenient or favored by the professional. This
recovery value is deeply rooted in the
person-oriented philosophy in that it is viewed as
a basic human right for a person to make
autonomous choices about wellbeing and living.
Self-determination is as much about making
decisions to disengage in services or activities, as
it is to engage in services or activities.
Self-determinism has been rapidly adopted in
care settings due to arguments that it is an ethical
imperative to provide consumers choice and
participation in treatment decision-making
(Drake and Deegan 2009).

In the medical model, the physician assumes
the authority to make treatment decisions on the
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patient’s behalf. The physician acts as the chief
decision-making authority due to the assumption
that the patient has no expertise in disease
knowledge, and thus no place in treatment
decision-making (i.e., since treatment
decision-making is solely based on medical
knowledge).

Growth potential is the final core
recovery-promoting value that involves openness
to and maintenance of future change. This
recovery value involves adapting services to
promote personal growth, as well as recognizing
the person’s existing progress towards recovery.
Growth potential is underscored by notion of
hope—that any individual has the capacity to
experience meaningful positive change while
living with psychiatric disability.

The medical model, in contrast, has viewed
long-term prognosis of people with severe and
persistent mental illness as bleak. The medical
narrative of people with schizophrenia often
involved a description of progressive functional
deterioration, symptom exacerbation, and treat-
ment resistance (Frese et al. 2009). Because of
these assumptions, many mental health profes-
sionals still believe today that people with SMI
cannot recover, despite research indicating
otherwise. The medical community and phar-
maceutical industry still promote schizophrenia
and other SMI as “brain diseases” (see Corrigan
and Watson 2004).

Values-Based Program Operation

Farkas et al. (2005) outline a number of organi-
zational practices consistent with VBP. As stated
previously, VBP has been fundamentally dis-
cussed as program and organizational practices to
promote recovery. Here we will summarize
VBPs in the context of their associated program
dimensions noted in Farkas et al. (2005).

Written aspects of program organization, such
as the program mission statement, client records,
and organizational policies, can engage
recovery-oriented values in a number of ways.
Language that communicates respect for

consumers (person orientation) and instills hope
for recovery (growth potential) can enhance pro-
gram mission statements. Policies may also be
written to convey recovery-oriented values, such
as by writing policies so that they do not unfairly
exclude or penalize people who choose to selec-
tively enroll in services (self-determination). For
individuals whose symptoms or functional diffi-
culties interfere with their participation in condi-
tional services, policies can be adapted to provide
accommodation so that a person interested in a
service can participate (personal involvement).
Lastly, policies regarding program services, qual-
ity assurance practices, and other practices can
routinely survey consumer input and solicit
recommendations.

The practices previously described are also
consistent with the APA taskforce on SMI (2009)
proficiencies in ideology and attitudes when
working with SMI. These attitudes and ideolo-
gies broadly include sensitivity and respect to
people with SMI, as communicated through
provider (1) attitudes that recovery is possible,
(2) recognition that mental illness is subjective,
(3) use of non-stigmatizing people first language,
and (4) flexibility in treatment and service pro-
visions. The ideology and attitudes, often con-
veyed in written aspects of program organization,
are important in that they most closely reflect the
organizational culture of the setting. Programs
striving to promote a recovery-oriented culture,
by definition in VBP, must have mission state-
ments and written policies engage recovery-
oriented values and goals.

Procedural aspects of program operation can
be tailored to recovery-oriented values. Program
procedures are important in that they provide a
clear series of steps for how a policy will be
implemented in practice. Program policies
regarding client complaints or grievances, for
instance, outline the steps that occur when a
consumer chooses to file a complaint or grie-
vance, as well as who is involved in each step of
the process. Program procedures provide addi-
tional opportunities for organizations to demon-
strate their commitment to recovery-oriented
policies and missions. Procedures that include
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steps related to gathering to client input and
engaging personal choice reflect program com-
mitment to self-determination and personal
involvement recovery values.

Consumer input can inform organizational
practices like quality assurance and record keeping
in a number of ways. Farkas et al. (2005) note the
consumer input is not limited to solely providing a
response to quality assurance surveys, but also in
what measures are used and what program
dimensions should be assessed to determine pro-
gram strengths and limitations. Program quality
assurance practices can also share program data
with consumers (personal involvement) to
demonstrate program-level progress and needed
areas of improvement (growth potential). Record
keeping is a personalized form of quality assur-
ance that allows the client to monitor his or her
own progress and evaluate treatment goals.
Record keeping can be written and stored so that
the information is most accessible to clients for
their own use (personal involvement). In addition,
client records should include information regard-
ing all aspects of the person, including strengths,
limitations, talents, interests, and clinical and
personal goals (person orientation).

These program practices also coincide with
the SMI Task Force’s recommendations for
systems and service-related knowledge and
skills. Proficiency in evaluating programs, col-
laborating with staff and consumers, and pro-
viding systematic guidelines for program
operation are all requisite skills for SMI treat-
ment. Recovery-oriented practices like the ones
previously described may potentially encourage
engagement in treatment and shared
decision-making due to the transparency and
emphasis on the positive role of consumer input
at individual and program levels.

Physical environment can directly impact
mental and physical wellbeing of people in
recovery. Much like program practices, the phys-
ical environment of the program conveys the val-
ues and interests of the organization. Hospital
settings are often sterile, uninviting, and imper-
sonal experiences. VBP applications to physical
settings include making spaces (e.g., waiting
rooms, bathrooms) shared spaces in order to

promote parity between clients and providers
(person orientation). Much like in other aspects of
program operation, consumers should have
opportunities to provide their input on the physical
environment, make choices about their physical
environment (self-determination), as well as vol-
unteer to use their skills (e.g., art, music, decorat-
ing, crafting, etc.) to personalize their physical
environment (personal involvement).

Lastly, VBP can also be applied to progress
staff selection, training, and supervision in a
number of ways. Staff selection practice can
include surveying candidates on their recovery
knowledge, skills, and attitudes to ensure that
consumers are treated consistently and respect-
fully by all members of the treatment team
(person orientation). Consumers can also be
surveyed about what qualities or skills they
would like to see in their staff and these qualities
can be considered when making hiring decisions,
or during staff training and supervision (personal
involvement). Organizations should also make
efforts to assess recovery attitudes of their current
staff, and provide information or exposure to
clients who have met recovery goals when staff
attitudes are incompatible with the recovery
values of the program (growth potential).

We should expect empirical research to con-
firm that adherence to recovery values, by pro-
viders and others, stimulates subjective and
objective recovery in those receiving their ser-
vices. Such research has barely begun. One
mixed qualitative and quantitative longitudinal
study, known as STARS (Study of Transitions
and Recovery Strategies) found that
recovery-oriented and person-directed programs
were associated with recovery outcomes. On the
other hand, specific practices thought to reflect
recovery orientation, such as “strength-based”
assessment (Ibrahim et al. 2014), may not con-
tribute as expected. Relationships between val-
ues, practices, subjective recovery, and objective
recovery outcomes will be a key focus of
research in the foreseeable future.

To summarize, evidence-based and values-bed
practice models of recovery have evolved from
different movements. Their differences largely
reflect the interests of their respective movements
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and stakeholders. Practitioners and service pro-
grams have an ethical responsibility to offer
evidence-based approaches (APA 2006) to con-
sumers, yet EBP must respect the interests and
goals of consumers (Drake et al. 2009; Drake and
Deegan 2009). There is no inherent conflict
between EBP and VBP, but effective integration
is a social and technological challenge. There
may be conflict between VBP and particular
models of healthcare. Table 1.1 summarizes dif-
ferences between medical, evidence-based
recovery, and values-based recovery models.

Conclusion

The idea of recovery pervades contemporary
research, clinical practice and policy in mental
health. It is a protean and nuanced idea, still
subject to debate (Drake and Whitley 2014). It
expresses itself in different ways, different con-
texts, and different people. It has both objective
and subjective dimensions. It is both process and
outcome. We can scientifically evaluate the
degree to which specific policies and practices
are associated with recovery processes and out-
comes. Although science cannot evaluate social
values associated with recovery, we can assess
the degree to which adherence to social values
facilitates recovery. The contemporary era of

research on recovery is barely a decade old. We
should expect it to continue in the foreseeable
future, and to have a formative effect on our
pursuit of mental health.
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2Principles for Recovery-Oriented
Inpatient Care

Larry Davidson, Erika Carr, Chyrell Bellamy,
Janis Tondora, Ellie Fossey, Thomas Styron,
Maryanne Davidson and Shady Elsamra

Introduction

The statements below represent two ends of a
continuum describing adoption of a recovery
orientation in inpatient settings:

Recovery has no place in the hospital. How can
you talk to patients about recovery when they’re
acutely psychotic?

—Hospital Director

Recovery has enabled us to reclaim nursing.
—Psychiatric Nursing Leader

The first instance expresses fairly common
views in the early days of the recovery move-
ment, when many mental health professionals
found the very notion of “recovery” foreign to
their way of thinking about serious mental ill-
nesses and their treatment. They typically viewed
recovery as something that happens—if it hap-
pens at all—outside of the hospital setting, with
no relevance to what and how care is provided in

inpatient and other acute care settings. As evident
in this Hospital Director’s statement, many pro-
fessionals also saw the implications of adopting
recovery as the overall aim of mental health care
[as stipulated both in the U.S. Surgeon General’s
Report on Mental Health (DHHS 1999) and in
Achieving the Promise, the final report of the U.
S. President’s New Freedom Commission on
Mental Health (DHHS 2003)] as being limited to
discussing the concept of recovery with persons
experiencing serious mental illnesses. As we
discuss in this chapter, this is only one of many
implications of shifting to a recovery paradigm in
transforming inpatient care, the vast majority of
which have little to do with using the term “re-
covery” in our discussions with our patients.

At the other end of the continuum we find a
national nursing leader declaring that adoption of
a recovery vision in inpatient care empowers
psychiatric nurses to reclaim their profession. As
she explained further, recovery brings nurses
back to the philosophical and historical roots of
nursing as a profession in order to reestablish a
central, caring role in what had become a highly
medicalized milieu devoted to risk assessment
and management, prevention of medication
errors, and the proliferation of paperwork (cf.,
Seed and Torkelson 2012). While we agree that
many principles of the recovery vision—which
we describe below—are consistent with the
founding principles not only of nursing, but also
of medicine, psychology, social work, and
occupational therapy, we caution that there also
are new elements to recovery that we will not be
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able to grasp or implement if we only look
backwards. There is much work to do in moving
the field forward instead and, as a recent,
thoughtful review on recovery and inpatient care
conducted by Kidd et al. (2014b) pointed out,
this remains an area of modest effort when
compared to the amount of work being done to
implement the recovery vision in outpatient and
community settings. Briefly stated, we really do
not know what recovery-oriented inpatient care
will eventually look like a generation or so down
the road. This book constitutes an important step
in that direction, but it also reflects the fact that
this work is just at the beginning stage.

Most efforts to date have focused on eliciting
patients’ views on what may be helpful and not
so helpful in inpatient care (Jaeger et al. 2015;
Repper 2000; Siu et al. 2012; Tee et al. 2007;
Walsh and Boyle 2009), training inpatient staff
and patients about recovery (Chen et al. 2011,
2014; Knutson et al. 2013), including with per-
sons in recovery serving as trainers (Hillbrand
et al. 2008; Kidd et al. 2014a), reducing the use
of restraint and seclusion (Barton et al. 2009;
Bennington-Davis and Murphy 2005; Fisher
2003; Wale et al. 2011; Wieman et al. 2014),
making inpatient care more responsive to the
histories of trauma so prevalent among persons
with serious mental illnesses (Chandler 2008;
Muskett 2014), and reconsidering issues of
power and control more broadly (Tee et al. 2007;
Walsh et al. 2008). Nursing, in particular, has
produced two new models for acute care that
emphasize relationships and the eliciting and
understanding of patient narratives as key foci
(Barker and Buchanan-Barker 2010, 2011;
Shanley and Jubb-Shanley 2007), and there have
been attempts to develop recovery-oriented
forensic units, primarily in the United Kingdom
(Davies et al. 2014; McKenna et al. 2014a, b).
On the whole, however, hospitals have been the
most reluctant to embrace transformation, for a
variety of reasons, including the social control,
safety, and supervision functions they serve and
the common perception, described above, that
recovery is only relevant to persons who are no
longer acutely ill.

In this chapter, we step back from the more
operational issues that might be involved in
transformation to reflect, first, on the guiding
principles of recovery and recovery-oriented
practice and the implications they have for
inpatient care. We may mention specific prac-
tices (e.g., advance directives, Wellness Recov-
ery Action Planning, positive behavioral
supports), but these will be offered primarily as
examples of the kinds of interventions that would
follow from and be consistent with the principles
we describe. We also will address the respective
roles of each of the professions typically
involved in inpatient care, but again from the
perspective of how these various roles embody
different aspects of core recovery principles. The
remainder of this volume will offer much grist for
further discussion once these principles and roles
have been delineated.

Guiding Principles
for Recovery-Oriented Care

There have been numerous attempts to identify
and articulate core values and guiding principles
for recovery and recovery-oriented practice,
including the consensus statement on behavioral
health recovery issued by the U.S. Substance
Abuse and Mental Health Services Administra-
tion (SAMHSA) in 2011. This statement, which
integrated two previous, separate statements
about recovery in mental health and recovery in
addiction, listed the following ten shared princi-
ples: Recovery (1) emerges from hope, (2) is
person-driven, (3) occurs via many pathways,
(4) is holistic, (5) is supported by peers and
allies, (6) is supported through relationship and
social networks, (7) is culturally-based and
influenced, (8) is supported by addressing
trauma, (9) involves individual, family, and
community strengths and responsibility, and
(10) is based on respect (SAMHSA 2011). While
familiar with this list of principles—some of
which we will come back to below—as well as
with other attempts to break down the concept of
recovery into its constituent parts (Leamy et al.
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2011; Le Boutillier et al. 2011), we have chosen
to offer a different set of principles that we sug-
gest are especially relevant to the inpatient set-
ting. This list is not in any way in contradiction
to the SAMHSA vision described above, or at
odds with any of the attempts we have seen in the
nursing literature, in particular, with nurses
having produced the most literature to date on the
interface of recovery and inpatient care. We
hope, however, that this list will be more directly
and concretely applicable to inpatient care than
previous efforts.

We also feel a need to clarify one of several
areas of confusion related to recovery prior to
launching into the principles per se. This has to
do with the difference between recovery and
recovery-oriented care, which, as different as
they may sound on the surface, are often con-
fused, as in the SAMSHA list above. Some of the
SAMHSA principles, such as emerging from
hope, being person-driven, and being holistic,
appear to be referring to the phenomenon of
recovery itself. These are concepts that apply to
the person who is living with a mental illness,
who is a whole person (mind, body, and spirit),
who needs to have hope, and who is the driver of
his or her own recovery. Other principles appear
to refer to recovery-oriented practice instead,
which via many pathways, is supported by
addressing trauma and is based on respect. One
sees this kind of confusion in mental health set-
tings when staff says things like, “We do
recovery here” or “we’re doing recovery now.”
This same confusion is evident in such state-
ments as: “My client won’t cooperate with his
recovery” or “The patient’s recovery goal is to
reach a level 4 before discharge.”

We offer, therefore, the following division of
labor as a way of parsing these related (but not
synonymous) concepts; a distinction we suggest
is particularly important for thinking through
how recovery-oriented care (rather than “recov-
ery”) can be implemented in inpatient settings.

Recovery is what a person with a mental ill-
ness does to manage his or her condition and
reclaim his or her life from the distress and
wreckage the illness, and the stigma and dis-
crimination associated with having the illness,

may have caused. For some people, this process
of recovery leads to a complete, enduring elim-
ination of all symptoms and an amelioration of
any deficits or dysfunctions associated with the
disorder. These people are said to have achieved
a “clinical recovery” or to have recovered from a
mental illness. Other people, however, engage in
and pursue the process of recovery in the face of
an ongoing mental illness; a form of recovery
referred to as “personal recovery” or being “in”
recovery; a notion inspired in part by the
self-help philosophies in addiction and chronic
illness management (e.g., being in cancer
recovery; Davidison and Roe 2007; Slade 2009).
Early in the process, it may not be possible to tell
whether someone is recovering from a mental
illness or figuring out how to live a full and
meaningful life with a mental illness. Over
200 years of experience tells us, though, that few
if any people recovered from a serious mental
illness by putting their lives on hold. Since the
1970s, accumulating new evidence suggests that
many people may, however, find the illness
becoming less and less disruptive as they learn
how to manage it in the context of their daily
lives (Davidison and Roe 2007).

Recovery-oriented care, on the other hand, is
what health care providers offer in support of the
person’s own efforts toward recovery and
includes enhancing the person’s access to
opportunities to learn how to manage his or her
condition while pursuing “a meaningful life in
the community” (DHHS 2003). Health care
providers cannot “do” recovery for someone else,
and recovery is not something they can do to
people either. A similar distinction underlies
educational philosophy and practice: while the
teacher can teach, only the student can learn. The
teacher cannot learn for the student, and there is
little that teachers can do to students to make
them learn against their wishes. Learning, like
recovery, happens all the time without the per-
son’s explicit intention, though; it is not neces-
sarily a willful or deliberate process. But it is a
process in which the person or student is engaged
nonetheless. While recovery, much like learning,
is the primary task of the individual, there is still
much that caring others can do to facilitate this
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process through both formal (i.e., health care
providers) and informal (e.g., family, friends,
employers) roles. It is within this arena that we
see the great potential of recovery-oriented care
as this approach—one based on mutual respect
and a willingness to adapt based on each
patient’s own lived experiences and preferences
—has increasingly been recognized as a power-
ful determinant in recovery outcomes among
persons living with serious mental illnesses
(Coulter et al. 2013).

With this central distinction in place, we can
now begin to discuss what these principles mean
for transforming inpatient care to a recovery ori-
entation. We begin with what perhaps is the most
crucial, but also most challenging principle when
it comes to the inpatient milieu, as inpatient staff
is under considerable pressure to do things to
people in a safe, timely, efficient, and effective
manner. By the time the person arrives at the
hospital, he or she will have become over-
whelmed by the illness, lost some degree of
control over his or her life, and have had some
capacities and decision-making abilities compro-
mised. From an inpatient staff member’s point of
view, the effects of the illness and the wreckage it
has brought may be much more obvious or
prominent than the person to whom this onslaught
has occurred. Under such circumstances, it may
be very difficult for staff to connect with the
person behind or underneath the effects of the
illness. Recovery-oriented care is based on the
premise that doing so is not only possible, but
also a necessary foundation for almost everything
else the staff might attempt to do.

Principle #1: It is, first and foremost, the
person’s recovery
In Western democracies, like the U.S.,
recovery-oriented care for many adults is
person-centered and respectful of the value of
autonomy, while for some persons from ethnic or
cultural minority communities, as well as in more
collectivist societies, recovery-oriented care may
be family-centered and respectful of the core
values of these cultures (such as social harmony
in China). Recovery-oriented care thus makes

space for individual variation based on a person’s
cultural identification and preferences.
Resilience-oriented care for children and youth is
similarly family-centered. But, as a matter of law,
adults in the U.S. retain their rights to make their
own decisions, both in health care and in life in
general, unless, until, and then only for as long as
they may pose serious, imminent risks to self or
others, are gravely disabled, or have been deter-
mined not competent to take care of themselves
by a judge. Why is this important, the reader may
wonder, when people are typically only admitted
for inpatient care when they meet one or more of
these criteria? It is important to lay this legal and
philosophical/ethical foundation for our insis-
tence on autonomy and choice for at least two
essential reasons.

First, regardless of the shape the person is in
when he or she is admitted, the vast majority of
people leaving inpatient care return to a com-
munity in which they retain their right to
self-determination. No matter how restrictive the
inpatient milieu may be, most people will resume
making their own decisions, both about their
mental health care and their lives, soon after they
leave the unit. Rather than simply ignore this
important fact, or become frustrated about the
patients who continue to make poor choices or
bad decisions after discharge, planning for how
people will make key decisions for themselves
once they leave the hospital could and should be a
major concern of inpatient staff (Repper 2000). It
is not enough to reduce symptoms or stabilize
someone clinically, focusing solely on the present
stay. It is equally important to identify reasons or
precipitants for the admission (the past) and to
ensure that the person has the inspiration, infor-
mation, and tools needed to take care of him or
herself once back in the community (the future).
The vast majority of persons with serious mental
illnesses no longer live in hospitals. Having a
serious mental illness therefore is no longer an
adequate reason for being hospitalized, nor is it
adequate for staff to focus only on stabilizing the
illness. In other words, it is not a person’s mental
illness alone that brings him or her to the hospital.
It is how that illness was being managed or not,
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and/or the life circumstances in which the person
with the illness was living (e.g., a sudden loss)
that brings him or her to the hospital.

Second, recognizing that most people will
resume responsibility for their self-care and
recovery upon discharge has substantial implica-
tions for what and how care should be delivered
on the unit. Rather than primarily treating the
illness, it becomes incumbent on the staff to
inform, educate, and role model self-care strate-
gies for the person, that is, to encourage and equip
the patient to take care of him or herself upon
discharge (Caldwell et al. 2010; Davidson 2005;
Seed and Torkelson 2012); to encourage patients
to make the shift, for example, from simply taking
medication because the doctor told them to, to
using medication as a tool in their recovery
(Baker et al. 2013). In order to do so, many people
in general, and many people with serious mental
illnesses more specifically, require a certain
amount of self-confidence in their abilities to take
on this challenge. If there is nothing I can do on
my own behalf to better manage my condition or
improve my overall life (which is how we can talk
to people about recovery without using the term
“recovery”), then why should I bother trying
(Corrigan 2004; Schmutte et al. 2009). In addition
to providing information, education, and some
encouragement, staff may need to assess the
degree to which each person views him or herself
as being in control and in charge of his or her life.
Should the requisite degree of a sense of agency
and efficacy needed for self-care be lacking, this
provides an important focus for intervention.

But how can inpatient staff assist people in
developing a sense of agency, efficacy, confi-
dence, and control? First, by separating the per-
son from the illness, staff play a central role in
helping the person to see that he or she is not the
illness itself (e.g., consistently using, and
reminding the individual to use, “person-first”
language rather than referring to the person as “a
schizophrenic” or “a bipolar”) and that he or she
can learn to battle back against and manage the
illness over time (Davidson 2003). As described
eloquently by Amy Johnson, a woman diagnosed
with schizophrenia in her teens who is now well
along in her own recovery:

If I am my illness, instead of I am a person who an
illness happens to, then I can never get better.
Because I can’t pull the illness off of me if I am the
illness. If the illness and I are the same thing, then
there ain’t nothin’ I can do. I can’t change me, I
can’t… The forest and the tree are the same thing.
But if you separate the two, suddenly I find
strength. I ask myself: Where? How do you find it?
I find it in the separation. If we are not the same
thing, if I am not the illness, then I can beat it, I can
trick it, I can out maneuver it, I can go to the
library and read about how to navigate around it…
If I am not the illness, then the hope that I can
maybe beat it springs forth… hope then, comes
from splitting off the illness from the person.

Within this context, the staff might in fact find
it useful to talk with the person about how
recovery is possible—whether or not that exact
word is used—no matter how acutely psychotic
the person might be. Everyone needs hope, and
people who are in desperation need hope des-
perately. As a result, inpatient units need to be
hopeful places where people can be inspired and
encouraged to be hopeful about their prospects
for having a better life.

That better life can even begin on the unit
itself should the staff view assisting their patients
to develop a sense of agency, efficacy, confi-
dence, and control as a central part of their role.
In addition to separating the person from the
illness, there are several things staff can do to
elicit and promote these essential resources.
Adopting a “strength-based” perspective is cru-
cial to recovery-oriented practice and precisely
for this (as well as other) reasons. Through both
formal assessments and informal conversations,
staff can help patients identify their existing
internal and external strengths (what they have
and are good at) as well as cultivate new ones by
taking an active interest in them as people. These
include interests, aptitudes, meaningful activities,
and connections to others. Staff can elicit and
honor patients’ preferences for how they would
like to be addressed and what options they would
like to be offered if and when they are having
particular difficulties on the unit (e.g., developing
a Personalized Safety Plan that may note a per-
son’s preference to take time out in a comfort
room, to sit quietly with a staff member, or to
have a cup of tea). Staff can maximize the degree
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to which patients can exercise their own auton-
omy while on the unit, respecting the fact that
they are adults both by limiting restrictions to
those that are necessary for safety and creating
opportunities for people to have and make
choices in terms of how they spend their time,
who they spend their time with, and what activ-
ities, services, and supports they engage in. In
this way, to the degree possible, a hospital stay
for a psychiatric illness should resemble a hos-
pital stay for a chronic medical condition (e.g.,
asthma, cardiovascular disease), interfering with
the person’s ongoing life only when necessary
for monitoring and treating the person’s health
condition, but otherwise respecting his or her
autonomy in all matters.

It is quite possible that some persons with
serious mental illnesses may seem at first to have
few, if any, interests, preferences, connections, or
meaningful activities in their lives and, when
asked, may suggest that they have no strengths or
goals. Whether this presentation is due to
depression, the negative symptoms of
schizophrenia, or a history of demoralization and
prior treatment experiences that have socialized
the person into a passive and hopeless role, it
becomes incumbent upon inpatient staff to work
patiently and persistently with patients to assist
them in rediscovering things that were important
to them in the past or things that might be of
interest to them in the future. Strategies for doing
so include acknowledging long-term recovery
goals on recovery plans, even if such goals may
seem unrealistic or are not to be pursued directly
within the context of the current admission;
maximizing the use of peer specialists, whether
individually or in groups, to inspire hope and role
model the possibility of recovery; having other
people’s recovery narratives widely accessible in
diverse multimedia formats including print and
video; exposing the person to new activities or
resources with which he or she may be unfa-
miliar; and finding opportunities for people to
make valued contributions to others (a form of
“giving back” that many people will take up prior
to turning to their own self-care).

Once identified, it is then important to initiate
referrals to community-based rehabilitation and

recovery supports that will enable the person to
continue these activities so that these connections
are in motion prior to the individual leaving the
hospital (e.g., arranging for a ride to Sunday
services at the person’s church in addition to
ensuring that she has a week’s supply of medi-
cations and a follow-up appointment at the
community mental health center).

Principle #2: Recovery-oriented care is
person/family-centered and culturally
responsive
In addition to exploring patients’ interests,
strengths, and aspirations as a way of activating
them for self-care, such discussions will be
important in helping to frame and develop a
person and/or family-centered care or recovery
plan that will guide both their inpatient stay and
their discharge plan. Person-centered recovery
plans (Tondora et al. 2014) are not only tailored
to the unique needs, preferences, values, and
cultural affinities of each person, but are also
oriented toward enabling that person to deter-
mine and pursue his or her own interests,
meaningful activities, and life goals. It is not only
a treatment plan that identifies what treatments
will be provided by whom to reduce which
symptoms or ameliorate which deficits or dys-
functions, but it is also a plan for how the person,
his or her health care providers, and his or her
natural supports (i.e., family, friends, employers,
faith leaders, landlords) will work together to
support the person in achieving the kind of life
he or she will have reason to value (Sen 1999).

Inpatient recovery plans should include a
statement about a person’s hopes and dreams for
the future as such long term goals can be a critical
source of hope and motivation for the individual
even if they are not actively addressed in the
current inpatient admission. In addition, dis-
charge plans should attend not only to the imme-
diate clinical needs of an individual (e.g. being
released with a week’s worth of meds and an
appointment with their outpatient therapist), but
also to the types of meaningful activities which
will help to sustain their recovery in the com-
munity (e.g., an intake at the Vocational Reha-
bilitation Center and a ride to Sunday services).
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Such person-centered care plans obviously can-
not be developed without substantial input from
the person him or herself (which may mean the
person requires up-front education and prepara-
tion regarding treatment planning and their role
within it) and/or from those people whom the
patient most trusts and/or who know the person
best (which may mean helping people to map
their network of supporters and identify who they
might like to involve and then remaining flexible
regarding the scheduling of treatment planning
meetings to ensure their participation).

As noted in our discussion of the first princi-
ple, not every person presenting for hospitaliza-
tion will want to be the primary decision-maker
in his or her own care. In addition to considering
his or her psychiatric condition and competence
to do so when acutely ill, staff will need to
explore and understand the person’s cultural
affinities and values in relation to decision-
making. Even in Western democracies, persons
from different cultural backgrounds may have
different preferences for who should make what
decisions about his or her care and life in general.
Persons from different cultural backgrounds may
also have different perceptions, and expectations
of the roles of doctors, nurses, and other staff.
These preferences and expectations are to be
explored and understood as much as possible so
that the care provided can be offered in as much
of a person- and family-centered fashion as
possible, not only out of respect for each person
but also because the care is then more likely to be
effective and its effects more enduring over the
longer-term.

As just one example, a person will be much
less likely to take prescribed medication after
discharge if (1) the family he or she lives with
does not support the use of medication, (2) the
clergy or elders in his or her faith community do
not accept that the person has an illness or
approve of psychiatric medication, or (3) the
person’s daily routine has not been structured in
such a way as to maximize the likelihood that he
or she will either remember or be reminded to
take the medication at certain times (e.g., to take
it with meals, before leaving the apartment for
class, and so on). Intimate knowledge of these

kinds of details of the person’s life can be
instrumental in ensuring the success of discharge
plans. On the other hand, the most carefully
crafted discharge plan may be doomed to fail
should the staff not see these kinds of consider-
ations as central to their role. We have seen
discharge plans, for instance, that have required
patients to take several different medications on
several different schedules, resulting in one per-
son being expected to take one or more pills
every hour over the course of a single day,
leaving little if any time for anything else.

Person-centered recovery plans also provide
the foundation for implementing a number of
specific strategies for further tailoring care to the
unique needs, preferences, and challenges of
each patient. Should a psychiatric advance
directive or Wellness Recovery Action Plan
(WRAP) have already been developed prior to
admission, honoring this plan or directive
enables the staff to abide by the person’s pref-
erences and wishes even when he or she has been
rendered temporarily incapable of expressing
them directly. Should the person not have an
advance directive or WRAP when admitted,
developing one prior to discharge will prepare
and equip both the person and the staff to make
more safe, efficient, and effective use of any
future readmissions, should they become neces-
sary. In the absence of an advance directive, staff
can use preference assessments on admission to
determine how to best care for patients should
they become more distressed, agitated, or isola-
tive during the admission. Simple questions
about what has worked well for the person in the
past when he or she has been upset, confused, or
withdrawn minimize the need for guess work or
staff having to make stabs in the dark in trying to
maintain a safe, welcoming, and supportive
milieu. For individuals who may feel over-
whelmed in responding to such open-ended
questions, it can also be helpful for staff to
develop simple “comfort profiles” or “safety
inventories” in which an individual can review a
wide variety of self-soothing and staff-supported
strategies and simply check off those that can be
offered/encouraged when they are having a dif-
ficult time on the unit.
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Finally, person-centered recovery plans pro-
vide a framework for the design and use of pos-
itive behavioral supports tailored to the needs of
each person as a recovery-oriented alternative to
generic, dehumanizing level or privilege systems
that are inappropriate for adults. These systems,
in which patients have to “earn” certain oppor-
tunities, activities, or resources by demonstrating
“good behavior,” arose over 200 years ago in the
British retreats developed during the era of
“moral treatment” (cf., Davidson et al. 2010). The
underlying premise of this approach was expres-
sed by one of its founders, Tuke (1813) as: “There
is much analogy between the judicious treatment
of children and that of insane persons” (p. 150). In
other words, persons with serious mental illnesses
were viewed as analogous to misbehaving chil-
dren and thereby needed to be resocialized within
a supportive and structured family-like commu-
nity. Within this community, the superintendent
of the retreat functioned as a stern but judicious
father, rewarding good, and punishing bad,
behaviors. It was up to the superintendent to
correct the patients’ “erroneous views” and teach
them to control their “wayward propensities”
(p. 133). This was to be accomplished through a
combination of instilling fear of punishment for
unwanted behaviors and incentivizing good
behavior by offering rewards, such as increased
freedom and access to opportunities to socialize
with people who were not fellow patients (e.g.,
retreat staff, family, and friends).

We must simply raise the question of whether
such level systems are used on any other units
within general hospitals to call into question the
appropriateness of their use on a recovery-
oriented inpatient unit. Are privilege systems or
punishments used on any other units? Does
someone who has had a heart attack or an asthma
attack have to work his or her way up through a
level system in order to be discharged? Does
someone whose diabetes has not been well con-
trolled have to earn privileges while in the hospital
in order to visit the gift shop or take a walk in the
garden? While to some readers these questions
may initially seem silly, they are precisely the
kinds of questions we need to ask when imple-
menting a recovery orientation.

Mental illnesses are illnesses; they do not
represent or result from faulty parenting, igno-
rance, limited intelligence, or “wayward
propensities.” John Nash, the Nobel Prize win-
ning mathematician who taught at Princeton (and
was the subject of the book and film A Beautiful
Mind) had a psychotic disorder (Nasar 1998), as
has Saks (2007), an Associate Dean of the Law
School at the University of Southern California
and winner of a MacArthur Fellowship, and
Jamison (1995), a professor of psychiatry at
Johns Hopkins University and noted author,
among many others. The major difference
between these accomplished people and other
persons who have been hospitalized is not the
nature of their illness; having a psychotic disor-
der does not render an adult child-like. Rather
than perpetuating these stereotypes, recovery-
oriented practices—whether on inpatient units or
in community settings—need to combat dis-
crimination and promote empowerment, self-
determination, respect, and the intrinsic equality
of individuals in recovery.

But if we are not to continue to use level
systems, how are we to manage the unit, ensur-
ing the safety of patients and staff and engaging
patients in therapeutic activities? Through the
use of individualized recovery plans that, when
necessary (but only when necessary), include the
design and use of positive behavioral support.
Positive behavioral support is a strength-based
method of behavioral analysis that has been
shown to be effective in increasing prosocial
behaviors and decreasing behaviors of concern
without resorting to coercion (Carr et al. 2002).
This method is congruent with recovery-oriented
care as it (1) focuses on skill development based
on the unique needs and strengths of each indi-
vidual, and (2) promotes ecological changes on
inpatient units (and in the broader community) to
improve person/environment fit in order to sup-
port people in using more effective and prosocial
means of communication that decrease the need
for behaviors of concern.

Positive behavioral support also involves
equipping staff with new skills such as de-
escalation techniques and other ways of avoiding
the use of coercive measures for dealing with
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behaviors of concern such as seclusion and
restraint (Carr et al. 2002;LeBel et al. 2004). These
behavioralmethods have been shown to reduce the
use of seclusion and restraint and are now con-
sidered the preferred methods of intervention for
behaviors that in the past would have led to such
measures (Donat 2005). In addition to allowing for
unitmanagement without resorting to punishment,
these methods are also recognized for producing
other benefits. There is hope, for example, that
should persons perceive inpatient care as less
infantilizing and aversive, theymay bemore prone
to access hospitalization earlier on when needed
(e.g., in the case of an ensuing crisis) rather than as
a last resort or involuntarily (Kidd et al. 2014b).

Principle #3: Anticipate, and welcome,
trauma survivors
Although we still have significant challenges to
address, restraint and seclusion use has been
reduced significantly since passage of the 1999
Dodd-Lieberman Act, which was initially
developed in response to numerous deaths that
occurred while patients were in restraints.
Training staff in how not to provoke aggression
in the first place by avoiding unnecessary power
struggles, in the use of de-escalation techniques
for persons who appear to be becoming agitated,
and in the use of comfort rooms have all con-
tributed to these reductions. We suggest, how-
ever, that these approaches are most effective,
and most likely to be sustained, on units that
undergo a more extensive transformation of their
organizational culture to one that anticipates, and
is welcoming and responsive to, the history of
trauma the majority of persons with serious
mental illnesses have experienced.

Research suggests that up to 80 % of such
persons will have experienced some trauma prior
to the onset of their psychotic symptoms (Cusack
et al. 2004; Mueser et al. 2002). It only seems
reasonable to assume that for the remaining
20 %, the process of being hospitalized on a
psychiatric unit will represent a traumatic expe-
rience in and of itself (Priebe et al. 1998; Robins
et al. 2005). As a result, it is important for staff to
understand that people entering the unit will most
likely be bearing the burden, and effects, of

trauma; they will, in effect, be seeking respite
from some battle that has been raging in their
mind, in their home, and/or in their community.
To begin the process of implementing a
trauma-responsive unit culture, staff needs to
shift their view of patients from being the
embodiments of illness (e.g., bipolars and bor-
derlines) to being wounded warriors, fresh from
the battlefield and suffering the effects of what
has been done to them and/or what they have
witnessed. Trauma-informed care proponents
capture this shift in their suggestion that staff stop
asking patients (implicitly) the question: “What
is wrong with you?” and start asking them
explicitly instead: “What has happened to you?”
to be followed by the question: “And how can I
be of most help?” (Fallot and Harris 2008).

This shift in perspective, and the extensive
staff training required to accomplish it, has not
only led to reductions or the total elimination of
the use of restraints and seclusion (Azeem et al.
2011; Barton et al. 2009; Bennington-Davis and
Murphy 2005; Bowers et al. 2006; Gaskin et al.
2007; Greene et al. 2006; LeBel et al. 2004;
Master et al. 2002; Schreiner et al. 2004; Smith
et al. 2005; Sullivan et al. 2004; Wale et al. 2011;
Wieman et al. 2014), but to reductions in the use
of so-called chemical restraints as well (the use
of PRN or “as needed” sedating medications;
Barton et al. 2009; Donat 2005). Patients are
encouraged to take on active roles in their own
care, are empowered and activated to take care of
themselves, and to work collaboratively with
staff to understand the effects of the trauma, and
to plan and work accordingly toward preventing
any abuses or retraumatization that might occur
unintentionally (Chandler 2008; Huckshorn
2004; Muskett 2014; Robins et al. 2005).
Equipping staff for these roles requires education
on the neurobehavioral effects of trauma,
including Posttraumatic Stress Disorder, in the
lives of adults, including the previously over-
looked but potentially disabling effects they may
have on self-care and functioning in social,
familial, educational, and occupational domains.

Other key features of trauma-informed care
include increasing feelings of safety for both
patients and staff through the cultivation of
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respectful, collaborative, and genuinely caring
relationships (Polacek et al. 2015) and the use of
personal safety plans; transforming the unit’s
physical environment to be less institutional and
more home-like, including the use of comfort
rooms, increasing patient choices in relation to
food, activities, and treatment options, and
reframing symptoms as possibly representing
meaningful attempts to cope with awful and
overwhelming experiences (Chandler 2008;
Huckshorn 2004; Muskett 2014). One example
of what this looks like in practice is the woman
who specified in her Personal Safety Plan that
staff should avoid telling her to “be quiet” or
obscuring her vision during periods when
restraint might become necessary as she had been
exposed to years of sexual abuse as a child,
during which she had been blindfolded and
instructed to “be quiet.” As a result, if staff
triggered her traumatic memories inadvertently
by recreating either of these experiences, her
situation would further deteriorate rather than
improve.

As trauma always occurs within the context of
a person’s life, shifting to trauma-informed care
also requires more of an incorporation of the
person’s cultural identity and background, in
terms of understanding both the context for the
traumatic events and the person’s culturally-
based ways of responding to and trying to man-
age the trauma and its effects. Faith and other
community leaders may be extremely valuable
guides in helping staff explore these issues in a
manner that demonstrates respect and apprecia-
tion for the key role spirituality plays in the lives
of many persons with serious mental illnesses.

Principle #4: Expand the interdisciplinary
team
Whether on an inpatient unit or in community
settings, recovery-oriented care is provided
through an interdisciplinary team that includes at
least the person in recovery, one or more mental
health practitioners, and those people in the
person’s life outside of formal mental health
services who significantly support the person’s

self-care efforts (otherwise referred to as natural
supports; Tondora and Davidson 2006).
Although, within the hospital setting, the term
interdisciplinary team has historically referred to
inpatient staff from various professional disci-
plines (e.g., psychiatry, nursing, social work), a
final principle for recovery-oriented practice
within this setting is that this notion of a team
needs to be expanded to include both the parties
described above and the outpatient and
community-based staff who worked with the
person prior to admission and/or will be working
with the person following discharge. In addition
to adding the person in recovery, his or her nat-
ural supports, and community providers, it is
important that the power that has traditionally
resided with the physician be distributed across
this team to create a more collaborative and
person/family-centered process.

An increasing number of tools are becoming
available to assist practitioners in operationaliz-
ing this principle in terms of how such teams are
convened and managed in developing recovery
plans (e.g., Tondora et al. 2014) and utilizing
shared decision-making tools (e.g., SAMHSA
2014), and will not be described here. What we
will do is to describe briefly the role of each
member of this team so as to offer a map of the
territory to be covered. As roles invariably
overlap, we limit our discussion to those aspects
of each role that are more specific to that prac-
titioner or stakeholder group.

The role of the person in recovery. Each path
to recovery is as unique as is each individual, and
only the person who is experiencing the illness
first-hand will know all of the ins and outs of
what has and has not worked along his or her
journey. In appreciation of this lived experience,
the person in recovery should be seen as pos-
sessing valuable expertise and his or her active
participation and empowerment should be
encouraged across all aspects of inpatient care.
Supporting self-determination, wherein an indi-
vidual has as much control as possible over his or
her own treatment and life-defining decisions, is
both expected within a recovery-oriented system
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and endorsed by our country’s laws. This is not
to discredit or disregard the knowledge and
experience clinicians and other professionals on
the team may bring, but rather to encourage the
team to listen and learn from the person in terms
of how they can best assist and support each
unique individual’s recovery.

We recognize that this role may not come
naturally to many service users who have prior
experiences with mental health services in which
being “treatment compliant” has often been val-
ued above all else. In contrast, person-centered
recovery planning is most effective when the
person fully understands and participates in all
steps of the plan development, documentation,
and implementation. Some individuals will nat-
urally take the reins and engage in this process
immediately. Others will find person-centered
planning to be a new and even uncomfortable
experience. In such cases, formal and informal
group or individual educational interventions
(frequently delivered by peer staff or members of
the rehabilitation department) can help a person
to develop concrete skills which allow him or her
to more actively partner in the development of
his or her own recovery plan. It may take time to
empower people to learn from and trust their
experiences, but this will prove to be an invalu-
able and worthwhile endeavor.

The role of the family and other natural sup-
ports. Family, friends, and other community
members considered a part of the person’s circle
of support outside of the traditional medical/
mental health system are known as “natural
supporters” and can arguably prove to be some of
the most influential and supportive individuals in
a person’s recovery (Tondora et al. 2014). These
people are often part of a person’s family and
may also include, but are not limited to, friends,
religious community leaders and members,
neighbors, and coworkers. Each of us has natural
supporters in our lives and our relationships with
each of them are different. While a recovery-
oriented system strives to build a supportive
network of people beyond the mental health
system, the final decision to include such people
in one’s care while in the hospital lies in the

hands of the person receiving services (Tondora
et al. 2014).

When a person decides to actively involve
natural supporters in the planning process, these
people need orientation to what role they’ve been
invited to play and information about what to
expect from the process. A friend or family
member may have learned much in supporting
his or her loved one through years of illness and
recovery and this experience should be respected
and welcomed in the dialogue. However, it
should be clear to natural supporters that the
person holds the ultimate decision-making power
and the intention of the meeting is not to give the
team an opportunity to collectively coerce or
convince the person to do something against his
or her will. First and foremost, natural supporters
are encouraged to be positive, respectful, and
supportive of the person in recovery and his or
her identified needs, values, and preferences.
Specific activities may include helping the per-
son to think about priorities and goals ahead of
time, asking him or her what kinds of support
would be helpful, assisting the person in advo-
cating for him or herself, or following through on
specific action steps on the plan to help the
person in recovery to achieve identified life goals
(Tondora et al. 2014). Having supports, above
and beyond the traditional paid roles of mental
health staff, especially when a person is transi-
tioning from an inpatient unit back to the com-
munity, can prove a valuable resource.

The role of community-based practitioners.
People served in inpatient settings frequently
work with a variety of community-based provi-
ders both prior to admission and are anticipated
to on discharge. For instance, a person engaged
in services at a local community mental health
center might have both a primary clinician as
well as a care coordinator. If taking medication,
he or she would also have routine contact with a
psychiatrist or nurse practitioner. If also meeting
with a peer specialist, or working with a benefits
coordinator, the team of providers within the
community-based network grows to include
numerous people, serving a variety of functions
based on their specific training and expertise.
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What exactly is the role of such community-
based practitioners during hospitalization? And
how does thinking through a recovery lens
impact the interface between inpatient and out-
patient service providers?

It is not uncommon for hospital admissions to
be treated as discrete treatment episodes with
limited continuity of care maintained with the
primary outpatient providers. The minimal con-
tact and collaboration that does occur tends to be
restricted to the moments of admission and dis-
charge with many missed opportunities in
between. When an individual requires an inpa-
tient level of care, it is critical to coordinate
efforts with this outpatient network of providers
as they may have a wealth of information both
about what precipitated the individual’s admis-
sion and how the team can work together in the
future to avoid another episode. This requires
adequate exchange of necessary information as
well as a shared understanding of recovery goals
that continue to be relevant across levels of care.

This type of care coordination and informa-
tion exchange is sometimes achieved by a gen-
eric outpatient representative, often referred to as
a local or regional “hospital liaison” whose pri-
mary function is to participate in discharge
planning to promote continuity of care. While
this may be a step in the right direction, it is often
woefully inadequate in the eyes of service users
as it fails to appreciate the importance of the
human connections and real relationships they
may have with their primary community provi-
ders. It is critical to ask the individual: Who
knows you best from your team in the commu-
nity? Who do you trust and feel most comfort-
able with? Who can help us plan for what you
need/want—both here in the hospital and upon
discharge? And upon learning the answer, do we
do everything possible to ensure that individual’s
ongoing involvement (in person or via phone or
video conference)? There is no substitute for this
authentic human relationship. People do not want
to be yet another “case” to be managed by a
generic hospital liaison. Whether they are living
in their apartment or being treated in the hospital,
they want to know that they matter and the
presence of a preferred outpatient provider is a

powerful reminder that someone truly cares
about them and their wellbeing.

The role of the psychiatrist. Psychiatrists have
the opportunity to play a highly influential role
both in the creation of a recovery-oriented and
trauma-responsive culture on the unit and in the
delivery of person/family-centered, recovery-
oriented care within that context. Psychiatrists
are at the heart of medical decision-making and
can set a collaborative and inclusive tone that
values the contributions of all parties, with the
aim of educating and empowering patients to
exercise their responsibility for self-care. Nota-
bly, as some persons may not believe or
acknowledge having a mental illness or addic-
tion, and/or may not want to take medication,
psychiatrists can also play an important role in
modeling for staff how to explore respectfully the
person’s and family’s own understanding of their
situation in order to identify potential junctures
or opportunities for education and intervention.
A combination of motivational interviewing,
inviting the person and family to consider other
perspectives, and offering education regarding
medication benefits and costs/side effects should
be incorporated to respect the individual’s or
family’s autonomy while enhancing their capa-
bilities for decision-making.

Psychiatrists elicit patient preferences, honor
advance directives, and assume that people are
capable of making their own decisions unless
there is persuasive evidence to the contrary. In
the case that a person’s decisional capacity is
being compromised by illness, psychiatrists seek
the input of substitutive decision-makers, whe-
ther they have accepted this role formally by law
or are identified by the patient as someone who
knows the patient well and has his or her trust.
Psychiatrists assess for risk, with a focus on
safety planning both on the unit and in preparing
for discharge, involving family and natural sup-
ports to the degree that is possible based on the
patient’s consent. If chairing the recovery plan-
ning team meetings, psychiatrists ensure the
meaningful participation of all parties, seek out
and consider alternative perspectives, and main-
tain a collaborative stance throughout the pro-
cess. They are informed by the practitioners who
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were working with the person prior to his or her
admission and plan for discharge in collaboration
with those practitioners who will be working
with him or her upon returning to the commu-
nity. Finally, psychiatrists consider acute admis-
sions to represent crises that offer opportunities
for enhancing the person’s senses of autonomy,
responsibility, and self-efficacy through learning
new lessons about processes and pathways of
recovery.

The role of the psychiatric nurse. Inpatient
psychiatric nurses have responsibility for the
overall, twenty-four hour monitoring of physical
safety, and planning and implementation of
nursing focused recovery-oriented care for
patients in the hospital setting. Nurses are key in
setting the standards of recovery-oriented care,
including through demonstrating respect and
maintaining a collaborative stance within all
patient and staff interactions and relationships. In
particular, nurses are role models for all other
staff in how to avoid getting into power struggles
with patients and how to implement de-
escalation techniques when patients begin to
become distressed.

In conventional inpatient environments,
nursing plans of care are often predesigned based
on institution safety requirements, patients’ doc-
umented medical needs, symptoms, and behav-
iors of concern. These plans of care have
typically assumed that the nurse is in the best
position to plan care based on his or her expertise
and experience. Patients, on the other hand, may
have “received” care with little input into its
design, implementation, or outcome. In contrast,
recovery-driven nursing care supports the belief
that patients are also experts, especially with
respect to their own strengths, preferences, and
needs and are most intimately familiar with the
ins and outs of the illness(es) they have. They,
therefore, should also participate, to the best of
their ability, in designing the plan of care. In
addition to working in collaboration with their
patients in developing, implementing, and eval-
uating plans of care, nurses are role models and
educators related to other components of
person-centered care. Given their historical role
in managing the unit milieu, nursing influence is

especially important in advancing the recovery
orientation of the structure and functioning of the
milieu and the overall unit culture. Nurses must
be involved in designing and supporting policies
that increase patient independence and eliminate
punitive, negative policies based on fear rather
than on evidenced-based practice. Inpatient
policies such as denial of computer and phone
access, staff-selected or screened visitors lists,
denial of personal clothing, and limitation of
access to foods and beverages, are but a few of
the policies nursing can directly impact to bring
care into the recovery era.

The role of the social worker. Social workers
as a profession are guided by values, which are
fundamental to a recovery orientation, such as
recognizing “the dignity and worth of a person”
and “the importance of human relationships”
(National Association of Social Workers 2014).
Training and education is strength-based and
work involves exploring individuals’ needs and
wants while keeping in context the individuals’
relationships with families and communities.
Social workers bring this skill set of working
with the “whole person” to interdisciplinary
inpatient care teams. Too often social workers
have been misunderstood in teams as simply
discharge planners, without other professionals
fully understanding what that means and the
level of skill that is inherent in this work.
Effective discharge planning by a social worker
involves recovery-oriented care, having a skill to
connect with patients and get to know them upon
admission, to listen to and find out their needs
and preferences, to explore their circumstances
within the family and community system, and to
plan for how each person can live successfully
once he or she returns home to family and
community.

In many cases, social workers find themselves
advocating for patients when on inpatient units
where patients’ dignity and self-worth appears
not to be recognized or valued. This can easily
and unintentionally occur within a quick-paced
system of care in which there are constantly
moving parts. As a result of their philosophical
grounding in a social justice framework, social
workers may thus find themselves at times called
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to serve as the conscience or watchdog for their
colleagues from other professions.

Social workers provide a connection to com-
munity and community resources for patients as
well as for the other professionals on interdisci-
plinary teams. They have knowledge of services
and supports available to individuals, families,
and communities and serve as advocates and
brokers so patients and families obtain the sup-
ports they need and prefer. Educating others on
the values and ethics of social work and dis-
cussing how these values are consistent with
recovery-oriented principles is important for new
and well-seasoned social workers and also for
other professionals.

The role of the psychologist. The role of the
psychologist in recovery-oriented inpatient care
may be multifaceted. Psychologists who are in
leadership positions may play a major role in
creating a culture of recovery that is responsive
to trauma, for example. They can use their
understanding of organizational and system
dynamics to help foster a recovery mission for
staff that views patients as people first, fosters
hope, builds on strengths, and partners with
patients in building autonomy, self-
determination, and lives of meaning and pur-
pose. Creating such a culture involves providing
training and education on trauma and its effects,
on person/ family- centered care planning and the
involvement of the person and his or her natural
supports as part of the interdisciplinary team, and
on discharge planning within a social inclusion
framework (Repper 2000). In terms of direct
care, psychologists can offer group and individ-
ual psychological and social interventions
including strength-based assessments, evidence-
based psychotherapies, and skills training
approaches that can best meet patient needs, and
are responsive to patient preferences, goals, and
choices. Psychologists are best positioned to
provide such interventions as they typically have
advanced clinical training, are highly skilled in
the provision of psychotherapy, and are well
versed in the provision of evidence-based
approaches.

Psychologists also are most qualified to con-
tribute their expertise in two focal areas. First is

in relation to the importance of a sense of
agency, efficacy, and self-confidence in promot-
ing self-care among persons receiving care on
inpatient units. As these are psychological con-
cepts, psychologists are in the best position to
assess for and promote these often-diminished
capacities in persons with serious mental ill-
nesses. They can suggest ways to promote the
development of these capacities on the unit, as
well as identify ways to support their develop-
ment while accommodating their absence in
community settings following discharge. For
example, one woman who had been maintained
for weeks on 1:1 observation due to severe
self-injury finally came to be able to participate
safely in her own care once the unit psychologist
discovered that she was an avid reader who used
getting caught up in books as a temporary escape
from her trauma. Not only did she find reading
books on the unit to be self-soothing, but she also
was coaxed by the psychologist to volunteer to
sort and reshelf books in the hospital library—an
activity which was then incorporated into her
discharge plan and continued in the community.

Secondly, many psychologists also will have
received specialized training in behavioral anal-
ysis and the provision of positive behavioral
supports. When indicated, they can bring this
expertise to the interdisciplinary team, develop-
ing and implementing this aspect of a person’s
recovery plan in promoting strengths, increasing
skills, and improving person/environment fit
while mitigating the likelihood of the need for
coercive measures. Integrating positive behav-
ioral supports will likely have ongoing impact on
fostering a culture of a recovery as well, with
units becoming more hopeful and supportive,
and less traumatizing and punitive, places as
patients become hopeful, build on their own
strengths, enhance their self-care, work towards
achieving personal goals, and ultimately build a
life of meaning and purpose.

The role of the occupational therapist. The
major focus of occupational therapy is directed
toward creating opportunities for participation;
enabling skill development; collaborative
problem-solving and use of strategies to make
environmental adjustments, with the intended
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outcome of enabling participation in activity
patterns that support recovery, health,
well-being, and social connectedness (Kielhofner
2009; Krupa et al. 2010). As referred to here,
occupation is inclusive of the range of paid and
unpaid ways in which we may look ourselves,
connect with others, find enjoyment, learn, and
contribute in communities socially and econom-
ically (Townsend and Polatajko 2007). It also
involves everyday tasks that may sometimes be
taken for granted, but bring rhythm to daily life,
allow assumption of valued roles, develop abili-
ties and capacities, and define who we are in the
social world (Hammell 2004; Kielhofner 2009).
Occupational therapists undertake varied roles to
implement recovery principles in acute care set-
tings, using their knowledge of occupation and
how to enable participation. Broadly, these roles
are likely to include directly working with indi-
viduals to understand their occupational experi-
ences and challenges, enabling individual and
group participation in occupations, and
environment-level practices with a focus on
altering acute care environments to promote
recovery.

At an individual level, occupational therapists
work directly alongside people to assist and
support their recovery through attending to the
varied ways in which daily life may have been
disrupted by experiencing mental health issues
and being in a hospital environment. Perhaps the
most obvious is that not being in one’s usual
surroundings that support familiar activities and
routines can add to or exacerbate the person’s
distress. In such a case, tools and opportunities
for involvement in ordinary activities can provide
important grounding experiences amid the tur-
moil that a person may be experiencing whilst in
acute care. Occupational therapists also have
available to them frameworks and tools to sup-
port listening and learning about person’s lived
experiences of occupations, patterns of activity
engagement, interests and choices, how disrup-
tions or difficulties in occupation might be
experienced, what factors might be contributing,
and how these might be addressed. In turn, this
means occupational therapists can contribute to
the team’s understanding of individuals as

persons with everyday life contexts (including
occupations, community involvement, relation-
ships, aspirations, and so forth). In addition,
through the analysis of actions and skills under-
lying performance, occupational therapists may
also contribute to understanding individuals’
strengths and difficulties in doing, and how their
strengths, skills, and environments can best be
utilized to support them in pursuing those occu-
pations in which they seek to participate (Krupa
et al. 2010).

Occupational therapists’ approaches to work-
ing alongside persons in recovery tend to be
participatory and action-oriented, frequently
using processes such as guiding, coaching,
information-sharing, prompting, consulting, and
reflecting to support individuals to try out and
discover interests; to learn, use, and practice
skills; to find practical solutions to problems of
everyday living; to clarify occupational choices;
and to develop strategies for participating con-
gruent with their values, preferences, aspirations,
and circumstances (McDermott et al. 2012).
Similarly, occupational therapy group work in
inpatient settings typically has goals more
focused on doing than those of verbal groups.
These usually include opportunities for direct
experiences of doing and collaborating with
others; supporting information exchange, story-
telling, giving and receiving feedback and
assistance; and aiming to positively influence
participants’ experiences of engagement, social
connection, peer support, and satisfaction
(Kielhofner 2009). Choices about whether and
how to be involved are important for enabling
participation and supporting recovery. Recog-
nizing that group participation can seem difficult
or even overwhelming initially, occupational
therapists who facilitate groups in acute care may
encourage simply being in a group as a first step
towards joining in as and when a person chooses,
rather than requiring participation.

At an environmental level, occupational ther-
apists also use their knowledge of factors external
to individuals that influence participation (e.g.,
social, physical, cultural, and institutional fac-
tors) to attend to the extent to which inpatient and
other acute care programs focus on, create, and
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develop opportunities to engage in meaningful
and satisfying occupations (Krupa et al. 2010).
One example of this environment-level practice
is that occupational therapists often play a lead
role in advocating for and organizing activity
programming in inpatient settings. The primary
purpose of activity programming has sometimes
been understood within services as to relieve
boredom, or fill in time on inpatient units while
treatment is taking place. Yet, in recovery-
oriented inpatient care, opportunities to engage
in ordinary activities and experiences can be
catalysts for several key recovery processes. For
instance, they create opportunities to exercise
choice and control; to stay connected or recon-
nect with activities, interests, and a sense of self
beyond being defined by illness; to use existing
strengths or discover new strengths; to explore
different ways of dealing with symptoms, dis-
tress, and effects of trauma; and to explore pos-
sibilities for rebuilding a meaningful and
satisfying life in the world beyond hospital.
However, to maximize the recovery-promoting
potential of acute care environments requires
more than opportunities for activity engagement;
it also requires attention to how these environ-
ments are experienced. Here, using their skills
and tools for analyzing environments, occupa-
tional therapists may work collaboratively with
peer providers and other team members to con-
sider “what is it like to be and spend time here”,
and to identify ways in which acute care envi-
ronments may be altered to create more wel-
coming spaces, as well as spaces that address
other needs such as those for privacy, calm and
quietude, socializing with others, and activity
engagement.

The role of the peer support staff. Peer support
staffs are individuals that identify as people in
recovery from mental illness and/or substance
use, trained and hired to provide supports to
others with similar lived experiences. Peers hired
on inpatient units provide hope to patients in
these settings, particularly when they have a
shared story of hospitalization or institutional-
ization. Peers are trained in the foundations of
recovery-oriented care, thus guided by “meeting
an individual where they are at” and assisting an

individual, instead of “doing for” as he or she
walks their own individuated recovery journeys.
While there are many skills that peers bring to
their work on inpatient units, two will be briefly
discussed: sharing of their own lived experiences
to model one path of recovery and learning to
work within a behavioral health system in where
they are open about their own mental health
history.

The first skill of sharing and modeling
recovery is a skill that can be developed over
time by peers. Learning to share in a way that
promotes the growth and dignity of others is key.
Sharing indiscriminately is not appropriate.
Instead, stories are used as examples of how
challenges were faced in their own recovery
journeys. In some cases, the peer may not have
similar or shared lived experiences, the “we”
story becomes important so that the stories are
about collective ways in which individuals
recover not focused solely on the peer’s own
experiences. Developing the skill of disclosure is
not a simple task, though there are some peer
staff who appear to do it naturally. Supervisors,
ideally persons with lived experience themselves,
should provide supervision that incorporates the
learning and development of disclosure.

The second skill involves learning to work in
an environment in which they were once served.
It has only been recently that we have seen the
expansion of peers working within the traditional
behavioral health workforce. Unfortunately, it is
a system that only too recently believed that
people were not capable of “recovery” (unfortu-
nately some staff may continue to believe this
because of societal stigmas of mental illness and
addictions). Peers working in these settings often
find themselves advocating for themselves on
teams as well as for those they serve. Supervisors
and other staff in inpatient settings should serve
as allies to promote a culture that values the work
of the peers.

In some inpatient settings, peers are assigned
to be on interdisciplinary teams and do not have
a recognized department. In fact, some find
themselves as the only peer on the unit or in the
psychiatric hospital. It is highly advisable,
though, for peers to be able to learn from other
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peers and have the opportunity to reflect on the
work they are doing with others that do it. Hiring
more than one peer therefore is recommended.
Other inpatient settings have developed a peer
department that is free standing and provides
services to individuals or providers requesting
peer support. There are pros and cons to each
model; however, developing a culture that
believes in the evidence of peer services and
values the principles and ethics of peer support is
necessary in promoting recovery-oriented care.

Finally, peers are also trained in providing
assistance with individuals to connect them back
to their communities. Again, “having been there”
is important; however, learning ways that have
worked for others as well as learning about peer
modalities will be useful to doing this work
successfully (i.e., Wellness Recovery Action
Planning, person-centered care planning). Being
in an inpatient psychiatric unit can be scary and
challenging as well as awfully lonely. Even more
difficult is transitioning back to community, to
work, to family, to school. Peers can prepare and
serve as a bridge from the time people walk into
the hospital until they are discharged. They can
provide linkages to peers working in outpatient
settings and/or to other self-help and/or com-
munity programs. Peers working in inpatient
settings signify that people do recover, people do
return to work, and that people should be
involved in their own care. This in and of itself
may help patients/individuals alleviate internal-
ized stigma of mental illness, to see beyond the
engulfment of their mental illness, and to visu-
alize that recovery can and does work.

Conclusion

This chapter has presented guiding principles for
the implementation of recovery-oriented practices
in inpatient settings and described the respective
roles of staff from the various disciplines as well as
the patient him or herself, his or her natural sup-
ports, and community-based practitioners in
developing and implementing person/family-

centered recovery plans. We offer these princi-
ples and roles as a useful framework for rethinking
many of the more operational and practical issues
faced in delivering inpatient care to persons in
acute distress, who are significantly disabled by a
mental illness, and/or who pose risks to them-
selves or others. Preliminary results of imple-
menting some recovery-oriented and trauma-
informed practices—such as de-escalation tech-
niques, preference assessments, positive behav-
ioral support, and advance directives—have been
promising, but much work remains to be done in
creating welcoming, supportive, strength-based,
and person/family-centered milieu that are truly
respectful of and responsive to the dignity,
autonomy, and tremendous suffering of the people
they are intended to serve.
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3Sexuality and Sexual Health

Kristin M. Hunter and Anthony O. Ahmed

Introduction

Practitioners in inpatient psychiatric settings are
periodically faced with the question of how to
address issues of sexuality and sexual health
among inpatient psychiatric patients. The ques-
tion—should hospitalized patients be allowed to
express themselves sexually in socially accept-
able ways?—is one that elicits knee-jerk
responses among practitioners, patients, and
consumer advocates. Whereas, many providers
in inpatient settings may not be inclined to allow
patients to engage in intercourse, there may be
less resistance to other forms of sexual expres-
sion. In contrast, patients and consumer advo-
cates have argued that restrictions inpatient
settings place on the expression of sexual interest
and behavior of patients reflect a general
propensity of traditional care settings to limit the
rights of hospitalized patients. They argue that
the normal expression of sexuality is a civil
rights issue.

Deegan (1999) best encapsulated the con-
sumer and consumer advocate view when she

wrote, “Like all people, we [people with mental
illness] experience the need for love, compan-
ionship, solitude, and intimacy. Like all people,
we want to feel loved, valued, and desired by
others…” (p. 21). Of course, for practitioners,
allowing the free expression of sexuality may
raise issues of risk, liability, and even practical-
ity. Where does a practitioner draw the line
between what represents culturally acceptable
sexual expression versus clinically significant
sexual behavior? If patients are allowed to have
sex on the unit, what challenges does that place
on the unit in terms of accommodations for pri-
vacy, consent, sexual health, and birth control?

The convention has been for mental health
practitioners to ignore issues of sexuality among
hospitalized psychiatric patients (Barr 1912;
Brown et al. 2014; Collins 2001; Quinn et al.
2011). This has been to the peril of the mental
health system as it contributes to evidence that
traditional care is poorly responsive to the wishes
of patients. The sexuality of psychiatric patients,
whether one believes it should be ignored as a
potential distraction to treatment (a view
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espoused by many care providers) or embraced
as part of holistic approach to treatment, remains
an important yet divisive topic within the psy-
chiatric inpatient literature (Perlin et al. 2009).

A Clash of Perspectives

The following case vignettes provide a snapshot
of the tensions that exist between the practitioner
and patient perspectives on sexual expression on
the inpatient unit.

Case Vignette #1

Patient A is a 55-year-old, married, Caucasian
male who was admitted to the Chronic Mental
Health Unit of SMI Psychiatric Hospital
22 months ago. He had first been admitted to the
Acute Unit of the hospital 24 months ago after he
attempted suicide by overdosing on
over-the-counter medication during a depressive
episode. Patient A was first diagnosed with
Schizoaffective Disorder when he was in his
early 20s, and he has a longstanding history of
psychiatric readmissions due to his medication
nonadherence. Over the past two weeks, nursing
staff have caught him twice pretending to take his
prescribed medication (i.e. cheeking his medi-
cations). During his weekly individual psy-
chotherapy session, the patient revealed that he
and his wife are planning on having sexual
relations during their next visit in two weeks. In
preparation for this visit, the patient reported that
he has stopped taking his antidepressant medi-
cation for the last two days, as one of the side
effects of this medication is his difficulty
achieving and maintaining an erection.

The patient’s interdisciplinary treatment team
is informed of the patient’s medication nonad-
herence and intent to have sexual relations with
his wife during their private visit. As a result, the
treatment team informs the patient that he will
not be allowed to meet with his wife privately for

the next several visits, as the hospital has a firm
policy restricting patient’s sexual activity,
regardless of the marital status of the patient. In
addition, the patient will now have to take his
antidepressant medication in front of nursing
staff in order to prevent him from not adhering to
his medication regimen. Nursing staff will check
under his tongue and in his cheeks to ensure that
he is not “cheeking” his medication. If patient
continues to not adhere to his medication, he will
be given intramuscular (IM) injections of Oral
Dispersible Tablets (ODT) alternatives to ensure
his treatment adherence.

Case Vignette #2

Patient B is a 23-year-old, reportedly engaged,
African-American female who was admitted to
the Acute Unit of the SMI Psychiatric Hospital
three weeks ago after she walked into the middle
of a busy highway. When queried about why she
had engaged in this dangerous behavior,
Patient B reported that she had been attempting
to use her superhuman powers to “stop cars in
the highway by looking at them directly.” Fol-
lowing a comprehensive psychiatric evaluation,
Patient B was diagnosed with schizophrenia.
During the course of her admission, Patient B
attended psychoeducational and group psy-
chotherapy classes at the hospital’s day treatment
center. After two weeks of consistent medication
adherence, nursing staff alerted the patient’s
interdisciplinary team when Patient B refused to
take her prescribed antipsychotic medication for
two consecutive days. Patient B informed the
treatment team that an angel had told her in a
dream that antipsychotic medications would
harm her fetus, and she stated that she had
decided not to take her medication since she and
her fiancé were actively trying to start a family.
Her treatment team is uncertain about her reality
testing capacity and some staff members question
whether she really has a fiancé. Despite the
treatment team’s recommendation that Patient B
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focus on her recovery before starting a family,
the patient stated that she would not willingly
take psychotropic medication until the birth of
her first child.

Case Vignette #3

When Dr. Allen took over the administrative
responsibilities of a state hospital, he envisioned
a program that would be informed by the
recovery model and sensitive to the civil rights of
patients. After consulting with his state Depart-
ment of Behavioral Health, relevant state laws
and statues, lawyers, and several colleagues, he
developed a plan to reform the hospital’s policy
with regard to patients and sexual expression. He
also restructured his hospital units to allow
patients to schedule and have conjugal visits.
Dating and relationships was now allowed
among patients and consensual sex among
patients was allowed under a set of conditions—
documentation of consent by parties involved,
psychoeducation about sexual behavior and
communication, and safe sex.

Dr. Allen ensured that training was provided
to staff with regard to the implementation of the
new policy. On the hospital units, greater
accommodation was provided to patients to
allow them to have more privacy. Patients gen-
erally received the policy shift gladly, whereas
many staff members were very concerned about
the risks involved in the policy shift and the
challenges of protecting vulnerable patients from
sexual coercion. At one year, following the
implementation of the hospital’s new policy, it
was clear that patient satisfaction was increased.
Some staff members also felt that some patients
benefited with regard to increased opportunities
to work on their social and interpersonal skills.
Several challenges were, however, apparent.
Staff members often grappled with the issue of
whether particular patients should be “allowed”
to consent and many suggested that such issues
should be reviewed by the treatment team. There
were concerns that certain dating/relationship

contexts such as breakups often affected the
progress of treatment for some patients. Many
psychiatrists continued to raise issues of liability,
particularly with a few situations in which vul-
nerable patients were involved. Some staff
members expressed concerns that some patients
were not practicing safe sex and were at
increased risk of sexually transmitted diseases.
Others noted that many patients often demanded
to be taken of medications so they could have sex
regardless off its impact on their psychiatric
symptoms.

It is clear from all three vignettes that there
exist tensions between practitioner goals for
patients and what patients deem as important.
Whereas, practitioners underscore the need for
the patient to remain fairly compensated through
medication and treatment adherence, patients’
interests and degree of treatment adherence may
be influenced by non-clinical factors (Deegan
and Drake 2006). Criteria such as their desire to
engage in valued social roles such as a parent,
husband, wife, or sexual partner, may drive
patient’s own decision to engage in sexual rela-
tionships. The third case vignette is an illustra-
tion of some of the challenges of a more open
and responsive approach to sexuality in inpatient
settings.

This chapter will cover the history of sexuality
within the context of the psychiatric unit and
legislation and current rulings pertinent to sexual
health on the inpatient unit. Existing tensions
between staff attitudes toward inpatient sexuality,
current hospital policies, and risks associated with
sexual autonomy on the inpatient unit will be
discussed. We will highlight several issues ger-
mane to sexual expression in people with mental
illnesses. These include normal expressions of
human sexuality and the impact of psychiatric
symptoms, substance use, and psychotropic
medication on sexuality. Within the discussion of
normal sexual expression among people with
serious mental illnesses, the chapter will highlight
the psychosocial aspects of sexuality, sexual and
reproductive health, and family planning in indi-
viduals admitted to an inpatient unit.
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Historical Background and Relevant
Legislation

Until relatively recently, sexuality has been
viewed as a cause of symptoms of psychopathy
(Deegan 1999). As such, the sexuality of patients
on the psychiatric inpatient unit or ward has been
considered either as a potential sign of “de-
viancy” that requires close monitoring and
restrictive parameters, or a topic to be ignored in
its entirety unless forced by circumstances
(Brown et al. 2013; Doak 2000; Quinn et al.
2011). A historical turning point occurred with
the 1972 Wyatt v. Stickney case, which subse-
quently led to the District Court of Alabama
mandating minimum standards of care for indi-
viduals with mental illness and mental retarda-
tion (Perlin 2008). A full listing of “The Wyatt
Standards” can be viewed in Table 3.1. The
Wyatt Standards underscored a range of civil
rights for psychiatric patients including adequate
care and provisions that guaranteed heterosocial
interactions. The Wyatt standards informed the
subsequent patient bill of rights that many states
adopted. Although, many states adopted the
Wyatt Standards but few actually adopted the
provision relevant to heterosocial interactions.
Rather, many state hospitals operate with
gender-segregated units.

Several other litigations were filed related to
the sexual rights of people with psychiatric dis-

abilities since the landmark Wyatt case, but a
review of litigation history is beyond the scope of
this section. A 1983 landmark case, however,
warrants comment. Foy v. Greenblott, involved a
former psychiatrically hospitalized patient in
California who sued her former care provider for
not preventing her from having sex while she was
hospitalized. The plaintiff had gotten pregnant
and gave birth during her hospital tenure. She
claimed that her care provider failed to provide
adequate supervision to prevent her from having
sex and failed to provide her with contraceptives
and reproductive education. The California court
in this case ruled against the former patient. The
court opined that as a patient, she had a right to
engage in voluntary sexual relationships:

A conservatee or other institutionalized mental
health patient enjoys the “same rights and
responsibilities guaranteed all other persons”
except those which are specifically denied by law
(medically contraindicated) or court order (decla-
ration of lack of capacity to consent). Every insti-
tutionalized person is entitled to individualized
treatment under the “least restrictive” conditions
feasible – the institution should minimize inter-
ference with a patient’s individual autonomy,
including her” “personal privacy” and “social
interaction”, which includes the freedom to engage
in consensual sexual relations.” Foy v. Greenblott
(1983) 141 Cal.App.3d

The court invoked the provision of “least
restrictive condition” as necessary to provide

Table 3.1 The Wyatt standards

Category

Physical living environment and custodial care

Personal liberties

Treatment and record keeping

Medical care

Use and administration of psychotropic medications

Protection from harm and physical safety

Adequate staffing and staff supervision

High risk or unusually restrictive treatment

Seclusion and restraint

Treatment in the least restrictive environment appropriate and transitional services

Children’s services
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ample opportunities for mental health patients to
engage in heterosocial interactions. The court
also underscored that contrary to the plaintiff’s
claim of “wrongful birth,” her child had not been
affected because mental health patients do not
give birth to inferior children. The court, how-
ever, opined that the defendant denied the
patient’s right of reproductive choice by not
providing contraception and sex-related
counseling.

Given the absence of laws or litigation that
protects the rights of people with physical and
psychiatric disabilities in many countries, the
United Nations recently convened the Conven-
tion on the Rights of Persons with Disabilities.
The mandate of the convention was to collabo-
rate with representatives from all of the countries
represented at the convention to define the rights
of people with disabilities and develop a plan to
seek legislation and reform that is responsive to
those rights. The United Nations Convention on
the Rights of Persons with Disabilities proposed
in Article 25 of its 39-point articles of convention
adopted on December 13, 2006 that “nations
provide persons with disabilities with the same
range, quality, standard of free or affordable
health care and programs as provided to other
persons, including in the area of sexual and
reproductive health and population-based public
health programmes” (UN General Assembly
2007, p. 18).

In summary, existing legal precedent appears
to favor hospital decisions/policies that allow
psychiatric inpatients to exercise their autonomy
and preference with regard to their sexuality. It
also appears that legally, fostering an environ-
ment that supports the free exercise of sexual
preference requires that certain accommodations
and protections be put in place in the treatment
milieu. These legal precedents have thus far done
little to change the current practices in inpatient
settings as units that allow sexual relationships
among hospitalized patients are very rare. Sev-
eral other pressures appear to exert more of an
effect on the expression of sexuality among
inpatients.

Staff Attitudes Toward the Sexual
Autonomy of Patients

Practitioners’ and other staff members’ own
attitudes about people with mental illness may
influence the degree to which patients’ expres-
sion of sexuality is encouraged. Evidence sug-
gests that negative attitudes about people with
mental illnesses are prevalent among mental
health practitioners although in degrees lower
than that of the general population (Stuber et al.
2014). Such attitudes include beliefs about the
competence and dangerousness of mental health
patients and desires for social distance from
mental health patients. To the degree that staff
members view psychiatric patients as incompe-
tent, they may be less inclined to support policies
that encourage sexual autonomy. Similarly, some
staff members’ fears about the possibility of
sexual coercion may be fueled by exaggerated
notions about the dangerousness of many psy-
chiatric patients. Staff members’ attitudes and
resistance to the possibility of sexual autonomy
on the psychiatric unit may be similarly consol-
idated by isolated incidents of challenging sexual
behavior that they have witnessed on the unit.
Interestingly, these isolated or anecdotal reports
of sexual discretion often form the bases for
broad generalizations about the sexuality of
others with mental illnesses.

As illustrated in the third case vignette, prac-
titioners and other unit staff members do harbor
concerns about the clinical implications and
potential logistical challenges posed as a result of
sexual interactions between patients. A number
of studies have documented such concerns
including—questions about the decisional
capacity of some patients to consent to sexual
activity and the potential risk of transmission of
sexually transmitted diseases (Brown et al. 2014;
Carey et al. 1997; Cole et al. 2003; Mandarelli
et al. 2010; Mossman et al. 1997). Decisional
capacity in the context of sexual consent remains
to be standardized or operationalized; as such, it
remains in the purview and discretion of hospital
staff members to express their own impressions.
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Treatment teams on psychiatric units have
differing perspectives about the level of sexual
autonomy that should be allowed on a unit.
Whereas, some staff members may believe that
the potential liability issues that may arise over-
rides the petition for patient sexual autonomy
presents; other staff members subscribe to a level
of “responsible risk taking” (McCann 2000). It is
our impression that whereas many in the medical
disciplines may be inclined to err on the side of
safety, many of the rehabilitative disciplines
(e.g., social work, peer support) may be more
likely to view the expression of sexuality in the
context of the individual’s aspirations, valued
social roles, and recovery context.

In a qualitative study of 14 psychiatric nurses,
Quinn et al. (2011) identified four themes around
which mental health nurses viewed the sexual
health of their patients and their job roles.
Specifically, mental health nurses indicated that
despite the acknowledgment of the importance of
sexuality: (1) discussions of sexuality were
avoided unless the patient indicated that they
were experiencing a sexual problem; (2) nurses
felt that talking about sexuality was not a part of
their job description; (3) some nurses felt that
sexuality was not a priority for mental health
services; and (4) some nurses felt that sexuality
of patients was poorly addressed by other mental
health practitioners. Earlier research studies
similarly suggested that other mental health
professionals might incorrectly assume that
individuals with diagnoses such as schizophrenia
are asexual, are incapable of maintaining mean-
ingful relationships, or that sexual activity would
worsen their symptoms (Buckley 1999).

The clinical repercussions of the active
avoidance of discourse around issues of sexuality
are unclear. In the absence of a discussion about
the patient’s own sex/relationship goals, practi-
tioners lose an opportunity to give due consid-
eration to how medication effects (including
sexual dysfunction, weight gain) may impact
those sex/relationship goals. Moreover, such
discussions may have provided an opportunity
for the provider to elicit the patient’s “buy-in”
through negotiation and shared decision-making.
Thus, the high prevalence of treatment

disengagement including medication nonadher-
ence among psychiatric patients (Kreyenbuhl
et al. 2009) may be at least partly understood in
the context of care providers who are unrespon-
sive to the patient perspective.

Mental health professionals may not be solely
responsible for this silence. Maurice and Yule
(2010) postulate that the absence of frank dis-
cussions with patients about their sexual health
results from the “conspiracy of silence” (p. 470)
between the professional and patient. This con-
spiracy of silence refers to the mutual decision
between professional and patient to not broach a
sensitive topic such as sexuality and sexual
health. The conspiracy of silence appears to be
particularly prominent in patients without rec-
ognized partners, as mental health professionals
may not believe that the topic of sexuality is
relevant for such patients. Brown et al. (2014)
suggested that the absence of frank discussions
with patients about their sexual health coupled
with the lack of sexual autonomy experienced by
patients on the inpatient unit results in a new type
of “amputated sexuality” (p. 250). Amputating
the sexuality of psychiatric inpatients is conve-
nient for the unit staff striving to maintain order
on the unit. On discharge, however, amputating
sexuality may attenuate the degree to which
patients are able to form intimate relationships
after discharge.

Hospital Policies

Current hospital policies play a large role in the
management of sexual expression on the inpa-
tient unit in the United States and abroad. In
1996, the Royal College of Psychiatrists recom-
mended that psychiatric facilities in the United
Kingdom develop policies about sexual expres-
sion and recommended that these policies have
an individualized approach for each institution
(Bartlett et al. 2010). More specifically, the
Royal College of Psychiatrists (1996) reported,
“sexuality and sexual issues are considered a part
of individual care plans” (p. 2). Despite the rec-
ommendation that psychiatric facilities use an
individualized approach to hospital policies
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about sexuality and emotional relationships,
Bartlett et al. (2010) found that most hospitals in
the United Kingdom prohibited or actively dis-
couraged the expression of sexuality.

Although most institutions in the UK are
prohibitive toward sexual expression, actual
written policies varied widely among psychiatric
institutions with regard to conjugal visits,
expressions of affection, and contraception. For
example, some facilities viewed conjugal visits
as permissible with the consent of the multidis-
ciplinary team, while other facilities disallowed
even physical expressions of affection such as
handholding or hugging (Bartlett et al. 2010).
Likewise, some facilities allowed patients to
obtain condoms with the approval of the treating
practitioner, while other facilities viewed con-
doms as contraband. For the most part, longer
term units tended to be more open to patient
intimacy than acute units (Apfel and Handel
1993).

One of the first policies ever adopted in the
attempt to balance the sexual rights of patients
with the logistical and clinical concerns of sexual
autonomy was the revised policy of the River-
view Hospital in British Columbia (Welch and
Clements 1993). The stated mission of this pol-
icy was to equitably balance patients’ rights with
the duties of the hospital. As such, the policy is
broken down into different emphases to help
maintain this balance. The first and fourth parts
of the policy underscore patients’ right to sexual
intimacy in a private and dignified setting. These
include access to private suites for masturbation
or sexual intimacy, sexual health education,
counseling, birth control, protection, and erotic
materials. The second and third parts of the
policy delineate the infrastructure necessary to
implement the aforementioned parts of the policy
(e.g., privacy suites, access to condoms) and the
orientation, treatment, assessment, and treatment
protocol for patients experiencing sexual issues
(Welch and Clements 1993).

The outcome of this new hospital policy was
reviewed following its implementation (Welch
et al. 1999). This review identified steps that
could be helpful to future hospitals in imple-
menting a similar policy, as well as strategies that

would help improve the current policy at River-
view Hospital. Specifically, the strategies suggest
that staff should be provided with information
about the policy and its implementation in order
to reduce resistance from staff. This information
dissemination would explicitly explain how the
policy would prevent harm to patients by pro-
viding safe areas for sexual relations and the
assessment of the sexual needs of each patient,
and utilizing behavioral techniques (i.e., rein-
forcement) to be motivated to attend sex educa-
tion classes (1999).

Although the Riverview Hospital policy was
one of the first sexually “less restrictive” policies
of its kind to be implemented, the pursuit of
sexual autonomy for psychiatric inpatients goes
back about four decades. In the 1970s, there were
sexual training workshops created to help guide
rather than restrict sexuality in inpatients.
Research was geared to guide policy formation
on the management of sexual relationships
between adults with mental illness in residential
care were in vogue (Wilson and Baldwin 1976;
Torkelson and Dobal 1999). Other policies that
have been developed, but not implemented, bear
striking similarities to the policy implemented at
Riverview Hospital in British Columbia. All of
these policies share overarching principles that
include: (1) a summary of patient rights; (2) the
capacity to provide consent; (3) provision of sex
education; (4) specific logistical considerations
for masturbation; and (5) the rights of privacy
and dignity within consensual sexual relations
(Mossman et al. 1997).

The subculture of an institution may have as
great an impact on sexual activity on an inpatient
unit as the restrictiveness or permissiveness of
hospital policies (Buckley et al. 1999). The
subculture of each hospital is affected not only by
the official hospital policy, but also by factors
such as the acuteness and types of mental illness
on the unit. Specifically, acute units are more
likely to prohibit sexual expression as compared
to longer term units. The overall type of unit also
appears to have a significant effect on the sexual
expression seen on a unit. For example, sexual
intercourse between males is most often seen on
all male units and masturbation is the most
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common form of sexual expression on geriatric
units (1999). One commonality among all units
is the propensity for sexual bartering by patients
for items such as food or cigarettes (Buckley
et al. 1999).

Risks Related to Sexual Autonomy
on the Inpatient Unit

Common to all of these aforementioned policies
is the need to balance patient’s rights with the
duties of the hospital. Hospitals must balance
patients’ right to sexual autonomy with the
increased risk for sexually transmitted diseases
(Carey et al. 1997; Henning et al. 2012), the risk
of sexual assault (Barlow and Wolfson 1997;
Cole et al. 2003), the ability to consent to sexual
activity (Mandarelli et al. 2014), and the clinical
impact of sexual activity on an inpatient unit
(Bartlett et al. 2010). A summary table of the
risks related to sexual autonomy can be seen in
Table 3.2.

Unfortunately, individuals with severe and
persistent mental illness are at greater risk for
sexually transmitted diseases than individuals
without psychiatric diagnoses (Lagios and Deane
2007). As with all sexual activity, the potential
for the transmission of sexually transmitted dis-
eases remains an area of great concern on an
inpatient psychiatric unit. Infection with the
human immunodeficiency virus (HIV) in indi-
viduals with severe and persistent mental illness
has been found to be 10–76 times greater than
rates found in the general population (Carey et al.
1997). In addition, syphilis, which may cause or
aggravate symptoms of psychiatric disorders, has
well-established comorbidity with HIV (Henning

et al. 2012). Both the potential for sexual assault
and the aforementioned life-changing diseases
can further exacerbate psychiatric symptoms, as
well as leave the hospital vulnerable to possible
litigation if the assault or infection occurs within
the inpatient hospital (Farago v. Sacred Heart
General Hospital 1989).

The prospects of sexual assault within inpa-
tient psychiatric units, is also perceived by many
staff members to potentially increase with the
allowance of consensual sexual relationships on
an inpatient unit. For example, Cole et al. (2003)
surveyed nursing and medical staff members of
an adult psychiatric hospital with regard to their
perceptions and concerns about sexually active
inpatients. Results from this study indicated that
16.7 % of doctors and 28.2 % of nurses were
concerned that they would possibly be blamed
for an assault. Moreover, there remains the pos-
sibility that female patients who form sexual
relationships on the unit would be vulnerable to
abuse and exploitation (Cole et al. 2003). Of
course concerns about sexual assault, abuse, or
exploitation are well founded. For example,
Barlow and Woflson (1997) found that approxi-
mately 56 % of female inpatients surveyed had
been sexually harassed or assaulted during their
psychiatric hospitalization. Given that the survey
had been completed in one hospital in the UK, it
is unclear how much unit-specific characteristics,
such as staffing levels and unit structure, might
have contributed to the rates reported. Moreover,
there was no evidence that the program had
specific policies regarding sexuality. Notwith-
standing the generalizability of the study find-
ings, any loosening of restrictions among patients
on psychiatric units should include protections
against assault, abuse, and exploitation.

Table 3.2 Risks related to sexual autonomy on the inpatient unit

Type of risk Supporting research

Increased risk for sexually transmitted disease Carey et al. (1997), Henning et al. (2012)

Increased risk of sexual assault Cole et al. (2003), Barlow and Wolfson (1997)

Concern about the ability to consent to sexual activity Mandarelli et al. (2014)

Clinical impact of sexual activity on the inpatient unit Bartlett et al. (2010)
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One protection against the risk of sexual
exploitation and abuse is the development of
executable guidelines for determining if
prospective sexual partners have capacity to
consent. Unfortunately, there is no consensus
definition or criteria established to determine
competence to consent to sexual activity (Man-
darelli et al. 2014). Existing capacity determi-
nation guidelines have focused on determining
capacity to consent to treatment or participate in
research. With little emphasis on sexual activity
competency determination, no validated instru-
ments have been developed to aid sexual consent
capacity determination in psychiatric inpatient
settings (Mandarelli et al. 2014). Similar to
capacity determination for research and treat-
ment, one may conjecture that factors such as the
severity of psychopathology or neurocognitive
impairments may be contributors to impaired
capacity.

A related question relates to the putative
components or areas of consent capacity, which
should arguably extend beyond the ability to
consent to sexual relations. For example, Noff-
singer (1999) indicated that five areas of com-
petencies and consent must be evaluated
regarding the patient’s capacity: (1) to participate
in sexual activity; (2) to give consent for birth
control; (3) to consent for abortion; (4) to be
considered competent as a parent; and (5) to be
considered competent to relinquish parental
rights. To our knowledge, there are no estab-
lished standards or criteria to ascertain the
absence of sex-related decisional impairment in
inpatients. Should possible contributors like
severity of psychiatric symptoms and degree of
neurocognitive impairments factor into the posi-
tive ascertainment of decisional capacity? Fur-
ther, should decisional competence for sex be a
clinical decision or legal adjudication?

Last, some mental health professionals hold
reservations about sexual relationships and other
forms of sexual expression on psychiatric units
due to therapeutic concerns (Bartlett et al. 2010).
Providers may, for example, be concerned that
some patients with histories of sexual abuse may
be revictimized or possibly become perpetrators
of abuse should there be less restrictions on

sexual activity on the unit. Some providers may
also be concerned that allowing sexual relation-
ships between patients might be
counter-therapeutic if such relationships become
a source of psychosocial stress (e.g., a break-up,
heartache). Such concerns may be founded in
some cases, but providing adequate
psychotherapy/counseling, psychoeducation, and
decision support services may be potential safe-
guards in sexual decision-making. Moreover,
consumers and consumer advocates have criti-
cized such benevolent paternalism as fostering of
dependence and disability. From the consumer
perspective (e.g., Deegan 1996), people with
psychiatric illnesses should be afforded the
“dignity of risk” and “the right to fail” much like
adults without mental illness, many of whom
have engaged in high-risk sexual behaviors, one
night stands, experienced heartache, or made
decisions about their sexuality and relationships
they later regretted.

Sexuality and Serious Mental Illness

Research focused upon sexuality and mental ill-
ness has identified the need for the inclusion of
sexuality into the case conceptualization and
overall treatment for psychiatric patients, partic-
ularly for individuals diagnosed with certain
disorders such as anorexia nervosa, schizophre-
nia, and posttraumatic stress disorder (PTSD)
(Garte 1989; Kelly and Conley 2004; Leon et al.
1985). Within the past 10–15 years, some
researchers have begun to focus upon the limited
expression of sexuality within the inpatient unit
and the repercussions of this restriction (i.e.
limited relationship skills) following discharge as
a result of the paucity of research upon this topic
(Brown et al. 2014; McCann 1999; Quinn et al.
2011). In a study conducted with 58 outpatients
diagnosed with schizophrenia, 63.3 % of these
individuals considered sexuality to be an
important aspect of their life (Martin et al. 2003).
Moreover, psychiatric patients were found to
have sexual experiences close to the general
population, except for a higher engagement in
riskier sexual behavior, such as decreased
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condom usage and higher rates of sexually
transmitted diseases (Gonzalez-Torres et al.
2010).

Leon et al. (1985) suggested that sexuality and
concerns related to interpersonal relationships
might be an important aspect of treatment for
individuals diagnosed with anorexia nervosa. In
addition to overall treatment, sex education and
other programs focused upon sexual health may
be relevant to such patients due to the changes in
body image that may result for treatment-induced
weight gain. Moreover, other sex-related changes
such as the potential for pregnancy even without
the resumption of menstruation may be necessary
to cover in sex-related psychoeducation
(Balakrishna and Crisp 1998).

A similar emphasis on the inclusion of sexual
health programs and treatment options is relevant
to the care of people with PTSD. For example,
Garte (1989) developed a treatment protocol for
Vietnam veterans diagnosed with PTSD that
addresses sexual health and intimacy during
treatment. The author’s rationale was that a core
aspect of psychopathology in veterans with
PTSD may be incomplete resolution of the
Eriksonian psychosocial stage of intimacy versus
isolation. Moreover, the author determined that
veterans were experiencing significantly more
difficulties with sexuality and intimacy than the
comparison group. A more recent research study
conducted by Sautter et al. (2011) introduced the
treatment approach of Structured Approach
Therapy, which the researchers conceptualized as
a couples-based treatment for PTSD that under-
scores empathic communication training, stress
inoculation procedures, and an overall return to
intimacy for OEF/OIF veterans and their
partners.

Studies suggest that patients with other psy-
chiatric disorders would similarly benefit from
holistic treatment plans that address sexual health
(McCandless and Sladen 2003; Ostman and
Bjorkman 2013). Although some individuals
with schizophrenia may exhibit diminished sex-
ual desire as a result of symptoms of the illness
or side effects of medication, individuals with
schizophrenia are not sexless as previously
thought (Van Sant et al. 2012). Regrettably,

some symptoms of schizophrenia do adversely
affect both sexuality and intimacy. Positive
symptoms of schizophrenia can contribute to
difficulty forming intimate relationships due to
problems in communicating or interpreting
interactions with other people (Hirschberg 1985).
Negative symptoms may also affect an individ-
ual’s relational ability as a result of symptoms
such as avolition, social anhedonia, poverty of
speech, or isolation (Chapman and Chapman
1973).

Despite these barriers, in a study conducted
with individuals diagnosed with schizophrenia,
the majority of participants indicated that they
were prepared to discuss sexual issues and
wanted to engage in counseling that focused
upon intimate relationships (Kelly and Conley
2004). Not only does it appear that individuals
diagnosed with schizophrenia want psychosocial
aspects of their health to be incorporated into
their treatment, but approximately 50 % of par-
ticipants reported that they never or infrequently
spoke about their sexual functioning with a
mental health provider (Rosenberg et al. 2003).

There is a clear need to address the sexual
health of people with schizophrenia and other
serious mental illnesses. People diagnosed with
serious mental illnesses demonstrate suboptimal
sexual health due to a history of sexual abuse,
long-term sexual abstinence, poor communica-
tion with their mental health provider, and a lack
of awareness about sexual health (Matevosyan
2010). They also demonstrate high rates of sex-
ual dysfunction with rates as high as 50 % in
men and women with schizophrenia (Dossen-
bach et al. 2005). Interestingly, there appears to
be great discordance between patient and psy-
chiatrist estimations of the prevalence of sexual
dysfunction. Psychiatrists overall tend to under-
estimate the prevalence of sexual dysfunction
among schizophrenia patients.

Specific impairments in sexual functioning
appear to be associated with the type of mental
illness experienced by the individual. Women
diagnosed with schizophrenia, depression, and
anxiety were likely to endorse low satisfaction
from sex, while women with depression reported
that they experienced symptoms such as
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decreased pleasure from the sexual experience
and difficulty achieving orgasm (Avellanet et al.
2008). Incidents of physical symptoms associ-
ated with sexual dysfunction such as dyspareu-
nia, vaginal dryness, and bleeding after
intercourse were most highly rated by women
diagnosed with PTSD (Schnurr et al. 2009). For
all women with serious mental illness, body mass
index appears to partly mediate the effect of
psychopathology on impaired sexual function-
ing. This is because women with serious mental
illness are more likely to be overweight or obese
than individuals in the general population (Mat-
evosyan 2010).

Sexual Health and Substance Use

The impact of substance use upon sexual health
and sexuality is an important facet of the inpa-
tient care of individuals with serious mental ill-
ness. Substance use is particularly problematic,
as the rates of substance use are higher in indi-
viduals with serious mental illness than individ-
uals in the general population (Bahorik et al.
2013). Moreover, for people with mental illness,
substance use is associated with a worsening of
their mental health, relapse, and an overall poorer
recovery (Bahorik et al. 2013).

The use of alcohol and illicit substances has
been linked to sexual dysfunction including
inhibited orgasm and painful sexual experiences
in general population samples (Johnson et al.
2004; Smith et al. 1984). The rates of illicit
substance use-related sexual dysfunction have
yet to be, however, documented in mental health
populations. One would expect higher rates of
substance-related sexual dysfunction in mental
health samples relative to the general population
given their higher rates of illicit substance use. In
a community sample, Johnson et al. (2004) found
that 37 % of respondents had used illicit sub-
stances or heavily used alcohol, and 26 % of
participants reported experiencing sexual dys-
function. These rates may be considered lower
limits for rates in mental health samples.

Both individuals in the general population and
in the psychiatric population are affected

differently based upon the type of substance
used. Although alcohol is often perceived by
users to be an effective aphrodisiac and sexual
facilitator, alcohol actually impairs sexual
response (e.g., achieving and maintaining an
erection, delayed orgasm). Chronic use of alco-
hol is associated with testicular atrophy and
inhibition of testosterone production and sper-
matogenesis in men, as well as menstrual irreg-
ularities and dyspareunia in women (Pacheco and
Esteves 2008; Shamloul and Ghanem 2013).

Much like alcohol, cannabis is perceived by
users to have beneficial effects on sex as seen in
the perceived increase of sexual pleasure and
enhanced orgasm; however, inhibited orgasm is
related to the use of cannabis (Smith et al. 2010).
Likewise, opioid use has the perceived benefits
of delayed ejaculation, but episodes of hyper-
sexuality and premature ejaculation are often
observed during opioid withdrawal. In addition,
sexual side effects such as delayed ejaculation in
men and delayed orgasm in women tend to occur
with amphetamine and ecstasy use (Bang-Ping
2009; Peugh and Belenko 2001).

In addition to the effects of substances upon
functioning, the sexual health and intimate rela-
tionships of individuals who abuse drugs are also
affected by substance use. Women who use drugs
are more likely to have a sexual partner who also
uses drugs, although this same relationship is not
seen in men (Pacheco and Esteves 2008). Risky
sexual behavior, such as prostitution and
decreased condom usage with new sexual part-
ners, occur in higher rates in individuals who use
substances (Loxley 1998; Mugisha and Zulu
2004). The use of substances by people with
psychiatric illnesses impacts their sexual health
and their intimate relationships. Moreover, sub-
stance users may demonstrate deficits in social
skills necessary to build and maintain positive
relationships (Pacheco and Esteves 2008).

In addition to their difficulty in maintaining
social relationships and the greater tendency to
engage in risky sexual behaviors, individuals
who use substances are at greater risk for sexual
victimization. Women in particular are at par-
ticular risk for sexual victimization, as research
indicates that 54–60 % of women seeking
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substance abuse treatment report having been
raped at some point in their lifetime (Dansky
et al. 1995). This percentage of victimization is
significantly higher than seen in adult women in
the general population, as the National Survey of
Violence Against Women indicates that approx-
imately 18 % of women in the general popula-
tion report having experiencing rape at some
point in their life (Tjaden and Thoennes 2000).

Women are not the only ones at risk for sexual
victimization, as men who use substances are
also at greater risk. Specifically, while there is a
prevalence rate of male sexual victimization
between 3 and 7 % in the general population,
research indicates that approximately 16 % of
male substance users in an inpatient sample had
experienced sexual assault during their lifetime
(Bullock and Beckson 2011). Moreover, the risk
behaviors of illicit drug use and sexual activity
have been found to lead to higher rates of HIV
infection in individuals who use substances. Both
women and men who use substances are more
likely to engage in HIV risk behaviors and to use
substances following a diagnosis of HIV (Baum
et al. 2009; Keen et al. 2014).

Sexual Health and Psychotropic
Medication

Unfortunately, substance use is not the only
factor that impacts the sexual health of individ-
uals with serious mental illness. For many psy-
chiatric patients, their sexual health is negatively
affected by both their disorder and the very
medication prescribed to treat this disorder
(Cutler 2003; Rosenberg et al. 2003). Research
has focused heavily upon the role of psy-
chotropic medication and sexual dysfunction due
to its association with medication noncompli-
ance, potential reproductive concerns, and over-
all impact on quality of life (Cutler 2003;
Hellewell 2000; McCandless and Sladen 2003;
Rosenberg et al. 2003). Sexual dysfunction from
medication, whether negatively impacting an
individual in one or multiple areas (i.e. libido,
arousal, and orgasm), can impair quality of life,
cause stigma, poor adherence to medication,

physical morbidity, and possibly fatal conse-
quences (Haddad and Sharma 2007).

In particular, many patients taking antipsy-
chotic medications report symptoms associated
with sexual dysfunction. Antipsychotics like
risperidone act at D2 receptors and their blocking
action at these receptors induces hyperpro-
lactinemia. This increased prolactin expression in
men subsequently causes decreased libido, erec-
tile dysfunction, and potentially galactorrhea. In
women, risperidone may also contribute to sex-
ual dysfunction, infertility, and gynecomastia.
Indirectly related to sexual dysfunction, patients
taking risperidone are at a greater risk for acute
extrapyramidal symptoms, and patients compli-
ant with clozapine and olanzapine are at greater
risk for weight gain (Haddad and Sharma 2007).

The awareness of potential side effects of
psychotropic medication is important for reduc-
ing the rate of medication noncompliance, given
that sexual dysfunction occurs as a side effect of
treatment with conventional antipsychotics in
approximately 50 % of patients diagnosed with
schizophrenia (Kelly and Conley 2004). Sexual
dysfunction is also one of most commonly cited
reasons for medication noncompliance. Rosen-
berg et al. (2003) found that 43 % of participants
diagnosed with schizophrenia reported that they
had considered stopping their medication due to
sexual dysfunction, while 27.5 % of participants
actually had stopped taking their prescribed
medication due to perceived sexual side effects.
Therefore, patients diagnosed with schizophrenia
may not be adherent with their medication regi-
men despite the effectiveness of atypical
antipsychotics in acute schizophrenia and in
preventing relapse (Gibson et al. 2013; Haddad
and Sharma 2007). Unfortunately, it appears that
many mental health nurses and other mental
health professionals infrequently inquire about
possibly medication-induced sexual dysfunction.
This may be due to concerns that the patient
would be embarrassed talking about sexual
problems or concerns that the knowledge itself
of the association between psychotropic medi-
cations and sexual dysfunctions may cause
medication noncompliance (Haddad and Sharma
2007).
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Much like conventional and atypical antipsy-
choticmedications, antidepressants have also been
shown to have sexual side effects, with estimates
of prevalence of sexual dysfunction in depression
ranging from 30–50 % in patients prescribed
antidepressant medications (Schweitzer and Chee
2009). The percentages may underestimate the
actual proportion of patients who experience
antidepressant-induced sexual dysfunction.
Selective serotonin reuptake inhibitors (SSRIs)
may differ with regard to the degree of sexual
dysfunction. For example, paroxetine is more
likely to be associated with sexual dysfunction,
while fluvoxamine is less likely to be associated
with sexual dysfunction (Montejo-Gonzalez et al.
1997; Westenburg and Sandner 2006).

Mood stabilizers and anticonvulsants are
commonly used in the treatment of manic epi-
sodes and depressive polarity without the exac-
erbation of other mood episodes (Freeman and
Gelenberg 2005). During manic episodes, people
with bipolar disorder may be at increased risk for
sexual health problems due to impulsivity which
drives increased sexual risk taking. High-risk
sexual behavior during such episodes could pose
potentially devastating consequences on the
physical and emotional health of these individ-
uals (McCandless and Sladen 2003). Freeman
and Gelenberg (2005) postulated that the rates of
unplanned pregnancy may be higher in women
diagnosed with bipolar disorder than the rest of
the general population. This issue is further
complicated by the risk all mood stabilizers carry
with pregnancy and delivery, such as the risk of
fetal malformation, perinatal complications, and
poorer long-term child developmental outcomes
(Galbally et al. 2010).

Influence of Sexual Orientation
and Gender in Individuals
with Severe and Persistent Mental
Illness

Identity plays an important role in the recovery
and community reintegration of individuals with
severe and persistent mental illnesses after dis-
charge (Martin et al. 2011). Many identities of an

individual (i.e. sexual orientation, ethnicity) may
influence the treatment received in an inpatient
setting as well as the social support received
upon reintegration into the community. Salient
identities such as being diagnosed with a mental
illness, being a member of an ethnic minority
group, being of a non-heterosexual orientation,
or being a women may elicit stigma that may
impact the overall well-being of psychiatric
patients (Collins et al. 2008).

Studies with sexual minorities—individuals
who self-identify as being of a sexual orientation
other than heterosexual— suggest that they may
face barriers to treatment or recovery as a result of
their sexual identity (Hall 2013; Singer 2004). The
first is the limited availability of gay-affirmative
mental health services (Singer 2004). This finding
is particularly disconcerting as there are high rates
of homosexual activity among people with serious
mental illness (Perry and Wright 2006). There is
indeed a need for more affirmative programs
due to the particular vulnerabilities faced by
Lesbian/Gay/Bisexual/Transsexual/Questioning
(LGBTQ) patients such as harassment or homo-
phobia. Further, treatment should address the
interaction between their minority status and
mental illness in order to achieve more integrated
care (Singer 2004). Many patients choose not to
disclose their sexual identity for fear of experi-
encing rejection or discrimination from staff
and/or other patients. Some have suggested that
full mental health recovery may be elusive in the
absence of a safe environment for the full disclo-
sure of sexual identity (Hall 2013). Transgender
patients in particular, face additional barriers to
treatment and recovery from serious mental illness
due to potential encounters with transphobia dur-
ing treatment, lack of access to health insurance,
and increased rates of suicide, self-harm, and
trauma (Mizock and Fleming 2011).

In addition to sexual orientation, other iden-
tities may also influence psychiatric patients’ full
engagement in treatment and their overall
recovery. In research conducted with married
women on an inpatient unit, participants identi-
fied that their marital relationship was strained by
stress from sexual difficulties (Martin et al.
2011). Moreover, sexual difficulties experienced
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by married women was also associated with
hostility from friends and family, which may
further decrease the social support that plays such
a significant role in a successful recovery.

An individual’s identity as a woman is also
associated with risks and vulnerabilities that are
not associated with men (Lyon and Parker 2003).
Risks for women with serious and persistent
mental illness include a higher risk for assault
and sexual trauma. In particular, women with
severe mental illness are more likely than women
in the general population to have experienced
sexual abuse, as rates in the former population
range from 34–51 % (Harris 1997). In a study of
female inpatients, women with a history of abuse
were more likely than women without a history
of abuse to exhibit psychotic symptoms, to be
diagnosed with borderline personality disorder,
and to experience suicidal ideation (Harris 1997).

Intimacy and Family Life

From the recovery perspective, people with
severe mental illnesses are entitled to the pursuit
of intimacy, family life, and other valued social
roles (Ahmed et al. 2011, 2016). The domains of
sexuality and intimacy are often rated by patients
to be the lowest in satisfaction of all life domains,
listed below work, finance, social relations, lei-
sure, living situation, security, family relations,
psychological well-being, and general life satis-
faction (Ostman 2014). Psychiatric patients tend
to face significant difficulty in finding and
maintaining an intimate partner relationship due
to poor access to sexual partners, sexual dys-
function, social skills deficits, social anhedonia,
dysfunctional attitudes, and difficulty forming
relationships (Wright et al. 2007). Although
studies have shown that cohabitation is positively
associated with satisfaction with sexual rela-
tionships; most of the relationships that people
with severe mental illness form tend to not lead
to either cohabitation or marriage (Eklund and
Ostman 2009; Perry and Wright 2006). The
relationships of people with serious mental

illness are usually considered to be less intimate,
in addition to having less commitment (Perry and
Wright 2006). Partners of individuals diagnosed
with a severe mental illness often take on more
responsibility within the relationship and face
potential conflicts regarding hospitalization and
the acceptance of the presence of a mental illness
by their diagnosed partner (Crowe 2004). As
such, Crowe recommended that within the men-
tal health community, practitioners address the
needs of partners of individuals with mental ill-
ness and consider the stability of the relationship
as part of the treatment plan.

The stress of mental illness on the partner or
family of the individual diagnosed with
schizophrenia can influence the patient’s prog-
nosis and outcome. In a study conducted with the
family members of individuals diagnosed with
schizophrenia, approximately 52 % of the fami-
lies were categorized as having High Expressed
Emotion (EE; Miura et al. 2004). High Expressed
Emotion in families has been associated with a
patient’s risk for relapse, as approximately 48 %
of patients with schizophrenia who reside within
high EE families will relapse as opposed to 21 %
of patients in families with low EE (Kavanagh
et al. 1997). Therefore, treatment that focuses on
assisting family members or partners of individ-
uals diagnosed with schizophrenia is beneficial to
both the family and the diagnosed individual.

Most of the services and treatments offered on
sexuality for psychiatric patients have focused on
risk management as opposed to teaching patients
how to work toward positive sexual relationships
and emotional intimacy. For example, most
sexuality-related interventions have focused upon
providing information about prevention regarding
sexually transmitted diseases and different con-
traception methods (Kopelowicz et al. 1999). In
other words, treatments have tended to emphasize
the behavioral and biological aspects of sexuality
rather than the psychosocial aspects of a patient’s
sexual needs. Perry andWright (2006) have called
for a paradigm shift in how mental health provi-
ders view the sexuality of people with serious
mental illness by practitioners providing
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psychosocial rehabilitation to help patients gain
skills for both platonic and romantic relationships.

Modern psychosocial treatment interventions
provide the opportunity to rehabilitate social
skills deficits that are germane to sexual behavior
in individuals diagnosed with severe mental ill-
ness. These include modules with specific
emphasis upon the establishment and mainte-
nance of romantic relationships and intimacy.
The UCLA Clinical Research Center for
Schizophrenia and Psychiatric Rehabilitation
modules help patients learn social and indepen-
dent living skills (Kopelowicz et al. 1999). The
friendship, dating, and sexuality module is par-
ticularly salient in its focus on providing indi-
viduals with knowledge about sexuality and
sexual decision-making. The module targets
sexual communication skills such as sharing
information with a partner about sexuality, verbal
and nonverbal communication before sexual
activity, communication after sexual activity, and
talking about sexual problems. Similarly, Bellack
et al.’s (2004) social skills training manual
includes modules for the acquisition and perfor-
mance of dating skills including asking someone
for a date, giving or receiving compliments,
refusing unwanted sexual advances, and asser-
tively communicating the need for safe sex.
These modules are examples of how sexual
health and intimacy can be incorporated into
treatment at an inpatient psychiatric hospital by
providing practical tools and skills for learning
about sexuality and intimacy.

Reproductive Health and Family
Planning

Reproductive health, pregnancy, and family
planning are of particular importance in the lives
of some patients diagnosed with psychiatric ill-
nesses and their experience of recovery. People
with psychiatric illness, however, experience
challenges that detract from their reproductive
goals. Women with psychiatric illnesses are more
likely to experience obstetric complications and
other negative obstetrics characteristics during
pregnancy, such as a higher rate of unwanted

pregnancies, abortions, and miscarriages
(Howard et al. 2002). Within mental illnesses,
the prevalence of these problems tends to vary
based upon the type of disorder. For example, the
prevalence of abortions tends to be highest in
individuals diagnosed with schizophrenia rather
than individuals diagnosed with bipolar disor-
ders, while individuals with bipolar disorder are
more likely to have an unplanned pregnancy than
individuals with schizophrenia (Ozcan et al.
2014). Women with schizophrenia and other
disorders may also experience higher rates of
obstetric complications due to lower socioeco-
nomic status (Miller 1997). Perinatal risks have
also been identified that are related to lifestyle
factors such as illicit drug use, smoking, and
alcohol use during pregnancy (Hauck et al.
2008). During pregnancy, patients and their
treating physicians must weigh the risk of with-
holding medication with the risk of prescribing
medication during pregnancy. Following deliv-
ery, there is an increased risk of an exacerbation
of psychotic symptoms in women with
schizophrenia during the postpartum period
(Green et al. 2008; Miller 1997).

Compared to the general population, people
with schizophrenia and other mental illnesses are
less likely to be married. Marriage rates among
men with schizophrenia are even lower com-
pared to those of women with schizophrenia
(Apfel and Handel 1993; Tang et al. 2007).
Women with schizophrenia are more likely to be
childless than the general population and men
with schizophrenia have even higher rates of
childlessness (Harley et al. 2010; Haverkamp
et al. 1982). Men and women with mental illness
may lack dating and relationship skills are nec-
essary to attract prospective sexual partners and
negotiate the complexities of sexual relation-
ships. Pregnant women on an inpatient psychi-
atric unit not only have to deal with these
barriers, but may also have to contend with staff
perceptions of their pregnancy. For instance, a
pregnant woman may be reproached by staff
members who hold the view that she should not
be a mother, or that her baby should automati-
cally be taken away from her upon birth (Apfel
and Handel 1993).
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From a comprehensive literature review on
the reproductive health of women with serious
mental illnesses, Matevosyan (2009) concluded
that patients with schizophrenia and mood dis-
orders were more likely to experience reduced
fertility and have more lifetime sexual partners.
They were also more likely to elicit risky sexual
behaviors such as lower rates of contraceptive
usage, parenting difficulties, have unwanted
pregnancies and abortions, and be at greater risk
for the loss of child custody. Higher rates of
unwanted pregnancies and abortions seem to be
linked to the lower rate of contraceptive usage, as
women with serious mental illness tend to
experience difficulties using barrier (e.g., con-
dom) and hormonal (e.g., synthetic estrogen and
progestins) contraception methods. Due to the
lack of compliance and improper use of some
contraceptive devices, it has been suggested that
implants and long-acting progestins may be the
most effective forms of contraception for women
with severe mental illness (Matevosyan 2009).

A meta-analysis of the literature on mother-
hood for women with severe mental illness
identified several prominent themes related to
their illness, their identity/role, and their child
(Dolman et al. 2013). Several themes emerged
from the meta-analysis: stigma of being a parent
diagnosed with a mental illness, fear of custody
loss, and concern over the impact of the mother’s
mental illness on the child (i.e., genetic risk,
environmental, and secondary stigma). More-
over, the research literature identified themes of
feelings of isolation, coping with dual identities,
and the centrality of motherhood within mothers
diagnosed with severe mental illness. From this
meta-analysis, it was recommended that there
was an increased need for education for mothers
about their psychiatric disorder as well as general
parenting education. Furthermore, integrated
services were seen as necessary for the optimal
care of both mother and child in order to address
the concerns identified in the aforementioned
themes (Dolman et al. 2013).

Pregnancy and motherhood are not the only
considerations during the treatment of a woman
of reproductive age on an inpatient unit. Studies
have examined the effects of the female

reproductive cycle upon chronic mental illness
and found differences regarding the prevalence of
menstrual irregularities, as well as differences in
symptom severity based upon the stage of the
menstrual cycle (Apfel and Handel 1993; Lande
and Karamchadani 2002; Sit et al. 2011). One
type of menstrual irregularity, amenorrhea, is
thought to be strongly affected by psychosis as
approximately 27 % of psychiatric patients
experience this condition as compared to
approximately 5 % of women in the general
population (Apfel and Handel 1993). This men-
strual abnormality was found to be higher in
women with psychosis prior to the introduction
of antipsychotic medication (Bargiota et al.
2013).

The menstrual cycle appears to also influence
the mental health of women with severe mental
illness. For example, some women may experi-
ence more severe psychotic symptoms during
certain stages of their menstrual cycle, and their
menstrual cycle in general may be affected by
electroconvulsive therapy and psychotropic
medications (Apfel and Handel 1993). Regular
menstruation in a female who had previously
experienced an irregular menstrual cycle during
her admission on an inpatient unit may be an
indicator of potential improvement in her overall
symptomology. Postmenopausal women may
also require higher doses of antipsychotic medi-
cation, as medication levels can vary based upon
the menstrual phases or the lack of menstruation
(Apfel and Handel 1993). Overall,
recovery-based inpatient psychiatric care must be
sensitive to issues of gender identity, as well as
the desires of the patient for parenthood.

Conclusion

Human sexuality and sexual health are funda-
mental rights of all individuals regardless of
physical or mental disability. This is the view
espoused by proponents of the recovery model.
With the advancement of the recovery perspec-
tive, there is a need to reexamine current psy-
chiatric practices, which have traditionally been
prohibitive of sexual contact among patients.
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Recent court rulings and legislation lend cre-
dence to a recovery-focused perspective and
provide legal precedents to adopt less restrictive
policies (Hungerford and Kench 2013).

The adoption of less restrictive policies would
signal a shift in focus from pathology and risk
management to recovery and patient’s rights.
However, complications and barriers to sexual
autonomy for patients remain a prominent con-
cern. The absolute prohibition of sexuality or
physical intimacy mainly appears to occur due to
concerns about liability, the risk to patients and
staff, logistical concerns about the implementa-
tion of a new policy, and therapeutic concerns
about the effect of consensual sex upon the
hospital milieu (Brown et al. 2014; Carey et al.
1997; Cole et al. 2003; Mandarelli et al. 2010).
However, progressive ventures into sexual
autonomy have occurred, as seen through less
restrictive hospital policies (e.g., Riverside
Hospital) and more comprehensive sexual edu-
cation programs focused on personal sexuality,
intimacy, and relationships (e.g., UCLA Friend-
ship, Dating, and Sexuality Module). Once less
restrictive policies are in place, hospitals should
provide education on sexual health on the inpa-
tient unit as part of a program of psychosocial
rehabilitation. Such efforts should include
teaching patients about the prevention of sexu-
ally transmitted diseases, contraception, family
planning, and education about mental health and
pregnancy.

Future studies may help to frame better
understanding of the impact of severe mental
illness on reproductive health. These research
studies should be on a larger scale and provide
more detailed information through the use of
control groups and male patients (Bowers et al.
2014; Ozcan et al. 2013). In addition, more
information about how mental health profes-
sionals discuss sexuality with their patients will
help to further identify barriers and hindrances to
the provision of holistic care (Quinn et al. 2011).
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4Teaching Clinicians the Practice
of Recovery-Oriented Care

P. Alex Mabe, Michael Rollock and Gina N. Duncan

Introduction

Since the 1990s, the advocacy of
recovery-oriented practices in mental health care
has been gaining considerable traction world-
wide. In contrast to the traditional model of
mental health care that focuses on reduction of
symptoms and restoration of individuals to pre-
morbid levels of functioning, this emerging
model of care places the emphasis on recovery as
a restoration of individuals to meaningful lives
regardless of the ongoing presence of mental
illness (Davidson et al. 2009; Davidson and Roe
2007). This new recovery model, often referred
to as personal recovery, acknowledges and
attends to the suffering related to mental illness,
but contextualizes clinical symptoms within the
larger picture of what it means to be human. That
is, it emphasizes the wholeness, strengths, cul-
tural identity, and striving for meaning that
individuals with mental illness share in common
with their peers in the population as a whole.
Within the past 10 years, virtually every mental
health professional and advocacy organization in
the United States has endorsed the recovery
model of mental health care.

The adoption of this new model of mental
health care has been a primary mission of the
Substance Abuse and Mental Health Services
Administration (SAMHSA). In 2009, the Center
for Mental Health Services (CMHS), Office of
the Associate Director for Consumer Affairs
within SAMHSA, contracted with Developmen-
tal Services Group, Inc. (DSG) to launch a 5-year
Recovery to Practice (RTP) initiative to translate
the vision of recovery into the practice of mental
health professionals of all disciplines (Davidson
and Dain 2010). In 2004, the Department of
Veterans Affairs initiated a 5-year action plan for
the transformation of the Veterans Administra-
tion mental health services into recovery-oriented
services (Greenberg and Rosenheck 2009). The
enthusiasm that has been driving the ascendance
of the recovery movement appears to focus its
emphasis on: (1) broader treatment goals and
measures of success that extend beyond symp-
tom reduction (e.g., hope, empowerment, and life
satisfaction); (2) a truly collaborative relationship
between the clinician and the consumer of ser-
vices; and (3) the inclusion of individuals with
mental illness, their family members, and advo-
cacy groups as members of the treatment team
(Peebles et al. 2007).

Supported by national policies, professional
organization endorsements, and mental health
advocacy groups the push to explicitly train the
mental health workforce in recovery-oriented
approaches has certainly been gaining momen-
tum. As a consequence, several training initiatives
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have been developed to bring about mental health
care system transformation. Most of these initia-
tives, however, have focused on broad organiza-
tional and procedural changes as well as hospital
and clinic staff development. Unfortunately, in the
promotion of recovery-oriented care relatively
little attention has been focused on the training of
clinicians. Consequently, it is not surprising that
surveys of the key providers of mental health
services including psychiatrists, psychologists,
and social workers suggest that they have little
familiarity with the recovery literature and hold
mixed beliefs regarding the feasibility and utility
of recovery-oriented practice (e.g., Hardiman and
Hodges 2008). It is proposed that if
recovery-oriented care is to be effectively imple-
mented, as proposed by recent national policies
and endorsements, the clinicians engaged in such
work need to be taught the key principles, pro-
cesses, and practices of recovery-oriented care.

This chapter addresses the formidable chal-
lenge by first examining recent reports of efforts
to teach recovery-oriented care and then pre-
senting a conceptual model based on the theo-
retical and empirical literature pertaining to
effective methods of teaching and implementing
changes in patient care practices. It should be
noted that the conceptual model for teaching
recovery-oriented care was borne out of the
efforts of Project Georgia Recovery-based Edu-
cational Approach to Treatment (GREAT) that
represents a 7-year programmatic initiative to
transform the Department of Psychiatry and
Health Behavior at the Augusta University (for-
merly the Medical College of Georgia) into a
department that fully embraces the recovery
orientation to mental health care. Similar to the
initiatives of the Recovery Education in the
Academy Program (REAP) at the University of
Illinois, Chicago (Razzano et al. 2010), Pro-
ject GREAT aspired to influence the education
and practice of a diverse array of trainees and
practitioners including clinical staff and faculty,
medical students, nursing students, psychiatry
residents, psychology predoctoral interns, and
postdoctoral fellows. The primary focus of Pro-
ject GREAT as well as the focus of this chapter,
however, has been to develop strategies to shape

the recovery knowledge, attitudes, and practices
of clinicians in the fields of psychiatry and
psychology.

While there is no overarching blueprint for
recovery-oriented care, there appears to be an
emerging consensus regarding the fundamental
nature of personal recovery and the processes
that clinicians can facilitate to support recovery
in both outpatient and inpatient settings. Thus, it
is believed that the processes and methods that
are proposed to teach recovery-oriented care to
clinicians have a broad applicability to the vari-
ous clinical contexts in which psychiatric care is
provided.

Outcome Studies of Recovery
Training for Clinicians

Published reports regarding the impact of recovery
training for clinicians have been extremely limited
and have primarily entailed survey studies and
prepost quasi-experimental design studies. Survey
studies regarding the impact of any recovery
training experiences on mental health staff have
generally reported positive outcomes of recovery
training that have included: (1) improved opti-
mism regarding patient outcomes (Tsai et al. 2010,
2011); (2) higher overall personal optimism (Tsai
et al. 2011); (3) greater sense of agency recovery
attitudes (Tsai et al. 2010, 2011); and (4) higher
levels of recovery-oriented competencies when
more in-depth training was provided (Stuber et al.
2014a). Though details regarding the types of
trainings examined in these survey studies were
lacking, Tsai et al. (2010) reported in their survey
of staff in two-state psychiatric hospitals that those
who received specific, practical training as
opposed to more general, inspirational training
had a greater increase in agency recovery attitudes.

A limited number of examinations of
recovery-oriented workshops have been reported
that have ranged from 2–4 days of recovery-
oriented care training. The content of these
recovery workshops has been remarkably similar
in their inclusion of teaching the participants
recovery principles, promoting attitudes that
support recovery-oriented care (e.g., eliminating
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stigmatizing views of individuals with mental
illness, viewing patients as equal partners in their
care), and introducing recovery-oriented prac-
tices such as self-directed goal-setting, identify-
ing patients’ strengths, and methods for instilling
hope. The format and techniques utilized were
also found to cut across several of the training
programs examined and included group discus-
sion and problem solving, demonstrations, role
play/skill building exercises, and the sharing of
recovery narratives. Most of the workshops
included participation by individuals with a lived
experience of mental illness as trainers; a strategy
bolstered by the core message of empowerment
advocated in recovery-oriented care and research
findings that have indicated the benefits of using
consumer trainers (e.g., Cook et al. 1995).

Overall, the outcome findings for recovery
workshops have consistently demonstrated that
improved knowledge of recovery principles and
practices are quite achievable (Crowe et al. 2006;
Gilburt et al. 2013; Meehan and Glover 2009;
Peebles et al. 2009; Salgado et al. 2010; Wilrycx
et al. 2012). In addition, findings support the
position that beliefs and attitudes supportive of
recovery-oriented care can be measurably
enhanced through workshop trainings. These
include attitudes of general hopefulness and
optimism regarding recovery (Salgado et al.
2010), the belief that individuals with mental
illness have skills and competence and are cap-
able of participating in their own care (Peebles
et al. 2009), and beliefs that individuals with
mental illness are capable of setting and achiev-
ing goals even if symptoms are present (Crowe
et al. 2006). It is noteworthy, however, that in
their examination of a two-day recovery work-
shop, Peebles et al. (2009) indicated that while
attitudes of hopefulness regarding recovery and
beliefs about individuals’ ability to participate
actively in their own care did increase, more
stigmatizing attitudes such as beliefs that patients
should be feared, pitied, and/or avoided, were not
impacted by the workshop. This suggests that
further work needs to be done to explore tech-
niques or approaches that impact both positive
and negative recovery attitudes.

In their examination of a four-day recovery
workshop and an in-team half-day session on
supporting recovery, Gilburt et al. (2013) found
that providers’ knowledge, attitudes, and pre-
liminary clinical practices were all positively
impacted. Specifically, this workshop included
the topic of assessment and care planning from
service users’ perspective, and in an audit of the
care plans of 700 patients, it was reported that the
clinicians who participated in the workshop
made significantly more changes to their plans
consistent with service users’ perspectives than
clinicians who did not participate in the work-
shop. Gilburt et al. (2013) further described
qualitative findings pertaining to the impact of
recovery workshops on the participants. They
conducted 16 team leader interviews following
their four-day workshops and an in-team session
on supporting recovery. In these interviews, the
training was highly rated with over half of the
interviewees favoring mandated recovery train-
ing. Most viewed the training as leading to staff
consideration of areas of care that emphasized
improvement more so than just maintaining the
patients’ current mental status. Also in a positive
direction were attitudes that hope was a univer-
sally positive value that was integral to mental
health care. There were, however, problematic
reactions to the training experience. For example,
following the training there continued to be
confusion about what recovery meant, and many
members of the staff believed that they “already
did recovery.” Furthermore, following the train-
ing, many framed recovery as something pri-
marily driven by staff, failing to appreciate the
role of service users. While multidisciplinary
services were considered a valuable aspect of
recovery-oriented care, a prevailing attitude was
that when physicians were not on-board, they
could be barriers to recovery-oriented care. Many
interviewees noted that recovery-oriented care
was often seen as conflicting with, rather than
complementing, the overarching roles of the
service agency (e.g., “moving people on”).
Finally, interviewees expressed doubts concern-
ing the availability of resources to actually
implement recovery-oriented care.
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Efforts to successfully transfer or incorporate
training into practice have been a longtime aspi-
ration of those who seek to bring about the sus-
tained implementation and application of new
knowledge, skills, and attitudes in clinicians. Yet,
trainers have often been left feeling disappointed
about the degree of integration of the principles
and practices in various settings. In regard to
recovery-oriented care training, Uppal et al.
(2010) examined the transfer of training impact of
an initial two-day recovery training workshop,
followed by one-day booster sessions between 6
and 12 months later. A core aspect of the recov-
ery training was the use of collaborative
goal-setting and collaborative homework assign-
ments. In chart audits conducted six months after
the individual training, approximately 37 % of
the trained clinicians participating in the study
were found to be implementing collaborative
goal-setting and collaborative homework assign-
ments in clinical practice. Moreover, the average
time taken to implement these recovery practices
was 5.6 months following training. Thus, it was
concluded that transfer of recovery training in the
form of recovery workshops followed by booster
sessions may be difficult to achieve in clinical
practice.

Deanne et al. (2014) examined the benefits of
adding individual coaching for a 12-month per-
iod following the initial workshop trainings. The
study compared the results of monthly coaching
consisting of either an emphasis on skills acqui-
sition training or transformational coaching that
focused on clinicians’ personal values versus
promotion of personal growth and/or profes-
sional development. Chart audits examining the
use of collaborative goal-setting indicated that
coaching in general, even though the study
implementation only achieved coaching sessions
approximately every two months, was able to
improve transfer of training over workshops
alone. There was some trend that the transfor-
mational coaching was somewhat superior in
achieving clinicians’ use of care planning than
the skills acquisition coaching.

The empirical study of recovery training is
clearly in its infancy. Of the few published reports,
the content and teaching techniques used to teach

recovery-oriented care have been quite similar, but
often lacked detail in regard to rationale and the-
ory. The studies that do report outcomes of efforts
to train clinicians in recovery-oriented care have
generally reported positive results in terms of
gains in recovery knowledge and attitudes, and
initial steps toward recovery-oriented practice. It
should be pointed out that this initially positive
view of recovery-oriented training needs to be
tempered by the relative absence of strong
methodological designs used to study recovery
training outcomes and initial findings that effective
transfer of training to practice should not be
assumed.

These initial studies also suggest that barriers
to the adoption of recovery-oriented practice are
evident and include clinician confusion about the
principles and practice of recovery-oriented care
as well as institutional issues, such as lack of
resources, and an agenda that may not be com-
patible with recovery-oriented care (e.g., “moving
people on”). In this early phase of “research and
design” of recovery training, the unavoidable
conclusion is that there is, as yet, no empirically
based implementation strategy specific to training
clinicians in effective applications of the recovery
model. Nevertheless, there is valuable research
and conceptual literature pertaining to effective
methods of teaching and implementing changes
in patient care practices that can be readily
applied to the development of recovery-oriented
care training.

Designing a Recovery-Oriented Care
Training Model

As suggested by Stuart et al. (2004), education
and training in health care is best viewed as a
teaching-learning process, and in our considera-
tion of this process we will now examine: (1) the
content that need to be taught; (2) the charac-
teristics of the targeted learners that would
influence the teaching-learning process; (3) the
characteristics of the training providers that
would best facilitate desired outcomes; and
(4) general teaching strategies designed to pro-
mote adoption of recovery-oriented care.
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The Content that Needs to be Taught

Knowledge of Recovery. It is uncontroversial to
suggest that any recovery-oriented training ought
to teach the foundational principles of recovery.
More controversial, however, is just what those
foundational principles are. Since the inception
of recovery-oriented care, there have been
numerous disparate attempts to conceptualize,
categorize, and define what is meant by recovery.
Historically, the concept of recovery emanated
from two distinct forces (Davidson and Roe
2007). One argument for rethinking traditional
views of mental health care has been based on
the accumulating evidence that the course of
even serious mental illness is not inevitably
negative. In fact, many people with serious
mental illness can and do recover to levels that
allow them to resume productive and meaningful
lives even in the presence of enduring symptoms
(Davidson et al. 2009). Moreover, these recov-
eries are not always brought about by traditional
forms of mental health care, but often entail
efforts independent of standard forms of treat-
ment such as medications or psychotherapy
(Davidson et al. 2009). From this clinical focus
on people’s illness and dysfunction, there has
been an emphasis on recovery being related to
traditional clinical outcomes of amelioration or
remission of symptoms.

A second argument pertains to the funda-
mental dissatisfaction with what consumers of
mental health care characterize as paternalistic
and stigmatizing care. Beginning in the late
1980s, a consumer movement arose in opposition
to traditional mental health care and proposed that
the emphasis on illness and dysfunction generated
feelings of helplessness and hopelessness (Bel-
lack 2006). In addition, it was argued that tradi-
tional care often placed patients in highly
dependent roles in which personal choice and
strengths were often overlooked. In response to
these assertions against traditional mental health
care, the concept of recovery became associated
with processes that emphasized an empowerment
approach to care that acknowledges the right to
individual choice, equal partnership in care, and
the pursuit of meaningful lives even in the context

of illness. Slade (2009) differentiated between
these two perspectives of recovery, with the for-
mer representing clinical recovery and the latter
representing personal recovery. The teaching of
recovery may benefit from the adoption of both of
these ostensibly contrasting views of recovery.
From an educational perspective, two arguments
can be made for the use of both clinical and
personal recovery concepts. First, adult learners
come to learner situations with pre-existing
knowledge and experiences that frame their
expectations and influence their facility in learn-
ing new information. When there is an interaction
between existing knowledge and new knowledge
or skills, training success tends to be more likely
(Lyon et al. 2011). In the context of training
clinicians, it can be anticipated that teaching the
concept of clinical recovery as a component of
recovery-oriented care would validate their prior
knowledge and skill, and make them more com-
fortable in expanding their view of recovery.
Second, learners are more likely to be motivated
to learn new knowledge or skills when it becomes
clear that existing practices are inadequate (Lyon
et al. 2011). By presenting both clinical and
personal recovery concepts, the learner begins
with the familiar understanding of recovery, but
then can begin to see the insufficiency of clinical
recovery in contrast to personal recovery that
promotes a focus on the process of recovery (e.g.,
a way of living a satisfying, hopeful and mean-
ingful life even with the limitations imposed by
illness). Davidson et al. (2009) described this
complementary approach to the concept of
recovery and noted that the addition of recovery
in a personal sense highlights that people do
recover from mental illness and many more find
meaning in the face of enduring illness.

A commonly used definition of recovery comes
from SAMHSA (2006), initially defining mental
health recovery as “a journey of healing and
transformation enabling a person with a mental
health problem to live a meaningful life in a
community of his or her choice while striving to
achieve his or her full potential.” Along with this
definition, SAMHSA listed ten fundamental
components of recovery: self-direction, individu-
alized and person-centered, empowerment,
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holistic, nonlinear, strengths based, peer support,
respect, responsibility, and hope. In 2012,
SAMHSA offered a new working definition of
recovery from mental disorders and/or substance
use disorders, emphasizing that recovery is “[a]
process of change through which individuals
improve their health and wellness, live a
self-directed life, and strive to reach their full
potential (Paragraph 5).” In this updated definition
of recovery, SAMHSA further delineated four
dimensions that support recovery: health, home,
purpose, and community. Though efforts to com-
prehensively define and elucidate the multiple
pathways, processes, outcomes, and characteris-
tics of a life in recovery are both necessary and
laudable, it is the very breadth and heterogeneity of
this construct that pose significant challenges to
those who seek to educate about the principles and
resulting practices associated with recovery.
Specifically, critical reviews of the educational
research that informs the teaching of clinicians
have indicated that in terms of content, “Less is
more” (Stuart et al. 2004; Van der Vleuten et al.
2000). That is, the less complex and more concise
the material being taught, the more that will be
attained and applied to clinical practice. For
example, even a basic change, such as attempting
to get health care providers to practice proper
standards of hand washing, has proven to be quite
difficult (Grol and Grimshaw 2003). Therefore,
effective teaching of recovery-oriented practice
must incorporate this “less is more” educational
principle.

Leamy et al. (2011) provided a systematic
review of 366 papers that explicitly described or
developed a conceptualization of personal recov-
ery. In so doing, they arrived at a narrative syn-
thesis that sought to define the overarching
processes of personal recovery, the acronym of
which is CHIME: Connectedness (e.g., being a
part of a community, having relationships,
receiving support from others); Hope and opti-
mism about the future; Identity (e.g.,
rebuilding/redefining positive sense of identity,
overcoming stigma); Meaning in life (e.g.,
meaningful life goals and social roles, quality of

life); and Empowerment (e.g., personal responsi-
bility, control over life, and focusing on strengths).

We believe that these recovery processes are
sufficiently representative of the domain of per-
sonal recovery while also being succinct thus
making them a teachable model of recovery that
can readily inform clinical practice.

Attitudes. Attitudes generally reflect a mental
disposition and readiness that, for clinicians, can
significantly influence reactions to and actions
with individual with mental illness. Many leaders
in the field contend that the concept of recovery
fundamentally reflects an attitude about people
with mental illness (e.g., Davidson et al. 2009;
Resnick et al. 2005). Clinicians who hold positive
attitudes toward recovery are more likely to pro-
mote empowerment and encourage an optimistic
approach to the treatment of mental illness (Cor-
rigan 2002). Thus, implementing recovery-
oriented care requires clinician attitudes that sup-
port patient rights and empowerment. Through our
examination of conceptual writing in the extant
literature on recovery, as well as commonly used
measures of recovery-oriented attitudes, the fol-
lowing attitudes emerge as key targets for recovery
teaching efforts:
1. Recovery is a civil right of the individual to

access and join in those elements of com-
munity life that the person chooses and to be
in control of his or her own life, including
making choices about one’s own health care.

2. Stigma toward individuals with mental illness
is a significant part of the illness experience
and thus should be addressed by clinicians as
it exists in the community and within the
system of mental health care.

3. Individuals with mental illness are capable of
being full partners in their own mental health
care and they should be empowered to
achieve their own recovery.

4. Recovery can be difficult and its course will
vary among people.

5. Risk taking is an inevitable part of recovery
processes and willingness to take risks is an
essential aspect of empowering people to take
control of their lives.
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6. Recovery is possible. It should be emphasized
that a general sense of hopefulness about
recovery being possible is an essential atti-
tude to be held by clinicians and to be fos-
tered in individuals collaborating in their care.
Clinician Competencies. While knowledge of

recovery principles and processes along with
attitudes supportive of recovery are foundational,
recovery-oriented care will not take root unless
clinicians change their practice in some fashion.
In the absence of evidence-based recovery prac-
tices, the current state of the field is represented
by various attempts to define clinician compe-
tencies that are necessary for recovery-oriented
care. Lakeman (2010) conducted an online Del-
phi survey of experts in mental health recovery
and identified 18 top-ranked recovery compe-
tencies of which the top five were (p. 62):
1. A competent mental health worker recognizes

and supports the personal resourcefulness of
people with mental illness.

2. To work in a recovery-focused way, mental
health workers need to reflect a belief that
recovery is possible.

3. To work in a recovery-focused way, mental
health workers need to be able to listen to
what service users are actually saying and
respect their views.

4. To work in a recovery-focused way, mental
health workers need to reflect respect for the
expertise and unique knowledge gained as a
result of having experienced mental health
problems.

5. A competent mental health worker helps
persons in recovery to develop belief in
themselves, thereby promoting their ability to
help themselves.
Le Boutillier et al. (2011) conducted a quali-

tative analysis of international recovery-oriented
practice guidelines and found 16 dominant
themes within the following four practice
domains (p. 1474):
1. Promote citizenship—support individuals

with mental illness to reintegrate into society
and live as equal citizens.

2. Organizational commitment—organizational
commitment to ensure that there is a work

environment and service structure that pro-
motes recovery-oriented practice.

3. Support personally defined recovery—there is
a focus on supporting personally defined
recovery and viewing recovery as the heart of
clinical practice.

4. Working relationship—clinician interactions
demonstrate a genuine desire to support
individuals and their families to fulfill their
potential and shape their own future.
We view both of these aggregating efforts to

establish practice competencies as meaningful at
the broad policy and organizational level, though
generally lacking in the specificity needed for the
clinician in the field who is attempting to translate
knowledge of recovery processes into compe-
tencies that they can learn to support recovery.
Also, these proposed general competencies do not
meet the educational principle of “less is more”
and thus will likely be viewed by clinicians as too
complex and time-consuming to be adopted in
any meaningful way. In order to effectively teach
recovery-oriented practice to clinicians, the
competencies to be taught should meet the fol-
lowing criteria: (1) the competency conceptually
links to one of the five core processes described in
the CHIME model of personal recovery (see
Leamy et al. 2011); (2) the competency can be
readily integrated with the tasks generally focused
on in clinical as opposed to personal recovery;
and (3) the competency can be practiced within
the usual time constraints of patient encounters.

As outlined in Table 4.1, we provide the
competencies chosen by Project GREAT to be
taught as an illustration of how these criteria may
be applied. The competencies provided are not
intended to be comprehensive or necessarily
reflective of an optimal list of competencies for
all mental health care settings. We contend,
however, that the list of competencies suggested
is sufficiently parsimonious, teachable, and
adaptable to a variety of clinical contexts, from
inpatient psychiatric settings to outpatient com-
munity clinics. Through our iterative efforts to
disseminate and enhance recovery knowledge,
attitudes, and practices via Project GREAT, we
have discovered that even our own competency
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recommendations pose instructional challenges
that require significant time, effort, feedback, and
consistently honed teaching skills to execute
training effectively. It is our hope that the pro-
posals that we advance in this chapter will be of
benefit to those seeking to impact learners in a
personally meaningful manner that brings about
sustained change in their recovery-oriented
practices.

Characteristics of the Targeted
Learners

Recovery-oriented care requires a fundamental
shift in how clinicians address mental health
care. Analysis of the targeted learners suggests
three core features of clinicians that would need
to be addressed to effectively teach them
recovery-oriented care.

Indoctrinated in Traditional Views of Illness
and Mental Health Care. Most clinicians hold
core beliefs about mental illness and its treatment
that are likely to be hindrances to the adoption of
the transformative model of recovery. In tradi-
tional conceptualizations of mental illness, it is
the clinician that is “the expert” and thus has
primary responsibility for defining and “curing”
illness. The focus on intervention begins with an
accurate diagnosis formed by an assessment of

symptoms and concludes with interventions
designed to cure or ameliorate symptoms asso-
ciated with the underlying illness.

From a recovery orientation, however, such a
myopic view of mental illness neglects to con-
sider that healing can entail more than the elim-
ination or reduction of symptoms, and can touch
on such profound issues as finding purpose and
meaning in life even while experiencing the
demands and stresses of mental illness. Tradi-
tional models of care maintain that the “nature of
healing” lies in scientifically derived interven-
tions designed and implemented by the expert to
address the underlying etiology of mental illness.
Though collaboration may be emphasized as an
important component of the clinical strategy, the
clinical recovery lens leans heavily on adherence
to the prescribed treatment devised by the expert.
Inevitably, this view of mental health care makes
it difficult for clinicians to connect with other
realties such as the importance of patients’ sense
of ownership about their own recovery, their
strengths, their resources, and healing actions
that they might take that lie outside those pre-
scribed by the clinician.

As is readily apparent, the teaching of clinicians
in recovery-oriented care must necessarily
encourage an expansion beyond traditional views
of illness and associated treatments to fully
embrace the possibility that satisfying and

Table 4.1 Clinician recovery-oriented competencies to be taught

Recovery process (Leamy et al. 2011) Competency to be taught

Connectedness (e.g., being a part of a community, having
relationships, receiving support from others)

1. Conducting social support assessments
2. Making referral to and working with peer support
specialists

Hope and optimism about the future 1. Teaching recovery as a nonlinear process
2. Using hope inducing strategies (see Snyder et al.
2000)

Identity (e.g., rebuilding/redefining positive sense of
identity, overcoming stigma)

1. Conducting whole person assessments
2. Promoting advocacy

Meaning in life (e.g., meaningful life goals and social roles,
quality of life)

1. Conducting ongoing life goal assessments that
inform treatment goals and care plans
2. Using quality of life measures for treatment
monitoring

Empowerment (e.g., personal responsibility, control over
life, and focusing on strengths)

1. Conducting ongoing strengths assessments
2. Routinely engaging in shared decision-making
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meaningful lives entail more than just the reduc-
tion or elimination of symptoms. Moreover, the
practice of mental health care must acknowledge
that there truly are two experts in the room that can
and should share the responsibility for defining
problems and devising pathways to recovery.

Finally, it is important to note that the tradi-
tional model of mental health care has been
founded on the clinicians’ sense of duty to reduce
risks for their patients. For example, the Hippo-
cratic oath compels doctors to avoid doing harm to
their patients, and medical risk management
strategists advise against any practice that might
risk an increase in symptoms or risk for relapse.
Playing safe and avoiding risks are routinely
taught and practiced in traditional models of care.
Initial introductions to recovery-oriented care are
often met with concerns by clinicians that the risks
are too great to allow patients to make decisions
about their own care when their judgment is
impaired. They express fears associated with the
possible risks to their patients’wellbeing and their
own professional liability should “bad” decisions
be made. In contrast, recovery-oriented care must
encourage clinicians to view self-determination
and choice as patient rights that are an integral
pathway to recovery. Moreover, individuals
should be encouraged to take risks in the service of
seeking opportunities for a life with greater pur-
pose and meaning, even though making such
efforts might result in an increase in stress and
symptoms (see Davidson et al. 2006).

Stigmatizing Attitudes. Attitudinal surveys
have suggested that clinicians have greater sup-
port for the civil rights of their patients and
generally more positive attitudes toward indi-
viduals with mental illness than the general
public. Yet, many clinicians also hold stigma-
tizing attitudes such as beliefs that individuals
with mental illness are more dangerous and less
capable than those without mental illness
(Schulze 2007; Stuber et al. 2014b; Wahl and
Aroesty‐Cohen 2010). Moreover, clinicians
commonly appear to be quite similar to the
general public in regard to a “them versus us”
attitude in which they view individuals with
mental illness as socially undesirable and people

to be avoided (Schulze 2007; Stuber et al. 2014b;
Wahl and Aroesty‐Cohen 2010). Unfortunately,
such negative beliefs are likely to make it quite
difficult for clinicians to fully engage with their
patients as equal partners and have hopeful atti-
tudes of achieving clinical or personal recovery.

The implications for the educator attempting
to instill recovery-oriented principles and prac-
tices in clinicians are that stigmatizing attitudes
must be identified and targeted for intervention.
Based on research findings (e.g., Corrigan 2004;
Corrigan et al. 2012; Rüsch et al. 2005; Wood
and Wahl 2006), we propose the following
efforts to diminish problems of stigma among
clinicians: (1) education that identifies stigma-
tizing attitudes and provides information that
counters misunderstandings regarding individu-
als with mental illness; (2) self-reflection and
perspective taking that increase understanding
for and empathy with individuals with mental
illness; and (3) contacts with individuals with
mental illness in contexts in which their compe-
tencies and general social desirability are mani-
fest. At the very least, consumers should play
active roles in recovery instruction of clinicians.

Adult Learners. Educational theory and
research has pointed out that methods in teaching
adults need to take into account their unique
characteristics that distinguish them from chil-
dren or adolescent learners. Based on represen-
tative theory and research in the field of health
professional training (Bowen 2006; Bussema and
Nemec 2006; Davies 2000; Stuart et al. 2004;
Zisook et al. 2005), the following instructional
strategies are advised in teaching clinicians
recovery-oriented care:
1. Adults have a foundation of life experiences

and knowledge, and by drawing out connec-
tions of this existing data bank to the new
knowledge, attitudes, and skills to be learned,
adoption of the new material is facilitated. For
example, the skills developed by clinicians in
the context of developing treatment goals
would be quite relevant for learning the skills
required in developing life goals. More
specifically, assessment of life goals and
treatment goals require steps to turn general
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ideas into actions and behaviors, and both
require specification of goals that can be
addressed in the short-term as well as the
long-term.

2. Adults are relevancy oriented and thus they
will need to see the reason for learning
something. For example, the teaching of the
nonlinear nature of recovery is more likely to
be perceived as relevant by clinicians when
the presentation of this concept includes
clinical vignettes that illustrate problems of
symptom relapse that may lead to premature
termination of treatment by their patients.

3. Adults are goal-directed, and thus instruction
must show participants how the learning
experience will help them attain their goals.
For the clinician who is trained with a focus
on clinical recovery, the complementary nat-
ure of clinical recovery and personal recovery
could be emphasized. Considering relapse
problems, clinicians will be more inclined to
embrace the teaching of the nonlinear when it
is emphasized that patients that are better
informed about the ups and downs of recov-
ery are more likely to sustain treatment efforts
and bounce back from relapses of symptoms.

4. Adults tend to be autonomous and
self-directed in their learning style, and thus
respond better to active learning. Conse-
quently, clinicians are more likely to be
engaged in learning recovery-oriented prac-
tices when there is a sense of challenge and
active learning through Socratic questions,
clinical vignettes are presented that pose
problems to be solved, and skill practice are
components of instruction.

The Characteristics of the Instructors

Learning recovery-oriented care entails more than
merely transferring knowledge about recovery
principles and practices. Integral to the practice of
recovery-oriented care are the emotions and atti-
tudes that have been compelling forces in the
recovery movement. Therefore, the effectiveness
of teaching recovery-oriented practice requires

careful attention to the characteristics of the
messenger and not just the message.

Provider-Driven Training. Educational
research has consistently demonstrated that
effective teachers are knowledgeable, establish
clear goals of the instruction, and are able to
present key information in an organized fashion
using familiar and understandable language
(Sutkin et al. 2008; Towler and Dipboye 2001).
Moreover, effective teachers are generally
approachable, open-minded, show patience and
respect for students, care about students’ suc-
cess and are fair, show enthusiasm and humor,
and intentionally engage with their students to
establish rapport (Benson et al. 2005; Sutkin
et al. 2008).

In clinical contexts, the experience and
expertise of the instructor play important roles in
eliciting the attention of learners and helping
them learn and retain knowledge and skills
obtained during instruction (Burke and Hutchins
2008; Sutkin et al. 2008). Research has yet to be
conducted on those characteristics of instructors
that may effectively teach recovery-oriented care.
On conceptual grounds, and based on Project
GREAT’s experience in disseminating
recovery-oriented care training over the past
seven years, we propose the following additional
characteristics of effective instructors:
1. It is important to have instructors with similar

educational and clinical experiences as those
of the learners in order to maximize the rel-
evance of the instruction being provided.
Instructors with doctoral training in the
mental health field and practical experience in
the provision of mental health care have the
advantage of familiarity with the existing
knowledge, beliefs, attitudes, and practices of
the learners targeted. With this knowledge of
the learners, the content can be presented in
an effective manner.

2. Clinical teaching in general is demanding,
and those who do it well have passion for
their work as well as a high level of technical
skill (Bussema and Nemec 2006; Irby and
Papadakis 2001; Stuart et al. 2004). Likewise,
the effective teaching of recovery-oriented
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care requires passion to convey the emotions
and attitudes that are the compelling force
behind the recovery movement. Therefore, to
train others in recovery-oriented care, the
instructor must possess a strong conviction of
its worth and have the ability to stimulate
serious contemplation of the fallibilities of
traditional models of mental health care,
while inspiring a heartfelt desire to do more
for those facing the challenges of mental ill-
ness. The outcome of the recovery instruction
will rely heavily on the ability of the
instructor to passionately convey the message
and to share inspiring stories that move clin-
icians toward recovery-oriented care.

3. Finally, instructors who have personally
experienced the process of transformation
from a traditional model of mental health care
to a recovery-based one are more likely to be
more persuasive models of and advocates for
recovery-oriented care. With this personal
experience of professional practice change,
the instructor would have the advantage of
having a greater appreciation for the chal-
lenges involved in systems and practice
change, and thus could better direct the lear-
ner in addressing these challenges. Moreover,
a coping model of a clinician/instructor who
has actively engaged in and succeeded in
transforming his or her practice into a
recovery model can be a valuable change
agent.
Consumer-Driven Training. Recovery-

oriented care champions the individuality of the
lived experience and the ownership of the recovery
process (Oades et al. 2005). Individuals with a
lived experience of mental illness have valuable
insights that can contribute to the development of
curriculum and influence presentation of the
recovery process (Young et al. 2005). Research
has suggested that by involving consumers in
mental health education both positive knowledge
and attitude change can be enhanced (Happell
et al. 2014; Wood and Wahl 2006). In address-
ing diverse problems with stigma/prejudice/
discrimination, there is accumulating evidence
that exposure to the stigmatized group can reduce

adverse attitudinal and social responding prob-
lems (Wood and Wahl 2006).

Individuals with a lived experience of mental
illness are not only helpful in teaching clinicians
principles and practices of recovery, but also
absolutely essential in addressing matters of
attitude (e.g., perceptions of consumer compe-
tence and social desirability). By presenting
competent consumers articulately telling their
recovery stories, clinicians will begin to form
more positive impressions of consumers and
their ability to collaborate in their care. More-
over, by encouraging consumer educators to
contrast their traditional psychiatric care experi-
ences with recovery care experiences, clinicians
would have “real” examples of the potential
value of the recovery-oriented care. Consumer
involvement in the education of clinicians can
also better ensure that the curriculum content is
responsive to the needs and goals of those indi-
viduals who use mental health services.

The use of consumer-driven education is not
without some potential problems. For example, if
consumers have limited teaching roles then they
may experience a sense of tokenism in the edu-
cational enterprise and likewise clinician partic-
ipants may devalue the consumer’s potential
contributions while maintaining a “them versus
us” attitude. Moreover, if presentations by indi-
viduals with mental illness are adversarial toward
mental health professionals and/or reflect poor
communication skills, then attitudes toward
recovery-oriented care with its emphasis on col-
laborative care would be adversely affected.
Therefore, we would propose the following
qualifications and preparations to maximize the
contribution of consumer-driven training:
1. Consumer educators must have meaningful

lived experiences with mental illness so that
insights regarding the impact of mental illness
and associated interventions can be sharedwith
clinicians in an effective manner. Communi-
cation regarding these experiences may
include negative experiences with clinicians,
but these negative experiences should not be
the sole message. In other words, consumer
educators should be encouraged to convey a
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positive message of hope regarding
recovery-oriented care as opposed to merely
taking the opportunity to be critical of past
encounters with clinicians.

2. Consumer educators must also have mean-
ingful recovery stories that they can effec-
tively articulate in a manner that demonstrates
how embracing recovery processes can lead
to positive life outcomes. They certainly do
not emphasize stories of clinical recovery
and, in fact, consumer educators may be even
more effective in their message when they
present not as “expert models” but as “coping
models” who continue to be challenged by
mental illness, but demonstrate the courage
and competence to achieve personal recovery.

3. Consumer educators and professional
instructors need to model a collaborative
approach to the teaching of recovery-oriented
care such that the learners can appreciate the
reality that there are “two experts in the
room,” and both appreciate and use the
expertise of the other.

4. As is the case with instructors, the effective-
ness of consumer educators will rely heavily
on their skills in gaining rapport with the
learner, technical competence in teaching,
and passion for recovery-oriented care.
However, merely being an individual with a
compelling recovery story is insufficient for
the broader enterprise of teaching
recovery-oriented care. Consumer educators
also need to learn to appreciate the challenges
that clinicians face, to recognize how clini-
cians think, to develop patience and diplo-
macy with those clinicians who have
difficulty understanding and adopting recov-
ery principles and practices, and to learn
effective strategies for influencing clinicians’
attitudes and behaviors.

General Teaching Strategies

Attempting to achieve the transformative changes
in clinicians’ knowledge, attitudes, and clinical
practice behavior as advocated by the recovery
approach to mental health care is a daunting

enterprise. As Bussema and Nemec (2006, p. 315)
stated, “…making lasting changes in the behavior
of mental health practitioners is astoundingly dif-
ficult, and implementing new practices in mental
health systems is painfully slow.”Moreover, there
is no empirically based general teaching strategy
specific to recovery-oriented care training. There
is, however, valuable research literature pertaining
to effectivemethods of teaching and implementing
changes in patient care practices that can be
applied to the teaching of recovery-oriented care.
In examining original studies and systematic
reviews regarding interventions to changemedical
practices across disciplines, the most robust and
consistent finding has been that single teaching
strategies are ineffective in changing practice
behaviors (Grol and Grimshaw 2003; Lyon et al.
2011). Instead, changes in medical practice are
more likely when multiple strategies are imple-
mented (Chow et al. 2009; Grol and Grimshaw
2003). On the basis of a narrative review of the
effectiveness of various teaching strategies in
changing clinical practice as well as consideration
of the resource and time feasibility of imple-
menting teaching strategies within traditional
mental health settings, we propose the following
five general strategies for teaching recovery-
oriented care.

Workshops and Courses. Despite evidence of
its modest effectiveness, direct instruction of
recovery-oriented practice through workshops or
courses likely represents a necessary though
insufficient strategy for teaching recovery.
Effective recovery workshops and courses should
have the following characteristics:

Content that needs to be taught. The content
of instruction should adhere to the “less is more”
principle in which complexity is reduced as
much as possible. The concepts of clinical
recovery (i.e., “recovery from”) and personal
recovery (i.e., “recovery in”) should be taught as
legitimate components of clinical practice,
although the insufficiency of sole attention to
clinical recovery should be highlighted. In addi-
tion to recovery principles and processes,
instruction should also explicitly address clini-
cian attitudes and competencies that are needed
to support recovery-oriented care.
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Characteristics of the targeted learners.
Indoctrinated in traditional views of mental illness
and care, clinicians should be instructed in a more
expanded view of care that recognizes the possi-
bility of a satisfying and meaningful life even
when patients are experiencing ongoing psychi-
atric symptoms. Furthermore, the value of and
civil right to receive a collaborative model of
mental health care should be emphasized. Clini-
cians should be challenged to recognize and
directly address their own stigmatizing views of
the individuals that they serve. In the endeavor to
teach adult learners, recovery instruction should
acknowledge and use clinicians’ existing knowl-
edge and experiences, make the case for the clin-
ical relevance of recovery processes and practices,
link recovery instruction with clearly articulate
clinician goals, and employ active learning
strategies such as discussion questions, problem
solving around case vignettes, and skill practice.

Characteristics of the instructors. Both clini-
cians and individuals with lived experience with
mental illness and its treatment best deliver
instruction in recovery. In addition to having
skills in engaging with and teaching adult
learners, both professional instructors and con-
sumer educators need to be knowledgeable,
experienced, and passionate regarding recovery-
oriented care. Furthermore, the professional
instructors and consumer educators need to be
able to effectively model respect for one another
and a collaborative partnership in the teaching
endeavor.

Coaching. As previously noted, one of the
few empirical findings regarding efforts to train
clinicians in recovery-oriented care demonstrated
that the addition of individual coaching enhanced
the transfer of recovery knowledge into practice
(Deane et al. 2014). In this strategy, the instructor
meets with the individual clinician in the work
setting and offers feedback and instruction
directly related to the clinician’s attitudes and
behavior. Thus, coaching not only provides more
specific and direct feedback to the learner, but
also it extends the time of instruction and pro-
vides instruction within the highly relevant con-
text of actual clinical practice (Lyon et al. 2011).
In addition, coaching provides an opportunity for

the instructor to address the clinician’s questions
and ambivalence about adopting new clinical
practices and supporting the clinician’s morale
and engagement in the adoption of
recovery-oriented practice (Lyon et al. 2011).

Reminders/Prompts. Research has indicated
that prompts to engage in recommended practice
habits can be effective in implementing clinical
care changes (Grol and Grimshaw 2003; Lyon
et al. 2011; Stuart et al. 2004). Point-of-care
reminders or prompts are provided in the context of
routine practice and can be issued in the form of
written or electronic communications. For exam-
ple, ProjectGREAThas usedworksheets provided
to patients that inquire about their life goals and
strengths that are to be shared with their clinicians.
Thus, clinicians are reminded by their patients of
the importance of obtaining and using such infor-
mation that is vital to recovery-oriented care.
Project GREAT also embedded prompts for
recovery-oriented care in the electronic health care
record so that all documentation of care templates
includes recovery-relevant information. Of
course, the most effective reminders or prompts
require a response from the clinician (e.g.,
acknowledging a receipt of information or docu-
menting that a certain practice was performed)
and, with the increasing use electronic records, the
technology is available to insure that clinicians are
at least responding to recovery-oriented care
reminders/prompts.

Audit and Feedback. This strategy entails
periodic audits of clinician’s professional practice
along with feedback offered to the clinician with
accompanying benchmarks or peer comparisons.
The feedback may or may not include practice
recommendations to guide the clinician’s future
behavior. Research has suggested that audit and
feedback may be most effective when there is
significant room for improvement, the person
responsible for the audit and feedback is a super-
visor or colleague, the process is repeatedly pro-
vided, feedback is provided in both verbal and
written forms, and feedback includes clear targets
for action (Ivers et al. 2012).As an example of how
this might be applied to the teaching of
recovery-oriented care, Project GREAT took
advantage of the audit and feedback systemwithin
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the institution which consisted of a routinely
administered patient satisfaction survey. Specifi-
cally, we have been able to revise the departmental
patient satisfaction measure to better assess
recovery-oriented care by including the five-item
Empowerment subscale of the Recovery-
Promoting Relationship Scale (Russinova et al.
2006). Patient satisfaction information can be used
as a training tool for individual clinicians aswell as
used as a metric for monitoring overall progress in
the implementation of recovery-oriented care in
the department.

Mass Media Communications in the Form of
Newsletters/Pamphlets. Mass media campaigns
have been used to modify health knowledge, atti-
tudes, and behaviors in the general population
using a variety of social marketing strategies.
These efforts have realized promising outcomes in
changing clinician behaviors as well (Grol and
Grimshaw 2003). For example, mass media cam-
paigns have had positive impact in reducing
excessive antibiotic dispensing (Butler et al.
2012). From the perspective of training clinicians,
the premise is that broad efforts to change patients’
behavior can result in changes in clinicians’
behavior. In the context of recovery-oriented care,
transformation of knowledge, attitudes, and
behaviors in clinicians can be greatly enhanced by
changes in individuals that they serve. That is, by
teaching the consumer about the processes of
personal recovery, the manner in which they relate
to their clinicians and their positive engagement in
their own care could be quite influential on the
practice of clinicians.

SAMHSA’s Recovery to Practice initiative
provides an excellent example of a program that
broadly disseminates recovery-oriented informa-
tion through an online centralized information
center that has the potential to impact how clini-
cian’s use recovery processes and practices in
their care as well as how consumers of mental
health services participate in their care. Pro-
ject GREAT has employed two teaching strate-
gies along this line. First, a newsletter entitled
“Taking Flight” is broadly distributed to patients
and clinicians providing a recovery story as well
as instruction on recovery processes and practices.
Second, a patient pamphlet is distributed at the

time of the initial appointment entitled, “Making
the Most of Your Care.” This pamphlet provides
basic information about the clinic and the services
available, and also instructs patients on an active
and collaborative approach to their own care.

Conclusion

Despite the broad advocacy for recovery-oriented
care, there are significant challenges to the teach-
ing and implementation of a recovery orientation
to mental health care. In addition to the challenges
imposed by the complexities of defining
recovery-oriented care, the traditional views of
mental illness and treatment as well as ongoing
stigmatizing attitudes of clinicians, there are
practice stresses that will likely limit the efforts of
teaching recovery-oriented care. For example,
time with the doctor is limited and has been stea-
dily decreasing over the past 20 years across all of
medicine and specifically in psychiatric care
(Olfson et al. 1999). For the most part, there is an
insufficient workforce to provide themental health
care that is needed for our society today, and thus
caseloads of existing mental health workers are
quite high, limiting the time needed for training in
recovery-oriented care.

Moreover, it is not surprising that psychiatric
practice appears to be drifting toward primarily
psychopharmacological management with pre-
cious little time available to address such recovery
matters as identifying life goals relevant for
treatment or identification and utilization of con-
sumer strengths and supports to achieve life goals.
That “health care comes at a price,” has also been
increasing over the past 20 years (Rowan et al.
2013). Thoughmental health care is more than just
a commodity that responds predictably to market
pressures, the reality is that the financial price tag
for recovery-oriented care must be addressed.

Systems adopting the recovery model of care
have to consider how to pay for the training and
how to get reimbursement for what, at present,
does not fall into the traditional forms of psy-
chiatric care (e.g., peer specialist services and
psychoeducational training in wellness activities
versus traditional services that are reimbursed—
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diagnostic assessments, medication management,
and psychotherapy). In addition, the mental
health care system has been persistently “under-
funded and undermanned” (Appelbaum 2002)
and, as a result, the mental health system has by
and large become focused on crisis stabilization
and does not aspire to longer term goals that are
the focus of recovery. Unfortunately, this crisis
stabilization focus likely perpetuates and at times
exacerbates the deteriorating patterns of more
frequent and more severe relapses, further driv-
ing the focus of care toward symptom reduction
rather than the development of sustained efforts
to develop and build upon the broader goals of
developing a life of meaning and purpose.

Overcoming these challenges to the teaching
and implementation of recovery-oriented care will
require administrative leadership and support.
Written policies that promote recovery-oriented
practice and even the hiring of peer specialists can
represent only token measures that ultimately fail
to achieve the cultural changes needed. Instead,
there will need to be administrative leadership that
promotes an organizational mission and vision
that truly embraces recovery and commits the
necessary capital to recovery-oriented training and
practice. Administrative leadership will also be
needed to build a consensus among the clinicians
in a system of care that values recovery and
believes that the goals of recovery can be achieved.
Essential will be administrative steps to integrate
consumers as full partners in the education of
clinicians including roles of designing
recovery-oriented curricula and providing teach-
ing to clinicians. Finally, administrative leadership
is needed to balance the organization’s need to
reduce risk and contain cost with the higher calling
of giving individuals, facing the challenges of
mental illness the hope that a recovery journey can
be achieved that offers worth and meaningful
connections with others.

We have learned through Project GREAT that
exposure to recovery stories can be a powerful tool
in overcoming the challenges facing
recovery-oriented care. While we embrace the
value of using empirical evidence to support the
design and implementation of teaching strategies
to support the adoption of recovery-oriented care,

we have learned that personal recovery stories can
inspire genuine change in clinicians’ attitudes and
practice behaviors. Inherent in these recovery
stories are a deeper understanding of the lived
experiences of those facing the challenges of
mental illness. Inherent in their telling is an
authenticity that recovery is “real” and not just an
aspiration drawn from the more abstract principles
of recovery. Moreover, recovery stories convey
struggles and emotions that stir up affect in the
learner that can more effectively influence beliefs,
attitudes, and behaviors than mere presentation of
recovery principles. And, for clinicians and
patients alike, recovery stories provide vivid pic-
tures of coping models that did not easily provide
recovery-oriented care or overcome the challenges
of mental illness. And yet in those stories can be
found partners in care who had the courage and
determination to endure hardships and setbacks in
order to achieve lives of purpose and meaning.
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5Shared Decision-Making

Gina N. Duncan, Anthony O. Ahmed, P. Alex Mabe,
Brian Anderson, Gareth Fenley and Michael Rollock

Introduction

Providing treatment to people with severe mental
illnesses on an inpatient unit is fraught with chal-
lenges. Many patients are acutely ill and may be
experiencing very severe symptoms that coexist
with poor insight, emotional dysregulation,
impulsivity, aggression, and severe disability.
Moreover, many patients are involuntarily hospi-
talized and may be less cooperative with inpatient
treatment. Some civilly committed patients may
view their hospital tenure as needlessly lengthy
and forced medications as impinging on their civil
rights, while longing for less restrictive environ-
ments. For many practitioners, these are clinical
challenges that adversely impact treatment
adherence and ultimately positive treatment out-
comes. Patients that are seemingly resistant to
treatment are viewed as uncooperative and less

ready for discharge, leading to longer hospital
tenure for such individuals. This line of reasoning
may represent the mainstream, prevailing view of
treatment disengagement and nonadherence. The
recovery model, in contrast, makes starkly differ-
ent assumptions about treatment disengagement in
psychiatric practice. It deemphasizes a process in
which practitioners insist on adherence and
underscores the participation of the patient. This
chapter presents the practice of shared decision-
making as a means of enhancing patient engage-
ment in clinical care.

Clinical Decision-Making

Clinical decisions on the inpatient unit demand
careful treatment planning and coordination
across several disciplines and levels of care.
Some treatment decisions may involve high risk,
such as complex medication management and
monitoring, determinations of levels of supervi-
sion to ensure safety during the patient’s tenure,
and discharge readiness. Other decisions may
involve less risk-taking, such as the timing or
frequency of appointments, setting a treatment
group schedule, completing a referral for neu-
ropsychological testing, or scheduling indepen-
dent activities. For psychiatrists and other mental
health professionals, care decisions may be
classified into two forms: (1) when there is
clearly a best option, and (2) when there is less
certainty regarding the best course of action to
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take because there is likely more than one viable
option.

Quite rare in psychiatric care are those deci-
sions made when only one choice/option is
available to the practitioner. Most decisional
contexts in psychiatric care are characterized by
the availability of options. These contexts
include several medication options for the man-
agement of many psychiatric symptoms,
increasing options for neuromodulatory inter-
ventions [e.g., electroconvulsive therapy (ECT),
repeated transcranial magnetic stimulation, tran-
scranial direct current stimulation], multiple
psychosocial treatments, behavior intervention
plans, and community placements options. It can
be argued that the availability of more than one
reasonable choice or option to the practitioner
provides room for flexibility and creativity in
clinical decision-making. It may also allow
practitioners’ final clinical decision to be
informed by more factors and decisional criteria
that may influence treatment success. For
example, the extent to which care recipients
“buy-in” to treatment decisions and engage in
their own care may mitigate the effectiveness of
most clinical decisions. The availability of
options creates an opportunity to enhance the
engagement and commitment of care recipients
by sharing some care-related decisions. To
understand the rationale and potential benefits of
such an approach to decision making, however, it
is important to begin by reexamining its alter-
natives. For the purpose of discussion in this
chapter, we will contrast three decision-making
alternatives: the Traditional Compliance Model,
the Informed Choice Model, and the Shared
Decision-Making Model.

The Traditional Compliance Model

The first is the conventional approach to care
decision making in psychiatry that we have called
a traditional compliance model because of one of
its central assumptions about compliance as nec-
essary (although insufficient) for decision effec-
tiveness. In the traditional compliance model, the
practitioner assumes the role of the sole expert in

the provider-patient dyad in a way that encourages
a top-down, one-directional transfer of informa-
tion. The practitioner is solely responsible for
gathering information germane to treatment
decision-making including the identification of
treatment targets, symptom ratings, and review of
history. The practitioner independently decides
what information is relevant to the final treatment
decision, what treatment options should be
considered, and the decisional criteria to be con-
sidered in making the decision. Grounded in the
traditional medical model, psychopharmacologi-
cal treatment decisions are informed by general
consensus regarding the neurobiological basis of
most psychiatric syndromes. To prescribers, this
mechanistic view of psychopathology translates
to clear objective criteria that should guide
prescription practice.

For example, the involvement of hypersensi-
tive dopamine receptors in the mesolimbic
pathway in the phenomenology of positive
symptoms potentiates the use of compounds with
DRD2 blocking capacity. Guided by such
objective criteria, the practitioner chooses a
treatment option to which the patient is asked to
assent. Important objectives in traditional medi-
cation management include ensuring that the care
recipient is taking the medications as prescribed
by the expert provider, completing necessary
blood work and other periodic medical moni-
toring activities (e.g., vital signs, electrolyte
levels), and reporting periodically on medication
side effects. The success of all of these objectives
is predicated on the care recipient adhering to the
prescriber’s recommendations. To varying
degrees, other disciplines in mental health have
also adopted the traditional compliance model.
Common psychotherapies follow structured
treatment formats that expect success when the
psychotherapist provides treatment as directed in
the manual and the care recipient engages by
attending sessions, completing homework, and
participating as directed by the psychotherapist.

Again, it should be emphasized that the tra-
ditional compliance model appears to lean
heavily on the compliance of care recipients for
treatment objectives to be accomplished. An
examination of the literature, however,
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demonstrates that psychiatric care is character-
ized by high rates of noncompliance, medication
nonadherence, dropouts, and overall treatment
disengagement (Fenton et al. 1997; Kreyenbuhl
et al. 2009). Poor treatment compliance may
explain why improvement rates in psychophar-
macology and psychotherapy generally do not
exceed medium effects (Huhn et al. 2014).

The top-down, one-directional flow of infor-
mation that is characteristic of the traditional
compliance model seems rather unfounded when
one considers that treatment effectiveness and
positive outcomes may be predicated on the
patient’s willingness or ability to adhere to the
treatment recommendation. One may thus argue
that the traditional compliance model is relatively
weak because it fails to predict and produce
desired outcomes. On the one hand, it fosters a
power differential that places all consequential
decisions in the hands of the provider while
underestimating the care recipient’s role in fos-
tering positive outcomes; conversely, it stipulates
that positive outcomes depend on the care
recipient. Moreover, it is not uncommon for
practitioners to negatively evaluate or, in some
cases, pathologize instances when care recipients
deviate from treatment recommendations as
indicative of poor insight, disorganization, intel-
lectual impairment, or resistance. The possibility
that the practitioner did not have all of the
information necessary to make an optimal clini-
cal decision is less likely to be considered as a
reason for poor treatment adherence. Patients,
advocates, and many proponents of the recovery
model have advanced other criticisms of the
traditional compliance model. These include
arguments that the traditional compliance model
is inherently paternalistic, fosters dependency on
the provider, and impugns on the rights of psy-
chiatric patients.

The Informed Choice Model

An alternative approach to the traditional compli-
ance model, one that some may view as it is
opposite, has emerged in response to mounting
pressures from the current zeitgeist of consumerism

in the United States. These pressures include calls
for increased patient autonomy and involvement in
medical decisions given the greater access to
medical information on the part of patients,
increasing treatment options, and the rising cost of
medical care (Woolf et al. 2005). Informed choice
runs in contrast to the traditional compliancemodel,
in which medical decisions are made solely by the
practitioner, who makes recommendations that the
care recipient follows. Rather, informed choice
places the decision of which option is best solely in
the hands of the care recipient. The role of the
practitioner in informed choice is that of a technical
expert or consultant who provides information
about options and choices to the care recipient who
makes the final medical decision. Informed choice
imposes a new dynamic on the provider-patient
dyad with new roles and expectations for the
treatment relationship. Practitioners are expected to
withhold their preferences, judgments, and recom-
mendations and rather yield to thepreferences of the
care recipient. The informed choice model pre-
supposes that choices or alternatives exist with
regard tomedical decisions, and that all alternatives
are viable and available. The model also assumes
that care recipients are interested, sufficiently
informed, and able tomake treatment choices when
provided with information that is salient to the
medical decision.

It is reasonable to assume that choices are
available to care recipients in inpatient settings
with regard to medications for the management
of symptoms. In addition, inpatient treatment
programs may provide several psychosocial
treatment groups as part of a “treatment mall” or
rehabilitation group program in which care
recipients are enrolled during their hospital
tenure. The informed choice model certainly
fosters more patient-centered discussions around
the potential benefits and risks of many medica-
tion management options. Informed choice also
allows care recipients to evaluate the potential
impact of decisional preferences on their lives.
With regard to psychosocial treatment options,
informed choice allows patients to enroll in
treatment or psychoeducational groups most
consistent with their life goals, wishes, and per-
sonal values.
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The informed choice model is certainly
desirable to the degree that it empowers care
recipients and fosters their autonomy and sense
of efficacy. The model is, however, not without
its limitations when applied in a psychiatric
context. Even when care recipients have access
to necessary information provided by the practi-
tioner or obtained from other sources, the
increased availability of knowledge may not
necessarily translate to increased patient
involvement. Studies suggest that not all care
recipients are interested in absolute control over
treatment-related decisions (Benbassat et al.
1998; Robinson and Thomson 2001). Moreover,
some care recipients may find the process of
vetting several options and alternatives with
regard to their merits and disadvantages over-
whelming. Informed decision-making may be
particularly challenging for acutely symptomatic
care recipients and others for whom intellectual
deficits impair their decisional capacity. It is
doubtful that relinquishing the final treatment
decision to an impaired care recipient is viable.

Some may argue that the informed choice
model encourages treatment practices that overly
deemphasize the expertise of the practitioner,
who may need to exercise some clinical judg-
ment informed by experience, but unrepresented
in the research literature. Prescribers, for exam-
ple, often make nuanced and creative decisions
about medications depending on how the care
recipient is responding. Prescribers may also
wish to exercise autonomy in prescribing prac-
tices informed by their clinical judgment. As an
illustration, many prescribers would be less
inclined or may exercise greater caution with
prescribing benzodiazepines to care recipients
with a history of substance use problems. It may
be argued that such situations preclude informed
choice (Drake and Deegan 2009).

There remains the question of whether prac-
titioners can or are willing to assess and provide
care recipients with accurate information to make
informed decisions. Many practitioners may be
unwilling to extend themselves to increase the
knowledge of their patients given the time con-
straints experienced by most practitioners.
Questions may also abound about literacy and

cultural barriers that may impair the capacity of
some care recipients to absorb knowledge of
their options and express preferences. Despite
their limitations, the traditional compliance
model and the informed choice model reflect
opposing pressures between two forces that
ultimately provide a framework for a more viable
decision-making model. This more viable model,
called shared decision-making, attempts to strike
a balance between an absolute reliance on the
expertise of practitioners and the consequent
paternalism of traditional care, and the rights of
care recipients for choice, self-determination, and
involvement.

Shared Decision-Making Model

Shared decision-making is a system of enhancing
the active participation of care recipients in
treatment decisions in a way that is meaningful
and consequential to the treatment by providing
them with access to information and alternatives
(Adams et al. 2007). In shared decision-making,
practitioners (or treatment teams) and care
recipients, rather than either party alone, are the
participants in and deciders of the course of the
treatment decision. The perspectives and prefer-
ences of both parties are consequential to each
stage of the decision-making process and the
final treatment decision.

There are several components to this form of
decision making. The first is recognition of the
shared expertise of practitioners and care recipi-
ents that contributes to a bidirectional information
exchange (Charles et al. 1997; Kriston et al. 2010).
The practitioners expertise in their discipline—
psychiatry, psychology, social work, case man-
agement, nursing, etc.—puts them in a position to
educate and inform the patient about possible
alternatives guided by their training and knowl-
edge of their discipline. The practitioner’s role is
critical in this vein, as shared decision-making
requires diligence on the part of the practitioner to
provide and educate patients about alternatives.
The degree of information provided to the patient
may be predicated on the extent to which the
patient wants to be educated about options, the
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patient’s intellectual capacity and education, and
the patient’s interest in the decision-making pro-
cess (Makoul and Clayman 2006).

The patient’s expertise lies with knowledge of
his/her own preferences, values, past response to
treatment (e.g., side effects, benefits or lack
thereof), and life circumstances that may be
impacted by or consequential to treatment deci-
sions (Godolphin 2009). These may include the
importance of activities like fasting during Lent
or Ramadan, returning to school, a new job,
marriage, pregnancy, dieting, or engaging in a
new hobby. The patient also assumes a partner-
ship role in investigating treatment options that
the patient may then present to the practitioner
for discussion. In some cases, the bidirectional
flow of information is enhanced by a third party,
such as a family member, during hospital visits.
Family members may be vital sources of histor-
ical information that may inform treatment
decisions, particularly when the patient suffers
impairments that may limit their shared
decision-making capacity. Family members may
have ideas, questions, concerns, or expectations
about aspects of the patient’s care that the pro-
vider ascertains and responds to in collaboration
with the patient and family members.

The bidirectional exchange of information in
shared decision-making increases both parties’
awareness of the available treatment options—a
necessary condition to the exercise of choice.
Next, shared decision-making leads to a delib-
eration of the identified treatment options in
terms of the preferences of both the practitioner
and the patient. Both parties evaluate available
options in terms of their decision criteria. Criteria
important to both the practitioner and the patient
are weighted equally and actively for each
available option (Kriston et al. 2010). For
example, whereas a case manager may prioritize
proximity to a day treatment program or other
community supports as criteria for an acceptable
community residence following discharge, a
patient may prioritize proximity to their family
members, place of worship, or shopping mall.
All of these criteria should, however, be weigh-
ted equally in the evaluation of community
placement options.

Psychiatrists and psychologists are often
interested in weighing the evidence base for
available treatment options, and the degree of
empirical support for a particular option may be
rated as high as a decision criterion. Depending
on the patient’s preference for information,
practitioners may share this information with the
patient and express their own preference for
evidence-based interventions (Adams and Drake
2006; Barratt 2008). They then endeavor to guide
the patient through an evaluation of values, life
style, and goals in relation to the empirical sup-
port for the treatment options. The selection of
the final option is then negotiated between the
practitioner and the patient with a goal to identify
an option that would be consistent with the
patient’s values and preferences.

Questionswould be raised at this juncture about
the possibility of occasions when the practitioner
and the patient disagree about the best treatment
option. This will be discussed again later in this
chapter. Certainly, the implementation of shared
decision-making in clinical decisions can result in
agreement or disagreement about the best treat-
ment course. Should the practitioner simply
acquiesce to the patient’s perspective or attempt to
persuade the patient to agree the practitioner’s
preferred treatment option? It may be argued that
erring toward acquiescing to the patient’s prefer-
ence is a more recovery-oriented approach and
therefore preferred course of action. Some may
view attempts at persuading the patient to agree
with the practitioner as returning to a traditional
compliance model.

The issue of disagreements raises a larger
question about the nature of shared decision-
making. On the one hand, shared decision-making
refers to a process of arriving at a clinical decision
that involves two experts engaged in a bidirec-
tional information exchange and evaluation of
preferences in light of their decisional criteria.
Shared decision-making also involves a mutual
acceptance of a treatment choice—a shared deci-
sion—that may not necessarily conform to one or
either’s idea of the best choice, but is agreed upon
by both parties as the course of action (Charles
et al. 1997). What is, therefore, crucial in shared
decision-making is not whether the practitioner
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acquiesces or tries to persuade the patient, but that
the practitioner ensures that there is agreement on
the final decision. Although practitioners should
not shy away from sharing their preferences about
the best course of action, it should be acknowl-
edged that there remains a risk that practitioners
may inadvertently impose their preferences on the
patient. The inherent power differential that exists
between the practitioner and the patient would
often lend greater weight to their opinions.

Case Vignette

Ms. Angela Dixon, a 42-year-old African
American woman, was receiving services on an
acute inpatient unit. She had been diagnosed with
schizophrenia in her late 20s after she reported
auditory and visual hallucinations, and endorsed
persecutory delusional beliefs. She particularly
found her visual hallucinations very distressing,
as she would often see malevolent faces emerg-
ing from walls, trees, and the floor. She also
believed that her home was haunted and that she
could hear demons conversing in the basement
about her thoughts and actions. Her experiences
contributed to significant fearfulness, depression,
and irritability.

Ms. Dixon had been hospitalized frequently
since her first psychotic episode. She had been
treated with several antipsychotics, some of
which had produced improvements. However,
she had difficulty in maintaining medication
adherence due to her discomfort with medication
side effects, problems with organization, and
some suspiciousness about antipsychotic medi-
cations. On one occasion, she had stopped taking
her olanzapine because she believed it made her
“feel heavy” even though her psychotic and
mood symptoms improved. During her current
hospitalization, she had refused to take antipsy-
chotic medications and expressed feelings of
anger related to being “forced” to take pimozide,
which caused her to have hand tremors, and
risperidone, to which she believed she was
allergic.

Ms. Dixon refused medications frequently and
the treatment team began to consider changing
hospitalization status from voluntary to involun-
tary in order to seek a court ruling to provide
ECT. The team believed that involuntary treat-
ment was the only course of action left, as it had
made efforts to engage Ms. Dixon in her care.
Moreover, by that time, Ms. Dixon had been
hospitalized for three months and was making
little improvement in her psychiatric symptoms.
Ms. Dixon had also been refusing to attend
groups in the hospital treatment mall. She often
sat by herself, but had periodically asked for
drawing pads on which she sketched clothing
designs. Her treatment team ultimately decided
to transfer her to a different hospital unit.

Upon Ms. Dixon’s transfer, Dr. Abrams
reviewed her history and noticed that she had
often responded quickly to many antipsychotic
regimens, but that their effectiveness was not
sustained in the long term. He learned that Ms.
Dixon had very strong resistance to taking
medications and had often gotten into arguments
with her previous psychiatrists and the nursing
staff about her treatment. He was also aware that
she had become resistant to attending groups or
participating in unit milieu-based activities. In
their first meeting together, Ms. Dixon expressed
to Dr. Abrams her general frustration with psy-
chiatrists and other mental health professionals
due to their unresponsiveness to the concerns she
had repeatedly raised about taking medications.
Dr. Abrams found that although some of her
opinions about her medications were unfounded,
Ms. Dixon spoke with some clarity about her
medication history and was able to provide
information about how she had responded to
medications in the past.

Dr. Abrams decided to involve Ms. Dixon in
more frequent discussions about her medications.
He reasoned that the treatment might benefit from
involving Ms. Dixon in discussions that increased
her knowledge about her medications and that also
allowed her to provide information about her
medication history, preferences, and treatment
goals to inform medication decision-making.
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Consequently, Dr. Abrams learned thatMs. Dixon
often assumed that psychiatric medications
worked like other medications (i.e. that she could
stop taking them after her symptoms subsided). He
also learned that she was very sensitive to the side
effects of medications. For example, she reported
that she had developed an unsightly “bulging
stomach”when she started taking olanzapine. She
argued that risperidone and other antipsychotics
caused her to have skin breakouts although her
psychiatric records indicated that this was not
apparent under close monitoring.

Dr. Abrams encouraged Ms. Dixon to partner
with him in identifying the best treatment course
that would allow her to stay out of the hospital
and pursue her life goals. He learned that Ms.
Dixon loved to knit sweaters and scarfs and that
she also enjoyed sketching dresses and had a
prior career as a tailor. He also learned about her
opinions on all of the antipsychotics she had
taken. Dr. Abrams provided information about
several possible strategies for medication man-
agement to Ms. Dixon, discussing their rationale,
side effects, and their potential impact on her life
goals. Ultimately, they agreed to try a regimen
that conferred a low risk of tardive dyskinesia.
Ms. Dixon was committed to the success of the
regimen, given that she had effectively influ-
enced the final choice. Both agreed to meet daily
to review their collaborative plan. Ms. Dixon
experienced significant improvements in her
psychotic and mood symptoms. Moreover, the
treatment team observed that she began to par-
ticipate more actively in her own care by taking
her medications, attending groups, meeting with
her psychiatrist daily, and completing blood
work and vital signs. She was subsequently dis-
charged back to the community where she
maintained her treatment gains with sustained
community tenure at 12 months.

Is There a Need for Shared
Decision-Making?

As the case vignette illustrates, hospital practi-
tioners are often faced with the dilemma of

managing occasions when the care recipient is
seemingly non-adherent to or skeptical about
some or all aspects of psychiatric care. It is not
unusual for treatment teams to label such care
recipients as “noncompliant,” “demanding,”
“help-rejecting,” or “difficult” (Roberts and Dyer
2003). Subsequently, treatment teams may
respond by further insisting on treatment rec-
ommendations—seen during occasions when
adjudication is sought for forced medications—
or transferring the care recipient to another
treatment setting. In some cases, insisting on
treatment recommendations or transferring care
may be the appropriate treatment response. It is
clear, however, in the above vignette, as in many
similar cases that there had been an absence of
engagement or “buy-in” on the part of the care
recipient. The case is made in the above vignette
that shared decision-making is a possible inter-
vention for poor treatment engagement. The state
of the evidence for shared decision-making to
such end will of course be better supported by
systematic studies and this will be subsequently
discussed. First, however, we discuss the ratio-
nale for incorporating shared decision-making in
hospital psychiatric care. This includes an
examination of treatment disengagement, con-
sumer rights and the recovery model, and the
impact of paternalism on psychiatric care.

High Rates of Treatment
Disengagement in Traditional
Compliance Approaches

The case for shared decision-making begins with
a consideration of the state of the traditional
mental health system, which relies on treatment
compliance or adherence as a treatment objective
for ensuring and maintaining treatment gains.
Indeed, the effectiveness of all forms of medical
treatment, including psychiatric interventions,
depends on the degree to which the care recipient
engages in the treatment plan. For example, high
treatment adherence predicts better treatment
outcomes among patients receiving medical care
(DiMatteo et al. 2002). Among people with
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schizophrenia, poor adherence to antipsychotics,
especially in the early course of illness, con-
tributes to poorer long-term treatment outcome,
including greater risks for relapse (Masand et al.
2009). Several studies suggest that psychiatric
services are plagued by high rates of nonadher-
ence. The National Schizophrenia Fellowship
survey of service recipients in the United King-
dom that had received antipsychotic medications
revealed that 42 % had ceased taking prescribed
antipsychotics without informing their prescriber
(Corry et al. 2001). Remarkably, the fellowship
survey also revealed that while the majority of
psychiatrists discussed medications with care
recipients (70 %), they rarely offered choices to
care recipients (40 %). Valenstein et al. (2004)
examined pharmacy data from the VA National
Psychosis Registry and found over 40 % of care
recipients were medication non-adherent—de-
fined as having medication possession ratios
(MPR) < 0.80. Medication adherence rates were
especially low among African Americans and
patients earlier in the course of illness.

One perspective held by former patients and
patient advocates is that poor medication adher-
ence rates among psychiatric care recipients may
reflect a larger problem of disengagement from
psychiatric services. Treatment disengagement is
defined here as ceasing or reducing prior contacts
with mental health services or care despite the
need or clinician recommendation for such ser-
vices. Indicators of treatment disengagement
could include medication nonadherence, missed
appointments, lateness to treatment appoint-
ments, referral failures from emergency services
and other diversionary sources, and noncompli-
ance with aftercare recommendations. In psy-
chiatric inpatient settings, disengagement may be
evident in care recipients who “cheek” medica-
tions, refuse to complete relevant blood work,
refuse to complete routine vital signs and other
procedures, refuse to attend treatment groups,
remain isolated in their rooms, or refuse to par-
ticipate in recommended evaluations. It should
be acknowledged that for some patients, psy-
chiatric symptoms (e.g., delusions, amotivation)

may contribute to the refusal to participate in
some aspects of their care. It may be necessary to
rule out the role of acute illness and intervene
appropriately in such cases. Notwithstanding the
impact of symptoms, however, noncompliance
often reflects poor engagement.

Several studies suggest that traditional psy-
chiatric care has failed at fostering treatment
engagement especially among individuals with
severe mental illnesses (Doyle et al. 2014;
Kreyenbuhl et al. 2009; Stowkowy et al. 2012).
Doyle et al. (2014) reviewed 10 studies and found
that the reported rates of disengagement among
first-episode psychosis patients ranged from
20.5 % to as high as 50 %, with most studies
reporting rates that exceeded 30 %. Interestingly,
people with a lower baseline severity of illness
were found to be more likely to disengage from
treatment (Conus et al. 2010; Stowkowy et al.
2012). Individuals with high illness severity were
more likely to have been encouraged by family
members to continue to receive services.

Several factors have been identified as likely
contributors to treatment disengagement in care
recipients. These include demographic factors—
male, young, low socioeconomic status, unmar-
ried, ethnic minority status, clinical factors such
as illness severity, insight, and illness stage, and
treatment factors such as poor therapeutic alliance
(Kreyenbuhl et al. 2009). Some studies have
sought the perspective of care recipients to illu-
minate causes of treatment disengagement.
Commonly cited reasons have included dissatis-
faction with treatment, not being listened to,
skepticism about the benefits of the treatment they
were receiving, and a desire to maintain one’s
own independence and sense of control (O’Brien
et al. 2009; Priebe et al. 2005; Rossi et al. 2008).

Shared decision-making has been touted as an
intervention to enhance engagement given that it
directly counters many of the reasons care
recipients drop out of treatment. Specifically, it
provides a platform that allows the care recipient
to be listened to and it encourages the care
recipient to share their expertise in their own
care. It also encourages the autonomy of the care
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recipient and empowers the care recipient to
contribute to the final decision.

The Recovery Model and Consumer
Rights Versus Paternalism

The recovery model of mental health adds further
impetus to incorporate shared decision-making
into critical aspects of psychiatric care. The
principles of recovery based on the Substance
Abuse and Mental Health Service Administration
(SAMHSA) definition have been recently dis-
tilled psychometrically into four critical domains
(Ahmed et al. 2013). These domains—hope,
empowerment, self-direction, and strengths—
were extracted using latent variable modeling of
items from the Maryland Assessment of Recov-
ery for Severe Mental Illnesses (MARS; Dra-
palski et al. 2012). The recovery domains of
empowerment and self-direction are especially
relevant to shared decision-making as they
underscore the capacity of care recipients to
make personal choices, exercise preference,
establish goals, and influence the course of their
own lives. By implication, treatment programs
that aim to be recovery oriented would want to
adopt shared decision-making in critical care
decisions as it balances the expertise of the
practitioner with recognition of the autonomy of
care recipients to influence the course of their
own lives and empowers recipients to make care
decisions. Indeed, shared decision-making is
central to recovery-focused psychopharmacology
—a recently proposed model of medication
management that places recovery as the central
focus of medication management (Buckley and
Ahmed 2013; Deegan and Drake 2006; Noordsy
et al. 2000).

As mental health systems around the world
have adopted the recovery model (Ahmed et al.
2012), there has been a growing demand in
mental health systems for increased patient
involvement in psychiatric treatment decisions.
This patient-centered view is advocated interna-
tionally by prominent health care and policy
organizations including the New Freedom
Commission, the National Institute of Health and

Care Excellence (NICE) standards, the American
Psychiatric Association, the American Psycho-
logical Association, the Veterans Affairs Health
Care System, and other international guidelines
(Hamann et al. 2010). These organizations gen-
erally agree that contemporary psychiatric ser-
vices should aim for partnerships with care
recipients and their family members and shared
decision-making may provide a framework for
such involvement. While it is acknowledged that
increased involvement of care recipients and
their family members may impact how readily
care decisions are made, this has also been
argued as an ethical imperative (Drake and
Deegan 2009). Moreover, it has been emphasized
that the autonomy of the care recipient and the
principles of empowerment and self-direction
should be weighted heavily when care decisions
involve alternatives that are equivocal or situa-
tions that are controversial (Mistler and Drake
2008).

In psychiatric inpatient settings, shared
decision-making provides an alternative to tra-
ditional practices that have been viewed as
paternalistic and fostering of dependency and the
“sick role.” These practices include forced med-
ication, offering rewards to encourage medication
compliance, the provision of long-acting inject-
able alternatives (depots), oral dispersible tablets
(ODT), and mouth checks to avoid “cheeking.”
There is little evidence to suggest that these
practices are effective for long-term treatment
adherence. For example, a recent study dispelled
previously held assumptions by showing that
long-acting injectable medications were no better
than orals at fostering clinical improvements and
preventing relapse in people with schizophrenia
(Buckley et al. 2015). Moreover, other practices
employed in psychiatric inpatient settings are
rarely continued in the community following
discharge, therefore many care recipients stop
taking medications as soon as they are dis-
charged. The result is a short community tenure
and rehospitalization following discharge. Inpa-
tient psychiatric medication management is fur-
ther fraught with disagreements between care
recipients and hospital staff about treatment.
Forced medication often results in patients
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having negative attitudes about the hospital staff
and psychiatric treatment overall (Hamann et al.
2009). It is therefore unsurprising that many
people who require or could benefit from psy-
chiatric care generally avoid seeking treatment
(Kreyenbuhl et al. 2009).

Shared Decision-Making in Practice

A national survey of health care providers
showed that 75 % support shared decision-
making. And yet, it is not widely implemented
in practice (Patel et al. 2008; Shared
Decision-Making in Mental Health Care: Prac-
tice, Research, and Future Directions 2010). Why
would this be? One reason relates to logistical
issues, specifically time and skills training. As
discussed above, shared decision-making repre-
sents a departure from the traditional, paternal-
istic model of patient care in which most
practitioners have been trained. Thus, from a
logistical standpoint, successful implementation
of shared decision-making requires changes in
the flow of the clinical encounter and the devel-
opment of new skills.

Another reason for the limited implementation
of shared decision-making in mental health care
practice relates to provider attitudes. Despite
general endorsement of the concept of shared
decision-making, mental health care providers
also report holding beliefs that serve as barriers
to its implementation (Shared Decision-Making
in Mental Health Care: Practice, Research, and
Future Directions 2010). Chief among these
concerns is a misperception of consumer capacity
to make treatment decisions (Hamann et al. 2009;
Shared Decision-Making in Mental Health Care:
Practice, Research, and Future Directions 2010).
Other beliefs relate to a lack of research evidence
regarding shared decision-making, time limita-
tions for consultations, their own lack of skills in
risk communication, mistaking information
sharing for decision sharing, consumer reluc-
tance to take decision-making responsibility,
consumers’ abilities to cope with the stress of
decision making, and a lack of technical support

(Shared Decision-Making in Mental Health Care:
Practice, Research, and Future Directions 2010).
To achieve true clinician buy-in and effective
implementation of shared decision-making, these
barriers must be acknowledged and individually
explored.

Overcoming Barriers to Shared
Decision-Making

Time. Time constraints represent a systems level
barrier that cannot be ignored (Patel et al. 2008).
Our clinical environments have become increas-
ingly harried, and face-to-face care is typically
delivered in 10–20 min increments. Time con-
straints as related to the implementation of shared
decision-making play a critical role in at least
three areas: (1) the amount of face-to-face time
available for clinical encounters; (2) in-service
time available for clinicians to learn and be
trained in new skills; and (3) the amount of time
providers have for wellness and self-care. Each
of these time-related barriers can be addressed in
several key ways.

With regard to face-to-face clinical encounter
time, there is evidence that shared
decision-making is comparable in time to usual
care (Patel et al 2008). A study looking specifi-
cally at shared decision-making for inpatients
with schizophrenia found that it did not take up
more of the physician’s time than care as usual
(Schauer et al. 2007).

The availability of in-service time for clini-
cians to be trained in new skills such as shared
decision-making also plays a factor. Ensuring the
availability of such time takes effort, however,
clinical departments and inpatient units can take
steps to incorporate trainings into existing
in-service sessions such as grand rounds and staff
meetings. Residency training programs can
incorporate trainings into didactic schedules.
Regular reinforcement can occur through fol-
lowup seminars, consultations, clinical care tem-
plates that prompt clinicians to implement shared
decision-making, and patient care forms that
prompt patients to use shared decision-making
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skills. Clinicians should also be encouraged to
participate in external conferences and workshops
where shared decision-making training is
provided.

A third area in which time can play a signif-
icant role is the time providers who make for
practicing wellness and self-care. A lack of both,
in conjunction with a stressful work environ-
ment, can impact provider attitude, leading to
burnout and negatively impacting patient care
(Schulze 2007). As practitioners of mental health
care, we bring not only our skills but also our-
selves into the treatment relationship. In order to
model and promote wellness and recovery for the
persons we serve, it is critical that we attend to
these same areas in our own lives. This includes
appropriate work-life balance, healthy eating,
regular physical activity, meaningful social
engagement, and supportive relationships.

Information sharing versus decision shar-
ing. Evidence-based medicine is now the stan-
dard of medical practice, and most physicians are
highly experienced in presenting patients with
the risks and benefits of a proposed treatment and
obtaining informed consent. It can be easy to
view a patient’s participation in a discussion of
information about a treatment and their subse-
quent agreement to a treatment plan as actually
sharing in the decision-making process. How-
ever, information-sharing and treatment
decision-making are two distinct goals in the
medical encounter (Charles et al. 1997). Partici-
pants in the 2007 Center for Mental Health Ser-
vices’ meeting on shared decision-making
expressed concern that many providers feel they
are already doing shared decision-making when
they are not (Shared Decision-Making in Mental
Health Care: Practice, Research, and Future
Directions 2010).

As an illustration, let us imagine a common
inpatient treatment scenario: Ms. Mellen is a
young woman in her mid 30s, who has been
hospitalized for major depression. As Dr. G., the
inpatient attending, reviews Ms. Mellen’s chart,
she notes that Ms. Mellen’s medical history is
significant for obesity. She considers four
first-line antidepressants that could potentially be

prescribed to treat Ms. Mellen’s depression: drugs
A, B, C, and D. As she prepares to seeMs.Mellen,
Dr. G. eliminates drugs B, C, and D from con-
sideration based on her clinical experience and on
her greater familiarity with drug A, which has a
lower likelihood of weight gain and GI side effects
than the others. On rounds, Dr. G. establishes a
good rapport with Ms. Mellen, empathizes with
her feelings of depression, and presents Drug A as
the treatment recommendation. Dr. G. reviews
with Ms. Mellen the side effect profile of Drug A,
and answers Ms. Mellen’s questions regarding the
dosing schedule and the expected length of time
before the medicine begins to “kick in.” Ms.
Mellen consents to begin treatment with Drug A.

In this scenario, Dr. G. has delivered standard
care—she has considered evidence-based treat-
ment options, taken into account side effect pro-
files relevant to Ms. Mellen’s medical history,
established good rapport, and shared with Ms.
Mellen the risks and benefits of Drug A. However,
by not presenting Drugs B, C, and D, Dr. G. has
not allowed Ms. Mellen the opportunity to
appraise for herself how Drug A compares to
others with regard to her broader goals and values,
and to participate in selecting Drug A from among
those options. Thus, shared decision-making has
not occurred (Charles et al. 1997).

It is important to remember that while physi-
cians have expert technical knowledge, patients
are experts in their own preferences (Charles
et al. 1997). The sharing of patient preference is a
requisite for shared decision-making, and can
have a significant impact not only on patient
satisfaction but also on the ultimate treatment
decision. In one study, in 22 % of cases the
psychiatrist indicated that engaging in shared
decision-making resulted in a different treatment
strategy (Hamann et al. 2006).

Returning to the example above, let us
imagine that Ms. Mellen has a goal of taking a
new position at work that would result in a pay
raise, but require a much earlier start to her shift.
While weight gain is a concern to her, of greater
concern is her ability to be alert and fully awake
on the job. Had she known that Drug B was an
option with equivalent antidepressant efficacy
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and tends to be more activating, her preference
would have been to try it instead.

Research evidence supporting shared
decision-making. Surveys in general medicine
have shown that the overwhelming majority of
the public (over 70 %) expressed a wish to par-
ticipate in shared decision-making (Flynn et al.
2006; Levinson et al. 2005). This includes the
General Social Survey of 2,765 adults which
found that 96 % of respondents wanted to par-
ticipate in discussions about their care and be
provided with treatment choices (Levinson et al.
2005). Similarly, a survey of 5,199 older adults
showed that their entire sample preferred a sys-
tem of “high information exchange” that is
characteristic of shared decision-making with
their practitioner (Flynn et al. 2006). Further, the
majority of their sample (46 %) was classified as
“deliberative autonomist”—individuals who
preferred to exercise choice after embarking on a
discussion of options with their practitioner.

Recent studies among psychiatric patients
have demonstrated a similar preference for shared
decision-making as seen in general medicine.
Adams et al. (2007) surveyed the decisional
preferences of 30 people with schizophrenia with
regard to psychiatric medications and general
medical care. They found that whereas 77 % of
their sample preferred shared decision-making for
medication decisions, only 23 % preferred shared
decision-making for general medical care.
Hamann et al. (2010) similarly surveyed the
decisional preferences of a larger sample of peo-
ple with schizophrenia (N = 300). They found
that the majority of their sample wanted shared
decision-making, with only 12 % expressing a
preference for a doctor’s unilateral decision. They
also found that less than 50 % of care recipients
who preferred shared decision-making had the
opportunity to participate in shared decision-
making. Moreover, it also appeared that care
recipients who expressed preference for shared
decision-making tended to have a poorer working
alliance with the treatment team.

One belief expressed by clinicians that serves
as a barrier to shared decision-making is a

concern that there is a lack of research evidence
on shared decision-making feasibility and out-
comes in mental health care. It is true that the
research base on the feasibility and outcomes of
shared decision-making is smaller relative to
other areas in mental health. However, this liter-
ature base has advanced significantly in the past
decade and evidence to date demonstrates that
shared decision-making in mental health care is
both feasible and effective in achieving positive
outcomes, including improved patient satisfac-
tion, self-management, treatment adherence,
patient knowledge, decreased long-term rehospi-
talization rates, and the quality of decisions made
as rated by practitioners (Hamann et al. 2007;
Hamann et al. 2006; Loh et al. 2006; Malm et al.
2003; Patel et al. 2008; Shared Decision-Making
in Mental Health Care: Practice, Research, and
Future Directions 2010; Stewart et al. 2003).

Communication of risk/uncertainty.
Another barrier to shared decision-making
reported by providers is a perceived lack of skill
in risk communication as well as a “reluctance to
change or challenge their perceived role respon-
sibilities to demonstrate authority and provide
advice and cure” (Shared Decision-Making in
Mental Health Care: Practice, Research, and
Future Directions 2010). As discussed by Gordon
et al. (2000), medical education has been descri-
bed as “training for certainty” with overemphasis
on unambiguous facts, solvable problems, and
correct answers (Gordon et al. 2000). As trainees
take on more clinical responsibility, their efforts
are aimed at controlling uncertainty (Gordon et al.
2000). Research, however, supports physician
communication of uncertainty in the treatment
relationship as beneficial. A study by Gordon
et al. (2000) demonstrated a link between physi-
cian expressions of uncertainty during the clinical
encounter and other behaviors that are associated
with patient satisfaction. These behaviors—so-
liciting patients’ opinions, facilitating patient
conversation, and checking patients’ understand-
ing—have been associated with fewer malpractice
suits (Gordon et al. 2000). They are also key
components of shared decision-making.
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The Role of Provider Hope
and Expectations in Shared
Decision-Making

A prerequisite for effective engagement in shared
decision-making is the belief that both the clini-
cian and the patient have the capacity to work
collaboratively to bring about positive/desired
outcomes. Providing mental health services can
be fulfilling and rewarding, but it can be equally
taxing on an emotional level. Clinicians often
find themselves trying to make a difference in the
lives of the people they serve, while constrained
by limited resources in the form of patients’
intrinsic coping skills, education, financial sta-
bility, social support, and a medical system that
affords limited clinical time and provides limited
reimbursement. When one’s contact with patients
occurs in brief encounters in acute settings, such
as the inpatient unit, it can be easy to lose sight of
the broader picture of recovery.

Mental health care providers have been
ascribed the proverbial role of “holding the
hope” for the persons we serve when those
individuals have lost their own sense of hope for
a better future and a meaningful life. Yet holding
the hope can be difficult, or nearly impossible, if
providers do not have hope themselves (Schrank
et al. 2012). Mental health care providers who
participated in a series of focus groups conducted
by the Recovery to Practice (RTP) Initiative
indicated struggling to maintain hope for them-
selves in the context of seeing poor outcomes
despite what research said, feeling excluded or
not listened to by the broader medical commu-
nity, being mistreated or even attacked by
patients, and having inadequate time and
resources to really succeed with their patients
(Association and Psychiatrists 2011). The role of
hope cannot be overemphasized, both as a central
component in recovery, and as a prerequisite for
shared decision-making. For what must we, as
providers, hope? Principally, that the work to
which we have dedicated ourselves is meaningful
and that the persons we serve can get better.

Studies of attitudes and expectations in mental
health care have shown that professionals tend to
have optimistic expectations of treatment (i.e.,

the expectation that medication and therapy
would be helpful), but were ambivalent as to
eventual recovery (Schulze 2007). Another study
of mental health professionals’ knowledge and
attitudes about recovery found that staff members
had a good understanding of roles of
self-definition and peers in recovery, as well as
roles and responsibilities in recovery (Bedregal
et al. 2006). However, they were less knowl-
edgeable about how to develop “realistic yet
hopeful expectations of their clients with respect
to their participation in their own recovery and in
their lives in general” (Bedregal et al. 2006).

Hope cannot be constrained by low expecta-
tions. Is such hope really hope at all? It is here
that the provider must examine him or herself:
Do you believe that recovery is possible for your
patients? Have you internalized recovery as a
nonlinear journey toward self-determination and
a meaningful life even in the context of psychi-
atric illness on which a patient will be for the rest
of their life? Viewing recovery as something
attainable only through total symptom (and set-
back) eradication while working with persons
experiencing chronic illness is a set-up for a
diminished ability to hope.

Provider Expectations of Patient
Decision-Making Capacity

Adopting any new practice perspective requires
the provider to be “bought in.” Successful shared
decision-making requires that the provider go
into the encounter with the expectation that the
patient is capable of understanding the options
presented, weighing those options, and is capable
of bringing to the table information of critical
relevance to the treatment process. In one large
survey, psychiatrists expressed “doubts about
whether they can accept patients as competent
partners in medical decisions” (Hamann et al.
2009). A provider who considers an individual
incapable of making health care decisions is not
likely to engage that person in shared
decision-making (Schauer et al. 2007). This was
also identified by participants in the 2007 Center
for Mental Health Services meeting on shared
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decision-making as a barrier to the promotion of
shared decision-making in mental health care
(Shared Decision-Making in Mental Health Care:
Practice, Research, and Future Directions 2010).

It must be recognized that the vast majority of
patients—even those with severe illness—do have
the capacity to participate in medical decision-
making (Improving the Quality of Health Care for
Mental and Substance-Use Conditions: Quality
Chasm Series 2006; Shared Decision-Making in
Mental Health Care: Practice, Research, and
Future Directions 2010). Shared decision-making
with patients being treated for depression has been
shown to produce positive outcomes, specifically
with regard to improved knowledge, improvement
in decision stage, greater satisfaction with
decision-making, improved involvement, and
decreased depression and stress (Shared Decision-
Making in Mental Health Care: Practice,
Research, and Future Directions 2010). The use of
shared decision-making with individuals in treat-
ment for schizophrenia specifically has also been
shown to be feasible and effective, with positive
outcomes including improved patient knowledge,
social interaction, and satisfaction (Shared
Decision-Making inMental Health Care: Practice,
Research, and Future Directions 2010). Bunn et al.
(1997) evaluated the ability of 96 people with
schizophrenia to participate in decisions to
continue/discontinue antipsychotic treatment.
They found that their participants were able and
often took inventory of the severity of their
symptoms and medication side effects in the final
decision. In their sample, 87 % of care recipients
chose to continue their current regimen, whereas
only 3.13 % chose to discontinue.

Hamann et al. (2009) discussed research that
has shown patients with schizophrenia often
show poorer decisional capacity than persons
without any physical or mental conditions. They
noted, however, that “this poor performance of
patients with schizophrenia…did not reflect an
enduring inability. The performance of most
patients with schizophrenia was equal to that of
persons in the comparison group when they
received an additional (educational) intervention
that allowed them to review and reflect on the

information necessary to consent to treatment”
(Hamann et al. 2009). Other tools such as
Decisional Aids have also been shown to aid
decisional capacity (Deegan et al. 2008).

To the concern expressed by providers that
sharing in decisions would be too stressful for
patients, the overwhelming majority of care
recipients want to participate in health care
decisions, and most individuals receiving mental
health services prefer shared decision-making
(Adams et al. 2007; Flynn et al. 2006; Hamann
et al. 2010; Levinson et al. 2005). As illustrated
in the case vignette of Ms. Dixon above, even
patients in the midst of severe, acute illness may
be able to effectively consider their symptoms
and potential medication side effects, and con-
tribute in a meaningful way to decisions regard-
ing their treatment (Burns and Kendrick 1997).

Provider Expectations of Individuals’
Desires for and Capability
of a Meaningful Life

In addition to the expectation that the individuals
they serve are capable of participating in treat-
ment decision-making, providers must also
approach the treatment relationship with the
expectation that the patient has hopes and desires
for a meaningful life beyond their illness.
Regardless of whether those hopes have been
diminished due to the patient’s experience with
their illness, the provider must hold the expec-
tation that the patient is capable of experiencing a
meaningful life on a holistic level. That is, to
experience a life that is about more than the
presence, absence, or severity level of illness
symptoms and having basic needs met; a life that
includes the key dimensions of wellness—satis-
fying interpersonal relationships, self-direction,
optimization of physical health, contribution to
others, participation in society, setting, and
achieving goals, a place to call home. In other
words, providers must believe in personal
recovery, which entails more than the ameliora-
tion of symptoms or restoration to a premorbid
state (Diamond 2006).
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Stigma

Stigma is a powerful factor influencing both
provider attitudes and expectations. Stigmatiza-
tion affects quality of life for people with mental
illness with consequences for employment, rela-
tionships, self-esteem, and care-seeking behavior
as well as disease treatment, progression, and
recovery (Hansson et al. 2013; Kingdon et al.
2004). The core cognitive and behavioral fea-
tures of mental illness stigma include stereotypes
(cognitive knowledge structures), prejudice
(cognitive and emotional consequence of
stereotypes), and discrimination (behavioral
consequence of prejudice) (Rüsch et al. 2005).
Most providers of mental health care would
likely acknowledge experiencing some degree of
professional stigma as a result of society’s view
of mental illness and those who treat it (e.g.,
references to the professional working with
“crazy people”). This has been referred to as
“associative stigma” or “stigma by proxy,” as
mental health professionals work in a discipline
and with a patient population that has been less
valued than other areas in the health care system
(Hansson et al. 2013).

Anti-stigma campaigns directed at the general
public have gained support in recent decades and
are showing effectiveness in raising awareness of
mental illnesses (Schulze 2007). Much less dis-
cussed, though, is the role of stigma in mental
health care and the fact that contact with mental
health care services contributes to feelings of
stigmatization among people with mental illness
(Hansson et al. 2013; Schulze 2007). In focus
groups conducted by SAMHSA’s Elimination of
Barriers Initiative, mental health consumers
reported that “providers of mental health care
were among those who most stigmatized mental
health clients” (Schauer et al. 2007). The sig-
nificance of stigma on clinicians’ abilities and
behavior is also discussed in the Institute of
Medicine’s 2005 report on Improving the Quality
of Health Care for Mental and Substance Use
Conditions (Schauer et al. 2007). Studies exam-
ining clinicians’ attitudes toward individuals with
mental illness suggest that providers’ better
knowledge of mental illness symptoms and

treatment, exposure to patients in treatment, and
even their support for individual rights “do not
act as a protective factor against stigma, as they
are neither associated with fewer stereotypes nor
a greater willingness to closely interact with
people with mental illness” outside of the clinical
setting (Nordt et al. 2006; Schulze 2007).

This is not surprising because providers of
mental health care are not isolated from the
influence of the broader society in which they
live. “Mental health professionals are…as citi-
zens exposed to early socialization processes that
may induce an internalization of stigmatizing
attitudes and discriminatory behavior” (Hansson
et al. 2013). The media act as powerful dissem-
inators of public sentiments and contribute to the
development of collective consciousness with
regard to mental illness. One needs only to reflect
on the media’s coverage of and public response
to the horrific mass shootings of the last two
decades (e.g., the 2007 Virginia Tech massacre)
in which the perpetrators’ mental illness has been
a central focus. As noted by Nordt et al. (2006),
“before mental health professionals can inform
and teach the general public about mental illness
and thus help to reduce its stigma, they should
carefully examine their own attitudes…they
should not assume that they themselves have no
negative stereotypes or are more willing to clo-
sely interact with the affected than anyone else”
(Nordt et al. 2006).

An unwillingness or reluctance to closely
interact with individuals who have a mental ill-
ness can be referred to as a preference for social
distance. In studies of attitudes toward people
with mental illness, psychiatrists have indeed
expressed this preference (Schulze 2007). As
described by Link and Phelan (2001), a prefer-
ence for social distance reflects behavioral
intentions ensuing from negative stereotypes.
That is, a person may have feelings of empathy
toward, and investment in, their individual
patients, including optimistic beliefs in the
helpfulness of medication and therapy. And yet,
that person may simultaneously possess a pref-
erence for social distance from the general pop-
ulation of which the patient is a part as a result of
negative internal stereotypes ascribed to certain
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groups with regard to dangerousness, worthiness,
intellect, value, and social capital in society.

Social distance has been described by Nordt
et al. (2006) as “one of the most significant
components of stigmatization.” It is critical that
mental health care practitioners recognize and
take steps to address this, because “persons with
a stigmatizing condition like serious mental ill-
ness perceive and interpret their condition and
the negative responses of others. The collective
representations in the form of common stereo-
types influence both the responses of others and
the interpretation of the stigmatized” (Rüsch
et al. 2005).

Working with persons who have, by virtue of
their illness, cultural background, socioeconomic
status, or combination of all of the above, life
experiences that are significantly different from
one’s own can create an us versus them per-
spective in and of itself. This perspective is fur-
ther facilitated by the societal stigma of mental
illness; the implicit hierarchy arising from the
traditional medical model and other, false,
socially derived distinctions based on class, cul-
ture, race/ethnicity, education, and economic
status.

Hansson et al. (2013) investigated and com-
pared mental health staff to people receiving
mental health services with regard to their beliefs
about devaluation and discrimination, and their
attitudes related to those beliefs. There were
several key findings, all of which support the idea
that exposure to recovery in action has an impact
on provider attitudes and beliefs, and that this can
have implications for providers’ behavior. One
finding related to patient diagnosis (i.e., staff
working with patients with psychotic disorders)
held more negative beliefs than those treating
patients with other diagnoses. Another finding
was that younger staff held more negative beliefs
than those who had been in practice longer.
A third finding related to practice setting—staff
working in inpatient settings held more negative
beliefs than those working in outpatient settings.

Most differences were found in comparisons
between staff in inpatient and outpatient settings.

The authors noted that this might be a reflection
of the fact that these subgroups of staff to a
greater extent have contacts with people with
more severe, long-term, and recurrent illness,
which might induce attitudes where they think
less of people with mental illness and view them
as less trustworthy, and less capable of acquiring
or maintaining a job. If such negative beliefs of
possibilities for people with a severe mental ill-
ness to acquire a job are reflected in actual
rehabilitation work and in treatment planning,
this may reduce ambitions of recovery and work
on behalf of the patient and instead induce pes-
simism and hopelessness in the individual. This
may also on a service level prevent the imple-
mentation of evidence-based interventions in this
field such as supported employment, where sev-
eral reviews have shown that more than half of
patients engaged in this intervention get a job in
the open labor market (Bond et al. 2008). Con-
sequently, an implication of negative beliefs in
staff may on a more general level be an important
obstacle to the implementation of an evidence-
based practice in various intervention domains
(Hansson et al. 2013).

Stigmatizing Behaviors

It is universally accepted in the field of mental
health that one’s thoughts, feelings, and behav-
iors influence each other. Providers should be
aware of several key ways in which their own
attitudes can translate into behavior that con-
tributes to feelings of stigmatization among
people receiving mental health services. As
providers, our body language, verbal communi-
cation, and the way in which we structure the
clinical encounter all send a powerful message to
the consumer as to how valued they are. In
studies looking specifically at their experiences
of stigma in their relationships with mental health
care providers, patients have reported feeling
stigmatized in particular by clinicians’ lack of
interest in them as a person and by the use of
psychiatric labels. “In the case of schizophrenia,
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[psychiatric labeling] has been shown to elicit
beliefs that those affected by the illness are
dangerous and unpredictable, which, in turn,
resulted in negative emotional reactions and an
increased desire for social distance” (Anger-
meyer and Matschinger 2003).

Mental health professionals view those
receiving mental health services through a highly
trained diagnostic lens. Applying labels to
aspects of human suffering they encounter
enables mental health care providers to bring
forth their expertise to help those in need.
“However, if these labels evoke negative out-
come expectations in the clinician, this is dis-
couraging for both the patient hoping to get
better, and the practitioner him- or herself, who is
striving for therapeutic success, while actually
not quite believing in it. This negative outlook
inherent in the helping relationship has been
found to contribute to burnout (Maslach 1982;
Schaufeli and Enzmann 1998)—with damaging
consequences both for mental health profession-
als’ health and quality of care” (Schulze 2007).

Overcoming Stigma to Promote
Recovery

Mental health care is perhaps most unique among
the health professions in the extent to which the
provider brings him- or herself into the treatment,
using his/her way of being with the patient to
facilitate the healing process. Individuals
receiving mental health care are often in need of
a corrective emotional experience, one in which
the person feels validated, heard, accepted, val-
ued, not judged, and encouraged to find their
voice and strength. This is what an engaged
practitioner should seek to provide. Interactions
that are cold, indifferent, and rushed, on the other
hand, serve to reinforce the negative experiences
and many individuals have had with others in
their life and in society at large.

Taking the time to examine how we think and
feel about, as well as behave toward the people we
serve is imperative as a foundational step to
engaging in shared decision-making and promot-
ing recovery-oriented care. But self-examination

should be followed by action; one should endeavor
to challenge all beliefs and behaviors that are
potentially stigmatizing, both in oneself and in
others (e.g., tendency toward social distance,
use of psychiatric labels), and to engage in
behaviors that have been shown to promote
recovery. We would argue that a commitment to
shared decision-making is a central part of this
endeavor.

Putting Shared Decision-Making
into Practice

Simon et al. (2006) have identified the following
steps involved in shared decision-making:
(1) recognition that a decision needs to be made;
(2) identification of partners in the process as
equals; (3) statement of the options as equal;
(4) exploration of understanding and expecta-
tions; (5) identifying preferences; (6) negotiating
options/concordance; (7) sharing the decision;
and (8) arranging followup to evaluate decision-
making outcomes (Shared Decision-Making in
Mental Health Care: Practice, Research, and
Future Directions 2010; Simon et al. 2006).
These do not have to take place in the same
encounter, but should occur over the course of
arriving at a final decision.

Shared Decision-Making
Competencies

Successful shared decision-making requires that
both the provider and the consumer develop
specific skills. Towle and Godolphin (1999) have
proposed competencies for both providers and
patients.

Provider Competencies
1. The ability to facilitate a partnership

relationship.
This is critical to developing the framework
for shared decision-making. The provider
must not only communicate caring, but also
facilitate sharing through an explicit
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discussion about the patient-provider rela-
tionship and encourage a sense of mutual
responsibility (Cousin et al. 2012).

2. The ability to mutually set the agenda for the
clinical encounter.
“Before patients can decide whether or not to
share in decision-making, they must be
offered the choice of participation by their
physician” (Charles et al. 1997). Mutually
setting the agenda allows the provider to
communicate interest in the patient’s priori-
ties and values. Furthermore, it facilitates
effective time management and improves the
efficiency of the clinical encounter.

3. The ability to recognize that a decision can or
must be made and to hold a position of pro-
fessional equipoise when there is more than
one reasonable treatment approach (Elwyn
et al. 2000).

4. The ability to effectively identify and evaluate
the possible courses of action, including no
treatment if that is relevant or reasonable.

5. The ability to clearly present the
problem/illness and the decision to be made
to the patient, including an overview of the
medical evidence regarding risks and benefits.

6. The ability to engage the patient in a discus-
sion that (a) establishes the patient’s preferred
role in the decision-making process, (b) cov-
ers the existence and nature of any uncer-
tainty about the course of action to take, and
(c) helps the patient to reflect on the options
in the context of his/her values and lifestyle.

7. It is important that the provider elicit the
patient’s thoughts, concerns, and opinions
using open-ended questions while providing
reassurance and encouragement. The provider
must be flexible in addressing the patient’s
response to the issue at hand, recognizing that
some patients will have difficulty coming to a
decision and may prefer to defer to the pro-
vider’s opinion.

8. The provider must be able to see to it that an
agreement is reached on each of the follow-
ing: (a) a treatment that is consistent with the

patient’s value and preferences; (b) a plan of
action for implementing the treatment; and
(c) a plan for followup.
It is critical that both the individual and pro-

vider are clear on the decision that has been made
and that an understanding has been reached
regarding the plan and what it entails, as well as
expectations, roles and responsibilities, and
arrangements for followup (Towle and Godol-
phin 1999). Certified Peer Specialists can play a
key role in strengthening provider competencies.
Multiple studies have shown this to be the case.
Of particular importance is exposure to
consumer-led interventions, where “the person is
the message” (Boyd et al. 2010; Corrigan et al.
2010; Corrigan et al. 2001; Peebles et al. 2009).

Patient Competencies

Sharing in decision making requires that indi-
viduals receiving services also have specific
skills. As described by Towle and Godolphin
(1999), competencies for the patient include:
1. Defining for oneself the preferred

provider-patient relationship;
2. Finding a provider and developing an effec-

tive partnership;
3. Articulating for oneself the problem(s) at hand;
4. Communicating to the provider relevant

feelings, beliefs, and expectations;
5. Evaluating the available information in order

to participate in making the decision; and
6. Having a willingness to negotiate decisions,

give feedback, resolve conflict, and agree on
an action plan.
For most individuals, the preference for a

particular type of doctor–patient relationship
evolves naturally over the course of one’s health
care experiences. However, it is likely that most
do not take the step of formally defining for
themselves what that preferred relationship
would actually entail. In the psychiatric inpatient
setting, patients are most often assigned to a
provider on the unit and rarely have the ability to
choose their provider. This does not, however,
have to preclude the development of an effective
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partnership in which shared decision-making can
take place.

Strengthening Patient Competencies

Individual’s active involvement in their care
should be supported and encouraged at all times.
Street et al. (2005) have described three forms of
communication behaviors that represent active
patient participation: asking questions; express-
ing concerns and negative feelings such as frus-
tration or fear, and being assertive (stating
opinions and preferences). Clinicians can facili-
tate active patient involvement in several key
ways, namely: directly soliciting and affirming
patients’ opinions and feelings (e.g., “What do
you think about this plan?” “Tell me more about
that.”); asking open-ended questions; inquiring
regularly about preferences; encouraging the
individual to write down questions and concerns
before the next encounter; and making use of
Decision Aids (DAs) (Street et al. 2005). Such
behaviors on the provider’s part legitimize the
individual’s perspective and create expectations
and opportunities for the individual to discuss
needs and concerns (Street et al. 2005). Individ-
uals who are more hesitant or reluctant to share
their opinions and preferences should still be
encouraged to participate in the decision-making
process. Participating in making even the small-
est of decisions about care may serve as a first
step to making other decisions (Shared
Decision-Making in Mental Health Care: Prac-
tice, Research, and Future Directions 2010).

Challenges in Shared Decision-Making:
Managing Disagreement

There are times when, perhaps due to a lack of
clear clinical evidence or the existence of strong
patient or provider preference, there is disagree-
ment on the course of action to take. In such
instances, a decision must be negotiated through
open back and forth communication until the

conflict is resolved. Disagreement that persists
despite efforts at negotiation may reflect factors
such as differing cultural perspectives, the indi-
vidual’s educational background, or emotional
distress associated with the clinical situation.
With the exception of cases in which a delay in
the implementation of treatment would clearly
result in imminent harm to the individual or oth-
ers, tabling the discussion with a plan to followup
at a specified time in the near future may be most
appropriate. Providing the individual with a DA
to review prior to the next encounter and
involving their loved ones or other members of
the health care team may be helpful strategies to
move toward a shared decision in such situations.

Using DAs

Psychiatric decisions frequently require weighing
benefits against lifestyle-impacting side effects,
whether from medications (e.g., sexual dysfunc-
tion, weight gain, tardive dyskinesia), somatic
therapies, (e.g., short-term memory impairment
from ECT), or psychosocial interventions (e.g.,
group home placement). In these situations, DAs
can be powerful facilitators of shared
decision-making, helping individuals deliberate
about the personal value of the benefits and
harms of the treatment options available and to
understand and clarify their choices and prefer-
ences (O’Connor 2001; Shared Decision-Making
in Mental Health Care: Practice, Research, and
Future Directions 2010). They can also provide
the technical support providers who have indi-
cated that they need in order to be able to engage
in shared decision-making (Shared
Decision-Making in Mental Health Care: Prac-
tice, Research, and Future Directions 2010).

DAs are distinguished from other patient
resources by the “inclusion of exercises designed
to promote clarification of the patient’s values
regarding what is at stake…[and are]… intended
to promote ‘self-help’ in the treatment
decision-making process” (Llewellyn-Thomas
1995). Treatment DAs function both as an
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educational intervention and, by breaking the
decision down into a number of specific and
sequential steps, as a structure for the
decision-making process (Charles et al. 1997).

DAs have become more widely available in
recent years and exist in a variety of forms from
printed brochures to interactive, web-based elec-
tronic tools. Studies on the use of DAs in mental
health care have shown them to produce a number
positive outcomes including more realistic
expectations of treatment outcomes, increased
consumer participation in decision making with-
out increased consumer anxiety, and increased
agreement between consumers’ values and choi-
ces. In addition to these outcomes, a systematic
review of studies of patient DAs in mental health
also found that they reduced decisional conflict
by helping patients feel more comfortable with
their choices, lowered the number of those unsure
what to choose, and stimulated patients to be
more active (Schauer et al. 2007).

The Ottawa Hospital Research Institute has
developed and compiled a list of various DAs,
some of which are designed for use in mental
health care decisions that are diagnosis specific
as well as others that are more general. They
have also designed the Ottawa Personal Deci-
sion Guide for People Facing Tough Health or
Social Decisions (Ottawa Personal Decision
Guide for People Facing Tough Health or Social
Decisions 2011). This tool guides patients
through steps to clarify the decision—explore
facets of the decision including support persons,
values, knowledge of risks and benefits; identify
decision-making needs; and plan next steps
based on those needs. Tools such as the Ottawa
Personal Decision Guide for People Facing
Tough Health or Social Decisions can be easily
accessed from the web, printed and given to
patients to complete during the clinical encounter
or prior to the next.

Another program, the CommonGround, is a
comprehensive web-based application that sup-
ports shared decision-making (CommonGround
2015). Access to the program is provided to
individuals receiving services at designated
Decision Support Centers prior to their psychi-
atric visit. The touch-screen application guides

them to develop personal goals, “Power State-
ments,” and “Personal Medicine” strategies
(2013 APA Gold Award: Amplifying the voices
of individuals who use mental health services: a
commitment to shared decision making: Decision
Support Centers, Community Care Behavioral
Health Organization, Pittsburgh, Pennsylvania
2013). The program’s other features—including
decision support tools as well as inspirational
videos on recovery—empower individuals to
approach their encounter with the provider in an
active and engaged manner.

CommonGround has been implemented in a
variety of practice settings and by a variety of
organizations. For example, the Community
Behavioral Health Care Organization at the
University of Pittsburgh Medical Center has
implemented CommonGround in its peer-run
Decision Support Centers. Other examples
include the Two-Way Communication Checklist
(Van Os et al. 2004; Van Os et al. 2002), DIA-
LOG (Priebe et al. 2007), and the Right Question
Project (Alegria et al. 2008). There is an exten-
sive review of DAs in health care, and standards
for health care DAs have been established by the
International Patient DAs Standards (IPDAS)
(Shared Decision-Making in Mental Health Care:
Practice, Research, and Future Directions 2010;
Stacey et al. 2014).

The use of DAs should be strongly encouraged
in inpatient psychiatric care. It is important to note
that the use of DAs and the development of Patient
Competencies can be done outside of face-to-face
time with the provider and, thus, help to maximize
the efficiency and effectiveness of the time the
clinician and individual receiving services have
with one another. Giving thought to howphysician
extenders or support staff (e.g., mental health aids,
Certified Peer Specialists) can facilitate these
processes may be helpful. For individuals who
wish to participate, but lack a systematic way of
structuring the decision-making process, DAs can
provide not only information but also a way of
thinking about treatment decision-making that can
help them focus on key issues and evaluate rele-
vant options (Charles et al. 1997). As such, the use
of these tools not only facilitates the development
of patients’ decision-making skills, but also
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communicates the provider’s commitment to the
shared decision-making endeavor.

Conclusion

In summary, with regard to clinical decision-
making on the inpatient psychiatric unit, shared
decision-making provides a viable system of
enhancing the engagement of care recipients in
treatment and is an essential component of
recovery-oriented practice. There is accumulating
evidence that the traditional model of decision
making is insufficient in psychiatric care and may
play a significant role in the reluctance of indi-
viduals who need mental health care to seek it and
sustain their efforts in it. Inasmuch as it represents
a change from the paternalisticmodel of traditional
care, shared decision-making requires a shift in
perspective and skill for both the provider and for
the individual receiving mental health services.
Because behaviors are based on habits, long-held
attitudes, beliefs and experiences, it is critical that
providers engage in self-examination and ongoing
self-reflection and make the effort to learn and
employ strategies that facilitate shared decision-
making. This involves learning and implementing
shared decision-making competencies in oneself
and facilitating them in one’s patients, as well as
using DAs whenever appropriate. These steps can
not only greatly enhance the level of shared
decision-making in the clinical encounter, but also
help to make the most use of limited clinical
encounter time. While individual practitioners
must adapt these skills and tools to their own
practice, it is clear that mental health providers
must invest in shared decision-making if it is to
take hold in the mental health care system.

An Illustrative Case of Shared
Decision-Making

Brian Anderson, CPS

Do consumers want to participate in shared
decision making?

Yes. As a person that was diagnosed with
Clinical Depression and Addictive Disease, I can

tell you how important it was for me to have a
voice in my recovery. Before shared decision in
my treatment, I felt like a robot, following every
command to the letter. I remember not trusting
myself because I had failed over and over again,
and there was an abundance of evidence to
support my belief. It was not until I met someone
who had been through what I was going through
that I realized I had a voice in my own recovery,
I had developed GREAT insight on the problem
and solution. The power that came from my
voice was a life changer; I felt alive again.

Are consumers able to participate in shared
decision-making?

Yes. I have worked in the field of Mental
Health over 25 years, in group homes, mental
hospitals, medical centers, etc. I ‘have literally
seen the “light” come back on when clients star-
ted participating in their recovery, advocating for
themselves. Given the chance, I have seen clients
go back to school and get degrees, become
employed, get married, facilitate recovery groups,
put on workshops at mental health conferences,
and reconnect with their families. All because a
clinician, a staff member, a peer, took time to
listen to them, their wants, needs, and desires.

Is it important for mental health profes-
sionals to be able to view through the lens of the
consumer?

Absolutely. What a wonderful world it would
be if all mental health workers did this one act for
every encounter. We want only the best for
ourselves—the best treatments, the best relation-
ships, to be treated with respect and dignity—we
all need that. That is why I live by this one state-
ment: “I give what I need the most.”

Personal story
After 28 days in inpatient treatment, I can recall

being eager and yet terrified of going back to my
hometown. In 28 days, I had been diagnosed, put
on medication, gone through withdrawal and
intense treatment. I was put on a treatment plan as a
part of my release, and one of the “most impor-
tant” steps I was ordered to take was to attend 90
NA meetings in 90 days. Then, out the doors of
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safety and back to reality I went. I immediately
located the day treatment center and the NA
meetings I was ordered to attend. Night after night
I went to the NA for about two weeks meetings
before something went wrong. (I must stop here
and tell you that when I was in treatment for those
28 days on the inpatient unit, I reconnected with
the God of my understanding and with the belief
that ALL THINGS ARE MADE NEW WHEN
YOU RETURN TO HIM). Back to the story,
during every NA meeting, there’s a statement that
is repeated by everyone in attendance. I had to say,
“My name is Brian Anderson, and I’m an addict.”
That statement left me very uncomfortable, feeling
like an addict, and remembering all my addict
ways, because once again I repeated it over and
over and over again. I was in a fight. One of these
statements was going to win, either ALL THINGS
ARE MADE NEW WHEN YOU RETURN TO
HIM or My name is Brian Anderson, and I am an
addict. I decided to talk tomy father and one ofmy
favorite clinicians at the day treatment center and
WE decided (with great input from me) that I
would finish my 90 meetings at my Dad’s church
revival. Now this worked for me—this was my
“individual plan of action.” NA has worked mir-
acles formany people and Iwould not dare say that
everyone should follow my lead. What I will tell
you is that with the help of a GREAT clinician, my
dad, and myself, WE worked it out. Shared
decision-making at its finest!
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6Inpatient Treatment Planning

Nirbhay N. Singh, Giulio E. Lancioni, Evelyn Harris
and Alan S.W. Winton

Introduction

There are probably as many ways of undertaking
treatment planning as there are clinicians. But
most inpatient psychiatric hospitals have or are
inching toward an electronic medical records
system that sets in stone how each hospital does
its treatment planning. The treatment plans in
these hospitals range from purely medical models
of inpatient psychiatric care, with problem lists
and diagnosis-specific treatments, to those that
are heavily recovery based, which emphasize
each individual’s right to self-determination,
preferences, and choices that will enable the in-
dividual to lead a fulfilling and meaningful life
even in the presence of psychiatric disorders
(Barber 2016). The nature of the recovery plans
may also depend on whether the length of stay is
acute or somewhat longer, or even long term due
to civil and forensic commitments.

Spaulding et al. (2016) have described the
history and development of the concept of
recovery, and Davidson et al. (2016) have
cogently articulated the principles for
recovery-oriented inpatient care. In this chapter,
we present an example of treatment planning in
recovery-oriented inpatient care that has been
used successfully in state psychiatric facilities to
enhance the quality of life of individuals with
serious mental illness, including those with
forensic involvement. In broad strokes, the
chapter focuses on the mechanics of recovery
planning for individuals with a length of stay in
an inpatient facility that extends beyond acute
care, i.e., psychiatric stabilization before dis-
charge within a few days, typically within two
weeks of admission. For those needing acute
care, the essence of inpatient hospitalization is to
provide immediate care, reduce the risk for fur-
ther psychiatric and behavioral decompensation,
attend to immediate medical needs, and to dis-
charge them back to the community for further
engagement in their recovery. For those requiring
somewhat longer lengths of stay, staff needs to
consider how it can support an individual to
move from a sense of being burdened with a
disability to a more meaningful life, even with
mental illness present.

A basic question emerges when staff collab-
orates with the individual on what a meaningful
or fulfilling life would entail for that individual.
Most people have what has been termed experi-
ential interests and critical interests that together
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make life meaningful (Dworkin 1993). Experi-
ential interests are those that the individual likes
to do, such as listening to music, eating out,
watching football, taking a walk in nature or the
first monsoon rain, making love, or reading a
novel. These are activities that the individual
finds pleasurable or satisfying because they add
something extra to that individual’s life. If an
individual did not experience these kinds of
activities the value of life would not lessen; they
simply provide something extra. Critical interests
on the other hand are interests whose absence
would produce a deficit in the individual’s
quality of life; with them, life is genuinely better.
They involve judgment calls which an individual
makes with regard to aspirations in life—to give
and receive unconditional love, assist the less
fortunate, have close relationships with one’s
family members, engage in spiritual practices,
and so on. When supporting the development of
an individual’s recovery plan, the individual and
staff should ensure the inclusion of both experi-
ential and critical interests because, if sustained
in the long term, these interests will give mean-
ing to the individual’s life and increase that
individual’s motivation to stay on the path of
recovery. An individualized recovery plan, by
definition, must involve more than mere symp-
toms to control; it must include one’s life goals.

Individualized Recovery Planning
Process

An Individualized Recovery Plan (IRP) is the
blueprint or roadmap for recovery that is initiated
during an individual’s admission to an inpatient
hospital and the plan continues to be used when
discharged to the next level of care in the com-
munity. The development of an IRP proceeds
from a synthesis of (a) the reason for admission,
(b) anticipated placement, (c) discharge criteria,
(d) the individual’s life goals and choices,
(e) treatment and recovery needs identified by
risk and multidisciplinary assessments, and
(f) the discharge plan. The discharge process
begins at admission, and the reason for admis-
sion determines the pathway to discharge.

A person-centered planning assumes that the
individual will (a) take increasing responsibility
for his or her engagement in recovery, as treat-
ment, rehabilitation, and enrichment progress,
(b) resolve the reasons for admission, (c) over-
come discharge barriers with the assistance of
hospital and community agency staff to the
greatest extent possible, and (d) be discharged to
the next level of care. If admitted on forensic
charges, the individual’s legal status may deter-
mine the next level of care; in their absence,
however, discharge should be to the most inte-
grated setting available in the community (e.g.,
permanent housing with wraparound supports).

The IRP is designed to offer the individual in
recovery, family members and significant others,
conservators and guardians, and other authorized
representatives, an opportunity to participate
meaningfully in the recovery and discharge pro-
cess. The IRP is individualized, person-centered,
strength-based, and demonstrates respect for
self-determination, personal choices, preferences,
hopes, aspirations, and cultural and spiritual
values, beliefs and practices. As a general rule,
staff should always encourage the individual to
engage in recovery planning, fully understand
the IRP process, and collaborate with his or her
Recovery Planning Team (RPT)—traditionally
called the Treatment Planning Team—to develop
goals, objectives, and interventions that are
meaningful for that individual. The individual’s
signature on the signature page of the IRP is
necessary, but not sufficient, to show that these
conditions have been met. As recovery proceeds,
the RPT should engage, encourage, and facilitate
the individual to gradually assume increasing
responsibility for reviewing and revising his or
her IRP.

RPT

The membership of a RPT is dictated by the
particular needs and strengths of the individual in
recovery. In addition to the individual, the core
team members include a psychiatrist, clinical
psychologist, registered nurse, social worker,
rehabilitation therapist, and direct care staff (e.g.,
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health service technician, forensic service tech-
nician who best knows the individual). The core
RPT membership should be consistent and
enduring, as staffing permits. Other staff (e.g.,
behavior specialist, nutritionist, primary care
physician, physical therapist, occupational ther-
apist, speech and language pathologist, peer
specialist, activity therapist) and family mem-
bers, significant others, conservators, guardians,
advocates, friends, and community treatment
provider (as authorized by the individual), may
be invited to attend, depending on the specific
needs and by request of the individual. The core
RPT members must verifiably be competent in
the development and implementation of IRPs as
well as in the principles of recovery.

Role of the RPT

A key role of the RPT is to develop and imple-
ment an IRP that optimizes the individual’s
recovery and sustains the individual in the most
integrated and appropriate setting. This setting is
based on the individual’s legal status, life goals,
strengths, and functional abilities, and promotes
the individual’s self-determination, preferences,
choices, and independence. The RPT should
ensure that the individual has substantive input
into the IRP process including, but not limited to,
input with regard to focused interventions, psy-
chosocial treatment mall groups, and individual
therapies appropriate to his or her assessed needs.
In addition, the RPT should educate the indi-
vidual regarding his or her roles, rights, and
responsibilities with regard to developing the
IRP, engaging in treatment and rehabilitation,
working on discharge goals, and revising and
updating the IRP as recovery proceeds.

Initial Recovery Plan

The initial recovery plan is the individual’s first
“treatment plan.” The admitting physician and
the registered nurse develop this plan at the time

of admission (i.e., within 24 h of admission). It is
based on admission assessments, and includes
immediate treatment goals and interventions that
focus on the individual’s psychiatric, medical,
and behavioral concerns, as well as potential
risks (e.g., for aggression or suicide). The indi-
vidual’s RPT meets on the second business day
of admission and begins the process of updating
this plan as new information and assessment data
become available. Revision schedules may differ
across hospitals, depending on the average length
of stay or hospital-specific policies. Usually, the
initial recovery plan is updated by the RPT
within 72 h of admission. The 72-h update and
subsequent periodic updates provide the basis for
care of the individual until the first IRP is
developed on the 15th day.

Assessments

The admitting physician/psychiatrist and nurse
complete the admission assessment within the
first 24 h of admission. Usually the nursing
assessments begin at admission and are com-
pleted within the first 8 h of admission. The
individual’s psychiatrist completes the Psychi-
atric Evaluation within 60 h of admission and the
social worker completes the Initial Psychosocial
Assessment within 72 h of admission. The RPT
clinical psychologist, social worker, and activity
therapist complete the Integrated Psychosocial
Assessment by the 12th day of admission.
The RPT team leader or facilitator synthesizes
the assessment findings and recommendations,
and presents a holistic picture of the individual
when developing the first IRP. This synthesis
incorporates other assessments, including the
admission assessment, Psychiatric Evaluation,
Initial Psychosocial Assessment, violence risk
assessment, suicide risk assessment, clinical risk
profile, input from the individual (as much as
possible, depending on his or her mental health),
his or her family (as appropriate) and community
sources, as necessary and appropriate.
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Focused Assessments

Periodically, the RPT may request additional
assessments, as clinically indicated. Examples
include neuropsychological and behavioral
assessments, personality tests, speech, dysphagia,
nutrition, physical therapy, occupational therapy,
and other assessments that may assist differential
diagnosis, assessments related to specific psy-
chiatric disorders and psychological distress, and
outcome measures. The results of these assess-
ments are also integrated into the IRP.

Cognitive Assessments

These are a specific example of focused assess-
ments. Individuals with cognitive impairments
(e.g., developmental disabilities, dementia, trau-
matic brain injury, or other conditions that may
lead to cognitive decline) should be assessed at
admission and periodically after that, as clinically
indicated. The purpose of the cognitive assess-
ment is to provide an individual’s RPT with
information and recovery recommendations so
that it can assist the individual to make appro-
priate choices with regard to treatment, psy-
chosocial rehabilitation, and enrichment
activities. These assessments should be in the
form of cognitive screening or a full neuropsy-
chological battery, and should specify particular
types of cognitive remediation programs that will
best enhance the individual’s recovery (Hill et al.
2016).

Strengths

Knowledge of an individual’s strengths or pro-
tective factors can enable the RPT and care staff
to provide specific social and instrumental sup-
ports, and enable group facilitators in the Psy-
chosocial Rehabilitation Malls (for details, see
PSR Malls below) to motivate the individual to
fully participate in recovery activities. In this
context, whatever the individual presents (in-
cluding personal attributes, characteristics, skills,
diseases, disability, or disorders) can be used as

strengths to achieve symptom and functional
recovery, and to enhance quality of life. The
Strengths-Based Conversation is a 40-item pro-
tocol that clinicians can use as the basis for
conversing with the individual (see Table 6.1).
The aim of this conversation is to facilitate the
mutual exploration of the individual’s general
strengths and highlight specific strengths that the
individual wishes to enhance or use in recovering
from mental illness. The Strengths-Based Con-
versation is not used as a tool for a structured
interview; strengths will emerge from discus-
sions of an individual’s life goals. These
strengths should be updated as the individual
begins to recover and is increasingly able to use
identified strengths in the recovery process.

Stages of Change

In a recovery model of mental health service
delivery system, it is important to consider the
concept of stages of change. Psychotic behavior
may be so serious in terms of severity, frequency,
intensity, and duration that it interferes with an
individual’s quality of life. The clinician may
think that the person needs to be in treatment.
Whether the individual agrees with this assess-
ment will depend on that individual’s under-
standing of the disorder and the need for
treatment, and a willingness to engage in the
treatment. To determine the approximate level
that treatment should begin, clinicians often
assess the individual’s stage of change using a
transtheoretical model (DiClemente and Pro-
chaska 1998; Prochaska and DiClemente 1983;
Prochaska and Velicer 1997). There are five
nonlinear stages in the transtheoretical model—
precontemplation, contemplation, preparation,
action, and maintenance. Stages of change do not
assess the individual’s capacity to change
because that quality is a given in all individuals.

The University of Rhode Island Change
Assessment (URICA) is a widely used tool that
can be used to assess an individual’s stage of
change (McConnaughy et al. 1983). Tradition-
ally, the URICA is completed by a clinician who
has the greatest rapport with the individual, or by
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Table 6.1 Strength-based conversation
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the individual. The URICA is used for specific
issues, and not as a general or global measure of
a person’s stage of change. It measures the per-
son’s stage of change for a specific area of life
functioning (e.g., substance use), and this may
vary over time or with treatment. A skilled
clinician may clinically determine an individ-
ual’s stage of change without using a rating scale.

Individualized Recovery Plan

The IRP—traditionally called the Master Treatment
Plan—is the individualized recovery plan that pro-
vides a roadmap for an individual’s recovery while
in the hospital. It is developed by the 15th day of
admission, reviewed for progress on a preset
schedule, incrementally completed as new assess-
ment, consultation, and treatment data, or other
information become available, and is fully developed
by the 60th day of admission, although the days
specified might vary with hospital-specific policies.

Recovery Planning Schedule

Inpatient hospitals usually have specific sched-
ules for initiating, completing, and updating the
IRP. In broad terms, these include an initial IRP,
followed by monthly, quarterly, and annual
reviews. In addition, hospital policy will also
specify the tasks that the RPT will undertake for
the initial IRP and for the scheduled IRP reviews.
Typically, the initial IRP and monthly and
quarterly reviews take between 20 and 30 min,
while annual reviews take a little longer because
of the interval length. In this context, it is useful

to remember that the IRP should not be a long
document. Although there may be exceptions, a
fully developed IRP is usually no more than 8–
12 pages in length, and is written at the reading
and comprehension level of the individual.

IRP for Internal Transfers

When an individual is transferred between units
or programs, a RPT conference is scheduled on
the day following the transfer, and then the reg-
ular cycle from the original admission date is
continued. If the transfer is made within five
business days of a scheduled conference, the RPT
may complete the 15-day, monthly, quarterly, or
annual IRP in lieu of the one-day post-transfer
IRP review. The receiving RPT is required to
review the entire IRP and make revisions based
on current information and as clinically indicated.

IRP for Readmissions

Some individuals may be discharged and read-
mitted to the hospital for a number of reasons
(e.g., court returns, outside medical care, failure
to integrate fully in the community). When an
individual is readmitted in less than 90 days after
discharge, an IRP is completed within the first
24 h. The individual’s RPT meets on the second
business day of admission and updates the indi-
vidual’s original IRP (from the previous admis-
sion). The first RPT conference is scheduled on
the 15th day following readmission. If the inte-
grated assessments indicate no major changes in
condition, the individual is placed on a monthly

Table 6.1 (continued)
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IRP review cycle from the date of the previous
admission. If the integrated assessments indicate
major changes in the individual’s condition, the
RPT should follow the new admission sequence
for review meetings. In either case, the assess-
ment findings should be documented in the Pre-
sent Status section of the individual’s IRP. For
readmissions longer than 90 days, the individual
should be treated as a completely new admission.

IRP for Transfer to Another Hospital

When an individual is transferred to another
inpatient hospital, all assessments and the
recovery plan follow the individual. Clinicians at
the receiving inpatient hospital complete new
assessments after meeting with the individual,
but the process may be treated like an update, as
the receiving hospital should utilize the infor-
mation from the sending facility. The first IRP is
based on the final IRP before discharge of the
individual from the prior hospital. The first IRP
meeting is an opportunity to update, revise, or
add any new goals and objectives to the IRP, and
will allow the recovery team to work with the
individual to identify the interventions that are
available at the receiving hospital to meet the
recovery goals and objectives of the individual.

Sample IRP Template

A sample IRP template is provided in Table 6.2.
This can be modified to suit the specific
requirements of any inpatient hospital. Typically,
the IRP is a part of the hospital’s electronic
medical records, and the RPT members, together
with the individual, collaboratively discuss and
complete the form. In addition to inserting the
demographics, the RPT team leader assists the
members to conceptualize the case and develop
goals, objectives, and interventions.

Case Formulation

A case formulation assists an individual in
recovery to understand the likely origins of his or
her problems, what triggers them, and what
maintains them. It assists the individual’s RPT to
collaborate with the individual to develop opti-
mal treatment and support options that put the
individual on a trajectory to recovery. The case
formulation is developed by the RPT, not just by
a single team member. Using a team process to
develop, review, and revise the case formulation
ensures that the team is focusing on the indi-
vidual as a person opposed to just specific dis-
eases, disorders, or deficits of that individual.

There are numerous ways that cases can be
formulated. For example, in this IRP, the case
formulation is structured as follows:

Pertinent History
History can be within any timeframe, but typi-
cally includes historical information that may
impact current treatment. The individual’s perti-
nent history is not repeated in other sections of
the case formulation. The following sequence
can be used to describe pertinent history:
(a) Personal: Includes a brief sketch of the
individual’s social history (i.e., age, education,
employment, family of origin, course of life,
current support system); (b) Psychiatric, Behav-
ioral, and Medical: Includes a brief description
of the individual’s history of mental illness (i.e.,
psychiatric history, course of illness, past hospi-
talizations including reasons for admission),
maladaptive behaviors, and a medical history;
and (c) Legal: Includes a brief description of the
individual’s legal history (i.e., interaction with
the legal system) and, if applicable, a very brief
statement of the instant alleged offense.

Predisposing Factors
A predisposing factor is any condition that pre-
disposes the individual to possible adverse
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(continued)

Table 6.2 Individualized recovery plan

Individual’s Name: ID Number:

Admission Date: Date Of Continuous Admission
Date of IRP:    15-Day    Monthly    Quarterly 

Annual 
Legal Status:

CASE FORMULATION
Pertinent History

Predisposing Factors

Precipitating Factors

Perpetuating Factors

Previous Treatments and Response

Present Status

PREFERRED METHOD OF DE-ESCALATION

DIAGNOSIS
Date of Diagnosis:       

Diagnoses

Medical Conditions 

Psychosocial and Contextual Factors

Disability

INDIVIDUAL’S LIFE GOALS

DISCHARGE PROCESS
Reason For Admission 

Discharge Criteria For Anticipated Placement 

Discharge Plan 

Discharge Barriers 
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outcomes. At a minimum, if the individual’s
clinical risk profile has identified high risks (psy-
chiatric, behavioral, or medical), it includes those
that could be predisposing factors for conditions
that may occur in the absence of preventative
interventions. An example of a statement of a
predisposing factor is, “Francis has diagnoses of
dyslipidemia and hypertension, and a BMI of 35;

thus, he is at risk for developing metabolic syn-
drome.” In addition, other documented risk
conditions identified in assessments should be
considered as predisposing factors.

Precipitating Factors
A precipitating factor is any condition that has
been found, through assessment or observation,

Table 6.2 (continued)
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to precipitate the occurrence or exacerbation of an
adverse outcome (e.g., maladaptive behavior,
medical condition, psychological distress,
or psychiatric disorder). These factors are based
on the individual’s current clinical condition and
assessments, and any recorded behavioral chal-
lenges (e.g., instances of aggressive or destructive
behavior). An example of a precipitating factor
due to a medical condition would be: “Judy is
very irritable when she is hypoglycemic. If a staff
member makes a demand when she is irritable,
she is likely to be verbally and, occasionally,
physically aggressive. With Judy, low blood
sugar level precipitates irritation, which may lead
to verbal and physical aggression under demand
conditions.” If an individual is admitted for pre-
trial evaluation or competency restoration, the
focus is on the psychiatric symptoms or behaviors
that may interfere with the individual’s ability to
proceed and participate in the legal process.

Perpetuating Factors
A perpetuating factor is any variable that is
untreatable or may continue to perpetuate adverse
conditions or outcomes for the individual if left
untreated. In some cases, identifying a perpetuating
factor (e.g., treatment, or medication
non-adherence) may enable an effective treatment to
be developed and implemented. In other cases (e.g.,
cancer), while the disease itself may not be fully
treatable, the condition that the disease perpetuates
may be (e.g., depression). For example, “Bruce is
depressed because of the pain and suffering due to
cancer. His cancer is a perpetuating factor for his
depression.” Certain psychosocial factors (e.g.,
crowded rooms, unsupervised transition times, fear
of discharge in long-term inpatients) are also per-
petuating factors for some behaviors. In some cases,
there may be an overlap between precipitating and
perpetuating factors, and occasionally among pre-
disposing, precipitating, and perpetuating factors.

Previous Treatment and Response
Previous treatment includes treatments utilized
throughout the course of the individual’s psy-
chiatric and medical illnesses, treatments for
maladaptive behavior, including culture-based
treatments, and psychosocial interventions (e.g.,

PSR Mall groups, behavior plans, outpatient
programs). The response to these treatments and
any adverse effects of psychotropic and other
medications should be described. It is useful to
include symptoms or target behaviors for which
the treatments were provided and not just the
psychiatric diagnosis. In addition, it is clinically
relevant to include any treatments that were
discontinued during the review period. For
long-stay individuals, it is acceptable to consider
the impact of previous treatments and responses
on current treatment for only the preceding 12–
24 months. The narrative is a synthesis and not a
chronological listing of previous treatments.

Present Status
This section includes a clear description of the
individual’s current overall status as it pertains to
the time period being reviewed (i.e., monthly,
quarterly, or annual). It provides a clinical picture
across relevant multiple domains, current efforts
to provide treatment, and discharge readiness.
Again, it is written as a synthesis rather than a
chronological listing. The narrative usually
begins with symptom status and includes any
current signs and symptoms of psychiatric dis-
orders, maladaptive behaviors, and psychological
distress. For each symptom, there should be the
current interventions (i.e., appropriate medica-
tions, psychosocial interventions, and behavioral
interventions) and the responses to them. Then
there should be a description of all medical
conditions, with an update on their current status
and treatment and any medication side effects.

This is followed by the current status of any
risk profile—psychiatric, medical, or behavioral
(e.g., violence, suicide, assault)—or other vul-
nerabilities covered under predisposing, precipi-
tating, and perpetuating factors. Examples of
medical risks include: bowel obstruction, chok-
ing, pneumonia, diabetes, falls, fractures, blood
or body fluid diseases, metabolic syndrome,
osteoporosis, seizures, refractory seizures, status
epilepticus, electrolyte imbalance, impaired skin
integrity. Include all incidents and behavioral
events such as aggressive acts to self, aggressive
acts to others, alleged abuse/neglect/exploitation,
illicit substance use, property destruction,

6 Inpatient Treatment Planning 137



elopement, specified observations, restraints,
seclusion, suicide, victimization, and unsubstan-
tiated allegations.

Then follows a description of functional status
in terms of what the individual is able to do at
present (e.g., self-care, adherence to the recovery
plan, skills, and strengths). The focus is on skills
that may be considered essential at the next level
of care (e.g., ADL skills, job skills, independent
living skills). It should include a description of
the individual’s attendance and participation in
the PSR Mall groups, level of achievement with
current objectives and interventions, and the
rationale for changing or maintaining goals,
objectives and interventions. It is useful to
incorporate any cultural issues that may impact
the individual’s interventions and wellness and
also any general wellness concerns, and areas in
need of further intervention. Finally, if applicable
include current legal status as related to discharge
status.

Preferred Method of De-escalation

Occasionally individuals get irritated, agitated, or
aggressive. Often staff can de-escalate the situa-
tion by engaging in methods that the individual
has found to be particularly effective in the past.
In this section, include any de-escalation meth-
ods that the individual, on becoming upset,
would prefer the staff to use. For example, key
information from the initial Personal Safety
Interview (see Table 6.3), and updated informa-
tion based on staff observations, can be included
in this section. The key issue is that the infor-
mation should be practical—staff should be able
to understand and use the information to preempt
maladaptive or challenging behavior.

Diagnosis

Typically, this information is aligned with the
most recent psychiatric evaluation or psychiatric
progress note. Documentation of diagnosis is
included, with separate notations for psychoso-
cial and contextual factors, as well as disability.

Individual’s Life Goals

This is a statement of the individual’s vision of
recovery, including dreams, hopes, and aspira-
tions. It may include what the individual would
like to do while at the hospital, but it is intended
to help the individual envision life following
discharge. It is best stated as quotations in the
individual’s own words. If the individual decli-
nes to state life goals, document this. The indi-
vidual’s life goals are elicited in strength-based
conversations prior to a RPT conference, but
never during it. If the RPT feels that the indi-
vidual’s life goals represent delusional thinking,
the team records what the individual has stated
anyway. However, the team revisits and revises
the life goals periodically as the individual’s
psychiatric condition improves. The main thing
to remember is that, notwithstanding any mental
illness, it is critical to know what the individual
envisions his or her life could be, if given hope
and tools for recovery (Shafer et al. 2016). The
individual’s life goals are updated periodically as
they change depending on current recovery
status.

Discharge Process

Reason for Admission
This includes a brief statement of the reason(s)
why the individual was admitted to the hospital.
The statement includes the precursor behavior
that resulted in the admission. For example, if the
individual was admitted for assault, assault or
aggression would be the reason listed, but what is
more important for informed intervention is what
led to the aggression (e.g., medication
non-adherence worsened the individual’s under-
lying psychosis, and the assault occurred during
a psychotic episode). At admission, it would be
important to assess why the individual was
medication nonadherent, and the inpatient treat-
ment or training should focus on this reason.

If an individual is admitted for a pretrial
forensic evaluation or competency restoration,
this should be stated as the reason for admission,
as well as the specific current symptoms or
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Table 6.3 Personal safety interview

(continued)
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behaviors that prompted the need for the evalu-
ation or restoration. Also to be referenced are any
evaluations that bear on the legal status (e.g., if
newly admitted as Incompetent to Stand Trial
(IST), what information in the pretrial report is
relevant to the finding of incompetency). For
forensic admissions, it is critical that only the
official account (i.e., law enforcement or court
documentation) is used, so that potentially dis-
coverable, legally prejudicial information
revealed by the individual is not recorded on his
or her chart.

If it is a civil commitment, the narrative
should explain the clinical condition and behav-
ior that warranted hospitalization. It is best to
describe the specific context of the individual’s
behavior that led to the hospitalization. If it is a
readmission, the reason why the individual was
not able to maintain community placement
should be clearly stated. Being specific in
describing the reason (i.e., the precipitating
behavior) helps the PRT and the individual to
collaboratively develop goals, objectives, and
interventions for overcoming barriers to main-
taining community placement upon next
discharge.

Discharge Criteria for Anticipated
Placement
Anticipated Placement. This is where the indi-
vidual may be discharged to when discharge
ready, or with the court’s agreement. If known,
the name of the placement is provided; if
unknown, the generic class of placement is stated
(e.g., independent living, supported apartment,
group home). In the recovery model, placement
consideration begins at the highest independent
level (e.g., independent apartment with support-
ive services) and works its way down to lower
levels, if necessary.

Discharge Criteria. Typically, the hospital’s
discharge criteria are the admission criteria
specified by the receiving agency, or those
determined by the legal system (i.e., the penal
code specifies competency requirements). The
criteria are individualized and, as much as pos-
sible, are stated in behavioral and measurable
terms. The criteria should be written in simple

and clear language in terms of what the indi-
vidual must do in order to be discharged to a
specific place. If a specific placement is not
available, the RPT can work on the basis of what
the individual must do to be discharged to the
most integrated setting available in the
community.

The discharge criteria are written in language
that the individual understands at first reading.
A good way to do this is by (a) discussing each
discharge criterion with the individual, (b) asking
the individual to restate each criterion in his or
her own words, and (c) if stated correctly,
recording the individual’s version of each dis-
charge criterion. This will ensure that the indi-
vidual has understood what he or she needs to do
and, when the discharge criteria are read to that
individual again, will understand these correctly
without further discussion or training. It is useful
to remember that the discharge criteria are writ-
ten in terms of what the individual needs to do to
be discharged. The criteria should be clinical in
nature (with the exception of those individuals
with a forensic legal status) and translate into
goals, objectives, and interventions in the IRP,
based on prioritized needs as determined by the
individual’s RPT.

Discharge Plan
The discharge plan is a chronological sequence
of all tasks that hospital staff (i.e., Social Worker,
Case Manager, RPT) and/or community agencies
will initiate and complete that will enable the
individual to be discharged when the last item on
the discharge plan is completed and all discharge
criteria have been met. For accountability, the
actual names of hospital and community agency
staff responsible for each step, as well as realistic
timelines, are listed. The timelines are specified
only for the initial steps, with further timelines
provided at successive reviews of the discharge
plan. The discharge plan includes action steps
specific to the individual as opposed to generic
plans that may vaguely apply to all hospitalized
individuals. The discharge plan does not pertain
to the clinical services that staff provides to the
individual (e.g., PSR Mall group, individual
therapy), as these are addressed in the goals,
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objectives, and interventions in the IRP. The
discharge plan is written in terms of what the
staff needs to do to enable the individual to be
discharged expeditiously. A person-centered
discharge planning is accomplished in collabo-
ration with all stakeholders, the individual, hos-
pital staff, family, and friends, as well as the
community providers. As the RPT determines
appropriate community treatment services, it is
important to identify other resource needs that an
individual may need to achieve successful com-
munity tenure. These resource needs may include
assisting the individual to obtain both federal and
state-funded programs to assist with housing,
medical and prescription insurance, transporta-
tion, and so on.

The discharge plan for pretrial evaluations and
individuals designated as IST should state that
they are discharged to the jail as competent. All
notifications and recommendations given to the
jail regarding continuity of care (e.g., continued
medication, suicide watch, conditions needing
monitoring/observation) are included in the dis-
charge packet. If the charges are minor and it is
likely that the individual will be discharged from
the jail to the community, then the standard
discharge plan is followed.

Discharge Barriers
These include all systems barriers that arise from
implementing the action steps in the Discharge
Plan such as legal issues, shortage of a specific
type of housing, financial resources, citizenship
status, and so on. Only those barriers that are
actually encountered when implementing the
action steps are listed, as opposed to anticipated
barriers. Legal status is not a discharge barrier
until the court has denied the hospital’s recom-
mendation for consideration of release (e.g.,
waiting on a court date is not a discharge barrier).
Until an actual barrier is identified, it is useful to
note, “None identified at this time.” When a
barrier is identified, the RPT ensures follow up in
terms of steps that will be taken to overcome it.

Typically, discharge barriers do not include
the clinical status of the individual (e.g., psy-
chiatrically unstable, major medical problems,
psychiatric or behavioral decompensation)

because this is covered in the individual’s
IRP. An exception is that they may include any
behaviors that the individual engages into thwart
placement (e.g., when discharge is imminent, the
individual engages in aggressive behavior to
purposely delay discharge). When such a barrier
is identified, it is followed up with an assessment
and appropriate treatment, and documentation in
the goals, objectives, and interventions.

Goals

A goal statement documents an assessed treat-
ment, rehabilitation, or recovery need of the
individual. In non-recovery terminology, it is the
“problem statement” described in behavioral
terms. As much as possible, the RPT members
collaborate with the individual in determining his
goals before developing goal statements. The
goal statements are kept realistic and simple by
defining the goal as clearly as possible. Forensic
goals follow the same basic format, but Forensic
RPTs need to be cognizant of the individual’s
legal status and prioritize goals and objectives
based on the reason for the forensic admission.

Goals for Competency Restoration
For individuals who are admitted for competency
restoration, the primary goal is to describe the
behavior that is believed to be the underlying
cause of the individual’s inability to participate in
court proceedings. The goal should not be simply
“Restore the individual to competency.” The goal
should explain the factors that are leading to
incompetency and then the objectives should
specifically target these factors. An individual
who, due to cognitive impairments, is not com-
petent to understand the roles of courtroom per-
sonnel or the adversarial nature of court
proceedings, would have a very different recov-
ery plan from that for an individual who cannot
work with an attorney because that individual
thinks the attorney works for the CIA.

Goals for Pretrial Evaluations
For individuals who are admitted for pretrial
evaluations, the primary goal focuses on the
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reason for the evaluation being completed on an
inpatient basis. As most pretrial forensic evalu-
ations are completed on an outpatient basis, the
rationale for bringing an individual for evaluation
as an inpatient is critical and should be clearly
delineated in the goal statement. If the reason is
an attempt to make the person competent on a
pretrial basis (circumventing the long IST pro-
cess), then everything under Competency
Restoration applies. If it is to rule out malinger-
ing, then the first goal should be related to clar-
ifying a particular behavior (i.e., the behavior
that gives rise to the suspicion of malingering). It
is not enough to simply state, “rule out malin-
gering;” the suspected malingering behavior
needs to be stated so that all staff members will
know what behavior they are to observe. Given
that the recovery plan is shared with the indi-
vidual, the context and explanation for this goal
should be carefully crafted. An example of a
thoughtfully crafted goal would be, “Mr.
Dempsey is being evaluated for his competency
to stand trial. His self-reported symptoms of
seeing little green men and elephants as well as
his use of nonsense words in sentences could
potentially interfere with his ability to assist his
attorney. The goal for this hospitalization is to
determine whether the current symptoms are
related to a mental illness and for Mr. Dempsey
to be able to participate in his trial without
symptom interference.”

Goals for Civilly Committed ISTs
or NGRIs
For individuals with civil commitment designa-
tions of IST or Not Guilty by Reason of Insanity
(NGRI), the recovery plans would look very
similar to mental health recovery plans for
long-term stay individuals, emphasizing skills
needed to live in the community. Due to a focus
on the safety of the individual and the commu-
nity, the plan should also specify factors identi-
fied as contributing to the index offense(s) and
any significant historical aggression, and how
those risk factors have been ameliorated or
managed.

Objectives

Once a goal is clearly defined, the RPT members
develop the steps the individual can take to
accomplish the goal. When a goal is broken
down into small steps then the individual can
incrementally engage to achieve it. These small
steps form the objectives for the individual. So an
objective is written in terms of what the indi-
vidual is capable of doing to achieve the goal. An
objective is always an action statement, e.g.,
“John will learn (or use) a mindfulness-based
strategy to self-manage his rising anger when he
cannot get what he wants.” In addition, the
objective is written in behavioral, observable,
and/or measurable terms, and in language that the
individual will understand easily and is free of
jargon. To make it measurable, it includes per-
formance and termination criteria. The majority
of the objectives in a recovery-focused IRP are
learning-based, but a few may be service-based.
Learning-based objectives are those where the
objectives specify what the individual will learn.
Service-based objectives are those where the
staff, usually the individual’s psychiatrist and
nursing staff, provides a service to the individual
(e.g., prescribe or administer medication, provide
specific medical treatments).

Recovery team members use these basic
principles when developing or revising
learning-based objectives. Each objective is
(a) linked to a goal of hospitalization, (b) written
in terms of what the individual in recovery is
going to learn or do, (c) written in behavioral,
observable, and/or measurable terms to provide
the individual and staff with specific thresholds
for measuring outcomes of interventions, (d) fo-
cused on what the individual can do within a
specific timeframe, (e) attainable given the indi-
vidual’s current level of cognitive functioning
and engagement level, (e) functional and mean-
ingful to the individual, and (f) taught within the
context in which the individual will use the skill.
In addition, each objective should pass the dead
man’s test, which means that it should focus on
not only what the individual should not do (e.g.,
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not engage in aggressive acts for 6 months)—
which a dead person can pass—but also alter-
native positive behaviors (e.g., learning anger
management skills). Furthermore, each
learning-based objective includes the following
four components: (a) what the individual will
accomplish (e.g., learn, identify, state, demon-
strate, discuss, read, draw, play, make, and so on)
in measurable terms, (b) a performance criterion,
(c) a termination criterion, and (d) where the
individual’s performance will be documented.

Interventions

Interventions are written in terms of what staff
will do to assist the individual achieve the rele-
vant objective. There are two types of interven-
tions: (1) those that pertain to PSR Mall groups
(i.e., those typically referred to as active treat-
ment and which count towards the 20 h that
individuals are typically scheduled to attend per
week), and (2) those that are done in the units
(i.e., service interventions).

As noted above, in a recovery model of
mental health service delivery system, it is
important to consider the concept of stages of
change. For example, an individual’s substance
abuse may be serious enough to interfere with the
individual’s quality of life, and therapists may
think that the person needs to be in treatment.
Whether the individual agrees with this
assumption or recommendation will depend on
the individual’s understanding of the disorder,
the need for treatment, and agreement to engage
in appropriate treatment. To determine the
approximate level at which treatment should
begin, a clinician (usually a clinical psychologist)
assesses the individual’s stage of change using
the University of Rhode Island Change Assess-
ment (URICA).

The following are the five stages of change:
1. Precontemplation is the stage in which

individuals have no intention of changing
their behavior in the foreseeable future. Many
individuals in this stage are unaware or not
fully aware that they are addicted to one or
more substances.

2. Contemplation is the stage in which indi-
viduals are aware that a problem exists and
are seriously thinking about overcoming it,
but have not yet made a commitment to take
action.

3. Preparation is a stage that combines inten-
tion and behavioral criteria. Individuals in this
stage intend to take action or have just started
to take action. These individuals may have
unsuccessfully taken action in the past.

4. Action is the stage in which individuals
modify their behavior, experiences, or envi-
ronment in order to overcome their addiction.
Action involves the most overt behavioral
changes and requires considerable commit-
ment of time and energy.

5. Maintenance is the stage in which individu-
als work to consolidate the gains attained
during action, and to prevent relapse.
An assessment of an individual’s stage of

change, as well as readiness to engage in treat-
ment or rehabilitation, provide the RPT with a
starting point for developing interventions and
affording the individual choice in selecting one
or more PSR Mall groups or individual therapy
that are appropriate for that individual. In gen-
eral, an individual at the precontemplation level
will benefit most from therapies that aim to
change cognition, i.e., the individual’s thinking
about his or her condition or functional status.
An individual at the other end of the continuum
will benefit most from behavioral or
action-oriented therapies (see Table 6.4). Inter-
ventions for substance abuse are written in
exactly the same manner as for other objectives,
but are aligned with the mall group or individual
therapy offered at the same stage of change, as
stated in the objective.

Deferred Issues

Occasionally, there will be issues that RPT
members know about and wish to include in the
individual’s IRP, but cannot do so because the
individual does not have the prerequisite skills,
the needed supports have not been developed, or
the individual’s anticipated length of stay is too
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Table 6.4 Stages of change continuum and matching of interventions

Stages of change continuum Approaches to psychiatric rehabilitation

Stage 1: Precontemplation

• Denial
• Defensive
• Unwillingness to change
• Feels coerced into treatment
• Pressured by others to seek treatment
• Uncommitted or passive in treatment
• Unaware of having a disease, disorder, disability, or
deficit

• Unaware of the causes and consequences of the
disease, disorder, disability, or deficit

• Unaware of the need for treatment and rehabilitation
• Lack of motivation to engage in treatment and
rehabilitation

• Pros of the behavior outweigh the cons

• Consciousness-raising interventions, e.g., sharing
observations, confronting the individual with specific
consequences of their behavior

• Therapeutic alliance or relationship building with the
practitioner; understanding and emotional relationship

• Nonpossessive warmth—the practitioner relates to the
person as a worthwhile human being; shows
unconditional acceptance of the person (as opposed to
the behavior, e.g., addiction, offense)

• Empathic understanding—extent to which the
practitioner understands what the individual is
experiencing from the individual’s frame of reference

• Catharsis—expression of emotion; practitioner engages
in active listening skills, empathic observations, and
gentle confrontation (reality checks)

• Motivational interviewing—a person centered, directive
method for enhancing intrinsic motivation to change by
helping the individual to explore and resolve his or her
“issues;” practitioner facilitates the individual to resolve
his or her ambivalence with regard to change. Based on
four general principles for practitioners: express
empathy, develop discrepancy, roll with resistance, and
support self-efficacy

• The intervention—confronting the individual in a
nonjudgmental, caring, and loving manner

• Node-link mapping—a visualization process tool that
enables practitioners and individuals to develop and
study the relationships between and among nodes
(circles or squares) that contain elements of ideas,
feelings, actions, or knowledge. Builds alliance between
practitioner and individual, focuses the individual’s
attention on areas of concern, and enhances treatment
readiness

• Practitioner approaches—authoritarian approaches to
behavior change lead to greater resistance to engage in
change

• Practitioner emotional well-being—poor emotional
well-being inhibits an individual’s progress, positive
well-being facilitates positive intervention outcomes

Stage 2: Contemplation

• Aware of their issues (“problems”)
• Knows the need for change
• Not yet committed to change
• Wants to know more about their issues
• Not yet ready to engage in change process
• Thinking about engaging in change process
• May have attempted to take action in the past
• May be distressed with their situation
• May express a desire to take control of the situation
• Assessing pros and cons of their behavior and of
making changes

• Continue with precontemplative stage
consciousness-raising interventions and slowly introduce
new interventions

• Receptive to bibliotherapy interventions
• Receptive to educational interventions
• Presuppositional questions (from SFT)—used to
encourage individuals to examine and evaluate their
issues, situation, or predicament. Practitioners can use
presuppositional questions to think about change in a
non-threatening context. As an example, consider an
individual who thinks he does not have a problem and is
waiting to be released to CONREP. The practitioner’s

(continued)
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Table 6.4 (continued)

Stages of change continuum Approaches to psychiatric rehabilitation

presuppositional question could be, “Let’s agree that
what you are saying is true… ‘How would you know
when you are ready to be released to CONREP?’”

• Circular questions—used in a nonthreatening manner to
ask a question about the individual’s issues, situation or
predicament from the perspective of an outsider.
Consider the individual used in the example above. The
practitioner may ask: “How would the CONREP
representative know when you know that you are ready
to be released?”

• Miracle questions (from SFT)—used as a method to
assist an individual in imaging change and with goal
setting. Classic example: “Suppose you go to bed
tonight, and while you are asleep a miracle happens and
all your issues, situations, or predicaments disappear.
Everything is resolved to your liking. When you wake
up in the morning, how will you know that the miracle
happened? What would be the first thing you would
notice that is different?

Stage 3: Preparation

• Ready to change—behavior and attitude
• Needs to set goals and priorities for future change
• Receptive to treatment plans that include specific
focus of interventions, objectives, and intervention
plans

• Ready to engage in rehabilitation
• Engaged in change process
• Cons of not changing outweigh pros

• Continue with contemplative stage awareness enhancing
interventions and slowly introduce new interventions

• Practitioners encourage the individual’s sense of
“self-liberation” and foster a sense of personal recovery
by taking control of his or her life

• Discrimination training and stimulus control
interventions can be introduced at this stage. The
practitioner enhances the individual’s awareness of the
conditions that give rise to his issues, situations, or
predicaments. Focus is on the presence or absence of
antecedents, setting events, and establishing operations

• Scaling question (from SFT)—used as a tool by the
individual to “buy into” the treatment planning process.
Practitioners can use it to obtain a quantitative measure
of the individual’s issues, situation, or predicament, as
perceived and rated by the individual and then assist the
individual to think about the next step in the change
process. Example: “On a scale of 1–10, with 1 being
totally not ready and 10 being totally ready, how would
you rate your current readiness to be discharged to
CONREP?” If the individual self-rates as a 4, the
practitioner can follow this up with, “During the next
month, what steps can you take or what can you work on
to get from 4 to 5?” Scaling questions can be used to
(a) obtain a quantitative baseline, (b) assist the individual
to take the next step in the process of recovery, and
(c) encourage the individual to achieve recovery by
successive approximations (i.e., in incremental steps—
one point at a time, one month at a time)

Stage 4: Action

• Committed to and is engaged in change process
• Demonstrates motivation to change
• Follows suggested change processes and activities

• Cognitive-behavioral approaches
• Explore and correct faulty cognitions—catastrophizing,
overgeneralizing, magnification, excessive

(continued)
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short to even begin working on the particular
issue or problem. In addition, when an individual
has too many goals and objectives, there is a
need to prioritize them in terms of what the
individual can focus on immediately, leaving the
rest as substitutes after these are achieved. In this
section, the RPT lists all issues that have been
deferred, including the reason for deferral. If
there are absolutely no deferred issues, the RPT
may state, “No deferred issues at this time.” It
will be very rare for an individual not to have at
least one deferred issue.

Deferred issues include only those that the
RPT plans to address during the current hospital
admission, or refer to the community if the
individual is discharged before the team is able to
address them. Deferred issues cannot be
high-risk issues (e.g., aggressive behavior), or
medical conditions for which the individual
receives or must receive treatment (e.g.,
pre-diabetes). RPTs review and update the
deferred issues at each scheduled review of the
individuals’ recovery plan.

Social Support

This is a list of all persons that the individual has
approved as members of his or her social support
group that can be contacted on behalf of the
individual. It is updated periodically because an
individual’s social supports may change with
length of stay at the hospital.

Psychosocial Rehabilitation Mall (PSR
Mall)

A PSR Mall is a centralized approach to deliv-
ering services that enables an inpatient hospital to
maximize the therapeutic time for the individuals
it serves by providing them with an array of
mental health services that they can select from
and attend (Bopp et al. 1996; Matthews et al.
2015; Webster et al. 2009). As much as possible,
mall interventions are provided in the context of
real-life functioning and in the rhythm of life of
each individual. Thus, a PSR Mall extends

Table 6.4 (continued)

Stages of change continuum Approaches to psychiatric rehabilitation

• Makes successful efforts to change
• Develops and implements strategies to overcome
barriers

• Requires considerable self-effort
• Noticeable behavioral change takes place
• Target behaviors are under self-control, ranging from
a day to six months

responsibility, dichotomous thinking, selective
abstraction

• Learning-based approaches
• Action-oriented approaches
• Skills and support rehabilitation

Stage 5: Maintenance

• Meets discharge criteria
• Is discharged
• Maintains wellness and enhance functional status
with minimum professional involvement

• Lives in environments of choice
• Is empowered and hopeful
• Engages in self-determination through appropriate
choice-making

• Develops and implements strategies to sustain and
enhance wellness

• Avoids relapse through positive action
• Expresses fear or anxiety about relapse
• Avoids high risk behaviors or situations that may
trigger relapse

• Engages in a variety of wellness activities
• Seeks social supports for maintaining wellness

• Adapt and adjust to situations to facilitate maintenance
• Develop and use personal wellness recovery plans
• Utilize coping skills in the rhythm of life, without
spiraling down (i.e., if substance use is a problem, cope
with distressing or faulty cognitions without using
drugs)

• Continue with dynamic change process
• Accept that change is a spiral rather than a linear process
• Strengthen social supports and build alliances in the
community

• Learn about mindfulness, especially unconditional
acceptance, loving kindness, compassion for self and
others, and letting go

• Practice and use mindfulness strategies in daily life
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beyond the context of a building or place, and its
services are based on the needs of the individual,
and not the needs of the program, the staff, or the
hospital. PSR Malls are designed to ensure that
each individual receives intensive and individu-
alized services to promote that individual’s
increased wellness, enhanced quality of life, and
the ability to thrive in the community. All deci-
sions regarding what is offered in a PSR Mall are
driven by the needs of the individuals served.
Mall services are provided in an environment
that is culturally sensitive and strength-based.

Hours of Attendance

An individual is typically scheduled to attend
groups for four hours a day (i.e., two hours in the
morning and two hours in the afternoon, each
weekday) in a PSR Mall that is usually in an
off-residential location. These services are directly
linked to an individual’s assessed needs and doc-
umented in the intervention section of his or her
IRP. The interventions include the treatment,
rehabilitation, and recovery needs of individuals.
Services provided in the PSRMall include groups,
individual therapy, and activities designed to help
with symptom management, personal skills
development, and life enrichment. The PSR Mall
capitalizes on clinical and support staff resources
from the entire hospital, to provide a larger
diversity of interaction and more realistic experi-
ences for all individuals attending the mall groups.

Choice of Groups

The choice of a PSR Mall group begins with an
assessment of the individual’s needs in terms of
treatment, rehabilitation, and enrichment. Asses-
sed needs are written as goals for the individual,
as described above. Each goal has at least one
objective, which is written in terms of what the
individual needs to do, and for each objective
there is at least one intervention—within a PSR
Mall group or in individual therapy. In addition,
it is expected that what is taught in the PSR Mall

group or individual therapy is reinforced in the
therapeutic milieu. The individual makes a
choice of PSR Mall group based on the relevant
mall groups or individual therapies identified by
his or her RPT. Typically, an inpatient service
will have a PSR Mall catalog of mall groups and
individual therapies that the individual can con-
sult before being assigned to a mall group of his
or her choice.

As an example, when an individual has an
objective to learn a coping strategy, the RPT may:
1. Review the PSR Mall catalog for all groups

that teach coping strategies and find likely
groups (or individual therapies) that would
enable the individual to learn the required
coping strategy;

2. Sort out any qualifiers that narrow down the
choices (e.g., stage of change, cognitive level,
learning style, group size, mode of presenta-
tion, time of group);

3. Present to the individual the relevant groups,
describing their characteristics;

4. Request the individual to choose one group
for this objective; and

5. Assign the individual to the group the indi-
vidual has chosen.
The choice is not between what the individual

would like to do (e.g., play volleyball) and a PSR
Mall group (e.g., coping skills group), but
between groups (or individual therapy) that the
RPT has identified would help the individual
fulfill an assessed need for treatment, rehabilita-
tion, or enrichment. However, group selection
can include simultaneous consideration of what
the individual likes to do and what the individual
needs to be able to do; they do not always have to
be mutually exclusive. For example, for an
individual who likes to play sports, but who has
anger problems, a tai chi or a power yoga group
might be appropriate choices for learning anger
management. For an individual who likes to play
music, but who lacks social interaction skills, a
rhythm instruments group may benefit the
learning of social skills. This can facilitate
motivation and promote adherence to and par-
ticipation in groups that an individual needs to
attend in order to meet discharge criteria.
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The total number of groups, and frequency of
attending groups is linked to the individual’s
discharge criteria, and mental and cognitive sta-
tus. For example, if the individual needs to
control physical aggression as a condition of
discharge, it would help the individual to have a
higher dosage of an anger management
group. Thus, the individual may be scheduled to
attend an anger management group three times a
week, but only one volleyball group a week, as
an enrichment activity. Similarly, if an individual
has been admitted for competency restoration,
the dosage could be at least one PSR Mall group
per day, depending on mental and cognitive
status.

Levels of Support in PSR Mall Services

The RPT determines the level of support that an
individual needs in a particular PSR Mall activ-
ity, given the individual’s cognitive level,
strengths, and weaknesses. The RPT psycholo-
gist is responsible for providing the PSR Mall
with the individual’s level of cognitive func-
tioning. Levels of support can be graded as
follows:
1. Advanced: Mall activities labeled as “ad-

vanced” would be reserved for those indi-
viduals who can self-start and direct their own
learning with little assistance. These individ-
uals also might be able to teach others.

2. Independent: Mall activities labeled as “in-
dependent” are aimed at individuals who have
the basic skills necessary to continue in a mall
activity without any special assistance in
learning. These individuals can listen to a
facilitator, take basic notes, ask and answer
questions without much stress or difficulty.
Individuals in an independent mall activity
could take a written pre- and post-test.

3. Assisted: Mall activities labeled as “assisted”
are aimed at individuals who have learning
deficits that may require additional support
(i.e., reading/writing deficits, poor listening
comprehension, short attention spans), but
have the basic skills necessary to partake in a
mall activity. The content of these courses

would not require individuals to do much
independent work (i.e., homework) unless a
study hall or tutor was available to assist at
other times. The in-group content of these
classes may include more activities and
experiential exercises (i.e., games, role plays)
than traditional “chalk and talk” groups.

4. Supported: Mall activities labeled as “sup-
ported” provide the highest level of support to
an individual. Individuals appropriate for
these activities mostly struggle to function
independently, particularly when it comes to
learning. Supported activities might involve
individuals who do not possess even the most
basic skills to participate effectively in a mall
activity (i.e., sitting still for periods of time,
turn taking, tolerating others). The staff to
individual ratio in these mall activities would
probably be no less than 1:3.

Delivery of Interventions in Groups

The majority of services offered in a PSR Mall
are in a group format. Although the group is the
context for providing treatment, rehabilitation, or
enrichment activities, the majority of the groups
do not have a group objective. That is, all groups
in core service areas have a theme or focus (e.g.,
job skills, ADL skills, social skills, coping skills,
anger management), but each individual’s
objective is taught within the group. For exam-
ple, in a social skills group, Katrina may have an
objective to refine turn-taking skills in dyadic
interactions while Sandi may have an objective
to increase her social conversations. In some
cases, the group objective may be the same as the
individual’s objectives. For example, a group
objective may be to teach individuals to play
basketball and all individuals enrolled in the
group may have an objective in their IRP to learn
to play basketball as an enrichment activity.

Individual Therapy

If the RPT assesses that an individual requires
individual therapy, this is provided. As for PSR
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Mall groups the requirements for individual
therapy are that:
1. There is an objective in the IRP that requires

the individual to participate in individual
therapy for a specific purpose;

2. The objective states how progress will be
measured;

3. The intervention corresponding to the objec-
tive specifies who will provide the individual
therapy; and

4. Progress is assessed prior to the individual’s
next scheduled RPT planning meeting.
The individual’s progress is quantified as

much as possible for both groups and individual
therapy. Some hospitals may require that indi-
vidual therapy can be provided outside of regular
PSR Mall hours because of staffing issues. Indi-
vidual therapy provided as a requirement in the
IRP will be counted as a part of the individual’s
active treatment regardless of when or where the
therapy is provided. Individual therapies vary in
scope and include, among others, psychophar-
macological treatment (Van Sant 2016), psy-
chological services (Phillips 2016), and nursing
services (Myers 2016).

Nonadherence to Therapy

By the second monthly IRP the individual is
scheduled to attend 20 h of therapy each week-
day, or there should be clinical justification
documented in the Present Status section for
fewer scheduled hours. While individuals do not
have the option of unilaterally dropping out of
scheduled group or individual therapy, they often
do. If an individual does not attend PSR Mall
groups, the RPT should develop alternative
strategies for encouraging the individual to
re-engage in them. The team may refer the
individual for assessment of the reasons for
nonadherence and for subsequent treatment,
using cognitive behavior therapy, motivational
interviewing, node-link mapping, or other
evidence-based interventions. Of course, this
assumes that at least some of these therapeutic
services are offered in the PSR Mall.

Engagement in the PSR Mall

In the context of recovery, engagement is the
process of encouraging an individual to fully
participate in not only the process of treatment,
but also its content (Jackman 2016). Clinicians
often rely on their therapeutic alliance with the
individual to involve and motivate the individual
to engage in treatment (Jackman 2014). A ma-
jority of individuals attend, participate, and learn
new skills in their assigned PSR Mall groups.
Their engagement is dependent on a number of
factors that include personal motivation, the
goodness of fit between what the individual
needs and what is offered, the nature of the
group, the ability of the group facilitator to make
the group process and learning interest, boredom,
and personal variables (e.g., medication effects,
cognitive level, stage of change).

A PSR Mall group facilitator can enhance
engagement by using various “tested” techniques
that have proven to be effective teaching tools.
These include some of the following techniques.

Cold Call
Group facilitators like to engage all members in
their group by asking questions, waiting for a
show of hands, and then choosing someone with
a raised hand. However, this often leads to only a
few individuals actively participating while oth-
ers drift into inattention and other activities (e.g.,
sleep, daydreaming). What would be ideal is for
all individuals in the group to pay attention and
anticipate being called upon to answer questions,
regardless of whether they raise their hands or
not. Cold Call is a system that encourages all
group members to pay attention, to prepare
answers to all questions in their minds, but to
respond only when called upon.

A prerequisite for Cold Call is that the group
facilitator has the names of all group members.
The procedure is simple: The facilitator asks a
question, and then calls on the group member to
answer the question regardless of whether a hand
is raised. After a short while, the group members
will realize that the facilitator may call on anyone
in the class, so everyone must be ready to answer
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the question. This will: (a) increase engagement
by the group members; (b) decrease and even-
tually eliminate inattention and daydreaming;
(c) increase learning time because the group
facilitator does not have to ask a question, wait
for individuals to raise their hand, ask individuals
other than the usual three or four members to
raise their hand, ask an individual to respond, and
then wait for an answer—the facilitator asks a
question, and then immediately asks an individ-
ual to respond; and (d) it enables the facilitator to
distribute the questions broadly across the group
members—it signals to them that not only are
they likely to be asked, but also the facilitator is
interested in their answers and opinions. They
had better be prepared!

Used skillfully, Cold Call is very productive
in encouraging engagement by individuals who
are shy or reluctant to raise their hands. If used
consistently, it is predictable—it builds an
expectation that anyone can be asked a question.
Thus, it is a positive behavior change technol-
ogy; group members begin paying more attention
and mentally prepare answers in anticipation of
being asked a question. Some group facilitators
keep a visible chart that tracks who has been
called upon, thereby sending a clear message that
everyone gets their share of questions, and that
engagement is an expectation, not a choice.

Scaffolding
Most groups have individuals at different cogni-
tive levels, with varying degrees of knowledge of
the topic covered by the group. Scaffolding can
be paired with Cold Call very effectively, espe-
cially if the group facilitator begins with simple
questions and progresses to more difficult ones in
each session. This enables the group facilitator to
engage all group members at their skill level,
reinforcing what they already know and chal-
lenging them to learn more by listening to others
in the group with greater knowledge of the topic.

Typically, a group facilitator begins with a
simple question that is at the skill level of a group
member to whom the question is directed. Once
this individual is engaged, the group facilitator
“unbundles” a single larger question into a series
of smaller but graduated questions, and directs

the questions at the skill level of successive
group members, ending with the most difficult
question directed at the most accomplished group
member. The sequence involves calling on sev-
eral, though not necessarily all, group members
in rapid succession with incrementally more
difficult questions. Scaffolding enables the group
facilitator to parse a question to multiple group
members instead of just one, thus increasing
group engagement, learning, and cohesion. One
useful strategy is to begin with what the group
members learned in prior sessions, and then
move the questions systematically into the topic
that is to be covered in the present session. This
enables the group members to think their way
into the next topic.

Cold Call and Scaffolding work best if the
group facilitator asks a question, follows it with a
pause while the group members formulate their
responses, and then asks a specific individual to
answer the question—i.e., Question, Pause,
Name. This ensures that every group member
hears the question and mentally prepares the
answer in anticipation of being asked to respond.
If the sequence is changed and the individual’s
name is called first, there is some likelihood that
all other group members will sit back with a sigh,
knowing that they have been excused from
answering at least this question!

Call and Response
In many cultures, call and response is a form of
spontaneous verbal and nonverbal interaction
between a speaker and listeners in which the
statements (calls) of the speaker are punctuated
by responses from the listeners. Group facilita-
tors can utilize this form of engagement in a
number of ways. For example, the group facili-
tator can ask a question and ask all members of
the group to respond together. The group facili-
tator can ask questions in rapid succession, and
ask different individuals from the group to
respond to each question. Another form of this
involves the group facilitator directing a question
to a specific person, who responds correctly, and
then asking the entire group for a response to the
same question. This is akin to high-energy per-
formance where there is a lot of fun because the
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entire group is involved in calling out the
answers to the group leader’s questions in rapid
succession. It invigorates the entire group,
motivates high attendance, and enables learning
to occur in the context of positive engagement.

Everybody Writes
In some groups, the group facilitator describes
the topic, and follows it with a question to the
group. When there is silence, the group facilitator
is either flustered or simply answers it and moves
on. This is not atypical in many groups. One way
of engaging the group members is to give them
some time to respond to the question by asking
them to write their responses before discussing
the answers verbally. Once the group members
have had time to write their responses, the group
facilitator can use Cold Call and Scaffolding to
elicit the group’s responses, e.g., “What did you
write, Max?” This will promote engagement,
both in terms of writing and responding verbally.
Using a Participant Workbook will serve this
purpose beautifully!

These are just some ways of engaging indi-
viduals in mall groups in the PSR Mall. The
methods chosen will depend on contextual fac-
tors—nature of the topic, group characteristics,
motivational level of the participants, cognitive
status, skill level of the group facilitator, and so
on. However, regardless of how well we do, a
minority of group members will be nonadherent.
They may refuse to attend the group, or attend
but refuse to participate. These individuals may
require different kinds of interventions to get
them incrementally or fully engaged.

Conclusion

A recovery-focused treatment planning system is
based on asking what would make the individ-
ual’s life better from the perspective of the
individual. Given that the individual is in an
inpatient psychiatric hospital, it does not mean
that the right to recovery is sacrificed in the
interests of treating the individual’s mental

illness by way of symptom control. Indeed, the
individual may never need to agree with a
diagnosis of a mental illness, as long as that
individual knows how to engage in self-care
activities when feeling unwell, low, or out of
touch with reality. If the individual has devel-
oped a set of skills to not only manage in the real
world, but also thrive in terms of his or her own
goals, then that individual is on a successful path
to recovery. In a general sense, recovery is a
journey and the journey is the goal. On this
journey, the individual invests in experiential and
critical interests that provide meaning to his or
her life. Like life itself, recovery has its ups and
downs, highs and lows, sun and rain, but the
individual can learn to navigate through these.
The role of clinicians is to support individuals on
their particular journey of life.
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7Psychopharmacological Treatment

Scott Van Sant

Introduction

What is the role of pharmacotherapy in the pro-
cess and attainment of recovery? There is quite a
spectrum of opinions on the effect of psy-
chopharmacological agents on individuals rang-
ing from the writings of Patricia Deegan in
reference to her own early negative experiences,
to multiple reviews and practice algorithms that
discuss the virtues of antidepressants, antipsy-
chotics, and mood stabilizers in their role in
stabilization and maintenance of psychiatric
symptoms in severe mental illness. Deegan
(2007) described the abject hopelessness she felt
when she was told by her psychiatrist that she
had a “chronic lifelong illness” from which there
was no recovery. Instead of viewing the
antipsychotics prescribed to her as a panacea, she
found them “noxious” and “dangerous” and
likened the side effects to, “walls as thick and
impenetrable as any institution” and leaving her
“isolated and alienated.” In describing her first
hospitalization, Houghton (1982) likened her
confinement to an “entombment” and the medi-
cations as the “embalmment” as she “walked
among the dead.”

That is not to say that those involved in the
recovery movement think that psychotropic
medications are needless. Actually, great strides
toward obtaining recovery for many suffering
from severe mental illness are due, in fact, to
advances in pharmacotherapy over the past few
decades. For these people, medications have
paved the way for utilizing other treatment
modalities in obtaining symptom remission and
improvement of functional status. There have
been descriptions of the changes in “mind, body,
and social experience” that occur with illness,
and the subsequent treatment that helps the per-
son take control, reinforcing her ability to “re-
claim” her life (Bizub 2013). Alternatively, in the
words of Henderson (2004), traveling from being
paralyzed by depression, emotional turmoil, poor
memory and concentration, and sleeplessness to
being gainfully employed and having meaningful
relationships where she was “thriving not just
surviving” and accepting her diagnosis and need
for medication as important elements of her
eventual recovery.

Some patients have seen newer psychotropic
medications as being the foundation for recovery,
along with support, rehabilitation, training, and
acceptance (Paquette and Navarro 2005), or
simply that medications meant “not being sick”
(O’Neal 1984). In a study describing patient’s
perceptions and experiences while being treated
with long-acting depot antipsychotics, Svedberg
et al. (2003) described individuals reporting the
state of psychosis as having been “lost in an
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estranged world” and where they felt “anguish
and insecurity.” Moreover, these periods of
psychosis actually interfered with aspects of life
that were key to recovery, such as work, educa-
tion, family interactions, parenting, and financial
independence. They were motivated by distress-
ing memories of episodes where they had been
off medication with subsequent relapse and loss
of control. They understood the medications as
being a prerequisite for maintenance of health
and functioning, and attributed regaining “hope”
to the medications. Side effects were described as
a “necessary evil” to obtain this (Svedberg et al.
2003).

Often hospital settings are the first exposure
people have to adjust with the mental health
system early in the course of severe mental ill-
ness, and this experience can affect their attitudes
toward the treatment that are offered for years, if
not life. Psychotropic medications are frequently
a large part of the armamentarium offered during
this stage. In a qualitative study of subjective
experiences of illness recovery in persons treated
for first episode psychosis several themes were
noted, including symptom recovery, reconcilia-
tion of the meaning of the illness, regaining
control, and finally negotiation and acceptance of
treatment including medications (Windell et al.
2012, 2015). Symptom resolution was identified
as an important “turning point” in the beginning
process of obtaining recovery, and “finding the
right medication” was a significant element of
this. In this study, it was also found that medi-
cations had other meanings that affected a per-
son’s outcome, including acceptance they were
“ill” which led to initial nonadherence. This
illustrated that there is a process that persons go
through before they fully accepted their illness,
and the idea of the need for external sources of
stability may not have been automatic. Specifi-
cally, persons spoke of the difficulties involved in
the process of accepting the need for medica-
tions, especially when the medications were not
initially effective in treating symptoms, or when
side effects interfered with other “valued states”
such as alertness or activities that required cog-
nitive performance. For some, medications were
seen as an integral part of recovery because of

the associated symptom reduction attributed to
medications, but others saw the need to take
medications as a barrier because it implied that
the illness may return and was a chronic
condition.

Deegan and Drake (2006) stipulated that
“choice, self-determination, and empowerment”
are foundational values for persons with dis-
abilities, and many view recommended treat-
ments as worse than the condition. They also
pointed out that the research from which our
medication treatment algorithms are derived is
usually based on population averages, not indi-
viduals and their “unique concerns, values, and
life context.” Medications can be seen as
unnecessary, ineffective, or an interference with
the process of recovery. Persons may feel that
they lose who they are with the effects of medi-
cations. One way to reframe this issue is the
“illness” versus “wellness” model. In the first, the
person has a diagnosis with associated symp-
toms, the doctor prescribes medications to treat
these symptoms, and either the illness is cured or
managed chronically. The second entails the
person’s aspiration for a meaningful life includ-
ing hope, empowerment, self-determination,
relationships, and employment. These view-
points are not mutually exclusive. Medications
can be an important tool for many in taking the
first steps in obtaining eventual recovery. The
mistake the clinician can make is to assume that
cessation of auditory hallucinations, or depres-
sion, or other debilitating symptoms is the
desired ultimate result of treatment, thinking that
a pill will instill “hope and empowerment.”
Actually, a pill may cause adverse effects that the
person finds worse than the symptoms, or the
person may feel like they will be irrevocably
changed by the medication, and not be “his self”
any longer (Piat et al. 2009).

Medications are just one tool that is available
to persons with mental illness to be utilized in a
collaborative fashion with a clinician’s guid-
ance. With a view of the human continuum as
encompassing suffering, loss, and grief as well as
joy, accomplishment, and purpose, interventions
provided by the medical-model, specifically
medications, are not enough in helping people
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discover their own paths to recovery. Some
postulate that physicians are only treating
superficial behavioral manifestations of the
complicated internal processes that lead to men-
tal illness. An individual can feel that adminis-
tering medications may actually alter his thought
processes and emotions, leaving him with a sense
of loss that is greater than the illness itself. The
interventions proposed by the recovery model
can fill the void left by the “extinction” of these
symptoms. As stated by Lunt (2002), “in the
views of many people with mental illnesses, the
biochemical solution alone will only propel one
partially down the road to recovery.”

Emergency Involuntary Care

When discussing recovery-oriented pharma-
cotherapy in inpatient settings, it is impossible to
avoid the issue of forced psychotropic medica-
tions. The primary psychiatric diagnoses that
prevail in inpatient settings include Schizophrenia,
Bipolar Disorders, and Major Depressive Disor-
ders (Watanabe-Galloway and Zhang 2007) and
these conditions often affect cognition and thought
processes needed to make rational decisions about
care during times of crisis and decompensation
(Austin et al. 2001; Martinez-Aran et al. 2004;
O’Leary et al. 2000). By default, clinicians may
resort to paternal medical decision-making when
the person is impaired. There can be conflict when
a person, or his caregivers, do not agree with the
clinician’s recommendations, regardless that they
originate from current evidence-based treatment
algorithms.

Frese et al. (2001) discussed a person’s ability
to accept or reject evidence-based care, and

suggested that more disabled persons may need
the more paternalistic medical model until they
have progressed to the point where they are
capable of making their own decisions. They and
other authors have also suggested that regardless
of a person’s functioning, the instillation of hope,
responsibility, and internal control is necessary at
all stages of treatment (Bellack 2006; Fisher and
Ahern 2002; Frese et al. 2001). Many authors
support the notion that when individuals lack
decision-making capacity due to the severity of
his or her symptoms, other means must be uti-
lized such as processes for involuntary treatment
or preferably psychiatric advanced directives
(Davidson et al. 2006; Drake et al. 2010), but the
question arises on how to ensure that at least a
foundation for recovery-oriented principles is
developed and respected during this crucial
period?

Informed Consent

With the advent, in the late 1970s, of the legal
concept of the right of psychiatric patients to
refuse treatment, including psychotropic medi-
cations, different jurisdictions have developed
varying approaches in adopting the treatment
versus rights model of care. Depending on which
side of this argument a particular jurisdiction has
adopted, processes for involuntary treatment can
be instituted with dominance of clinical versus
judicial decision makers (Appelbaum 1988;
Menninger 2001). See Table 7.1 for an outline of
the requirements for Informed Consent.

Other authors have suggested a “sliding scale”
for determining capacity as related to the dan-
gerousness of the condition being treated versus

Table 7.1 Requirements for informed consent

According to legal standards for the informed consent process, one must have the ability to:

1. Express a choice

2. Understand information relevant to the decision about treatment

3. Appreciate the significance, for one’s own situation, of the information disclosed about the illness and possible
treatments

4. Manipulate information rationally (or reason about it) in a manner that allows one to make comparisons and weigh
outcomes

Adapted from Wirshing et al. (1998)
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the treatment provided. An example would be
initiating low risk intervention known to improve
outcomes versus an invasive, high-risk, non-
proven procedure for the same condition. The
first would only require assent, where the second
would require a higher level assessment of
decision-making capacity (Drane 1984). The
presumption for some is that persons suffering
from major mental illness cannot, by definition,
participate in the informed consent process. In
one retrospective study examining people with
schizophrenia who participated in research pro-
tocols, it was determined that this was not the
case. Taking the selection bias into account,
(persons who were too ill to give consent were
not included) the authors found that through the
implementation of systematic and thorough
informed consent procedures, including repeti-
tion and education about risks and benefits, that a
large portion of study subjects were able to
comprehend and retain all the critical compo-
nents necessary for informed consent. They did
find that “conceptual disorganization” was cor-
related with poor performance on informed
consent procedures, but that psychosis per se did
not interfere with comprehension and retention
(Wirshing et al. 1998).

Many proponents of the recovery process do
not see this aspect as an absolute issue. There are
times when individuals cannot make decisions
for themselves, and safety concerns are pre-
dominant. This can be seen as carrying the con-
cepts of recovery further, as it emphasizes not
just the rights of an individual to make decisions
about his care, but his responsibility to the
community he lives into not pose a danger to
himself or others (Davidson et al. 2006). Also,
taking personal responsibility for health and
wellness, and one’s own illness management,
including acceptance of psychotropic medication
when needed, can be seen as important compo-
nents of obtaining recovery.

During times when involuntary treatment is
necessary, recovery-oriented approaches are
most critical, otherwise, “the treatment relation-
ship is likely to disintegrate into a policing
relationship that discourages the client’s growth,
development of new skills and acceptance of

illness” (Noordsy et al. 2002). Deegan (2007)
pointed out that most treatment algorithms do not
make allowances for shared-decision making.
There is literature that supports the fact that many
persons with severe mental illness do have the
capacity to understand their illness and treatment
choices, and are capable about making rationale
decisions. For those with temporary incapacity in
emergency situations, Psychiatric Advanced
Directives are a viable option consistent with
recovery-oriented principles (Deegan and Drake
2006; Drake et al. 2010; Sowers and Quality
Management Committee of the American Asso-
ciation of Community Psychiatrists 2005).

Psychiatric Advanced Directives

This intervention was inspired by initiatives
around patients’ rights of self-determination at
end-of-life that began in the early 1990s, and
subsequently laws have been enacted in large
percentage of jurisdictions in the United States
and several western countries. There is as well a
great deal of advocacy support for this concept
with the hope of respecting individual’s wishes
during times of incapacitation due to decom-
pensation. There are several alternative terms that
are in use that refer to documenting these wishes
including: advanced crisis planning, anticipatory
psychiatric planning, joint crisis planning, and
“Ulysses directive.”

The two primary forms of psychiatric
advanced directives focus on treatment decisions
where the person outlines what treatments are
preferred and what is not acceptable, versus
identification of who will be a proxy decision
maker during times of incapacitation. Proposed
advantages of this approach encompass enhanced
autonomy, reduced familial conflict over treat-
ment decisions, clinician acceptance of patient
self-determination, and decreased service use,
e.g., hospital admissions, length of stay, invol-
untary commitment, and interaction with law
enforcement.

Despite the widespread support and enactment
of these types of directives, the penetrance into
common use has fallen short. There are of course
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some real barriers to appropriate implementation,
such as concerns over the person’s capacity to
enact this type of legal document (the same issues
that would occur with end-of-life advanced
directives, health-care powers-of-attorney, wills,
and other binding contracts); clinician willingness
to follow directives; the liability associated with
following or not following directives; directives
that contradict actual current treatment guidelines;
and availability of the documents during times of
crisis, i.e., midnight in the emergency room. This
of course is not an all-inclusive list, but does
illustrate there are valid barriers that have to be
addressed (Campbell and Kisely 2009; Nicaise
et al. 2013). One very important issue is the reality
that most people will not have the foresight to
create this type of document before they have their
first episode of severe psychiatric illness.

Several groups have examined outcomes
related to implementation of these types of
directives, since their advent. In the strict methods
of the Cochrane Review, no improvement was
found in general outcomes such as voluntary and
involuntary admissions, hospital length of stay,
interaction with law enforcement, or outpatient
contact. In their review, they did not find data on
social functioning, imprisonment, quality of life,
self-esteem, accommodation status, or career/
family satisfaction, all purportedly important
factors in recovery. They did mention one non-
randomized study that demonstrated improve-
ment in working relationships with clinicians and
satisfaction with mental health treatment on short-
term follow up. They also suggested that more
intense methods such as joint crisis planning
might have some positive effect on reducing
involuntary admissions (Campbell and Kisely
2009). In another systematic review of research
related to this topic, Nicaise et al. (2013) identi-
fied three frameworks for expected benefits of
psychiatric advanced directives: (1) enhancement
of the user’s autonomy, (2) improvement of the
therapeutic alliance, and (3) integration of care
through health providers working in partner-
ship. They also demonstrated that these benefits
have not been adequately assessed, but rather the
focus has been on organizational outcomes.

The American Association of Community
Psychiatrists Guidelines for Recovery-Oriented
Services stipulated that there will be crisis man-
agement and hospital diversion plans with “par-
ticipatory” psychiatric medication management.
Providing information for informed decisions
when persons are capable of participating is seen
as critical. In these recommendations, coercive
treatment is not considered compatible with
recovery-oriented care. Though it is acknowl-
edged that at times this is necessary, the time
should be kept to a minimum, and voluntary care
instituted as soon as possible. Moreover, even
during times of involuntary care, compassion and
respect are tantamount (Sowers and Quality
Management Committee of the American Asso-
ciation of Community Psychiatrists 2005).

Stabilization Versus Recovery:
Phased-Linked Treatment

There is a body of literature that reports the occur-
rence of recovery in peoplewith schizophreniawho
were not maintained on antipsychotics, though
most research does indicate better outcomes with
early aggressive identification and treatment of
psychosis, and subsequentmaintenance on antipsy-
chotic medication (Bellack 2006). Psychotropic
medications have been shown to reduce debilitating
symptoms and risk of relapse in both bipolar
disorder and severe recurrent and major depressive
illness as well (Geddes et al. 2003; Kaymaz et al.
2008; Moller and Nasrallah 2003; Sachs and
Rush 2003). Some authors see the installation of
hope in periods of greatest instability as crucial
to eventual recovery. In keeping with this view-
point, the how is as important as the what with
regard to treatment delivered. Even during insta-
bility is the individual encouraged to participate and
take personal responsibility? Does the clinician
instill hope instead of paternalistic blame?
Evidence-based practices are not incompatiblewith
recovery, but ideally implemented in partnership
(Bellack 2006).

From the perspective of a psychopharmacol-
ogist, the clinician establishes symptom clusters
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that indicate diagnosis, and therefore suspected
etiology of illness. Current methods of research
focus on reduction or elimination of these
symptoms, while ideally avoiding unbearable
and/or dangerous side effects. The focus of
rehabilitation is strengths driven toward the goal
of improving functioning in aspects of the illness
that are not amenable to chemical interventions.
Psychopharmacology can be conceptualized as a
stepping-stone that supports re-attainment of
healthy functioning. Specific examples given are
the improvement in functioning that occurs with
treatment of positive symptoms (delusions, hal-
lucinations, paranoia, disorganized thinking),
while not worsening debilitating side effects such
as extrapyramidal symptoms or cognitive
dysfunction.

With direct reference to schizophrenia, several
symptom clusters are countered to obtaining
recovery. Positive symptoms are inversely corre-
lated with “life-satisfaction,” and are associated
with dangerous behaviors that can lead to hospi-
talization. Negative symptoms are thought to be
strongly associated with functional disability and
poor self-care, and interfere with independent
living skills, vocational status, and quality of
life. The practice of psychopharmacology can
enhance, or at least not impede promotion of
hopefulness, personal responsibility, self-control,
and life “beyond illness” (Noordsy et al. 2000;
Tandon et al. 2006).

In his book, Recovery From Disability:
Manual of Psychiatric Rehabilitation, Liberman
(2008, pp. 101–103) presented the concept of
phase-linked treatment, which involves periods
of prodromal illness, periods of acute symptoms
and potential associated crisis, the period of sta-
bilization, and then subsequent stability where
the person hopefully progresses to full recovery.
These are not seen as static phases that occur in
linear fashion, but individual paths where people
may fluctuate between various aspects of illness
and recovery. When traversing these phases,
movement is not a regimented and lock step, but
rather a dynamic, individual process.

By definition, persons newly admitted to the
hospital would qualify as being in the acute or
stabilization phase which precludes taking the

next steps to full recovery until resolved (an
exception may be long-term forensic units where
the individual is still hospitalized for legal reasons,
not psychiatric instability). As the person moves
from the acute phase through the different stages,
symptoms will become less prominent and debil-
itating, and the person will regain psychosocial
functioning. During the acute and stabilization
phases, symptoms are at their peak or starting to
resolve. Cognitive abilities and resilience are
limited. Interventions must be adjusted to avoid
over taxation of the person’s capacities and pos-
sible exacerbation of symptoms. The treatment
team will have to take a more direct responsibility
in interventions to encourage adherence, though
this does not preclude collaborative approaches.
During the stable phase, the individual can tolerate
more intensive, evidence-based rehabilitation that
can be personalized to improve vocational and
social functioning.

From a pharmacological viewpoint, the high-
est priority during the acute and stabilization
phases is to control and alleviate symptoms and
associated problematic behaviors. This requires
appropriate diagnosis of the condition with
identification of predominant symptoms (i.e.
psychosis, mania, depression) and provision of
optimal diagnostic-specific psychopharmacolog-
ical interventions, if indicated. Throughout all of
these phases, collaboration between the care
recipient and clinicians is necessary and marked
by mutual respect, shared decision-making prin-
ciples, and engagement in treatment adherence
for pharmacological and non-pharmacological
interventions. The focus during the acute and
stabilization phases is on reducing symptoms and
minimizing side effects, to move the person past
dangerous behavior, and begin reintegration into
the community so that the process of full recovery
can begin (Liberman 2008; Tandon et al. 2006).

Recommendations for Initial
Medication Choices

Tandon et al. (2006) focused on the management
of schizophrenia, but their approach in maxi-
mizing effectiveness of treatment is generalizable
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to other conditions. This involves ongoing
monitoring and management of four outcome
domains: symptom of disease, disease burden,
treatment burden, and overall health and well-
ness. Symptoms of disease involve positive and
negative symptoms, aggressiveness, hostility,
mood dysfunction, and cognitive dysfunction.
This could include manic and depressive symp-
toms associated with other serious mental con-
ditions as well. Treatment burden includes side
effects such as extrapyramidal symptoms, meta-
bolic issues, sexual dysfunction, and other
adverse effects resulting from psychotropic
medications. Disease burden encompasses the
impact on family, caregivers, social supports,
healthcare cost, as well as vocational, interper-
sonal, and educational functioning. Last, overall
health and wellness include social reintegration,
independence, vocational/educational function-
ing, and physical health. In this model, psy-
chopharmacology is seen as a component of the
multiple psychosocial interventions that promote
recovery (Tandon et al. 2006).

The first issue to address is “evidence-based
care” being provided? Part of the impetus for
quality improvement initiatives in mental health
systems was the widespread evidence that many
mental health systems were not following the
prescribing guidelines, providing newer possibly
more effective and less-toxic pharmacological
agents, nor access to appropriate care, both in
crisis and community settings. Part of this push
came from regulatory and professional bodies,
but several consumer advocacy groups have
asked for access to newer treatments and

adherence from their providers to prescribing
guidelines (Drake et al. 2001; Kingsbury et al.
2001; Lehman and Steinwachs 1998; Torrey
et al. 2001).

The second is to remember that though there
is good research to support current recommen-
dations for the pharmacological treatment of the
major diagnostic categories of mental illness,
these are based on statistical averages in large
population groups, not individuals. Third,
research directly linking pharmacotherapy to
recovery is scant. At present, we examine
domains which can be tied to elements that are
associated with recovery, e.g., time to relapse,
decrease in hospitalization rates, decrease in
symptom clusters that cause distress and dis-
ability, improvement in elements of cognition
(Liberman and Kopelowicz 2005). All important
issues, but again are they directly linked to a
person’s ability to recover, with its subjective
elements of hope, empowerment, self-direction,
self-sufficiency? Another consideration is that
laypersons may have different concepts of what
“evidence-based” means, or may not even be
aware of the methods behind formulation of
treatment recommendations (Tanenbaum 2008;
see Table 7.2).

In the Roadmap developed by Weiden et al.
(2007), they discussed expansion of the mainte-
nance model where the emphasis is placed on
stabilization, maintenance of stability, and
relapse prevention to include the next steps in the
recovery model, where the individual obtains
further gains in physical and emotional health.
These two models, maintenance and recovery

Table 7.2 Consumer perspectives on evidence-based care in public mental health

1. Consumers want information, including but not limited to scientific information, about recommended treatments

2. Though consumers take this information seriously they are focused on their individual experience as opposed to
aggregate data collected in research protocols

3. They are experts in their own illnesses

4. Communication and discussion about treatment options with their psychiatrist is key, even if they do not agree

5. Medications are only a small part of what they need and only give the person a “chance to learn and see.”

Adapted from Tanenbaum (2008)
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oriented, are not seen as contradictory or in
opposition, but rather logical extensions of each
other. In times past, it was thought to be too risky
to alter medication treatment regimens once sta-
bility was obtained. With inclusion of recovery
concepts into the medical model, continued
improvement in functional outcomes is expected.

Pharmacological management is one tool that
actively facilitates continued recovery beyond
initial stabilization and associated medication
side effects. With the maintenance model, the
goals would be achievement of stability, pre-
vention of relapse, and worsening of symptoms
(especially those associated with potential harm)
and avoidance of adverse effects of treatment.
These all are important objectives, but with
recovery-oriented care continued efforts to
improve health and wellbeing would also involve
the reduction of overall burden of side effects,
continued improvement from that obtained at
initial stabilization, reduction in other functional
impairments, and ultimately the lack of psychi-
atric symptoms and disease. Though addressing
one of these can threaten or worsen another
aspect, e.g., dose reduction to minimize side
effects leading to recurrence of psychotic symp-
toms (and possibly destabilization). With these
objectives in mind, detailed knowledge of psy-
chopharmacology is needed to address efficacy
for specific conditions, possible side effects in the
context of treating an individual, general physical
health issues that can be influenced by psy-
chopharmacological agents, and interactions
related to polypharmacy both for somatic and
psychiatric medications.

There are multiple respected algorithms/
guidelines from different organizations that cover
recommended psychopharmacological treatment
for the primary diagnoses of persons with severe
mental illness. Examples of these guidelines
include but are not limited to those for
schizophrenia (Hasan et al. 2012; Moore et al.
2007), bipolar disorders (Sachs et al. 2000;
Yatham et al. 2013), and severe major depressive
disorders (American Psychiatric Association
2010; Bauer et al. 2013). These were developed by
clinical and research experts in the field and are

valuable in that they reduce the overwhelming,
and sometimes conflicting, body of published
research into digestible documents for clinicians
(Mellman et al. 2001). They are based on a syn-
thesis of drug trial data, which, for the most part,
are based on large groups of people though, not
individuals. Often these protocols severely limit
variation in their subject matter (diagnosis, age,
health status, co-morbidities, substance use,
adherence), and hence may not be completely
applicable to both the psychological and physical
health needs of individuals. Therefore, both
pharmacodynamic (what drugs do to the body, e.g.
receptor binding) and pharmacokinetic (what the
body does to the drug, e.g. half-life, metabolism,
drug clearance) must be an integral part in making
collaborative decisions with individuals regarding
their care (Weiden et al. 2007).

Individualization of Pharmacological
Interventions: Efficacy Versus Side
Effects

Pharmacokinetic
and Pharmacodynamic Interactions

There are several determinants of drug response/
efficacy and the potential for adverse effects. The
drug binds has an intrinsic effect on the site of
action, e.g., a neuron receptor, ion channel,
chemical transporters, or cell-associated enzymes
(Stahl 2013, Chap. 2). In order for the drug
to have an effect, it must reach the site of action
in sufficient concentration. This is determined
by how efficiently the body absorbs the drug,
where the drug is distributed (i.e., determined by
relative blood flow in different areas of the
body, storage in fat cells, and protein binding),
by what mechanism and rate the body metabo-
lizes the substance (e.g. liver; and eventually
how it is eliminated, e.g. urine, feces). There
is biological variation, which can shift the
usual dose response curve making the individual
more or less sensitive to both clinical effective-
ness and incidence of adverse reactions to a drug.
These include, but are not limited to genetics,
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age, co-occurring health problems, and the
individual’s internal environment (Weiden et al.
2007).

Several mechanisms are involved, including
metabolic interactions that raise or lower plasma
drug levels, clearance and excretion, distribution
of the drug in the body, and either potentiation
or competition at the primary site of action
(e.g. neurotransmitter receptor). Pharmacokinetic
interactions involve the effect the body has on the
drug, which increases or decreases the concen-
tration of drug available in the body. There are
four primary phases involved in this, including
absorption, distribution, metabolism, and excre-
tion. With few exceptions, psychotropic drugs
are lipophilic agents that are extensively metab-
olized in the liver. Most pharmacokinetic inter-
actions occur at a metabolic level and usually
involve changes in the activity of the liver
cytochrome P450 system. The activity of this
system is genetically determined and may be
profoundly influenced by environmental factors
such as concomitant administration of other
drugs, primarily through enzyme inhibition or
induction. Enzyme inhibition usually involves
competition with another drug at the enzyme-
binding site, while induction occurs when a drug
stimulates the synthesis of more enzyme pro-
teins. There are also pharmacodynamic interac-
tions that alter the effect the drug has at its site of
action. Two drugs can interact at the same or
interrelated receptor sites, resulting in additive,
synergistic, or antagonistic effects (Besag and
Berry 2006; Spina et al. 2003).

Polypharmacy has become very common and
often antipsychotics, antidepressants, and mood
stabilizers are prescribed together, in addition to
many medications prescribed for co-occurring
somatic conditions. There are several reasons for
polypharmacy, and some are justified such as
combinations of different classes of agents for
treatment of acute mania, treatment of persistent
residual symptoms of depression, and refractory
psychosis. Additional agents can be utilized to
treat known side effects such as anticholinergics
for antipsychotic-induced extrapyramidal symp-
toms. Sometimes there are co-occurring condi-
tions, e.g., a person with schizophrenia and

posttraumatic stress disorder, or bipolar disorder
and HIV. A person may have multiple symptom
clusters warranting different agents, such as a
person with schizoaffective disorder needing a
mood stabilizer and antipsychotic. There are sev-
eral possible interactions between these medica-
tions plus any other prescribed, over-the-counter,
or herbal agents people may be taking for other
conditions. These interactions can have both pos-
itive and negative actions on efficacy.

Though not all of these interactions are clin-
ically relevant, there is the chance of an increased
risk for adverse effects that can affect quality of
life, and even safety. Factors that have to be
taken into account when evaluating clinical rel-
evance of interactions are drug, patient, and
epidemiological-related factors. Drug-related
factors include concentration, therapeutic effect
of substrate, extent of metabolism of substrate
through affected enzyme, and presence of active
or toxic metabolites. Patient-related factors
include phenotype and genotype of the person
involved, and special populations that are at
increased risk, e.g., the elderly. Epidemiological
factors basically involve whether there is a
chance the drugs will be used concurrently,
meaning are they both available to the population
involved (Spina et al. 2003).

Almost all medications have dose response
curves where efficacy increases with dosage to a
certain point, then side effects, and eventually toxi-
city predominates (occurs at different rates and
concentrations for different drugs). There are varia-
tions in these curves between individuals, and the
factors described above can all influence them as
well, so the dose for efficacy, side effects, and toxi-
city can change during treatment for an individual.
These issues must also be taken into account when
discontinuing or changing doses/types of psy-
chotropic medication. If a drug has a narrow thera-
peutic index, it is more likely to be at subtherapeutic
or toxic levels. For example, serotonin-specific-
reuptake-inhibitors (SSRIs) have a wide therapeutic
index. They have many reactions through either
induction or inhibition of theirmetabolism, but these
interactions are less likely to have clinical relevance
related to their levels. They can cause adverse
effects through the interference of metabolism of
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other agents though. For example, fluoxetine inhi-
bits themetabolismof haloperidol andfluphenazine,
and therefore potentially raises the blood concen-
trations of these drugs, thereby increasing the risk for
extrapyramidal symptoms. Second-generation
antipsychotics are only weak inhibitors of CYP
isoenzymes at therapeutic concentrations, and thus
are less likely to interfere with the elimination of
co-administered drugs. The administration of inhi-
bitors or inducers of their metabolism can raise or
lower their levels though, e.g., fluvoxamine can
double olanzapine levels, ketoconazole can
quadruple quetiapine levels, whereas phenytoin can
reduce the quetiapine by 80 % (Spina et al. 2003).

Psychotropic drugs also make persistent chan-
ges in the neurotransmitter receptor profiles in the
nervous system, which can become important
when changing doses or medication regimens. An
example is the withdrawal dyskinesia that can
occur with antipsychotic induced upregulation of
dopamine receptors and subsequent full or partial
withdrawal of the blockade (Cerovecki et al.
2013), or anxiety induced by withdrawal of sero-
tonergic antidepressants (Fava et al. 2015). If not
explained to the person, this can have long-term
effect on the person’s willingness to adhere to
future recommendations or other agents (as the
new agent may be blamed). When medication
changes do occur, the dosing and speed of a switch
depends on possible withdrawal and rebound
effects (Weiden et al. 2007). Discussed below are
some of the variables that have to be taken into
account when establishing psychiatric drug treat-
ment regimens with care recipients.

Gender. Though there are gender-based
metabolic differences regarding psychotherapeu-
tic drugs, there are physiological differences that
are more clinically relevant. There are differences
in how men and women absorb, metabolize, and
excrete a drug due to gastric motility, expression
and activity of intestinal and liver enzymes, sex
hormones (specifically estrogen), and protein
binding. The main differences in how medica-
tions are absorbed and distributed are due pri-
marily to factors such as differences in body mass
index, body composition, plasma volume, organ
blood flow, and the extent of tissue and plasma
protein binding. Women generally have a higher

body-fat percentage, decreased body weight,
decreased plasma volume, and decreased organ
blood flow as compared to men, leading to dis-
parities in the rate and extent of drug distribution.
Due to these factors, there is a potential for
increased clinical effect or side effects with
psychotropic medications (e.g. the potential
for reduction in psychotic symptoms, but
also increased extrapyramidal side effects with
antipsychotics). Women generally need lower
doses of antipsychotics than men, and there is
some evidence that women are more prone to
both the neurological (i.e. EPS and tardive
dyskinesia) and metabolic effects of antipsy-
chotics (Gandhi et al. 2004).

Pregnancy. Many women under the care of
inpatient facilities are of reproductive age, or
even sometimes pregnant during their psychiatric
hospitalization. Even if a woman is not expec-
tant, the potential for future childbirth is an
important issue for many. There are several
non-medication-related issues involved in preg-
nancy, including the potential adverse outcomes
associated with untreated psychiatric illness due
to possible direct physiological derangements,
poor physical health of the mother, interference
with child care in the postnatal period, and
unfortunately sometimes harm committed by
mother to the infant due to depression or psy-
chosis. When counseling women on these issues,
the potential effect of psychiatric medications on
the fetus is unavoidable and must be taken into
account when making treatment recommenda-
tions to such persons, including the possible
congenital malformations associated with psy-
chotropic medications when administered during
the pregnancy. There are definite malformations
associated with drugs such as valproate or car-
bamazepine. There are possibly serious issues
with commonly prescribed antidepressants such
as an elevated risk of miscarriage, preterm birth,
decreased birth weight, and postnatal pulmonary
hypertension. There are also outcomes associated
with antidepressants such as increased incidence
of low birth weight infants, preterm birth, or
delivery complications (e.g. post-natal adaption
syndrome). Medications may have strong effect
on the mother such as increasing the risk of
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gestational diabetes, obesity, metabolic syn-
drome, and hypertension all of which can
increase the risk to the fetus. Finally, many
psychotropic medications are excreted in the
breast milk. These are all valid concerns, but
none absolutely preclude administration of psy-
chotropic medications in pregnancy and the
postnatal period, if indicated. Many women will
have concerns over ingesting psychiatric medi-
cations, and these concerns have to be respected
and addressed with her and her partner, if present
(De Hert et al. 2011a, b; Pearlstein 2013).

Children and Adolescents. It is beyond the
scope of this chapter to cover treatment recom-
mendations for children and adolescents. In
addition, the question of choice and self-
determination is less relevant because legally
the parents are the ultimate decision makers in
deciding what care their children will receive.
Though parents can certainly be exposed to and
educated about recovery-oriented concepts, and
clinicians should utilize the same approaches,
there is a different context for these discussions.

The Elderly. The primary concerns with the
elderly are etiology of psychiatric symptoms and
their increased susceptibility to medication
adverse effects. As a general rule, the later the
onset of symptoms (mood and psychosis) the
more likely there is an underlying medical reason
such as cerebral vascular disease, cancer,
Parkinson’s, Alzheimer’s, and even arthritis,
which must be ruled out first and much more
aggressively than would be the case for a
younger population (Krishnan et al. 2002). Fur-
thermore, many psychiatric symptoms such as
depression, anxiety, mild cognitive issues, and
impulse control issues can be the hallmark of
various types of dementia, and precede the full
onset by months to even years. Aggressive
identification and treatment of these conditions
are crucial as often the conditions can be reversed
or at least mitigated, providing the person
with years more of fruitful and fulfilling life
(Alexopoulos et al. 2002; Charney et al. 2003).
Ideally, this should occur before the person starts
losing decisional capacity.

Regarding medication side effects, the elderly
heightened sensitivity is due to several factors.

The elderly react differently to medications,
exhibiting a different response to drugs as com-
pared to younger persons and to adverse effects
of these same medications. The elderly have less
functional reserve, both mental and physical,
which is a natural occurrence with the aging
process. There are physiological changes that
occur, which affect both metabolism and clear-
ance of medications and also add to drug–drug
interactions (Campanelli 2012). Particular side
effects of concern are sedation, anticholinergic
side effects, and postural instability caused by
hypotension. Regarding the gastrointestinal sys-
tem, they have decreased stomach acid, smaller
absorptive surface, decreased intestinal motility,
and possible delayed absorption due to more
common use of antacids. The elderly have
increased total body fat so fat-soluble medica-
tions are distributed and stored more extensively.
They have lower serum albumin levels, affecting
protein binding and hence increasing plasma
concentration of the drug. Their livers do not
function as well so they have decreased ability to
metabolize drugs. Finally, their kidneys have
decreased functional capacity so many drugs and
their metabolites are not excreted as efficiently.
Other issues that have to be considered with the
elderly are their greater propensity for poor
nutrition, co-morbid medical conditions, and
concomitant medications that may interfere with
the metabolism or therapeutic effect of a psy-
chiatric medication (David 2010; Mangoni and
Jackson 2004; Pollock et al. 2009).

Co-morbidMedical Issues. There is evidence
of increased medical co-morbidity among people
with mental illness, which can affect the person’s
sensitivity to psychopharmacological agents, the
risk of side effects, and severe adverse events.
Persons in this class have also been found to have
a higher incidence of multiple co-morbidities,
e.g., a person with schizophrenia, respiratory
disease, hypertension, and diabetes (Dickey et al.
2002). People with severe mental illness (i.e.,
schizophrenia, bipolar disorder, and major
depressive disorders) have 2–3 times the mortal-
ity and 13–30-year shorter life spans than the
general population, largely attributed to medical
co-morbidities. This increased risk is
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multifactorial, including genetics, diet, smoking,
level of exercise and physical activity, illness
associated issues, and disparities in health care
access and utilization. Specific diseases associ-
ated with increased risk in the context of severe
mental illness include tuberculosis, HIV,
Hepatitis B and C, obesity-related cancer,
osteoporosis/decreased bone mineral density,
poor dental status, impaired lung function, sexual
dysfunction, and obstetric complications. There
are also pre-existing issues with cardiovascular
disease (CV) including myocardial infarction,
cerebral vascular disease including stroke, and
obesity-related metabolic disturbances of dia-
betes, dyslipidemia, and metabolic syndrome (De
Hert et al. 2011a, b).

Genetic Variation. There has been a great
deal of research and interest in genetic poly-
morphisms, or natural variations in genes, DNA
sequences, or chromosomes that do not have
adverse effects on an individual and occur with
high frequency in populations. These variations
are not necessarily an advantage or disadvantage
(like blood types), but do increase overall vari-
ability of the species (U.S. National Library of
Medicine 2015). Areas that are being studied
include genes encoding metabolic enzymes,
blood-brain barrier transport mechanisms, neu-
rotransmitter receptor expression, and neuro-
transmitter storage and degradation. Of particular
interest is relative responsiveness to medications
and risk of adverse effects. There is evidence of
these variations with regard to antipsychotics,
antidepressants, and mood stabilizers (Brandl
et al. 2014; Fabbri et al. 2014; Kato and Serretti
2010).

One example to elucidate this topic is the
differences in the liver cytochrome system, where
variability in genes that encode for this system
affect enzyme activity, and subsequent metabo-
lism of medications, including many psy-
chotropics. Genes encoding for the CYP system
are highly polymorphic with 80 variations known
for one element the CYP2D6 alone, which is
involved in the metabolism of many antipsy-
chotics. There are differences in incidence of
these genes within ethnic groups and between
different cultural groups. Based on the

combinations of these variations, people can be
ultra-high, intermediate, or poor metabolizers,
e.g., carriers of the allele that is defective for
CYP2D6 function can have up to 80 % higher
plasma levels of risperidone (a commonly used
second generation antipsychotic). Though there
are no strong data that supports differential
treatment responses to antipsychotics based on
this particular variation, there is good evidence of
its effect on the incidence of adverse events,
particularly antipsychotic-induced weight gain,
tardive dyskinesia, and extrapyramidal symp-
toms (Brandl et al. 2014). Though testing for
these differences has not reached mainstream
clinical utility yet, the science behind this will
definitely affect how psychiatric drugs are
developed, and consequently prescribed in the
future (Malhotra et al. 2004).

Medication Side Effects

As described above, there are many variables that
affect both effectiveness and the incidence of
adverse medication effects. When looking at
several measures associated with domains of
recovery, fewer medication side effects (among
other measures) were associated with general life
satisfaction, hope, and empowerment (Resnick
et al. 2004). The person’s internal experience
with medications needs to be addressed, as some
adverse effects may not be well elucidated in
tables derived from safety and tolerability trials.
Just as with efficacy measures, information
gathered on medication side effects is based on
large population groups included in research.
Often inclusion criteria for safety and efficacy
protocols are severely restricted and do not
reflect the diversity of co-morbidities, age, and
health status of the general population.

Safety and tolerability profiles differ across
individuals, and psychopharmacological plans
should be customized to reflect the needs of an
individual. Individuals have described the effects
of medications as “strange and threatening,”
especially because the people involved did not
know that the medications were causing these
experiences. Other complaints included feelings
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of tiredness, dullness, feeling like a “zombie,”
and being cut off from life and creativity. Some
felt this was worse than psychosis (Svedberg
et al. 2003). Absence of side effects is not real-
istic, but there is a balance of symptom reduction
versus medication side effects that should be
taken into account in a collaborative fashion with
an individual when making treatment decisions.
This also applies to the emergence of adverse
outcomes later in the course of treatment
(Tandon et al. 2006). See Fig. 7.1 and Table 7.3
for an example of the complex interplay between
psychotropic drug interaction with neurotrans-
mitter receptors and subsequent efficacy and/or
side effects.

The recent update of the World Federation of
Societies of Biological Psychiatry (WFSBP)
guidelines for treatment of schizophrenia (Hasan
et al. 2013) stated that the main goals of the
stabilization phase in the treatment of
schizophrenia are to facilitate continued symp-
tom reduction, consolidate remission, and pro-
mote the process of recovery. They continued
with the following stipulations for the first few
months post hospitalization: ongoing symptom
remission must be ensured; there should be
maintenance or improvement in the person’s
level of functioning and quality of life; that there
is continued monitoring for adverse treatment
effects; and steps are taken to ensure relapse
prevention. In these guidelines, they stated that
psychopharmacologic management must be
individually tailored to the needs and preferences

of the person, focusing on relapse prevention,
symptom suppression, and improvement in sub-
jective wellbeing and quality of life. Based on
their review of the literature, they stated that
continued treatment with adequate dosing of
antipsychotic medication would reduce the risk
of relapse after a psychotic episode. They also
stated that medications that were effective in
eliminating or reducing psychotic symptoms in
the acute phase should be continued for at least
six months post discharge (Hasan et al. 2013).

The purpose in outlining these recommenda-
tions is to emphasize the importance ofmedication
adherence after a person has been hospitalized, to
help ensure ongoing stability so the individual can
continue on his or her path to full recovery.
Relapse of symptoms, decompensation, and
rehospitalization all are barriers to this goal. One of
the most often cited reasons for medication dis-
continuation, or expression of choice, in persons
with serious mental illness is side effects. No
matter the stage of stabilization versus recovery a
person is in, the clinician needs to take this into
account when developing a pharmacotherapy
plan. Side effects have several realms, including
the initial discomfort (sometimes actually expec-
ted with many psychotropic medications),
long-term health concerns (metabolic issues, tar-
dive dyskinesia), and stigma associatedwith being
on psychotropic medications (Tandon et al. 2006).

In one recent large study based on interviews
of 876 persons identified as having schizophrenia
that were prescribed antipsychotic medication, it
was determined that side effects were prevalent at
about 86.19 % (Dibonaventura et al. 2012). In
addition, 42.5 % of this group acknowledged at
least partial nonadherence with psychotropic
medications. The categories of side effects that
were found to be significantly associated with
nonadherence were extrapyramidal symptoms,
sedation, prolactin/endocrine derangements, and
metabolic disturbances. They also found that this
nonadherence was associated with an increased
frequency of emergency room visits, hospital-
izations, and healthcare resource utilization.

It is necessary to assess side effects that have
been present in the acute phase and to adjust
pharmacotherapy accordingly in order to

Fig. 7.1 Hypothetical psychotropic drug illustrating
receptor site of action associated with potential clinical
efficiency and or side effects
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Table 7.3 Examples of neurotransmitter-associated potential positive clinical effect versus adverse side effects (not
all-inclusive)

Neurotransmitter
receptors affected by
psychotropics

Potential positive clinical effect Potential adverse side effect

Dopamine

D2 Antagonism reduces psychotic symptoms Antagonism leads to: Prolactin elevation-
amenorrhea, galactorrhea in women;
gynecomastia in men; sexual dysfunction
in both sexes
Parkinsonian symptoms (EPS)-dystonias,
tremors, bradykinesia
Long-term blockade thought to lead to
Tardive Dyskinesia
Antagonism can possibly aggravate
cognitive issues in Schizophrenia
Blockade can possibly aggravate apathy,
anhedonia, decreased motivation, loss of
interest, and joy from social interactions

Serotonin

5HT2A Antagonism reduces EPS, prolactin elevation
Antagonism possibly reduces depressive
symptoms
Antagonism may result in an increase in
cortical dopamine improving cognition

Sexual dysfunction
Antagonism can lead to over activation
with increased agitation, anxiety, and
insomnia
Agonism can cause EPS symptoms

5HT2C Antagonism increases dopamine and
norepinephrine in certain areas of the brain and
possibly reduces depressive symptoms and
improves cognition

Antagonism thought to lead to weight gain
Antagonism can lead to over activation
with increased agitation, anxiety, and
insomnia

Acetylcholine

M1 Antagonism can ameliorate parkinsonian
symptoms

Antagonism leads to: Sedation and deficits
in memory and cognition
Anticholinergic effects:
Dry mouth, Constipation,
Tachycardia, Blurred vision
Urinary retention

Histamine

H1 Antagonism leads to:
Sedation
Increased hunger
Weight gain
Postural dizziness

Alpha-adrenergic

Alpha 1 Antagonism leads to: Orthostatic
Hypotension
Dizziness
Tachycardia
Sedation
Priapism

Derived from Ferguson (2001), Newcomer et al. (2013), Stahl (2013), Stahl et al. (2013)
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minimize adverse outcomes. The relative benefits
of the drugs versus their associated risk profiles,
in conjunction with the person’s personal expe-
rience, have to be taken into account when dis-
cussing treatment options with an individual.
Quality of life is rarely a primary outcome
measure in clinical trials. Therefore, it is usually
not powered to detect differences between drugs
(i.e. drug A has been shown to significantly
increase quality of life over drug B). Citing the
CATIE and Cutlass trials, Hasan et al. (2013)
stated there was no difference between individual
antipsychotics and between first- and second-
generation antipsychotics in improving employ-
ment outcomes, participation in psychosocial
rehab, quality of life, and quality adjusted life
years, although there was a hint that there may be
an increased subjective wellbeing with
second-generation antipsychotics. However, they
found that antipsychotic-induced side effects
negatively influenced quality of life.

The primary groupings of antipsychotic-
induced side effects, or as Nasrallah et al. (2005)
termed “treatment burden,” include extrapyrami-
dal symptoms involving parkinsonian-like symp-
toms, such asmuscle rigidity or tremors;metabolic
issues including weight gain, diabetes, lipid
abnormalities; anticholinergic side effects includ-
ing blurry vision, dry mouth, constipation; eleva-
tion of prolactin which can lead to amenorrhea,
galactorrhea, gynecomastia, decreased libido, and
erectile dysfunction. All of these issues can pos-
sibly lead to secondary sequelae that can be as
debilitating as the primary side effect, e.g.,
antipsychotic-induced obesity leading to sleep
apnea, insomnia, and hypertension. Antipsychotic
associated side effects of EPS, sexual dysfunction,
and psychological experiences as described
above are associated with a decreased sense of
wellbeing with related negative influence on
medication adherence (Fenton et al. 1997; Karow
et al. 2007).

Extrapyramidal Symptoms (EPS) and Tar-
dive Dyskinesia (TD). In registration trials and
other studies, EPS is one of the largest offenders
cited for drug discontinuation. First-Generation
Antipsychotics (FGAs) are known in general to
have a higher incidence of extrapyramidal

symptoms and tardive dyskinesia thought to be
due to their differential effect on certain
dopaminergic pathways in the brain involved in
movement. There are also differential effects
between the newer agents with some having a
greater propensity for these conditions than others,
again mostly due to relative differences in dopa-
mine blockade. The primary treatments for EPS
are anticholinergics, which are known to worsen
cognition, one of the most debilitating symptoms
of schizophrenia and other conditions, plus other
side effects associated with anticholinergics
themselves, such as dry mouth, constipation,
blurred vision. Avoidance of these conditions is at
least possible and certainly should be part of the
discussion with people receiving these types of
medications (Minzenberg et al. 2004; Nasrallah
et al. 2005; Weiden et al. 2007).

Weight and Cardiometabolic risk. Persons
with schizophrenia and other major mental ill-
ness have been shown to die younger primarily
from CV and are more prone to risk factors
associated with CV disease, including obesity,
diabetes, smoking, dyslipidemias, and hyperten-
sion. Psychotropic medications, with particular
concern over newer antipsychotic agents but
mood stabilizers and antidepressants as well, are
known to be associated with several of these risk
factors and can possibly exacerbate them
(Weiden et al. 2007).

Obesity. Obesity increases the risk for dia-
betes, hypertension, cardiovascular disease, dys-
lipidemias, respiratory difficulty, reproductive
hormone difficulties, and certain cancers that have
an association with obesity, e.g., colon. Persons
with severe mental illness are at increased risk for
obesity, and this increased risk occurs before
progression of their illness and initiation of psy-
chotropic drug use. There are disease-specific risk
levels, with schizophrenia (2.8–3.5� risk) >
bipolar disorders > major depression. As men-
tioned previously, this is multifactorial, including
lifestyle, illness specific, and medication side
effect-related issues. Lifestyle refers to the asso-
ciation of these conditionswith decreased physical
activity and poor diet in general. Illness-specific
issues include negative symptoms, disorganiza-
tion of thought and behavior, and depression itself
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all leading to reduced physical activity and poor
self-care.

Antipsychotics, antidepressants, and mood
stabilizers are all associated with sedation and its
associated sequelae, but also they may directly
cause or worsen obesity. Antipsychotics have
been identified as theworst culprit, associatedwith
weight gain in 15–72 % of persons receiving
them. There is a differential effect among
antipsychoticswith some posing a greater risk than
others, clozapine and olanzapine having the
greatest risk, quetiapine and risperidone interme-
diate risk, and aripiprazole, asenapine, amisul-
pride, and ziprasidone having little effect. For the
most part, FGAs have less risk, but have a stronger
association with motor adverse effects. No
antipsychotic should be considered to be totally
weight neutral though.

Metabolic Syndrome. A grouping of condi-
tions, including central obesity, hypertension,
hypercholesterolemia, elevated triglycerides, and
glucose intolerance or insulin resistance (incudes
diabetes). Persons with metabolic syndrome have
a five to sixfold elevated risk of developing dia-
betes, and three to sixfold increased mortality
from coronary artery disease. Despite this
well-known risk, and position statements from the
American Diabetes Association, American Psy-
chiatric Association, American Association of
Clinical Endocrinologists, and North American
Association for the Study of Obesity, screening
by primary care physicians and psychiatrists is
inadequate for these conditions (Clark 2004).

Diabetes. There are several modifiable risk
factors for the development of diabetes, includ-
ing obesity, lack of physical activity, diets low in
whole grains and vegetables, and smoking.
People with schizophrenia, schizoaffective dis-
order, and bipolar disorder have 2–3 times
increased risk for the development of diabetes.
The risk for persons with severe depression is
lower, but still increased as compared to the
general population. Antipsychotics are associated
with this increased risk with the same pattern as
seen for weight gain.

Cardiovascular disease. Cardiovascular dis-
ease is one of the leading causes of death for people
with major depressive disorder, schizophrenia,

and bipolar disorder. The risk for bipolar disorder
and schizophrenia is 2–3 times higher. Depression
is an independent risk factor associated with
morbidity and mortality from cardiovascular dis-
ease. The main factor linking depression and poor
outcomes from cardiovascular disease is lack of
physical activity. Depression also increases the
risk of myocardial infarction 2.5 times in persons
who have coronary artery disease. Here is an
illustrative case example.

Mr. B. was a 38-year-old male with a history of
Schizophrenia who already had several of these risk
factors, which if not dealt with would lead to
long-term physical disability and possibly mortality
at a relatively early age. He started suffering from a
severe mental illness during his college years and
had only obtained stability, and subsequent recov-
ery, on olanzapine, an agent strongly associated
with weight gain. His weight had increased by
30 lb since the start of treatment, but when dis-
cussing this issue he said that under no circum-
stances did he want to go back to the time when he
suffered from distressing psychotic episodes and
frequent hospitalizations. He was concerned about
his weight and diabetes though because his dad
died at 55 from a myocardial infarction. He has a
wife, a job, and two young children and did not
want to put them through this. Would it be recovery
oriented to tell this man he has to come off this
medication because of his other health problems, or
to tell him he can’t because of the possible
decompensation that may occur?

Cerebral vascular attacks. Again associated
with all the issues mentioned above, but there is
an increased risk ranging from 1.3–3.3 times in
persons with severe mental illness. Besides the
association of antipsychotics with weight gain
and obesity, there is a direct association with
increased risk of cerebral vascular attacks.

Elevated prolactin. Due to the dopamine D2
receptor blockade caused by many antipsychotic
medications, there is a risk of elevated prolactin
levels (a hormone involved in regulation of the
reproductive endocrine system), which can have
serious and uncomfortable side effects in bothmen
and women. In women, this can lead to menstrual
disturbances, cessation of menses, and abnormal
lactation. In men, this can result in gynecomastia
or development of breast tissue, decreased libido,
impotence, and ejaculatory dysfunction. There is a
differential risk for this side effect as follows:
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haldol > risperidone > ziprasidone > olanzapine >
aripiprazole > clozapine > quetiapine.

Though not part of normal screening, pro-
lactin levels can certainly be drawn in persons
complaining of symptoms consistent with ele-
vated levels, and other medication options that
are not associated with this issue can be dis-
cussed (Weiden et al. 2007). Here is an illustra-
tive case example.

Ms. M. was a 35-year-old African American lady
with a diagnosis of schizoaffective disorder who had
been a long-term resident of a state operated psy-
chiatric facility. When decompensated, she exhib-
ited symptoms of paranoia regarding people stealing
her possessions and trying to poison her, which had
resulted in violence directed toward family, neigh-
bors, and care givers in residential settings. In
addition, she would have periods of “mania” where
she would become sexually promiscuous and
proposition strangers in her neighborhood. Other
periodic problem behaviors included walking out in
traffic and not attending to her physical conditions,
which included obesity, diabetes, and hypertension.
One persisting symptom was her delusional belief
that she was pregnant, despite being provided with
repeated laboratory results that showed she was in
fact, not pregnant.
For these conditions, she was prescribed dival-

proex sodium, oral haloperidol, and long-acting
injectable risperidone. As long as she adhered to
her medications most of these symptoms were
controlled, but she often refused her medications,
which had repeatedly led to residential placement
failures and periods of instability in the hospital.
This was the main barrier to her reintegration into
the community. Her treatment team was frustrated
by this, and during many discussions, she reported
her reason for her medication refusal was her
concern she may harm her baby as she was preg-
nant. Her psychiatrist at the time did have a good
relationship with her, but was often stretched due
to census, staffing, and acuity issues at the hospital.
One day, things were calm, and two standing
administrative meetings were canceled, so he
decided to sit down with Ms. M and convince her
that she was indeed not pregnant and therefore
should be happy to take the medications he had
prescribed. She was shown multiple recent preg-
nancy tests and a recent Ob-Gyn checkup that
proved she was not carrying a fetus. She responded
that the information provided was not accurate
because she knew she was pregnant since her
breasts were engorged and she occasionally lac-
tated. The proverbial light bulb went off for the
psychiatrist and he ordered a prolactin level, which
came back at 165 ng/ml (normal for non-pregnant

females < 25 ng/ml). He explained these results to
Ms. M., which she accepted, and together they
came up with a new pharmacological treatment
regimen involving medications that were less
likely to cause this adverse effect. With this
change, her side effects subsided, her adherence
improved dramatically, and she was successfully
transitioned to the community three months later.

Osteoporosis. The three diagnostic groupings
associated with severe mental illness are all
associated with decreased bone mineral density.
Again, this is multifactorial with smoking,
reduced physical activity, alcohol abuse, vitamin
D and calcium deficiency, and polydipsia.
Antidepressants, particularly SSRIs are associ-
ated with worsening this condition and conse-
quently an increased risk of fractures in the
elderly (De Hert et al. 2011a, b).

Oral health. In general, people with severe
mental illness have poor dental health. Besides
many of the multifactorial issues mentioned
above, including poor self-care, antipsychotics,
antidepressants, and mood stabilizers are associ-
ated with xerostomia, or decreased salivary flow.
This adversely affects the oral environment
aggravating caries, gingivitis, and periodontal
disease (De Hert et al. 2011a, b).

Constipation. Medication-induced constipa-
tion is common, but often under recognized and
has not been a focus of research. In addition to
the discomfort this can cause, there are severe
sequelae associated with this condition, including
paralytic ileus, bowel occlusion, and death.
Active screening, monitoring, and treatment are
recommended (De Hert et al. 2011a, b; Ozbilen
and Adams 2009).

Medication Adherence
and Transition to the Community

Inpatient settings are an artificial environment
that will not be sustained upon a person’s dis-
charge. Environmental stressors that may have
contributed to the need for hospitalization have
been temporarily suspended, but may return in
full force. Schedules are controlled with definite
“pill calls” and staff who diligently remind the
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person to take their prescribed treatments. Med-
ication side effects can be addressed immedi-
ately, and for the most part illicit substances and
alcohols are not available. Upon discharge, the
person typically has more control over manage-
ment of the medications and individual barriers
to ongoing adherence need to be identified and
addressed as part of the discharge process.

Issues around medication adherence are
complex. It would be nice if we simply could
institute psychoeducational groups during the
hospital stay and say that we have positively
affected care recipient’s adherence rates, but the
research support for these assertions are equivo-
cal (Barkhof et al. 2012; Zygmunt et al. 2002). In
addition, there are many types of people who
require psychiatric hospitalization, all of whom
have different risk factors and who may require
individualized approaches to improving medica-
tion adherence. Some issues that may arise,
which adversely affect adherence, are the care
recipient’s insight into the illness and symptoms,
active symptoms that may interfere with the
cognitive aspects of health behavior, medication
side effects, therapeutic alliance, environmental
supports, and ongoing substance abuse.

Concerning people with schizophrenia
receiving antipsychotic treatment, methodologi-
cal factors cause large variation in adherence
rates, ranging from estimates of 10–80 %, though
this averages out to about a 50 % nonadherence
rate. There are individual, medication, and
environment-related reasons for this nonadher-
ence and modifiable factors which should be
targeted. In one study, Dolder et al. (2003) found
that education alone was not adequate in
changing adherence rates. They found that more
intense interventions using behavioral and “af-
fective” techniques in addition to education were
effective in improving adherence. Education can
be in verbal or written formats with a knowledge-
based emphasis designed to convey information,
e.g., one-on-one or group teaching with educa-
tional materials providing information about the
purpose and potential side effects of medications.
Behavioral interventions involve targeting or
reinforcing specific behavioral patterns, e.g.,

skill-building practice activities, behavioral
modeling, contracting, medication packaging,
and dosage modification. This includes inter-
ventions such as simplifying regimens, teaching
skills, and external cues such as medication
reminder devices. “Affective” interventions
influence medication adherence through appeals
to feelings, emotions, social relationships, and
social supports and involve psychotherapeutic
modalities such as family support, counseling,
and home visits. The last two modalities can help
individuals cognitively reframe negative attitudes
and learn to become more effective collaborators
in their treatment (Dolder et al. 2003; Lacro et al.
2002).

Lacro et al. (2002) also discussed the health
belief model which involved a summation of a
person’s susceptibility to illness, his perceived
severity of illness, what he would see as benefits
of taking health action, and perceived barriers (or
costs) and cues to taking action. Improving an
individual’s assessment of the costs and benefits
requires addressing diverse risk factors such as
poor insight, negative attitudes toward medica-
tions, substance abuse, and the alliance with the
therapist. What is the patient’s motivation to
adhere? In their review medication, side effects
were not directly tied to non-adherence but were
connected to the cost analysis of medication
benefits, “…tipping the cost-benefit ratio against
adherence.”

All that said, psychoeducational groups are
still considered an important part of the treatment
armamentarium utilized in hospital settings.
Examples of specific psychoeducational topics
that can be addressed include the establishment
of medication routines, identification of side
effects, use of PRN medications if prescribed,
negotiating medication changes with physicians,
and development of crisis plans centered around
medication choices in times of crisis (Noordsy
et al. 2000). In addition, educational activities for
family members and other care givers have been
found to be effective in improving outcomes for
both individuals being treated and their signifi-
cant others (Resnick et al. 2004). With post
discharge follow up rates of approximately 50 %,
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steps need to be taken to encourage connection
with appropriate outpatient services. One tool
that is available is the “Community Reentry
Module” that has been shown to be effective in
both private and public hospitals (Rossotto et al.
2004). Of course an important step in obtaining
and maintaining recovery is cessation of condi-
tions that led to hospitalization (Weiden et al.
2007). See Table 7.4 with regard to medication
adherence management.

Conclusion

This chapter has elucidated the role of pharma-
cotherapy which can play in assisting individuals
on their path to recovery. There is a great deal of
research on the “efficacy” of psychotropics, and
also potential safety issues that are required in
registration trials. Most of our current research, by
necessity, looks at large populations with rela-
tively strict inclusion criteria that often do not
reflect the reality of people in the community
receiving the treatments. There are some efficacy
measures that can be indirectly tied to recovery
(e.g. time to relapse, symptom reduction), but
often the current research falls short of demon-
strating our pharmacological armamentarium
actually contributes to a person’s personal process
of obtaining hope, destigmatization, empower-
ment, self-acceptance, meaningful relationships,
gainful employment, independence, and health.

As we continue to develop the operational
definitions of “recovery” there needs to be a
focus on outcomes that can be utilized in phar-
macological research. Measurement of intensity,

frequency, and duration of symptoms is of course
important in determining efficacy of pharma-
cotherapeutic agents, but this frequently does not
take into account the fluctuating nature of many
psychiatric illnesses whose presentations change
over time. Moreover, symptom remission alone
is an inadequate measure, as often a return to
premorbid functioning which is not obtained
with mere removal of symptoms. There has to be
an assessment of psychosocial functioning, with
attention on matters such as work, school, family
life, friends, recreation, and independent living.

In putting forward this research agenda, there
needs to be a consensus of stakeholders including
practitioners, researchers, patients, and family
members in determining areas of psychosocial
functioning that will be used to establish efficacy
in relation to recovery. As with other diseases,
when rates of recovery are reported in replicable,
reliable, and valid terms, stigma is decreased
(Liberman and Kopelowicz 2005). Until such
research goals are met, we should fulfill our role in
partnering with care recipients to develop
evidence-based treatment strategies that minimize
adverse effects, are truly individualized, and
address amenable aspects of the person’s illness he
or she finds to be a barrier to his or her recovery.
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8Cognitive Remediation in Mental
Health

Benjamin D. Hill, Channing Sofko
and Anneliese C. Boettcher

Introduction

Cognitive deficits are common in psychiatric
conditions and they are often core features of the
disorders. Cognitive impairments in severe psy-
chiatric disorders can be quite dramatic and can
significantly interfere with quality of life and
treatment outcomes. As such, techniques for
improving cognitive functioning in psychiatric
populations are garnering attention and becom-
ing a focus of intervention research. These
techniques are typically categorized as cognitive
rehabilitation or cognitive remediation. We will
generally use the term cognitive remediation
throughout this chapter. However, some experts
contend that cognitive rehabilitation refers to
interventions that are general in nature and cog-
nitive remediation is more concerned with tech-
niques developed for specific etiologies. The
distinction between these two intervention cate-
gories will be discussed in more detail, but we
will use the term cognitive remediation to cate-
gorize a range of behavioral interventions using
targeted training exercises designed to improve
cognitive functioning (Eack 2012).

Cognitive remediation was designated a “best
practice” treatment for severe mental disorders

by the APA/CAAP Task Force on serious mental
illness and severe emotional disturbance (2007)
and these interventions typically focus on
improving cognitive processes, such as attention,
memory, and higher level executive functions,
including social cognition. The goal is to train
and strengthen specific cognitive processes that
will then generalize and result in long-term
improvement (Medalia 2010). Remediation
interventions are often used in conjunction with
compensation approaches that attempt to cir-
cumvent deficits, but these are conceptually dis-
tinct rehabilitation techniques (Pella et al. 2008).

Neuroplasticity

The field of cognitive remediation capitalizes on
neuroplasticity (Bruel-Jungerman et al. 2007).
Neuroplasticity is the neurobiological process by
which learning and environmental factors alter
cognitive processing. An example of neuroplas-
ticity is when individuals who lose motor skills
following brain injury are able to improve motor
functioning through practiced approximations of
the lost skills resulting in neurobiological chan-
ges in the affected cortex (Robertson and Murre
1999). Many of the guiding principles of cogni-
tive remediation that are currently used in prac-
tice were initially developed in the realm of brain
injury rehabilitation. (e.g., Ben-Yishay et al.
1985; Hogarty and Flesher 1999). The guiding
principle in brain injury rehabilitation is to
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acutely intervene to reduce damage to the brain
damage and stabilize the initial pathology then
shift to recovery and rehabilitation as the primary
clinical focus (Pella et al. 2008). This is a dif-
ferent paradigm than what is typically done in
mental health as severe psychopathology often
has a more chronic course requiring ongoing
treatment leading cognitive remediation to fre-
quently occur concurrently with treatment of the
underlying psychopathology.

Common Elements in Programs

Cognitive remediation programs vary widely in
complexity, domains addressed, and methods of
implementation. For instance, some programs are
administered individually while others involve
group administration. Most programs have tradi-
tionally focused on basic cognitive abilities such
as attention and memory (Pella et al. 2008) but
newer approaches are emphasizing higher level
executive functions such as social cognition.
Despite these nuances, some common elements
span across most cognitive remediation pro-
grams. The following were proposed by Eack
(2012) as the principle components of cognitive
remediation therapy for individuals with
schizophrenia: (1) strategic: the purpose of the
intervention is to assist individuals in developing
cognitive strategies to complete tasks; (2) drill
and practice: repetition of the cognitive strategies
continues over multiple sessions until perfor-
mance improvement is noted; (3) hierarchical:
the approach to cognitive abilities proceeds from
simple activities to those that are more complex;
(4) cueing: using external auditory or visual aids
to support cognitive abilities; (5) fading: slowly
removing cues and external aids as progress is
made to increase difficulty; (6) adaptive: adjust-
ment of the difficult of cognitive tasks so they
continue to be challenging and interesting;
(7) anchoring: linking those skills learned in
remediation training to real-word behaviors; and
(8) integration with other treatments: using other
treatments for schizophrenia in conjunction with
remediation to increase the potential benefits.

Eack’s nomenclature provides a useful tool for
comparing elements across different programs
and evaluating the literature in this area.

Some experts contrast cognitive remediation
with cognitive rehabilitation by defining the latter
as a broad range of behavioral therapy approa-
ches that target cognitive deficits, regardless of
the etiology of the deficits (Medalia 2010).
Cognitive rehabilitation can be thought of as a
therapeutic service individualized to address
deficits in cognition and behavior as measured
through neuropsychological assessment proce-
dures (Cicerone et al. 2000). This therapeutic
service is systematic, although the particular
intervention approach can vary. For example,
one intervention includes relearning and
reestablishing previously learned patterns of
behavior while a second form includes estab-
lishing new patterns of behavior.

Evaluating Efficacy and Effectiveness

As with any clinical intervention, it is important
to examine the efficacy of cognitive remediation.
A typical approach to examining the effective-
ness of the approaches has been through the use
of single-subject designs. Although randomized
clinical trials (RCTs) are the ideal method for
conducting this type of research, they are often
extremely difficult if not impossible to conduct as
a result of limited financial funding resources for
such trials. Furthermore, application of the RCT
methodology is difficult due to the lack of con-
sensus as to the type of treatments, methodology
of the intervention, and assessment of outcomes
(Cappa et al. 2005). Single-subject designs are
beneficial for the fields of cognitive remediation
because they allow researchers to see if a treat-
ment intervention is working for a specific indi-
vidual. However, many argue that this approach
is difficult to apply broadly because what may
work for one individual may not work in exactly
the same way for another.

Cognitive remediation research has been sys-
tematically reviewed and studies have been
divided into a typical class structure to help
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explain the various quality indicators with
respect to methodology. Class I studies are
defined as prospective, randomized controlled
trials. Class II studies are defined as prospective
cohort studies, retrospective case-control studies,
or clinical series with well-designed controls.
Finally, Class III studies are defined as clinical
series without concurrent controls, or studies
with appropriate single-subject methodology.
Cicerone et al. (2000) advised researchers to
conduct psychometrically sound, single-subject
(Class III) research designs or controlled
multiple-baseline designs across subjects or
interventions in order to minimize potentially
problematic methodology.

Although there are some benefits to
single-subject designs they also have the previ-
ously mentioned limitations. One major criticism
of using small sample sizes is the difficulty in
extrapolating the findings of one study with a
particular sample (e.g., outpatient adults with
regular pharmacological management of
schizophrenia) and generalizing to a larger pop-
ulation (individuals in inpatient settings with
comorbid conditions). In other words, research-
ers are challenged with the question of efficacy
versus effectiveness. Current studies suggest that
cognitive remediation may be beneficial for
inpatient psychiatric patients with specific con-
ditions such as schizophrenia and eating disor-
ders. Further, individuals experiencing psychosis
following traumatic brain injury (TBI) and stroke
have often remained in inpatient psychiatric units
for longer durations than those without concur-
rent psychotic features. Individuals suffering
from TBI and/or stroke and psychotic features
share many of the same symptoms of behavioral
and cognitive dysfunction seen in other psychotic
disorders. There is evidence to suggest that
general cognitive remediation has been very
beneficial for psychosis following TBI and
stroke, with implications for specific cognitive
remediation documented (Batty et al. 2013; Fujii
and Ahmed 2014; Molloy et al. 2011). These
diagnoses with demonstrated efficacy for cogni-
tive remediation will be the focus of this chapter.

Practice Effects in Cognitive
Remediation

Before reviewing the literature on the effective-
ness of cognitive remediation, it is imperative to
make note of an important caveat in this field that
we believe is commonly misunderstood by
researchers in this area. Specifically, we want to
address practice effects on neuropsychological
measures and consider the effect sizes of practice
effects. Practice effects are defined as learning
that results from repeated exposure to testing
materials (e.g., Beglinger et al. 2005). They can
be thought of as improved test scores that occur
regardless of an individual’s ability on a partic-
ular construct; accordingly, these effects can
compromise the validity of findings (Calamia
et al. 2012). Inaccurate findings as a result of
neglecting to account for practice effects have
been found to mask cognitive decline in longi-
tudinal studies and limit the ability to determine
whether or not an intervention was beneficial. In
particular, simply taking a measure at pretest and
posttest led to gains in the control group of nearly
one-half of a standard deviation (Brown et al.
2007).

Practice effects associated with cognitive
remediation may be especially prominent in
individuals with severe mental illness, such as
schizophrenia, as illustrated by high variability
among reported effect sizes in this population.
Practice effect sizes in individuals with
schizophrenia have been reported as d = 0.36
(Goldberg et al. 2007), d = 0.45 (Keefe et al.
2008), d = 0.22 (Mishara and Goldberg 2004),
d = −0.02 to 0.53 (Szoke et al. 2008), and
d = 0.17–0.46 (Woodward et al. 2007). These
results support that cognitive remediation studies
in severe mental illness need to be interpreted in
the context of possible practice effects that may
contribute substantially to intervention outcomes.

One approach to reducing practice effects has
been the use of alternative forms. However,
Benedict and Zgaljardi (1998) found that the use
of alternate forms may not be as helpful in
reducing practice effects if both versions of the
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form are assessing a novel concept or if they
assess visuospatial learning or graphomotor
responses. In particular, Beglinger et al. (2005)
found that the Paced Auditory Serial Addition
Test and the Stroop interference test had the
largest practice effects because they involve
novel concepts and strategies. Practice effects
across alternate forms have also been found on
tests of numerous cognitive domains and specific
tests in which these effects were found include
Digit Span, Digit Symbol Coding, Letter Number
Sequencing, Trail Making Test, and Paced
Auditory Serial Addition Test (Fastenau et al.
2002). Perhaps the best approach to controlling
for practice effects is to give the baseline
assessment more than once prior to any inter-
vention in order to account for improvement due
to practice effects leading to erroneous findings
of improvement due to treatment.

Cognitive Remediation in Clinical
Groups

We will now move on to examining cognitive
remediation in specific clinical samples. The
main focus will be on a review of the extant
literature on the use of cognitive remediation in
individuals with schizophrenia and anorexia
nervosa. Cognitive rehabilitation in TBI and
cerebrovascular accident/stroke will also be dis-
cussed, as these individuals are likely to be seen
in inpatient settings and commonly have a neu-
ropsychiatric presentation (Batty et al. 2013;
Fujii and Ahmed 2014; Molloy et al. 2011).
Currently available intervention strategies will be
discussed in the context of each study. The use of
cognitive remediation and associated mindful-
ness techniques will be reviewed in the context
of available outpatient remediation options and
preventative measures. Finally, factors that could
affect clinical implementation of the interven-
tions, such as medication interference effects and
patient/therapist variables will be discussed.

Cognitive Remediation
and Schizophrenia

Schizophrenia can be seen as a heterogeneous
diagnostic category associated with impaired
occupational and social functioning. Diagnostic
symptoms include a range of cognitive, behav-
ioral, and emotional dysfunction with no single
symptom being pathognomonic of the disorder
(American Psychiatric Association 2013), but
center on delusions, hallucinations, or disorga-
nized speech. Grossly disorganized or catatonic
behavior and/or negative symptoms, such as
diminished emotional expression or avolition,
may also be present. Individuals with
schizophrenia may also display inappropriate
affect, a dysphoric mood, a disturbed sleep pat-
tern, a lack of interest in eating, as well as
develop anxiety and specific phobias. While it is
important to identify mood symptoms, it is vital
to identify cognitive symptoms in order to
accurately diagnosis schizophrenia. Individuals
may lack insight into their condition, leading to
non-adherence to treatment, and lack of aware-
ness is predictive of higher relapse rates, an
increased number of involuntary treatments,
poorer social functioning, aggression, and an
overall poorer course of illness.

Cognitive Effects of Schizophrenia

Individuals with schizophrenia may experience
cognitive changes that result from disrupted
neurotransmitter systems, changes in structure,
connectivity and other physiological changes in
addition to possible affective and psychotic
symptoms (Schaefer et al. 2013). Meta-analyses
have indicated moderate to large raw effect sizes
(d > 0.60) across 22 measures that assessed seven
major cognitive domains further demonstrate the
presence of widespread cognitive effects (Hein-
richs and Zakzanis 1998). On average, individu-
als with schizophrenia perform one to two
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standard deviations below the general population
in the cognitive domains of attention, memory,
and problem solving (Reichenberg and Harvey
2007). Specific decrements can include impair-
ments in declarative memory, working memory,
language functioning, processing speed, and
various aspects of executive functioning (Amer-
ican Psychiatric Association 2013). These find-
ings highlight the need for intervention to attempt
to remedy these cognitive disparities.

Theories of Schizophrenia

Currently, there are no radiological or laboratory
tests that determine whether or not schizophrenia
is present. However, differences in multiple brain
regions exist between healthy controls and indi-
viduals with schizophrenia, with evidence from
neuroimaging, neuropathology, and neurophysi-
ological studies supporting these differences
(American Psychiatric Association 2013). Sev-
eral theories exist in an attempt to explain the
presence of schizophrenia. Theories relating to
the pathological process and etiology of
schizophrenia consider specific neurotransmit-
ters, neural systems, and developmental factors
(Tamminga and Medoff 2000). Although the
etiology of the condition is unclear, these insights
allow guidance of intervention approaches.

The role of dopamine. A reduction in psy-
chotic symptoms following the administration of
antipsychotic medications that block dopamine
receptors have led early researchers to hypothe-
size that dopamine dysregulation may be a car-
dinal biological feature leading to the observed
symptoms characteristic of schizophrenia
(Carlsson and Lindquist 1963). More recently,
this theory has been adapted and termed the
“revised dopamine hypothesis,” which proposes
hyperactive dopamine transmission in the
mesolimbic areas of the brain and hypoactive
dopamine transmission in the prefrontal cortex
(Brisch et al. 2014). Current research has

supported the role of dopamine antagonists in
reducing the psychotic symptoms associated with
the condition (Laurelle et al. 1999). Despite this,
there is little evidence that dopamine alone could
be responsible for the global changes.

Neural pathways. DeLong (1990) proposed
that neural pathways between the frontal cortex
and subcortical areas which affect the basal
ganglia, thalamus, and caudate nucleus may play
a part in observed symptoms. This theory centers
on the dysfunction seen in the frontal cortex and
proposes that disruption in the dynamic dopa-
mine system, combined with changes in the
balance of neurotransmitters and modulators
released by the basal ganglia, and the thalamic
relay system lead to these frontal changes
(Andreasen et al. 1994; Carlsson and Carlsson
1990; Laurelle et al. 1999). In addition, connec-
tions associated with the cerebellum have been
found to differentiate persons with schizophrenia
from those without, suggesting the inclusion of
pathways to the cerebellum (Yu et al. 2013).

Developmental factors. Walker and Diforio
(1997) proposed a neural diathesis-stress model
to describe the onset of schizophrenia. This model
incorporates aspects of environmental stress with
the biological view of heightened dopamine
receptor sensitivity in the striatum. Specifically,
the researchers posit that environmental insults
that occur during the prenatal or perinatal periods
and psychosocial stressors are environmental
factors that can place individuals at a biological
risk. This risk may include altered function or
structure of the hippocampus due to early life
insults or changes in the hypothalamus-
pituitary-adrenal axis (HPA), a major axis
involved in stress modulation. Further, the HPA
axis and the hippocampus function are mutually
influential and the effects on the HPA axis can
lead to increased cortisol release. This increase in
cortisol activates the subcortical dopamine sys-
tem which in turn feeds into the HPA axis and
further cortisol release. When this process occurs
the outcome is symptom onset or exacerbation.
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Cognitive Remediation Approaches
for Inpatients with Schizophrenia

One well-studied cognitive remediation program
is the Neuropsychology Educational Approach to
Cognitive Remediation ([NEAR]; Medalia and
Freilich 2008; Medalia and Choi 2009) inter-
vention. The NEAR approach was developed
based on information from educational psychol-
ogy, cognitive psychology, learning theory, and
neuropsychology and it was designed for use with
psychiatric patients. The NEAR program con-
sisted of twice weekly computer-based training
sessions and a 30–60 min group meeting once per
week. The NEAR approach has been imple-
mented in research settings, acute and chronic
inpatient psychiatric units, outpatient programs,
intensive psychiatric rehabilitation units, and in
forensic settings (Medalia and Richardson 2005).
Attention, memory, verbal fluency, motor speed,
information processing, executive function, and
verbal and working memory abilities are domains
targeted by the computer-based intervention. The
weekly group sessions serve to help patients
generalize the skills they learned via computer
training to their daily activities.

In an attempt to remedy the concern of practice
effects, researchers have investigated structural
changes concurrent with cognitive remediation.
Evidence suggests cognitive remediation is asso-
ciated with changes in critical expressive language
areas, the prefrontal cortex, and the process of
information transfer across brain hemispheres
(Penadés et al. 2013; Pu et al. 2014; Vianin et al.
2014). Pu et al. (2014) examined the effectiveness
of the NEAR cognitive remediation approach by
measuring the resulting effect on prefrontal and
temporal perfusion during working memory tasks.
Perfusion was measured using near-infrared
spectroscopy imaging of the brain to assess
hemodynamic changes. Both inpatient residents
and outpatients with mild to moderate
schizophrenia or schizoaffective disorder were
included. Unfortunately, there was no random
assignment to the treatment or control groups and
medication dosage levels were not controlled.
Additionally, differences between the groups at
study onset included more chronicity of illness in

the control group and lower daily dosages of
antipsychotic medications but no significant dif-
ferences were noted for level of cognitive func-
tion. Cognitive outcomes were measured using a
brief measure employed both pre and posttreat-
ment for the treatment and control groups. The
treatment group showed significant improvement
in processing speed and executive functioning and
increased activation in the right frontal area when
scores were compared to the control group. NEAR
was also implemented and assessed in a Japanese
sample and significant improvements in cognitive
function were observed (Ikezawa et al. 2012).
Interesting, improvement was noted despite limi-
tations in software access. These results are not
surprising as past research demonstrated that
using NEAR educational software alone, without
an instructional component, did not results in
significant changes in neuropsychological func-
tioning (Dickinson et al. 2010).

In addition to NEAR, the effectiveness of
integrated psychological therapy (IPT) has been
meta-analytically reviewed in both inpatient and
outpatient settings and results suggest it is related
to improvements in cognitive functions including
social cognition, psychosocial functioning, and
negative symptoms when compared to placebo
and usual care conditions (Roder et al. 2011).
IPT is a manualized group-based treatment
available in 13 different languages (Roder et al.
2010). The premise is that cognitive dysfunction
affects social skills and social functioning. Thus,
treatment aims to target cognitive functioning,
communication, social skills, and problem-
solving abilities within relationships. The
review of IPT included 36 studies spanning 12
countries including North and South America,
Asia, and Europe. Articles reviewed in this
meta-analysis used a variety of control groups,
differing numbers of modules, and various
environments. They found that programs using
all five modules of the intervention did not sig-
nificantly differ from those who used one module
or a combination of modules though they found
therapy including all five modules resulted in
more pronounced effects at follow-up approxi-
mately 8 months after the intervention. Impor-
tantly, they found that combining the cognitive
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module with social cognition and/or social per-
ception modules led to larger effects on cognitive
variables versus the cognitive module alone.
They also found that the dropout rate for cogni-
tive programs alone was higher than in inter-
ventions using more than one of the modules.

Other researchers have assessed for global
structural and functional changes attributable to
cognitive remediation using both diffusion tensor
imaging (DTI) and functional magnetic reso-
nance imaging (fMRI). Penadés et al. (2013)
conducted a RCT using a treatment group, an
active control group receiving a cognitive social
skills intervention, and a healthy control
group. The treatment group received an individ-
ualized and scaffolded cognitive remediation
therapy based on a manualized intervention by
Wykes and Reeder (2005) and completed tasks
from a Spanish translation of an executive
functioning program for schizophrenia (Dela-
hunty and Morice 1993). The program entailed
40 1-hour sessions occurring two to three times
per month for 4 months. The researchers high-
lighted three modules related to executive func-
tions, such as set shifting, working memory, and
planning. The active control group received an
adapted social skills intervention (Liberman and
Kopelowicz 1995), which was expected to assist
in symptom control without having any effects
on cognitive abilities. Results suggested
improvement in the cognitive remediation treat-
ment group for both the executive functioning
network and the default network (or the func-
tioning of the brain in an unfocused state) as well
as greater white matter integrity in the anterior
corpus callosum.

Another supported program is the Cognitive
Remediation Program for Schizophrenia and
other related disorders or RECOS (Vianin 2013),
which incorporates modalities, such as
problem-solving training (D’Zurilla and Nezu
2007) and verbal mediation (Franck et al. 2013).
Cognitive training domains included selective
attention, working memory, reasoning, memory,
and visuospatial skills. This program combines
computer-based training with paper and pencil
activities. The intervention was administered
individually to 16 diagnosed with schizophrenia.

Increased activation of Broca’s area, a cortical
region associated with fluent expressive speech,
was found using fMRI after cognitive remedia-
tion training using RECOS. This was thought to
reflect remediation of the decrease in language
lateralization that is typical of schizophrenia. The
intervention was part of a 14-week randomized,
single blind trial of cognitive remediation versus
treatment as usual without cognitive training.

Interventions for Outpatients
with Schizophrenia

Cognitive enhancement therapy. Cognitive
enhancement therapy was developed as an
intervention to enhance neurocognitive and
social thinking abilities designed for use with
individuals with schizophrenia whose symptoms
have been stabilized (Hogarty et al. 2004). It
incorporates aspects of programs developed for
those with TBI (Ben-Yishay et al. 1985), inte-
grative cognitive strategies (Brenner et al. 1992)
and human development theory (Brainerd and
Reyna 1990). The program encourages move-
ment away from concrete thought to more
abstract reasoning through the use of in vivo
social interactions. Participants engaged in 75 h
of computer-based training relating to
problem-solving, attention, and memory and
engaged in over 50 group sessions focusing on
social cognition. Individuals worked on com-
puter programs in pairs and were instructed to
support and encourage one another. Aspects of
the cognitive training component were taken
from Ben-Yishay et al. (1985). Remediation
Module and the PSSCogReHab computer-based
program (Bracy 1995) were used for memory
and problem solving. Group activities involved
solving real-life social dilemmas, abstraction of
themes from newspaper editorials, and catego-
rization exercises among others. Results of this
2-year RCT revealed significant effects between
groups on all behavioral and cognitive domains
except for residual symptoms.

Neurocognitive Enhancement Therapy.
Neurocognitive enhancement therapy is another
technique that has been employed as a cognitive
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remediation approach for individuals with
schizophrenia (Bell et al. 2005). This therapy
involves three specific parts: (1) feedback from
the vocational cognitive rating scale (Greig et al.
2004), (2) approximately 5 hours per week of
cognitive exercises for a duration of 26 weeks,
and (3) participation in a weekly social process-
ing group. Rewards were also used as patients
were paid a small amount per hour for time spent
doing cognitive exercises and they received a
bonus payment for reaching the maximum five
hours of cognitive training. The cognitive exer-
cises were implemented on a computer and tar-
geted the domains of attention, memory, and
executive functioning. The computer program
(PSSCogRehab; Bracy 1995) was tailored to
meet the request of the researchers. The social
processing group was based on Ben-Yishay et al.
(1985) cognitive remediation program for TBI.
Neurocognitive enhancement therapy was used
as one component within a larger intervention
that included work therapy (employment at a
Veteran’s Administration Medical Center) and a
job coach. The primary focus of the intervention
was to determine whether adding a cognitive
remediation component to a work involvement
program would improve functional outcomes in
individuals with schizophrenia or schizoaffective
disorder. Differences between the neurocognitive
enhancement therapy group and the neurocog-
nitive enhancement therapy group plus work
training did not emerge until a 6 month follow-up
was completed and were maintained at 1 year
follow-up. Specifically, at the time of follow-up
those in the cognitive remediation program
combined with work therapy had significantly
more employment hours than those in work
therapy group alone.

Mindfulness Interventions for Schizophrenia
and Psychosis. There has been recent interest in
the use of mindfulness interventions with psy-
chosis and schizophrenia. Mindfulness-based
programs can be conceptualized as a type of
cognitive remediation due to their intense focus
on attentional exercises. Meta-analyses to date
have found such interventions to be moderately
effective in treating negative symptoms of
schizophrenia and more research is warranted

(Khoury et al. 2013). Mindfulness interventions
generally focus on embracing present-moment
experiences instead of using avoidance or sup-
pression to cope with unwanted experiences.
Qualities encouraged by mindful practice include
nonjudgment, nonreactivity, detachment, accep-
tance, and compassion among others. Accord-
ingly, interest has been placed on applying these
principles to controlling psychotic symptoms
(e.g. Chadwick et al. 1996). The goal in mindful
approaches to psychotic disorders is to delineate
the difference between the self and psychotic
sensations that are transient experiences and not
part of the self (Chadwick et al. 2005). In other
words, the unpleasant sensations associated with
psychosis are experienced but the individual
refrains from reacting and experiencing addi-
tional distress.

In their meta-analysis of 13 studies that
included both inpatient and outpatient sample,
Khoury et al. (2013) found moderate effect sizes
(Hedge’s g = 0.52) for mindfulness interventions
in pre-post analyses. However, the effect sizes
were small to moderate when intervention groups
were compared with control conditions (Hedge’s
g = 0.41). In studies in which follow-up data was
available, the results were still significant for
pre-post test designs (Hedge’s g = 0.62), but
were only approaching significance for con-
trolled studies.

Cognitive remediation as a preventative
approach. The success of cognitive remediation
therapies for schizophrenia has led researchers to
consider using this approach to prevent pro-
gression from prodromal features to first-episode
psychosis or to attenuate subsequent cognitive
decline in individuals who experience
first-episode psychosis. Essentially, cognitive
remediation is used as a maintenance strategy in
either approach. The efficacy of this idea was
demonstrated in a multicenter RCT of an inte-
grated psychological intervention
(cognitive-behavioral therapy, group skills train-
ing, cognitive remediation, and multifamily
psychoeducation) versus supportive counseling
(Bechdolf et al. 2012). While the focus of the
integrated psychological intervention was to
improve coping and provide participants with
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stress management techniques consistent with the
stress-vulnerability paradigm of schizophrenia
(Nuechterlein and Dawson 1984), cognitive
remediation was a component of the intervention.
The researchers found that the intervention sig-
nificantly reduced conversion to psychosis at
both 1 year and 2-year follow-up.

Another recent study suggests cognitive reme-
diation may influence long-term course and out-
comes in individualswith schizophrenia though an
indirect effect on cognition (Trapp et al. 2013).
Inpatients diagnosed with schizophrenia were
assigned to either an experimental group that
received cognitive remediation or control group
that received occupational therapy. The cognitive
remediation group participated in four 60-min
sessions per week for 3 weeks of the computerized
X-Cog® program. Promising long-term effects
were found for cognitive remediation but the
generalizability of this intervention may be hin-
dered by the number of diverse treatments indi-
viduals in both groupswere receiving concurrently
with the study, such as antipsychotic medication,
sports therapy, and music therapy. Still, the aver-
age time spent in periods of psychosis was sig-
nificantly shorter for those in the cognitive
remediation group (M = 75, SD = 51) versus the
control group (M = 140, SD = 124) with a
Cohen’s d effect size of 0.58. Cognitive remedia-
tion was associated with improved problem solv-
ing, memory, and attention. Overall, they found an
indirect effect for cognitive remediation therapy
influencing variables that affected days until
relapse and time in psychosis. Specifically, mem-
ory at baseline and participation in cognitive
remediation were significant predictors of
post-intervention memory performance and cog-
nitive training indirectly affected time spent in
psychosis. Taken together, these findings suggest
cognitive remediation training may have some
influence on the long-term course of schizophrenia
and that cognitive functions improved by training
in addition to employment status predicted time to
first relapse and time spent in psychosis.

Patient and Clinician Factors Affecting
Outcomes

Medalia and Richardson (2005) examined patient
and therapist factors that mediate cognitive
remediation outcomes in schizophrenia. For
patient factors, they found motivation and the
manner in which individuals approach work
tasks to be significant predictors while age,
education, socioeconomic status, gender, and
ethnicity were not significantly related to out-
come. Cognitive ability was deemed as possibly
affecting outcome. Many illness variables ana-
lyzed were surprisingly not related to outcome.
Symptom acuity, diagnosis, and symptom profile
were unrelated to outcome while years spent
hospitalized was possibly related to outcome.
Treatment factors appeared to have the largest
impact on outcome with clinician experience,
intensity of the program, and type of training
significantly affecting outcome measures. Infor-
mation regarding the effects of type of medica-
tion on outcome was unclear.

More recent research, though limited by a
small sample size, disputes these findings by
suggesting that patient factors may have more
measurable effects on cognitive remediation
outcome in schizophrenia (Vita et al. 2013).
Results of cognitive improvement in this sample
were similar to the nearly 50 % improvement
reported in other studies (Medalia and Richard-
son 2005). Vita et al. (2013) suggest cognitive
remediation may be more effective in younger
patients with schizophrenia, those who are less
cognitively disorganized, and patients that are
less cognitively impaired overall. Further, these
results suggest it may be more effective in those
who took lower doses of antipsychotic medica-
tions. It was unclear if this was due to the fact
that lower dosing may reflect less severe psy-
chopathology or those antipsychotic medications
interfered with the effectiveness of cognitive
remediation programs in a dose-response
manner.
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Computer-Assisted Cognitive
Remediation

Computer-assisted cognitive remediation therapy
has been supported in the literature and
improvements have been noted in neuropsycho-
logical performance, self-esteem, and quality of
life. Recently, there has been an interest in dis-
cerning the active agents of change within these
programs. Garrido et al. (2013) examined the
effectiveness of a 48-session, 6-month,
computer-assisted cognitive remediation program
with a RCT in outpatients with schizophrenia and
an active control group. Outcomes assessed
included quality of life, self-esteem, verbal
intelligence, attention, psychomotor speed,
phonemic fluency, working memory, verbal
learning, and executive functioning. The reme-
diation therapy consisted of individualized
1-hour sessions. The program involved over
1500 computer exercises that were available to
participants and were classified by domain and
difficulty level so the program could be tailored
to each participant’s level of neuropsychological
performance. The program encouraged errorless
learning and a scaffolding approach was used
where tasks were made less difficult if perfor-
mance fell below an 85 % correct response rate.
Participants assigned to the active control con-
dition watched hour-long videos on a computer,
answered multiple-choice questions, and wrote
down feedback regarding the documentaries they
viewed. Results indicated improvement in the
remediation therapy group in the domains of
processing speed, working memory, reasoning,
problem solving, quality of life, and self-esteem
when compared with the control group.

Lee (2013) also assessed a computerized
cognitive remediation program for individuals
with schizophrenia in an inpatient setting. Indi-
viduals were randomly assigned to the comput-
erized intervention group where they received
cognitive remediation in addition to their stan-
dard rehabilitation or a control group who
received only standard rehabilitative care. The
intervention group received training using
Cog-trainer software (Lee et al. 2008), which was
based on the Yongin cognitive-behavioral

rehabilitation training (Y-CBRT; Lee et al. 2004)
manual. This program targeted many of the same
neuropsychological domains addressed by other
interventions but also included tasks that
transcended-specific domains and targeted cul-
tural knowledge and language. Scaffolding was
employed and an errorless learning environment
was encouraged. The cognitive remediation
group demonstrated significant improvement in
attention and working memory in addition to
evidence of improved job skills. There was no
evidence of a positive effect on pathological
symptoms.

Kurtz et al. (2007) sought to examine the
active agents of change among computerized
cognitive remediation interventions with a sam-
ple of outpatients diagnosed with either
schizophrenia or schizoaffective disorder. These
researchers improved upon other studies by uti-
lizing multiple neuropsychological measures
within each broad domain. Further, they exposed
the control group to many of the same elements
as the treatment group (e.g., same duration
exposure to a computer, interaction with a clin-
ician) to better deconstruct the critical elements
of the intervention. The intervention was
12 months in duration with approximately 100 h
total of training for each participant. Cognitive
remediation involved computerized training
across cognitive domains and, more specifically,
drill and practice techniques described in
PSSCogRehab Version 95 (e.g., Bell et al. 2001;
Bracy 1995; Seltzer et al. 1997). The active
control group was designed to create a similar
overall environment while eliminating the
domain-specific cognitive training aspects of the
intervention. The control group received equiv-
alent interaction with a clinician as was available
in the treatment group. The active control group
received a computer skills-based course for
12 months with a target goal of 100 h of inter-
vention. The skills course involved tutorials on
the use of Microsoft Office and individuals
received training in word processing, internet
usage, and spreadsheet management skills.
Overall, analyses indicated that exposure to
computers, interactions with clinicians and non-
specific forms of cognitive challenge experiences
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led to nonspecific improvements on neuropsy-
chological measures. However, those in the
cognitive remediation group experienced incre-
mental benefits for more specific aspects of
neuropsychological functioning. The authors
argued that the nonspecific cognitive changes are
not likely explained by practice effects, famil-
iarity with tasks, or long-term pharmacological
management as past research has suggested
neuropsychological functioning in adults with
schizophrenia is relatively stable without inter-
vention (e.g., Censits et al. 1997).

Improved neuropsychological functioning is
the global target of cognitive remediation inter-
ventions. However, screenings for symptomol-
ogy are included in many programs and small
changes in symptom severity have been noted
following cognitive remediation (Wykes et al.
2011). Cella et al. (2014) argued that past
research has neglected an important area in the
assessment of symptom changes as a result of
cognitive intervention. Specifically, they argued
for assessing symptomology beyond the tradi-
tional positive and negative symptoms and
instead propose adding the assessment of mood,
excitement, and disorganization. They had out-
patients with schizophrenia engage in 40 session
of individual therapy that targeted neuropsycho-
logical domains. The sessions were held 3 times
per week and based on a flexible application of
Wykes and Reeder (2005) manualized interven-
tion. Compared to a treatment as usual group,
those in the intervention group showed a signif-
icant reduction in disorganized symptoms as well
as a reduction in negative symptoms associated
with schizophrenia.

Comparison of Treatment Delivery
Approaches in Schizophrenia

Cognitive remediation versus Integrated Psy-
chological Therapy. Two approaches to cogni-
tive remediation dominate the literature:
computer-assisted cognitive remediation and
IPT. Computer-assisted programs have been
discussed in-detail thus far. However, reviews
addressing IPT (Brenner et al. 1994) have found

positive effects on symptom severity, psychoso-
cial functioning, and neurocognitive performance
over treatment as usual groups (Roder et al.
2006). IPT is a group-based program for indi-
viduals with schizophrenia and includes the fol-
lowing components: Cognitive differentiation
(attention and conceptual processes are targeted),
social perception (stimulus discrimination and
interpretation/assessment of social interactions),
verbal communication (basic conversation skills
and semantic processes), Social Skills (interper-
sonal skills, and self-instructions), and interper-
sonal problem solving (overcoming obstacles to
meet social goals). Vita et al. (2011) sought to
compare the efficacy of computer-assisted pro-
grams versus IPT versus a noncognitive control
psychosocial intervention program in a prospec-
tive study. The study included these interven-
tions within the normal standard of care of
inpatient psychiatric rehabilitation. Those in the
cognitive remediation condition used Cogpack
(Marker Software) computerized neurocognitive
training.

Individualized Neurocognitive Training ver-
sus Social Skills Individualized Training.
A comparison study of outpatients with
schizophrenia randomly assigned individuals to
either a cognitive remediation individualized
training group or a social skills individualized
training group (Bucci et al. 2013). Outcome
measures included symptomology, cognitive
functioning, and quality of life. Neurocognitive
individualized training involved a computerized
training program, RehaCom, (HASOMED
GmbH) which allowed the leaders of the training
to alter the level of difficulty for each module.
The attention and concentration module required
individuals to compare several pictures to find an
exact match. The verbal memory module
involved the presentation of a short story fol-
lowed by multiple-choice questions asking the
individual to recall specific content. Another
module, memory for faces, presented unfamiliar
faces, and individuals were later asked to
remember them; individuals were required to
recall these faces as well as related jobs, names,
and telephone numbers at a more difficult level of
the module. The logical thinking module
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required individuals to identify a rule from a
series of pictures and select the next relevant
picture from a matrix. In the shopping module,
the individual performed as if he or she were
carrying out the steps involved in planning,
shopping, and paying for groceries. The day
planning module involved viewing a list of
appointments and a map with nine buildings and
individuals must choose the shortest routes, make
efficient choices, and complete the appointments
in a limited amount of time (Galderisi et al.
2010). The computer program offered immediate
feedback on performance after each task and at
the end of each training session. The participants
received corrective feedback or praise on their
skills training process and each individual
attended two individual 1-hour sessions per week
for 6 months to remediate any necessary skills.
The social skills individualized training was
developed to target social and emotional skills by
increasing perception and understanding of
emotions while encouraging appropriate emo-
tional expression. Training was conducted within
a group setting and role-play enabled participants
to assist one another by providing corrective
feedback. Tasks involved included recognizing
unpleasant emotions, expressing these emotions,
apologizing for inappropriate behaviors, sharing
fears, sustaining conversations, and actively lis-
tening to others. To practice social skills outside
of sessions, individuals were given homework
assignments and a tracking log.

The researcher found that cognitive remediation
training led to significant improvements in atten-
tion, verbal memory, and a decrease in persevera-
tion errors on executive functioningmeasures up to
6 months after the intervention. Importantly, they
found that the social skills training programdid not
improve cognitive functioning and, in some cases,
a decline actually occurred. Finally, they found the
two programs affected quality of life differently
such that cognitive training was related to an
improvement in interpersonal relationships while
social skills training was related to improvements
on a measure of occupational role functioning.
Results of this study suggest cognitive remediation

is more effective than social skills training on sev-
eral cognitive domains and on measures of
real-world social functioning. The authors indicate
that the cognitive remediation program inherently
involved many social skills training aspects and
theysuggestedabalancebetween the twoprograms
so that the synergistic aspects are maintained.

Cognitive Remediation Therapy
in Anorexia Nervosa

Outside of schizophrenia, the effectiveness of
cognitive remediation has been most studied in
eating disorders, such as anorexia nervosa.
Anorexia nervosa has been characterized by three
essential features: persistent energy intake
restriction; intense fear of gaining weight or
persistent behavior that interferes with weight
gain; and a disturbance in self-perceived weight
or shape (American Psychiatric Association
2013). To meet the DSM-5 criteria for anorexia
nervosa, an individual must meet criteria for
maintaining a body weight that is below a min-
imally normal level for age, sex, developmental
trajectory, and physical health (American Psy-
chiatric Association 2013). In addition, the
intense fear experienced by the individuals
meeting diagnostic criteria is not typically alle-
viated by weight loss, but rather worsens even as
they lose weight. A lack of insight or denial that
there is a problem is also common to this diag-
nosis suggesting metacognitive impairment.

The use of cognitive remediation therapies has
recently been investigated to target what are
believed to be important maintaining factors of
anorexia nervosa: cognitive inflexibility and
extreme attention to detail. These traits are thought
to interfere with daily functioning as well as
engagement in psychotherapy (Tchanturia et al.
2013) and are thus a leading target for interven-
tion. The intervention is applied to those with
anorexia nervosa by promoting a more flexible
cognitive style by teaching individuals to priori-
tize information and employ estimation strategies
to combat perfectionist tendencies. Metacognition
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is encouraged through engagement in nonthreat-
ening behavioral tasks, such as changing one’s
hairstyle or clothing style) before targeting
symptoms and rules related to the illness. Tchan-
turia et al. (2013) reviewed the current research in
the field and found medium to large effect sizes in
cognitive flexibility and tasks aimed to decrease
attention to detail. Overall, they found low drop-
out rates (around 10–15 %) and concluded that
this approach is highly tolerable for patients and
therapists (Easter and Tchanturia 2011).

An initial investigation and pilot study for the
effectiveness of cognitive remediation therapy for
anorexia nervosa included four adult inpatients
whose duration of illness ranged from 7 to
24 years (Tchanturia et al. 2007). This pilot
study revealed improvements in set-shifting with
medium to large effect sizes. These encouraging
findings led to further investigation into the use
of this therapy with individuals with anorexia
nervosa.

Tchanturia et al. (2008) studied 23 consecu-
tively referred inpatients engaged in a bi-weekly
individual cognitive remediation program that
included 10 total sessions. Importantly, the same
cognitive measures were administered at baseline
and after the intervention and results should be
interpreted with caution due to the possibility of
practice effects. Improvements were noted in
cognitive performance and, more specifically,
improvements included a reduction in time and
errors on cognitive-set shifting measures and
improvements in style and organization in a
figure-copy task.

Genders and Tchanturia (2010) also con-
ducted a brief, four session pilot study to assess
the effectiveness of cognitive remediation ther-
apy on self-reported cognitive flexibility,
self-esteem, and motivation to change in a group
of inpatients with anorexia nervosa. Beyond a
focus of translating skills to daily life, sessions
included elements of psychoeducation, practical
exercises, reflection, and planning of homework
assignments. The first session involved psy-
choeducation regarding cognitive remediation
therapy, cognitive styles, and cognitive process-
ing in the brain. An exercise in more broad levels
of thinking was used. The focus of the second

session was on increasing cognitive flexibility
using visual illusions posters that were available
online. Card games and discussions were used to
again target cognitive switching during the third
session. The final session consisted of a review
of the main content and an emphasis was placed
on reviewing the benefits of flexible thinking
through different activities. The brief pilot pro-
gram concluded with a discussion of motiva-
tional quotes that were intended to promote
future behavioral change practice and to high-
light the positives of flexible cognitive styles.
Patients in this group provided feedback regard-
ing the program and many mentioned the benefits
of talking and sharing experiences. Others found
the hands-on practical tasks used to encourage
flexible thinking as helpful. A small number of
participants endorsed the homework as helpful.
Despite the promising evidence to support the
use of cognitive remediation therapy on cogni-
tive outcomes, there is currently no evidence that
these intervention techniques lead to improved
overall treatment outcomes. Future research
should investigate effects of treatment beyond the
cognitive measures and should include symptom
reduction as a measure.

Cognitive Rehabilitation Therapy
in Traumatic Brain Injury and Stroke

It has been estimated that up to 10 % of indi-
viduals who have suffered a TBI also experience
symptoms of psychosis (Batty et al. 2013). This
results in a large number of individuals with a
history of TBI requiring psychiatric services.
Individuals with neuropsychiatric symptoms
related to the TBI share many of the same
symptoms of behavioral and cognitive dysfunc-
tion seen in other psychotic disorders. For
instance, behavioral changes can include reduced
behavioral control, disinhibition, and a motiva-
tion. Cognitive deficits are also seen and are
prominent in domains of language, memory,
processing speed, attention, and executive func-
tioning (Batty et al. 2013). Additionally, indi-
viduals with a dual diagnosis of TBI and a
psychiatric disorder have significant impairments
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in occupational and social functioning, creating
increasing dependency on family members,
caregivers, and social isolation (Molloy et al.
2011). There is evidence to suggest that general
cognitive rehabilitation has been very beneficial
for psychosis following TBI and stroke, with
implications for specific cognitive remediation
documented (Batty et al. 2013; Fujii and Ahmed
2014; Molloy et al. 2011).

For individuals who have suffered a TBI or
cerebrovascular accident/stroke, treatment has
typically been provided as cognitive rehabilita-
tion, since behavioral therapy approaches that
target cognitive deficits tend to be broad-based
and generally designed to improve overall cog-
nitive functioning (Pella et al. 2008). Cicerone
et al. (2000, 2005, 2011) have conducted three
systematic reviews on the effectiveness of
evidence-based cognitive rehabilitation for indi-
viduals who have suffered a TBI and/or stroke.
The first review was published in 2000 and cov-
ered 171 published research articles. Results from
this early review revealed strong evidence for
using treatment interventions for language and
visuospatial perception after stroke (Cicerone
et al. 2000). Cicerone et al. (2000) also indicated
effectiveness of treatment intervention for atten-
tion, memory, functional communication, and
executive functioning after TBI. Recommenda-
tions for future research included examining out-
come measures tailored to the level of disability as
well as the duration of intervention post injury.

A second evidence-based review was pub-
lished in by Cicerone et al. (2005) and spanned
the years from 1998 to 2002. The analysis com-
pared 47 different treatment interventions from
class I studies. Within this review, they found
evidence supporting that TBI and stroke patients
benefit from cognitive rehabilitation. They found
continued evidence supporting the efficacy of
visuospatial and language rehabilitation follow-
ing strokes leading to aphasia and neglect syn-
dromes and efficacy of memory, attention, and
language rehabilitation for individuals with TBI.
They found cognitive rehabilitation interventions
useful for increasing specific behaviors rather
than improving actual overall memory. Cicerone

et al. (2005) stressed the need to replicate inter-
ventions that have been shown to be effective as
well as to compare the techniques that have been
shown to be effective. Furthermore, they recom-
mend examination of treatment effect sizes in
order to obtain greater clarity of treatment impact.

Shortly thereafter, a third review conducted
by Cicerone et al. (2011) was published. This
review examined the cognitive rehabilitation lit-
erature published from 2003 to 2008. Results of
this review revealed significant evidence for the
use of direct attention training and metacognitive
training after TBI. Cicerone et al. (2011) stated
that direct attention training will promote devel-
opment and help individuals to strategize to real
world tasks and activities. They further recom-
mend comprehensive-holistic neuropsychologi-
cal rehabilitation after moderate to severe TBI,
visuospatial rehabilitation for stroke,
cognitive-linguistic interventions for aphasia and
gestural strategy training for apraxia.

In contrast to cognitive remediation, both
occupational and speech-language therapies have
been found to be effective rehabilitation tech-
niques for individuals who have suffered from
language and visuospatial skill deficits (Cicerone
et al. 2000; MacDonald and Wiseman-Hakes
2010; Schoenberg et al. 2008; Wolf 2011).
Occupational therapy interventions focus on
adapting the environment, modifying the task,
teaching the skill, and educating the client in
order to increase participation in and perfor-
mance of daily activities. Wolf (2011) reviewed
articles published from 2009 to 2010 in the
American Journal of Occupational Therapy to
summarize and evaluate occupational therapy for
practice in a neurological population. He indi-
cated that the field of occupational therapy is still
somewhat novel, with research focused on basic
science and efficiency studies and therefore the
effectiveness of the field has not fully been
addressed. Despite this, Wolf was still able to
find that treatments targeting problem-solving
strategies, improvement of learning or memory,
community reintegration, and improvement of
self-care abilities to be effective for those suf-
fering from a TBI. Wolf also found evidence for
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the effectiveness of treatments targeting
upper-extremity dysfunction, motor impairment,
self-care, and activities of daily living for indi-
viduals suffering from stroke.

Speech-language pathologists provide a wide
range of services, mainly on an individual basis,
but also as support for individuals, families,
support groups, and providing information for
the general public. Speech services begin with
initial screening for communication and swal-
lowing disorders and continue with assessment
and diagnosis, consultation for the provision of
advice regarding management, intervention and
treatment, and provision counseling and addi-
tional follow-up services (MacDonald and
Wiseman-Hakes 2010). Both occupational and
speech-language therapies focus on tasks to
promote overall activities of daily living. They
both focus on tailoring treatments to the indi-
vidual’s level of need. Both occupational therapy
and speech-language therapy have been found to
be efficacious treatments for individuals who
have suffered from stroke and TBI (MacDonald
and Wiseman-Hakes 2010; Schoenberg et al.
2008). However, the researchers in support for
these treatments have also expressed concerns
regarding the lack of RCTs and large sample
sizes necessary to generalize these findings
(Smith et al. 2003; Wolf 2011). Despite the
novelty of these two fields and their research
findings, it is important to recognize that these
two fields are in existence to treat deficits in
speech and language or visuospatial skills.

Cicerone et al. (2000, 2005, 2011) consis-
tently found support for cognitive rehabilitation
for stroke patients in the areas of speech and
language and visuospatial skills. Results for other
injuries across the different cognitive domains
remain more inconclusive and it appears there
may be other factors moderating the treatment
effect. Based on these main findings and the
current status of this area of research, there are
several recommendations for future research to
consider including leveling out the high per-
centage of single-subject designs and to develop
more homogeneous control conditions. These are
two of the largest voids within the literature
examining cognitive rehabilitation. Furthermore,

the literature is varied in terms of defining a
control group with some outpatient studies uti-
lized true notreatment groups and others utilized
placebo comparison groups or inpatient com-
parison groups that were administered standard
treatments. Other problematic findings of the
cognitive rehabilitation literature include the
confounding variables of treatments by etiology,
age, and recovery level, making a goal of future
research to be to employ methodology that may
control for such confounds (Pella et al. 2008).
Summing up the current literature, cognitive
rehabilitation appears to work best with stroke
patients who have circumscribed deficits in
speech and language or visuospatial skills.
Clinicians can best improve client outcomes by
working in collaborative multidisciplinary teams
with neuropsychologists, occupational therapists
and speech pathologists to provide specific cog-
nitive remediation for these inpatients.

The Effects of Medications
and Treatment on Cognitive
Functioning

It is important to consider the potential effects of
medications and treatments frequently used
within inpatient settings on memory and other
cognitive processes. Although no studies exam-
ining the effects of these medications in the
context of cognitive remediation are currently
available, literature indicated certain classes of
medications can negatively affect cognitive pro-
cesses, thus individuals taking these medications
may not achieve the same benefit from cognitive
remediation groups. Further, some treatments
that are used with severe, chronic mental illness
may be encountered in an inpatient setting and
these may have negative effects on cognition.

Benzodiazepines

Benzodiazepines are known to have acute effects
across domains and may produce drowsiness,
lead to psychomotor slowing and anterograde
amnesia, and lead to difficulties learning new
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information (Barbee 1993; Buffett-Jerrott et al.
1998). It has been hypothesized that these diffi-
culties learning new information are related to
the sedative properties of the medication that
affect memory indirectly through an effect on
memory (Barbee 1993). The effects of benzodi-
azepines on individuals who have taken the
medication on a long-term basis have historically
been contested with some researchers reporting
no long-term effects and others reporting signif-
icant changes; however, a recent meta-analytic
review revealed changes associated with
long-term use. Specifically, the results of the
meta-analysis noted impairment in visuospatial
and visuomotor abilities have been reported and
impairments in visuospatial abilities are believed
to be the most frequently reported cognitive
effect associated with long-term use (Barker et al.
2004; Golombok et al. 1998; Tata et al. 1994).

Further, reports of decreased IQ, psychomotor
speed, processing speed, motor abilities, verbal
learning, response time, and concentration have
been reported in the literature (Barker et al. 2004;
Buffett-Jerrott et al. 1998; Golombok et al. 1998,
Gorenstein et al. 1995). Importantly, cognitive
changes are likely to be more pronounced in
certain groups of patients. For instance, the risk
of cognitive change is higher for males, indi-
viduals who require higher doses, older adults,
and those who take medications with anti-
cholinergic effects (Barker et al. 2004; Barbee
1993). The results of this meta-analysis challenge
past research that claimed long-term benzodi-
azepine use to be association with cognitive
changes. Luki et al. (1986) asserted that
long-term use did not differentially affect psy-
chomotor function, motor speed, sustained
attention, or verbal memory in patients who took
benzodiazepines long-term versus those who did
not. While controversy remains, withdrawal of
benzodiazepines has led to recovery in many
cognitive domains but impairment exists when
compared to controls suggesting long-term
effects providing further support for the notion
that long-term changes may result from pro-
longed medication use (Barker et al. 2004).

Others have suggested that benzodiazepine
use may specifically affect individuals’ abilities

to recall psychoeducational information pre-
sented during group therapy sessions (Westra
et al. 2004). Specifically, in the context of group
therapy for individuals with panic disorder, those
who used benzodiazepines performed more
poorly than controls on an immediate recall task
of psychoeducational information that was pre-
sented via videotape. More important clinically
may be the finding that while non-medication
individuals recalled roughly three-fourths of the
information presented, those using benzodi-
azepines recalled, on average, only half of the
presented information.

Recent research has begun to assess the effects
of benzodiazepines on cognition in healthy older
adults in a double-blind, placebo-controlled,
randomized cross-over study (Pietrzak et al.
2012). The researchers examined acute effects of
a single 1 mg dose of alprazolam in seventeen
healthy older adults. They examined the effects
on two specific domains: visual paired associate
learning, and memory. Visual paired associate
learning involved pairing visual stimuli so that
later exposure to one of the stimuli will support
recall of the other (Stark and Squire 2001).
Overall, they found decrease in visual paired
associate learning and memory. They suggested
this may be related to an interruption in the
process of memory consolidation.

Anticholinergics

An individual working in an inpatient psychiatric
facility is likely to encounter individuals taking
anticholinergic medication as this class of med-
ications were the first to be used in the treatment
of Parkinson’s disease symptoms and their use
for this purpose has continue (Katzenschlager
et al. 2002). Further, extrapyramidal symptoms
are often treated with this class of medications
(Pringsheim et al. 2011). Further, many medi-
cations are known to have anticholinergic side
effects; antipsychotics, antidepressants, and
over-the-counter medications such as antihis-
tamines are some of the medications known to
elicit these side effects (Mintzer and Burns
2000).
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In a systematic review of the literature
Katzenschlager et al. (2002) found, in six of eight
reviewed studies with the necessary information,
evidence of adverse neuropsychiatric or cogni-
tive effects. The most frequently reported adverse
effect was confusion. One study involved
objective assessment of cognitive functioning
and a 10 % decrease in performance on an
immediate memory recall measure was observed.
Others have investigated the impact of anti-
cholinergic medications on responsiveness to
cognitive training in individuals with
schizophrenia and have found a relationship
between serum levels and cognitive performance
(Vinogradov et al. 2009). Participants were 55
clinically stable adults with schizophrenia whose
baseline cognitive abilities and serum anti-
cholinergic activity levels were assessed. They
were randomly assigned to either a computerized
auditory training condition or a control condition
in which they engaged in computer games for
one hour per day, 5 days per week for approxi-
mately 10 weeks. No changes in dose of medi-
cation greater than 10 % occurred during the
course of the investigation but medication use
varied widely by participant. At baseline, higher
serum anticholinergic activity levels were related
to lower scores on measures of auditory working
memory and auditory learning and memory.
Statistically, significant improvements in global
cognition and auditory learning and memory
were observed when the computerized cognitive
training group was compared to the
computer-based controls. However, those with
higher levels of serum anticholinergic activity
showed lower levels of response to the comput-
erized cognitive training program.

Fortin et al. (2011) retrospectively examined
the effects of multiple medications believed to
have anticholinergic properties in older adults; the
most frequently prescribed medication in their
sample were as follows: furosemide,
hydrochlorothiazide, digoxin (cardiovascular),
paroxtine, sertraline, fluoxetine (antidepressant),
and oxybutynin chloride (antispasmodic). Over-
all, they found using medications with

anticholinergic properties had a significant nega-
tive effect on verbal episodic memory though
other cognitive functions measured remained
intact.

Antipsychotics

The effects of benzodiazepines on cognition have
been well addressed in the literature but the
available literature on the effects of antipsy-
chotics on these cognitive domains is signifi-
cantly less well developed. A meta-analysis of
randomized controlled trials found that antipsy-
chotic medications generally led to enhanced
cognitive function; they found the most positive
effects for Quetiapine and olanzapine, followed
by risperidone, ziprasidone, amisulpride, and
haloperidol respectively (Désaméricq et al.
2014). One controlled study that examined the
relationship between antipsychotics and cogni-
tive changes found significant associations only
in the domain of verbal fluency; verbal memory
abilities in individuals with schizophrenia are
believed to be one of the most impaired cognitive
domains (Tuulio-Henriksson et al. 2011) and
antipsychotics were found to have a deleterious
effect (Albus et al. 2006).

Imaging studies have led to the contention
that an association exists between higher doses of
antipsychotic medications and greater reduction
in brain volume in individuals during their first
episode of schizophrenia (Andreasen et al. 2013).
This reduction in brain volume has been associ-
ated with decreased cognitive functioning in
individuals with schizophrenia (Gur et al. 1998).
A recent observational 9-year study elucidated
the effects on learning and memory (Husa et al.
2014) and specifically addressed the effects of
dose and the domain of verbal memory. They
examined changes in this domain over nine-years
in a cohort of 40 individuals with schizophrenia
(or a schizophrenia spectrum disorder) and 73
controls with no history of psychosis. Verbal
learning and memory was assessed at both time
points using the California Verbal Learning Test
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(CVLT; Delis et al. 1987). Record reviews pro-
vided information on lifetime antipsychotic
medication use and all antipsychotic medications
were converted to a common metric of
dose-years of 100 mg of chlorpromazine per day
(see Kroken et al. 2009, for more information on
conversion procedures). They found higher
dose-years were associated with a decline in
some facets of learning and memory at the time
of 9-year follow-up when individuals were in
mid-life. Interestingly, they found that higher
dose-years before the baseline testing were
especially association with decline and poorer
baseline functioning. They found no significant
differences in decline between low-dose cases
and those in the control group. The researchers
were unable to differentiate differences in effects
based on typical versus atypical antipsychotic
status because many individuals had used a
variety of antipsychotics during their lives. Still,
they found that both typical and atypical agents
had significant effects on cognitive functioning.
As such, these medications present a potential
confound for studies examining cognitive reme-
diation in groups with psychotic symptoms and
may hamper potentially positive benefits of
cognitive remediation when used therapeutically.

Electroconvulsive Therapy

Estimates indicate approximately 100,000 indi-
viduals in the United States receive electrocon-
vulsive therapy (ECT) every year to treat
persistent and severe psychiatric conditions such
as treatment resistant major depressive episodes
(Abrams 2002). Semkovska and McLoughlin
(2010) asserted that literature on electroconvul-
sive therapy lacked specificity in terms of
memory impairments following the procedure.
They aimed to address this lack of specificity in
their review of 24 cognitive variables from 84
studies of electroconvulsive therapy. The
meta-analysis addressed the following cognitive
domains: cognitive status screening, processing
speed, attention/working memory, verbal episo-
dic memory, visual episodic memory, spatial

problem solving, executive functioning, and
intellectual ability. No standardized measures of
retrograde amnesia were available for analysis
but more recent research suggests that electro-
convulsive therapy is not related to significant
lasting retrograde amnesia (Meeter et al. 2011).

The review found evidence that ECT is asso-
ciated with significant cognitive impairment in the
first 2 weeks following the procedure; they
described the first 3 days post-treatment as the
time of the most severe impairment. When com-
pared to individuals’ baseline performance, defi-
cits generally resolved within 2 weeks and most
cognitive functions improved in subsequent
weeks. When individual domains are analyzed,
the meta-analysis provides more specific infor-
mation regarding changes in cognitive function-
ing. Medium to large deficits in episodic memory
and executive functioning were noted up to 3 days
after the procedure. Executive functioning mea-
sures showed medium to large levels of impair-
ment and were the most consistently affected
domain in this acute period following the proce-
dure. In addition, delayed recall abilities were
affected to a greater extent than immediate recall
and verbal episodic memory was more impaired
that visual episodic memory. Unstructured infor-
mation that was presented verbally showed greater
impairment than when information was already
organized in the form of a story and this form of
immediate recall appeared to be spared by the
latent effects of electroconvulsive therapy. In the
acute 3 day period, attention and working memory
abilities appeared to have been spared while pro-
cessing speed, spatial problem solving abilities,
and global cognition showed only small deficits.
While most domains of cognitive functioning
improved, verbal paired associates delayed recall
remained below baseline levels during the
short-term follow-up period which extended to
15 days in most studies; however, it is important
to note that all but one study analyzing this vari-
able involved sine-wave electroconvulsive ther-
apy which may not generalize to contemporary
brief-impulse electroconvulsive therapy. Based
on these findings, cognitive remediation within a
month of ECT is not recommended as the
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individual is still in a possible recovery phase for
cognitive functioning.

Conclusion

Overall, cognitive remediation appears to have
some positive benefit for ameliorating cognitive
deficits associated with schizophrenia and anor-
exia nervosa. There is significant evidence that it
leads to improvements in cognitive functioning
in TBI and stroke and has a beneficial effect on
psychotic aspects of brain injury sequelae. Based
on these results, we believe it also has possible
therapeutic utility in other conditions where
psychotic symptoms are present. While the lit-
erature in this field is improving, there is still a
need for high-quality studies demonstrating
treatment efficacy for cognitive remediation in
specific clinical populations.

Much of the recent research that has supported
cognitive remediation as an effective intervention
has been done using proprietary computerized
programs and this introduces the possibility of
researchers having a financial stake in demon-
strating the effectiveness of the program. While
this possibility does not invalidate the obtained
results, it would be helpful for the clinical com-
munity to see these results validated by
researchers with no potentially vested interest in
the product being evaluated.

Overall, the field of cognitive remediation is
being hindered by heterogeneous patient groups,
particularly in TBI samples, making it difficult to
state any conclusions broadly. The field also has
a large number of one-time treatment studies, an
overreliance on small sample sizes and
single-subject designs, and very few replications
(Proto et al. 2009). Furthermore, cognitive
remediation research is often criticized for its
lack of effect size calculations as this hampers
the ability to know to what degree findings are
meaningful. Lastly, the field of cognitive reha-
bilitation rarely uses performance validity tests
measuring suboptimal effort. Due to these limi-
tations, much of the existing scientific record
contains weak and conflicting evidence that

makes a definitive judgment regarding the
effectiveness of candidate treatments difficult.
What is truly needed are dismantling studies
where researchers systematically evaluate a large
number of components from cognitive remedia-
tion approaches and determine which are neces-
sary for positive treatment outcomes. We believe
that cognitive remediation approaches have sig-
nificant potential to help patients with severe
mental illness improve cognitive functioning,
return to work, and have fuller and happier lives.
However, this potential has to be standardized,
empirically demonstrated, and tailored for effi-
cient service delivery before cognitive remedia-
tion can be fully implemented in mental health
care settings.
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9Psychiatric Services

Jack W. Barber

Introduction

The current, though still maturing, conception of
recovery-oriented services is the derivative of
decades of braiding a number of sometimes
conflicting developments impacting the mental
health system and the individuals needing ser-
vices from it (Anthony and Farkas 2012; Liber-
man 2008; SAMHSA 2006). These include the
“myth of mental illness” (Szasz 1974), deinsti-
tutionalization, civil rights, consumerism, the
general neglect of state hospitals and individual
abuses, and professional evidence relative to
treatment adherence (Brown and Bussell 2011;
Zygmunt et al. 2002). Today, the factors of
mental health parity, the Olmstead decision,
United States Department of Justice actions rel-
ative to the Civil Rights of Institutionalized Per-
sons Act and the United States Supreme Court’s
Olmstead Decision, highly publicized violent
incidents, Center for Medicare and Medicaid
Services regulations, peer provided services,
inconsistent funding of public mental health
systems and, for psychiatrists, the ever present
reality of medical liability are among the factors
impacting the integration of recovery principles
into inpatient psychiatric treatment. The not

uncommon dialectic of the “recovery model”
versus the “medical model” (e.g., Roberts and
Wolfson 2004), in which neither has a clear and
consistent definition for individuals, may have
facilitated conflict rather than thoughtful integra-
tion. Further, the necessity of managing clinical
risks responsible for involuntary hospitalizations
while maintaining a recovery-oriented focus can
produce complexities not easily addressed by
“one size fits all” policies or practices.

Given the complexity of development, the
continuing evolution of recovery-oriented ser-
vices, and the potential delicacy of integrating
recovery principles into high risk clinical/legal
situations, it is not surprising that its translation
and consequent challenges lack consistency gen-
erally, but also in the specific situation of pro-
viding treatment to involuntary or otherwise
forensic individuals in inpatient settings. This
may be especially so in public state and commu-
nity hospitals treating individuals who commonly
manifest multidimensional challenges related to
aggression, self-injury, severe or refractory
symptoms, losses relative to employment, family,
housing, or medical health, legal charges, and the
denial of the need for treatment. It is not the
purpose of this chapter to explore any of these
factors or developments, just as it will not describe
the particulars of diagnosis or psychopharmacol-
ogy, which are essential functions of psychiatric
practice. First, it will focus on how key recovery
principles should manifest in the assessment,
planning, and treatment activities conducted by
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psychiatrists and other professionals in their roles
as treatment team members. Second, it will
address how recovery principles should be inte-
grated into tasks primarily conducted by psychi-
atrists in public inpatient settings.

A psychiatrist in an inpatient setting is typi-
cally charged with a number of essential respon-
sibilities. These include admission/discharge,
diagnosis, prescribing medication, and making
decisions and/or recommendations relative to
capacity to consent, involuntary or emergency
administration of medications, privilege deter-
minations, and the use of restrictive interventions
ranging from special observation to the use of
seclusion or restraints. Beyond this, however,
many psychiatrists are the designated leaders for
treatment teams or are responsible for the indi-
vidual’s overall treatment within the hospital. At
the very least, they will be essential members of
the individual’s treatment team. In this capacity,
the necessity of developing an holistic under-
standing of the individual, the roles the treatment
providers need to play in the individual’s path of
recovery, the interventions necessary to help the
individual move forward on that path, and the
actions to establish a recovery-oriented environ-
ment become essential for all members of the
treatment team. For recovery principles to have
meaning and effect, they must be integrated into
the assessment, treatment planning, treatment
interventions, and discharge planning that con-
stitute the essential work of psychiatrists, other
treatment team professionals, and direct care staff.

It is a hallmark of inpatient care that safety is the
essential “bottom line”. Safety has a number of
dimensions relative to the physical environment,
having an adequate number of staff, completing
assessments, implementing plans based on those
assessments, anticipating and preventing risk sit-
uations, attending effectively to medical condi-
tions and medication risks, examining incidents
andmedication errors, conductingfire andmedical
emergency drills, and so forth. What has become
clear over the past two decades is that effective
attention to the implementation of recovery prin-
ciples such as hope, respect, choice, connection to
others, purpose, and sensitivity to trauma reduce
risk in the aggregate. Individuals who feel

connected, respected, and included in decisions
related to the treatment are less likely to be
aggressive or self-injurious. There are obviously
exceptions and individuals with serious mental
disorders who are unable to absorb or metabolize
such approaches are more likely to find their way
into state hospitals. However, one of the advan-
tages to such settings is that they typically have the
option of more lengthy stays during which there
are opportunities for developing more effective
treatment strategies, mitigating past traumatic
experiences, and establishing more complete
connections with individuals consequent to more
shared experiences in the treatment setting.
Establishing and carefully nourishing a treatment
environment in which behavioral events can be
treated as exceptions and examined as such is an
essential component of a well functioning service.
Facilities that default to treating exceptional
events as the norm will typically regress to the “us
and them”, anxiety and fear-driven efforts to
over-control individuals that lead to more inci-
dents and compromise the fundamental necessity
of a safe environment in which to begin or renew
the recovery process.

The most critical source of real and perceived
conflict relative to implanting recovery principles
centers on individual “choice” and “safety”
(Davidson et al. 2006; Hillbrand et al. 2010;
Parks et al. 2014). Despite policy statements
from SAMHSA (2011, pp. 25–26), such as,
“Honoring self-determination, however, does not
require, and is not equal to, doing whatever the
person wants…. Mental health professionals are
bound both by their professional ethics and by
their societal obligation to act in the person’s and
community’s best interests, even if that may be in
conflict with the person’s wishes at the time”,
these dilemmas do not play out consistently or
thoughtfully. Questions, at times offered quite
pointedly, such as, “So you want me to let her
kill herself if she chooses”, “He is going to kill
someone if he refuses treatment”, or “He will not
survive three days if I let him leave like he wants
to” reflect the hard, if hyperbolized, edges of the
dilemma between self-determination and clinical
risk management or between “choice” and
required treatment. Less dramatic or more subtle
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variants face individuals and clinicians daily in
state hospitals:

George is an individual with congenital deafness
committed involuntarily after being found Not
Guilty by Reason of Insanity (NGRI) for a
rape-murder of an elderly woman who was unable,
despite many years of attempted treatment to
accept his role in the crime or that the potential
risks relative to re-offending had any relationship
to him personally. Periodic allegations of unwan-
ted advances persisted. As the population of indi-
viduals with deafness declined to the point that
operating a special program was no longer feasible
(or perhaps legal), he strongly advocated for being
placed in a co-ed environment versus in an
all-male unit.
Alice has been found Not Guilty by Reason of

Insanity, has persistent grandiose and paranoid
delusions despite taking fluphenazine, and refuses
to consider any other antipsychotic agent to the
point of threatening to attack anyone who tries to
give her a different medication. The content of the
delusions precludes her from considering potential
discharge placements or other requirements nec-
essary for her to be released.
Susan is a young woman with a history of

multiple self-injurious events, a substantial trauma
history, intermittent substance use, and predilec-
tion for entering abusive sexual relationships who
demands, after involuntary commitment for the
fourth time in two months, to be discharged to live
her life the way she wants to live it with her new
boyfriend who has multiple psychological and
substance use issues.

Two important principles related to choice will
be discussed below. These are: (1) that life is a
limited menu (for everyone) and (2) that an
inability to make one or more choices does not
mean that many other choices cannot be made.
However, it is important to note in the beginning
that self-determination and choice, like the other
essential recovery principles of hope, meaning,
respect, connection, and sensitivity to trauma does
not exist in a vacuum. It is an important aspect to a
recovery orientation that has other important
aspects. Knitting the various threads together with
safety and treatment into a cohesive and consis-
tently applied tapestry is the essential work of
creating and sustaining a recovery-oriented ser-
vice. The specific details to be applied will be
determined by the condition, circumstances,
strengths and protective factors, predilections, and
input of each individual committed for treatment.

In order to provide a foundation for this dis-
cussion, it is essential to delineate the essential
principles of recovery-oriented treatment that are
best applied to and integrated in the processes of
inpatient treatment. These are hope,
self-determination/choice, purpose or meaning,
respect, and a connection to helpful others as
well as an assessment of and sensitivity to
trauma. As a practical matter, however, the
application of three other broad principles pro-
vides the framework within which these princi-
ples are applied and integrated. First, it is
essential to understand the purpose of inpatient
treatment relative to an individual’s personal
recovery journey, even when the individual has
not yet conceptualized or initiated such a path. In
general, this is to provide the treatment, support,
and discharge planning necessary to return the
individual to the community with an opportunity
to succeed in establishing or reestablishing a
more integrated life in that community. The
particulars will vary based on individual
strengths, symptoms, and circumstances. An
individual involuntarily committed consequent to
severe, but treatment responsive manic symp-
toms may require little more than expeditious
symptom resolution, support during the crisis,
education, and establishing an aftercare plan.
A person with serious chronic psychotic symp-
toms that have responded in limited fashion to
medications, lacks effective coping or
problem-solving skills, has become estranged
from family and other supports, and lacks a place
to live will require the implementation of a much
more holistic plan of care and discharge plan-
ning. An individual ordered into inpatient treat-
ment to restore their capacity to stand trial will
require treatment as well as preparation for court
proceedings and a plan for “what comes after.”

The essential point is that the inpatient treat-
ment should help the person advance their
recovery journey with the clear recognition and
demonstration that recovery does not end with
discharge. Its focus is not to become a successful
inpatient. The length of stay or time available for
this phase of treatment will obviously hinge on
the interface between the individual’s legal status
and the resolution or mitigation of the risks
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responsible for the hospitalization. Nonetheless,
the general principle that an inpatient treatment
episode is part of a recovery path as opposed to a
circumscribed, essentially isolated, episode that
concludes with discharge represents a critical
change in the framework of inpatient treatment.

Eli is a young man with Aspergers Syndrome
admitted involuntarily after his plan (and prepa-
rations) for conducting a mass shooting at a local
shopping mall was discovered. Consultations with
experts concluded that the risk of his following
through with his plan were extremely high, having
been foiled only by his father’s aggressive efforts
to prevent his obtaining weapons. His viscous
preoccupation with “all things mass shooting”,
lack of symptoms of psychosis or affective illness,
developmental immaturity, lack of anxiety or dis-
tress relative to his plans, inability to manifest
anger in any form, and lack of any future orien-
tation with respect to work or relationships pre-
sented no obvious options for him or his treatment
team.
Ultimately, it was determined that a potential

path lay in the advantage of his relative youth and
immaturity as well as his intelligence, i.e., that if
treatment was designed to help him mature emo-
tionally and socially while providing options to
exercise his intelligence then he would develop
more capacity to discuss and address the issues
driving his plans. If so, then there would be an
opportunity to mitigate the risks posed by his ideas
while having him more prepared to resume col-
lege, find employment or other purpose, and
improve his opportunities for relationships. Over
time, other avenues may present themselves and,
hopefully, he will develop more capacity for
self-determination toward non-dangerous ends.

In this case, the treatment team had to develop
a pathway based on their assessments as a means
of getting the recovery process started.

Second, it must be demonstrably understood
that each person is an individual as dimensional as
“anyone else”. A person is not an illness.While the
illness may be overwhelming at times, it does not
define “who they are” any more than having
hypertension, diabetes, arthritis, or hypothy-
roidism defines a person with any of those condi-
tions. It is common for parents, spouses, and other
family members to state, “I have my son back” or
“We have our mother back” and in so doing reflect
the recovery of an individual from the storms of a
psychotic or affective illness. In the end, we are to
help the person recover to the point they can begin

living their lives and managing their illness. To do
so, requires an approach recognizing the person at
every stage of treatment.

Third, we must treat each individual as we
would wish to be treated or as we would wish a
family member to be treated. It may read as a
platitude that virtually all clinicians would agree
to, but the ultimate test is whether the individual
(and family or friends) feel that they were treated
in this manner as they prepare to leave. The
tyranny of caseloads, behavioral crises, difficult
or complicated problems, paperwork, scheduling,
and all of the other pressures of inpatient care can
and do impede clinicians’ capacity for the kind of
demonstrable respect, kindness, and clarity of
communication we all aspire to.

Finally, as described in the case of Eli above,
psychiatrists and inpatient treatment teams must
be prepared to take up more of this joint venture
when the individual is less able to do so. As
Bellack (2006) noted in discussing the manage-
ment of risks presented by individuals, “… the
balance of power may need to shift towards the
professional when the consumer is highly
impaired and has diminished decisional capacity”
(p. 441). This is true for all aspects of
recovery-oriented treatment. In simple terms,
when an individual is without hope, it is the
obligation of the treatment providers to help the
individual restore it; when an individual has lost
control of their behavior, relationships, purpose,
or life in general, it is for the providers to develop
a path for him to regain it; when an individual
has become isolated, it is the staff’s task to help
them find connections to others; and when an
individual cannot see a life in the community or a
life beyond incarceration, it is our job to try to
construct one to “see if it fits”, recognizing that it
will be adapted as the individual becomes more
able to engage in the process.

Forensic Patients

Prior to discussing the central recovery concepts
it is worth considering those individuals trans-
ferred to state psychiatric hospitals from jails for
the restoration of competency, emergency
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treatment, or other categories of treatment or
evaluation. Many of these individual have a
major mental illness and considerable overlap
symptomatically with individuals who have been
involuntarily detained or committed. The context
within which they are to be treated differs,
however, in terms of the increased oversight,
accountability, security provisions, and stigma
commonly related to forensic processes (Simp-
son and Penney 2011).

The specific parameters placed upon an indi-
vidual under forensic status must be part of the
recovery-oriented thinking that is applied in such
cases. First, the legal charges may or may not
limit their choices in terms of discharge. Some
may be able to return to Court and leave from the
next applicable hearing in which case discharge
planning is similar to that for civil individuals.
Others may face a period of time in jail, the length
and eventual outcome of which may not be
known. Second, these individuals will typically
need to be educated regarding the functioning of
the Court, the potential pleas that may be avail-
able, and the procedures applicable as they
reenter the criminal justice system. Third, the
criteria by which discharge or internal privilege
decisions are made may be different, the provi-
sions for security on and off the primary resi-
dential unit may be different, and there may be
different rules governing phone calls, visitation,
contraband, patient rights, and so on. At the same
time, these differences are relative to the details of
an individual’s case rather than the general pre-
mises of recovery-oriented treatment. All indi-
viduals need to adapt to or cope with the external
reality which is applicable to them and that does
not change. For example, an individual with a
recurrent psychotic disorder who will likely be
found guilty once restored to competency may be
facing some period of jail time. This reality
frames what will be necessary to provide him the
best opportunity to be successful after discharge
differently than someone leaving to go into the
community, but the principle of treatment is the
same. Another example would be an individual
admitted from jail to a unit that requires all of the
individuals to wear the same outfit. However, the
fact that each individual has no choice in terms of

their wardrobe does not convey that they have no
choice in what they select for their diet, what
groups they may attend outside of those required
to restore their competency, what they prefer to be
called, or who they choose to spend their time
with. Ultimately, they may have a choice relative
to their plea or respond to a plea bargain or
whether they serve time in jail or state prison, all
of which may become an important component in
charting their recovery journey. The hope for
immediate release may be unrealistic, but the
need for hope is present, nonetheless, and may
require attention.

For individuals admitted to the hospital after
an NGRI decision, the requirements necessary to
achieve Conditional Release are very likely to be
different than the discharge criteria that would be
applied for an individual on civil status. Satis-
fying the applicable criteria, probably in stepwise
fashion, becomes a reality for treatment and an
additional component of the eventual discharge
plan. It does not change the goal of success in the
community, the need for hope, the making of
choices, being treated with respect, making
connections with people who are perceived to be
of help, and receiving treatment sensitive to their
applicable trauma history.

Hope

Hope and optimism is of essential significance in
many people’s accounts of recovery (Roberts and
Wolfson 2004). It is often sufficient to understand
hope as it typically is: “I can get better”, “I can feel
better”, “I can be discharged”, “I can get a job”, “I
can be with my family”, “I can find a girlfriend”,
and so forth. Encouragement, statements of con-
fidence, references to the resolution of prior epi-
sodes, recognition of strengths, and validating
feedback on clinical progress may be sufficient.
For some individuals, a clear statement of the plan,
its basis, and the clinical steps toward and through
discharge are required to give hope some tangible
markers to restore the individual’s confidence. For
each, treatment teams have to determine the lan-
guage or currency with which hope can be trans-
mitted to and received by the individual.
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There are two circumstances, however, in
which the foundation for hope has to be reestab-
lished, if not demonstrated, before the individual
can connect meaningfully with the therapeutic
optimism vital to eventual success. In the first
group are individuals for whom their experiences
have oppressed any real sense that life can get
better. This may be due to persistent psychotic
symptoms, psychosocial losses, and limited or
evaporative responses to treatment. In certain
individuals afflicted with severe borderline per-
sonality disorder and the associated trauma history
the psychological preparation for, and tolerance
of, optimism is lacking. In such cases, a series of
successful steps will be required as well a
demonstrable commitment from providers to per-
sist in the “hard work” until success is achieved.

Beth is a young woman treated several decades
ago with severe Borderline Personality Disorder
who had progressed from short admissions to
longer and longer hospitalizations featuring repe-
ated self-inflicted lacerations, occasional over-
doses, emotional discord, and gains and losses
relative to special observations and privileges. Part
of the repeated message given to her was that the
time would come when she was not so afflicted by
her “emotional storms” (her words), would not feel
so compelled to harm herself, and would feel that
she was emotionally strong enough to leave the
hospital, but that no one could possibly know how
long that would take. Well before state hospitals
became attendant to recovery principles, she noted
as she was leaving that this was an essential part of
the treatment.

For a second group, it is necessary to keep in
mind that embedded in “hope” is the want or
desire for something of meaning or value to the
individual. Very few people wish to engage in
treatment for the sake of being in treatment.
Virtually no one takes medication because they
merely want to take their medication. People
engage in activities and behaviors that serve a
purpose for them. Thus, the treatment must
connect to helping the individual achieve or
maintain something they value and they must
have some hope that they can be successful. Few
clinicians who have worked any length of time in
a state hospital have not encountered an indi-
vidual who wants or hopes for no more than they
have in the hospital. Such an individual will

typically perform whatever tasks are required to
maintain the status quo of their current situation,
but have no interest in participating in anything
that would advance them toward a return to
community life. Treatment teams often describe
such a person as “hospital dependent”, a concept
that unfortunately offers no basis for planning
interventions tailored to the individual. The
individual lacks hope for anything more or dif-
ferent, without which further clinical progress is
unlikely. Among the tasks of the treatment is to
envision a path that the individual is unable to
visualize, attempt its construction, and see if it
proves attractive to the individual.

Dave is a middle aged man with a long history of
Schizophrenia who had, for a number of years,
been reasonably well compensated from the
standpoint of symptoms and was hopeful and
contented with the prospect of remaining in the
hospital “forever”. Repeated attempts to involve
him in community activities or show him possible
places he could live left him entirely nonplussed
and uninterested. He finally connected with one of
the Clinical Department Heads who spent many
hours with Dave over almost two years, eventually
talking about what he might be able to do if he left
the hospital. A part of the eventual discharge plan
was for him to serve on the local Human Rights
Committee as well as to participate in the gover-
nance of the local clubhouse program.
Kent was a similar gentleman with much more

substantial ongoing psychotic symptoms who had
refused for a number of years to entertain any
thought of leaving the hospital. Over the years, he
had acquired a significant amount of musical
equipment and his own storage room on the unit. In
reviewing the case it was determined, rather obvi-
ously, that the hospital was encouraging his
remaining rather than helping him realize a more
integrated life in the community. An administrative
decision was made to eliminate his storage room.
From the consequent angst there derived a plan to
find an apartment that could hold his equipment and,
leveraging that interest, part-time work with Good-
will Industries. A lengthy transition was required,
but Kent lived in the community for a number of
years pleased with his work and apartment.

Self-determination and Choice

Operationalizing choice in an inpatient setting for
individuals who have been involuntarily detained
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and also lack the capacity to make certain deci-
sions related to their treatment can be a source of
uncertainty, confusion, and conflict (Mountain
and Shah 2008). The ability to make choices over
one’s life is an essential element of liberty and
personal control. Furthermore, the reality is that
once a person is discharged most, if not all, more
and less important decisions will be theirs to
make. To the extent an individual has developed
an ownership for managing their illness and
recovery and practiced making decisions, the
opportunity to achieve success is improved.
While legitimately framed as a “right”, the
practical, clinical importance of improved
decision-making is substantial. Developing the
skills necessary for decision-making requires the
experience of making them. Nonetheless, legal
and medical-legal realities as well as institutional
limits and efficiency may challenge the best
implementation of this principle.

Two important concepts to facilitate navigat-
ing these potential ambiguities are that (1) “life is
a limited menu” (Barber 2007) and (2) the fact
that an individual may lack the capacity or
authority to make one type of decision does not
mean there are not a number of other decisions
that they can make. The first represents a reality
based premise that facilitates decision-making
and problem-solving while mitigating extreme
choice positions that are not supported by law,
regulation, clinical judgment, or pragmatism. In
truth, no one has a freedom of choice uncon-
strained by limits related to financial resources,
work and family obligations, geography, per-
sonal limitations, health, and opportunity. The
normal human condition is that “wanting some-
thing does not make it so”. Everyone has to, for
example, wait in line to get a driver’s license,
vote, or eat in a cafeteria. Each of us can only
afford to buy what we can afford, marry someone
who agrees to marry us, or work in a job that
someone has been willing to hire us to do.
Recognizing this, staff may work with an indi-
vidual regarding the choices that they do have,
the choices that can be restored or achieved, and
how to work to create better choices in the future.
It is also true, and sometimes of motivational
importance, that residing in an institution

provides fewer choices than living in an apart-
ment or personal home. For example, mealtimes
are typically set as are medication times, when
groups are offered, and when outdoor and
recreational spaces are accessible. Such things
may be limited outside the hospital, but typically
less so than within an institution.

It is common in state hospital settings for an
individual to have been assessed as lacking the
capacity to make particular treatment decisions,
especially the decision regarding taking antipsy-
chotic medication or when they are ready for
discharge. However, such an individual may well
be able to determine whether they will take a
traditional or atypical antipsychotic agent or take,
for example, olanzapine versus risperidone or
quetiapine, even if they lack the capacity to
refuse medication altogether. A variety of less
essential decisions related to food choices, what
to wear, when to shower, who to sit with during
meals, some group or activity selections, who
they will allow to visit them, what they listen to
or watch on television, and what information
they choose to access from the Internet (within
limits as necessary) are generally possible.
Encouraging such choices and overtly recogniz-
ing them as choices can increase the individual’s
feeling of control and awareness of making
choices as well as serve as building blocks
toward more important decisions.

It is worth noting that people make many
choices without being aware of doing so.
Increasing the awareness of choices made can be
of value as it recognizes the individual exerting
personal control over their actions and thoughts,
whether they are participating in a Cognitive
Behavioral Therapy program or not. The insti-
tutional rigidity of prior eras was both disem-
powering and devaluing of the individual, but
also poor preparation for the reality of personal
decision-making after discharge. Wasting an
individual’s ability to make or recognize choices
by overregulating all aspects of their inpatient
experience, “telling them what to do”, or denying
choices that are neither unsafe nor beyond the
hospital’s capacity for flexibility have similar
effects today. From the standpoint of achieving
success after discharge, making choices as a
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tangible aspect to self-determination is a more
narrowly defined treatment issue as well as a key
recovery principle.

At the same time, psychiatrists and other clin-
icians must provide for an individual’s safety and
treatment while they are in the hospital.
A presently suicidal individual may not be left
unsupervised, an actively aggressive individual
may require restrictions onwhere they can be, who
they can be with, and how closely they must be
supervised, a forensic patient may require a
Security presence when outside a locked unit, and
an individual with active psychotic symptoms
causing or facilitating a risk to themselves or
others may require medication whether they
choose to accept that or not. Serious injuries,
death, prolonging a hospital stay due to elopement,
and legal charges, future guilt, or placement limi-
tations consequent to aggression are all impedi-
ments to recovery and require declarative action.
When such risks are derived from acute symptoms
or crisis states, the clinical decision-making is
relatively straightforward. However, when the
risks are chronic or impulsively episodic, the
interface between the empowering personal con-
trol of choice and the risks of a “bad outcome”with
all the attendant consequences for the individual,
clinician, and hospital the matter becomes more
complicated and imperfect.

Perhaps the clearest examples are found in the
cases of individuals with severe borderline per-
sonality disorder, a history of repeated
self-injurious behaviors, occasional suicide
attempts, and virtually complete external locus of
control whose ultimate recovery hinges on the
development of improved internal regulation of
emotions, making conscious decisions, and
developing greater trust in themselves and others.
Continuous supervision and restriction of activi-
ties promotes the regression that is directly rela-
ted to risk while the exercise of autonomy,
sometimes at a relatively basic level, may pro-
duce the anxiety and perceived abandonment that
produces an acute, “impulsive” risk. In such
cases, clinicians must engage the individual in
the dilemma, establish parameters for making
decisions based on the individual’s history and
assessment of the current clinical state, develop

plans that can be consistently implemented such
that the consequences of safe and unsafe
behaviors are known in advance, and document
the rationale for decisions made when risks are
present with any decision. In such cases, as in
others perhaps less dramatically, one cannot
divorce choice from the other important dimen-
sions of hope, respect, connection, meaning, and
sensitivity to trauma without ill effect.

Respect

Respect is embedded in the central tenets of
recovery practices of self-determination, being
treated as an individual rather than an illness,
participating in both care decisions and policy
development, and recognizing the importance of
peer services (Anthony and Farkas 2012).
Beyond the well-articulated means of demon-
strating respect and treating individuals with
dignity there are three further dimensions of
respect essential for treatment providers and
psychiatrists. The first is the respect for the
gravity of an individual’s condition and experi-
ence. The development of a language applying
terms such as “client” or “consumer” to invol-
untarily hospitalized individuals combined with
the necessity of being overtly hopeful and opti-
mistic can result in a devaluing of the person’s
lived experience. The vitally necessary thera-
peutic optimism must recognize and validate the
seriousness of an individual’s condition and
experiences which have greatly eroded, if not
crushed, their personal hope or optimism that
things can improve. Furthermore, clinicians must
be sensitive to the individual for whom
empowerment and personal autonomy do not
(yet) match their feeling of personal competence,
which must be met with equal respect.

The second dimension of respect involves
practicing at the standard of care. This is dis-
cussed in a manner more specific to prescribers
below, but it is a measure of respect that all
disciplines practice to their standard of care.
Doing so encompasses everything from profes-
sional boundaries and ethics to conducting psy-
chological testing, to nursing standards of care
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with respect to assessment and medication
administration, and to conducting therapies by
any of the professional disciplines. Practicing
safe and effective medicine, and discussing both
positive and negative treatment developments,
are tangible demonstrations of respect by physi-
cians, but they are no less so for the other pro-
fessional disciplines.

The third point regarding respect is applicable
to only a small number of cases and relates to a
treatment colluding with an individual’s unreal-
istic ideas about their treatment or circumstance
when doing so precludes the individual from
making clinical progress toward discharge and
returning to community life.

Jackie is a woman in her late thirties with a diag-
nosis of Schizoaffective Disorder who was found
Not Guilty by Reason of Insanity for a felony
assault with a pair of scissors and had been in the
hospital for almost five years. Intelligent, some-
times charming, and creative she disagreed with
the NGRI finding and demonstrated an unwill-
ingness to accept the parameters required for
advancing through the privilege system to Condi-
tional Release. These parameters basically require
an individual to take the medications as prescribed,
control any risk behaviors, and demonstrate that
they are able to follow the rules in order to
demonstrate that they will comply with the
parameters of their Conditional Release plan.
Jackie’s position was that she had been in the
hospital many times and had always been able to
be discharged without “going through all of this”.
Thus, her progress was impeded by repeated vio-
lations of the hospital’s no smoking policy,
inconsistent attendance at groups, engaging in
sexual activities, failing to return to her unit on
time, and engaging in verbal skirmishes with the
staff regarding meal quantities, snacks, showers,
washing her clothes, and so forth. It came to our
attention that her treatment team was overtly
agreeing with her that she would have been dis-
charged long ago if she had been a civil patient,
making repeated pleas to the privileging committee
making a similar argument, and implicitly
encouraging her efforts to have her attorney get the
NGRI ruling overturned (which was unrealistic
even if it were legally possible). The treatment
team’s stance was clinically inappropriate (because
it impeded her making any progress toward
release), but was also disrespectful in facilitating
her pursuing a false path and essentially wasting
her time. After being transferred to another unit
with a team that repeatedly held the position that
she would have to meet the requirements under the

NGRI system in order to gain the release she did
badly want. It was a difficult course for much of
the next year, but eventually she began demon-
strating the required behaviors and was able to
achieve her Conditional Release.

A variant of this type of situational impasse
created at the interface between the individual
and treatment team is demonstrated by the case
of Albert.

Albert is a man in his mid-forties with a long-
standing diagnosis of schizophrenia who demon-
strated some vague paranoid thoughts and
secretiveness, but who presented no behavioral
risks. However, after almost two years in the
hospital he refused to discuss any discharge plans,
instead making references to plans he was making
in this regard which he would not share with the
team, the unit Social Worker, or his Community
Liaison. He refused to take more than a very small
dose of medication and had been successful almost
a year before in persuading a Special Justice that
he could make his own decisions. His case was
presented due to his “hospital dependency” and
lack of progress. The summary of the consultation
was that it was most likely that his refusal to dis-
cuss discharge actually reflected persistent delu-
sional ideation about threats he felt would be
present in the community and that it was essential
for him to have an adequate trial of treatment. The
psychiatrist, rather than passively accepting as
permanent a judicial decision made a year before
that essentially consigned Albert to permanent
hospitalization, needed to petition the Special
Justice for substitute consent and make it clear that
Albert had no future other than living in the
institution unless a more effective medication
regimen could be implemented. This was done, a
more effective medication regimen was prescribed,
the psychotic symptoms further attenuated, and a
successful discharge was implemented.

In this case, a clinical legal process that
appeared to be respecting of the individual’s
autonomy was, in fact, placing the individual’s
life at the mercy of psychotic symptoms that
could be treated. It is not respectful to waste a
year of an individual’s life when it can be
avoided.

Connection to Helpful Others

Psychiatrists and other professionals invest sig-
nificant time and training in learning how to
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establish and maintain a therapeutic relation-
ship. Doing so is vital to understanding an indi-
vidual and collaborating with them in their
treatment and highly valued by the receivers of
care (Lakeman 2010). However, the connection
of importance to the recovery process is the
individual’s perceived connectedness to another
person who is of help or support to them. This
may, of course, be a psychiatrist or other profes-
sional but is more likely to be a peer, a family
member, a friend, a Pastor, or a direct care or
support staff member. Feeling connected to others
combats the isolation that may afflict individuals
with a mental disorder, severe or not, as well as
provides a source of tangible support necessary
for the recovery process. In addition, such per-
ceived connections decrease the risk of suicide
which may be highly correlated with the sense of
isolation (Van Orden et al. 2010). The essential
point is that it is the connection as perceived by
the individual receiving help that is of value in
recovery. Professional as well as direct care staff
interactions need to keep this important dimen-
sion in mind in order to maximize the chance that
the individual will feel that others are interested in
his well-being and are steadfast in their attempts
to understand him and try to help him “get better”.
In an inpatient setting, it is not possible to antic-
ipate who the individual will most keenly feel a
valid and supportive connection with, thus all
staff are required to be mindful of this key
recovery principle in order to maximize its
chances of development.

To achieve recovery-oriented treatment, such
treatment must be delivered in a culturally com-
petent manner to convey respect, assist
self-determination, and best assure an opportunity
for therapeutic connection (The President’s New
Freedom Commission 2003; SAMHSA 2006).
For an individual to experience a confidence that
they are being understood, supported, validated,
or helped psychologically some understanding on
the part of staff regarding their cultural back-
ground and traditions will be necessary. This can
be a substantial challenge for state hospitals in less
diverse areas treating individuals from urban
centers and other geographic areas that feature
many primary languages and cultures. In addition

to training and education programs to enhance
staff recognition of and sensitivity to the impor-
tance of culture and its impact on individuals, state
hospitals have to recognize that the isolation
derived from a lack of common language or cul-
ture produces additional risk. Such risks may
range from suicide when a person feels alone in
their suffering to aggression derived from
misunderstanding.

In addition to mitigating strategies, such as the
use of translation, additional efforts to assure the
individual can remain connected to family or
friends, direct acknowledgement of not under-
standing adequately (while continuing to attempt
to do so using the individual, family, and other
sources of information) state hospital staff must be
mindful of communications that are nonverbal.
This relates to individual demeanor and expres-
sion, but also to how clear hospital routines are
within and off the units. The sooner an individ-
ual’s environment is more predictable to them as
far as when things happen, who does what, and
where things are the less anxiety provoking,
threatening, and isolating it is. Attention to mak-
ing such routines as obvious as possible “without
words”may not just be useful for individuals who
do not speak the language, but also for individuals
with ongoing psychotic symptoms who may have
more difficulty processing verbal information.

Meaning or Purpose

This aspect of recovery is well discussed by others
(Anthony et al. 2002; Anthony and Farkas 2012;
Liberman 2008) and requires only a few points to
elaborate on in regard to the treatment of severely
ill inpatients. First, treatment staff need to
demonstrate their understanding that the purpose
of treatment is to help an individual live a more
satisfying life in the community. Thus, within
legal and temporal constraints as applicable for
each case, the objectives for the individual and the
interventions by the staff are aligned with the goal
of discharging the individual with an opportunity
to be successful upon return to the community.
This is the purpose of the work that the individual
is participating in with the treatment staff. Basic
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hygiene, proper clothing, safety, attention to
physical health, resolving psychiatric symptoms,
developing social or problem-solving skills, col-
laborating with discharge planners, learning Court
procedures, and everything else has a purpose
with respect to the ultimate goal of successfully
living in the community. While this demonstra-
tion is not what is intended by this recovery
concept it supports and reinforces the individual’s
sense of purpose.

Second, for an individual in the midst of an
acute or ongoing psychotic illness complicated by
behavioral, medical, and psychosocial problems
the prospect of meaningful engagement, employ-
ment or other purpose post-discharge can be easily
lost as a consideration. As noted above, the burden
may fall more to the treatment providers to rec-
ognize its long term importance and bring the
matter to attention even if in a preliminary way. As
will be discussed later in regard to medications
there must be an answer to the question, “Why
would this individual accept or engage in the
treatment planned or provided?” It may be possi-
ble to gain assent and cooperation in an inpatient
setting, but this can obscure the larger need for the
individual to havemeaning or purpose for their life
if they are to be motivated to pursue treatment and
recovery in the community. If there is no answer to
this question, it must become a task for the treat-
ment process, as individuals who lack purpose are
likely to require help in order to find it.

Third, one of the substantial, nonspecific
improvements in state hospital services has been
the implementation of off-unit psychosocial
rehabilitation (PSR) groups and activities. In
addition to the opportunities to tailor education,
practice, problem solving, creative, and recre-
ational activities to the individual, such programs
provide a reason for individuals to get up, dress,
and eat breakfast if they wish before the work
and socialization that accompanies such a PSR
program begins. At the least, there is a point to
engaging the day, but much more typically the
change in location, classroom-type settings,
interactions with peers in purposeful conversa-
tion or activity, and learning that takes place
reinforces the purpose of getting better and
preparing for life in the community.

The fourth point relates to the particular
challenge of working with that subset of inpa-
tients that have no sense of purpose or meaning
in their lives, lack aspiration, and have no gen-
uine hope for living a life any different from what
they have in the hospital or have had in the past.
Absent a sense of purpose or aspiration, there can
be little genuine motivation to engage in treat-
ment or pursue a path to recovery. Two case
examples may help illustrate this situation.

Gus is a man in his mid-forties whose prospects for
becoming a lawyer had been devastated by the
development of severe psychotic symptoms during
his early twenties, extended periods of treatment
non-adherence and insufficient responses to medi-
cations, and multiple hospitalizations. Once his
more acute psychotic symptoms and erratic
behavior stabilized, he entered a long period in
which he cooperated with treatment, presented no
behavior problems, and refused all efforts to
engage him in any discussion of discharge. He
stated he was “perfectly content” to remain in the
hospital. Through patient and painstaking efforts
over the course of more than a year his treatment
team was finally able to identify that he seemed to
enjoy the idea of being of help to others and attract
him (very cautiously) to the idea of working with
Goodwill Industries and living in his own apart-
ment decorated with his possessions. Still, he
refused to sign papers necessary to place his
financial affairs in order (which was necessary to
allow him to rent an apartment). Months of
patiently building his commitment to his work via
passes, work with him and his father on their
expectations, and, ultimately, the development of a
situation in which he had no choice but to “sign or
lose access” to his funds accompanied the steady
nourishment of the idea of his own apartment,
what furniture he might have, in what general
location, and what size. After almost two years and
a number of trial passes during which he devel-
oped a sense of pride in the work he was doing, he
was discharged. Two years later, he is living suc-
cessfully in the community, managing his own
affairs, and working part-time with Goodwill.
Earl is an individual of similar psychiatric his-

tory, but who was found Not Guilty by Reason of
Insanity. While his psychiatric symptoms were
relatively stable and he no longer demonstrated the
kinds of aggressive behavior that he had in the
past, he appeared to have no interest in further
progress or discharge. In consulting with the
treatment team, who knew him well, they were
unable to identify anything that he wanted in the
community and were at an impasse as to how to
help him. In a lengthy discussion with them, we
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were able to establish that it had been many years
since he lived outside of an institution, his life had
not gone well during prior periods out of the
hospital or jail, he was content with his family
visiting him at the hospital and had no interest in
going to live with them. He appeared to have no
real interests other than he did seem to enjoy small
mechanical devices or discussing small motors and
car engines, about which he had some knowledge
and experience. It was determined that the clearest
path to living in the community would have to
begin with the quiet nourishment of his interest in
small engines by finding him some to work on
while in the hospital. If that work could be estab-
lished as a gratifying endeavor then it might be
possible to build from that toward a discharge plan
that featured working in small engine repair or
some similar activity. The task for the treatment
team was to take advantage of knowing him well,
envision a future that it appeared that he might
relate to, and begin taking steps to nourish that
vision to see if it would become his own.

Trauma Informed Care

It is reported that the rates of trauma exposure in
individuals with a serious mental illness range
from 49 to 100 % (Grubaugh et al. 2011). The
principles and growing penetration of Trauma
Informed Care in care delivery (SAMSHA 2014)
feature significant operational overlap with those
of recovery-oriented services. The assessment for
historical trauma and sensitivity to minimizing a
triggering or reenactment of such trauma consti-
tute important advances for inpatient treatment. It
is essential to be mindful of the fact that the cir-
cumstances and process of involuntary hospital-
ization or arrest and subsequent hospitalization
may frequently involve further trauma or an
emotional activation derivative of prior trauma. At
the same time, a small percentage of such indi-
vidualswill manifest agitated, aggressive behavior
or repeated self-injurious acts that, at times, may
require the use of seclusion, restraint, or forced
medication when the situation is emergent and the
safety of the individual or others can be accom-
plished in no other way. Staff can be uncertain or
confused as to how they are to respondwhen faced
with the potential to re-traumatize an individual
versus allowing someone to get hurt in the context
of their indecision. When there is peer-to-peer

aggression, the matter can be more complicated.
Obviously, there is no simple answer to such sit-
uations, but there are several things that may mit-
igate the potential consequences.

First, hospitals must acknowledge that such
circumstances arise and provide guidance to
staff. If the trauma informed care champions and
trainers are unfamiliar with inpatient work or are
isolated from clinical and risk management staff
practices will be inconsistent, organization split-
ting will occur, and staff will be left “to their own
devices”. Staff must be trained in recovery and
trauma informed principles and act in a manner
consistent with those principles. Seclusion or
restraint must be the interventions of last resort
when nothing else will achieve safety for the
individual or others. They must be competent in
utilizing less restrictive interventions to prevent
and respond to situations presented the risk of
aggression or self-harm as well as in physical
techniques to be used when necessary. Treatment
teams and psychiatrists must be attentive to the
factors that produce risk in an individual and
implement treatment strategies and interventions
to mitigate such risks. Allowing an individual
with an aggressive history, current evidence of
ongoing tension and irritability, and paranoia to
go without medications in order “not to upset
him” is a too common antecedent to an aggres-
sive incident in which the individual and others
end up at risk, if not injured. Failing to incor-
porate known triggers and calming interventions
into the treatment plan or failing to educate direct
care staff about them is another too common
error. If staff demonstrate hope, choice, respect,
and sensitivity to trauma consistently, are taught
to observe for and intervene early to prevent
dangerous escalations, and are competent to
handle such emergencies as they occur there will
be fewer such escalations and, when they do
occur, there will be some mitigation of the
potential trauma.

After such an incident it is important for staff
to reestablish their demonstration of
recovery-oriented interactions, process the inci-
dent with the individual, review the current
treatment plan, and attempt to learn, with the
individual, what could be done should there be a
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subsequent recurrence. It must be kept in mind
that acts of aggression toward the individual or
others delay or impede progress toward dis-
charge and may limit the individual’s choices.
The fact is that it is also traumatic for other
patients as well as staff when one of their peers is
threatening, tense and irritable, or behaving
aggressively as it may activate fears from their
own trauma histories. To add to the complexity,
it may also be traumatic to see one of their peers
secluded or restrained. For all of these reasons, as
well as the fact that being a direct care staff
member is among the highest risk occupations,
the importance of preventing aggression to avoid
the need for restrictive interventions and fear in
the milieu cannot be overstated. It is redundant,
but important to reiterate that the prevention of
aggression does not begin once an individual is
agitated or threatening. It begins with establish-
ing the proper treatment environment, thinking
ahead about the potential risks an individual may
present, and implementing strategies to prevent
the development of states and circumstances in
which aggression is more likely followed by
responding appropriately to acute situations that
do develop. It is worth noting that teaching
mindfulness to direct care staff has been shown
to mitigate aggressive incidents in individuals
with intellectual disabilities and may hold pro-
mise for behavioral health settings as well (Singh
et al. 2009, 2015).

Peer Provided Services

The penetration, acceptance, and effectiveness of
peer provided services have increased steadily
during the past two decades (Nelson et al. 2006,
2007; Repper and Carter 2011). The roles
available for peers within state hospitals are
varied and include conducting group therapies,
developing Wellness Action Recovery Plans,
operating peer resource centers, providing sup-
port to individuals at both admission and dis-
charge, and participating on hospital committees.
The effectiveness of peers in reducing hospital-
izations, increasing confidence and
self-determination, and promoting hope are all

reasons that treatment teams need to make use of
these resources to help individuals move forward
in recovery. In addition, for some individuals,
becoming a provider of peer services becomes
central to their own recovery, providing a way to
derive meaning and purpose from their lived
experience. The increasing recognition of the
value of including people with lived experience
on governmental task forces and policy com-
mittees provide further avenues for those indi-
viduals who wish to utilize their experiences in
contributing to system change and effectiveness.

Direct Psychiatric Services

To this point, our attention has been how key
recovery principles apply in the overall care of
psychiatric inpatients, with particular attention to
those who have been admitted involuntarily or on
forensic status. The psychiatrist is an essential
member of the treatment team, if not the assigned
leader of the team with responsibility for the
overall treatment plan. For inpatient treatment to
be effective a consistent, shared commitment to
and understanding of how the recovery principles
will be implemented and how they intersect with
the clinical risk management required for indi-
viduals admitted on the basis of behavior deemed
dangerous to themselves or others. However,
psychiatrists have tasks and responsibilities that
are not shared with other professionals. These
typically include admission, diagnosis, prescrib-
ing medications, monitoring for side effects and
medication risks, ordering emergency interven-
tions, and discharge. In addition, the psychiatrist
will make decisions, render opinions, or make
recommendations to the Court regarding an
individual’s capacity to make informed decisions
related to their treatment.

Admission

In the case of involuntarily admitted individuals,
the actual decision to admit the person is typi-
cally made by others, particularly for state hos-
pitals. Thus, the psychiatrist is receiving the
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individual for treatment rather than making a
decision to admit the person. The admission
process varies across facilities, sometimes
encompassing several physician assessments so
the discussion will relate to the overall process
rather than specific details. There are a number of
points to be made as to the integration of the
basic admission assessment process with key
recovery-oriented principles. Some, like other
points made above, may seem so commonplace
or part of standard practice that their mention is
unnecessary. However, their conscious inclusion
mitigates taking them for granted or assuming
that they are necessarily incorporated on a con-
sistent basis. Depending upon the individual’s
clinical condition and the circumstances with
which they arrive more or less information may
be reliably obtained proximate to the time of
admission. Nonetheless, it is important to create
an opportunity for the interaction and informa-
tion to be productive, if not satisfying, for the
individual to the greatest extent possible. Our
job, while collecting the required information as
completely as circumstances permit, is to convey,
as well as possible, that the hospital is a safe
place where individuals are respected, helped,
and involved in their treatment. Finally, it is a
place from which everyone is expected to be
discharged with the goal of living successfully in
the community.

The physician assessment will be one of the
first interactions for the individual once they
arrive. As such, attention is necessary to convey
respect and hope as well as creating an oppor-
tunity for interpersonal connection and providing
choices when possible. Examples of choice
might include asking for their preferred name,
offering a choice of two chairs to sit in, asking
whether they would like a drink of water or to
use the restroom prior to beginning, and so forth.
It may be helpful to explain that this is a treat-
ment facility and what the next several steps in
the admission process will be. Individual capac-
ity for hearing or exchanging information will
obviously vary based on the individual, their
clinical status at the time of admission, the
immediate circumstances of the admission, and a
number of other factors. Clinical judgment will

dictate the specific means by which to attempt to
establish the recovery principles so long as the
physician understands this is an important part of
the admission process.

The physician must identify any immediate
risks to the individual or others. While attention
will be paid to behavioral risks, this assessment
must include medical risks as well. It is a simple
notion, but in the same way that there can be no
recovery after suicide, there can be no recovery
after a death from a medical complication either.
Again, the care with which this is done conveys
value and respect in addition to addressing the
task at hand with due medical diligence.

In the recovery literature value is placed on
the telling of one’s personal narrative. Recogni-
tion of this fact may allow the physician to
combine the taking of the psychiatric and medi-
cal history with some opportunity for the indi-
vidual to tell their story. As a practical matter,
time will not permit more than a portion of the
narrative, but the impression made by a profes-
sional listening with interest and attention can be
significant and contribute to restarting (or start-
ing) the recovery process.

The final point would be, in addition to
beginning the process of identifying an individ-
ual’s personal strengths, to try to solicit where
the person wishes to go after discharge and
whatever details may emerge efficiently from that
discussion. This not only begins building the
information required for a full, holistic assess-
ment, but also conveys that the individual will
get better and leave the hospital. This latter
message may get conveyed even if the responses
are infected with delusions or other psychotic
symptoms.

Diagnosis

From a clinical standpoint in a recovery-oriented
service, the essential importance of making the
proper diagnosis is that medications are approved
by the Federal Drug Administration primarily for
diagnostic indications. It may also serve as a
starting point for educational activities for the
individual or family related to the individual’s
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condition. As with medication practices and the
monitoring of risks, it is a measure of respect as
well as the standard of practice to collect the
requisite information and integrate that informa-
tion into the assignment of the proper diagnosis.
Furthermore, when the diagnosis is unclear, it is
required to take steps to clarify the diagnosis
through further observation, the collection of
more history from other sources, the review of
prior records, or the utilization of psychological
or laboratory testing.

As already noted in different fashion, a diag-
nosis describes an illness or condition, not a
person. The diagnosis is not the person any more
than another individual is simply a “hyperten-
sive”, “diabetic”, or “arthritic”. Our task is to
attempt to align with the individual to treat or
manage the symptoms that they are experiencing,
which have resulted in their suffering or impeded
their ability to live a satisfying life in the com-
munity. This essential point was made at a recent
presentation regarding multi-dimensional efforts
to prevent psychosis in young people. The pre-
senter noted that, “in the end, it was not so
important whether psychosis was prevented so
long as the adolescent’s life stayed on its expected
trajectory” (Sale 2015). Our purpose is to help the
individual get their life on track with treatment of
the symptoms of a particular diagnosis subsumed
in service of that overarching goal.

Capacity for Treatment Decisions

With the priority given to empower individuals to
take control of their treatment, it is perhaps
understandable to find psychiatrists relying on
assent for willing patients, despite a lack of true
capacity, believing that doing so satisfies this
priority. Unfortunately, this practice constitutes a
medical-legal risk should complications develop
and provides the individual “control” only so long
as they go along with the psychiatrist’s plan to
“control their behavior”. Too often, should the
individual decide to refuse treatment, another
assessment is made concluding that they now lack
the capacity for such decisions. The clinical-legal
process of assuring that a person able to weigh the

risks and benefits of treatment is making deci-
sions for the individual is intended as a protection
of an individual who is unable to do so. In the
situation of using assent as a replacement for
consent, the intended protection may be sub-
verted into a coercive process. Furthermore, it
does not constitute the kind of active, bilateral
engagement in treatment planning or treatment
that promotes genuine partnership and, ulti-
mately, ownership. At worst, it can be the
equivalent of treatment teams that make sure the
individual signs the treatment plan at the end of
each review, whether there has been any evidence
of the individual participating in the process or
not. Failing to clearly address a lack of capacity
when it exists will typically delay treatment,
cause medication treatment to be sub-therapeutic
and, at times, increase the chances that the indi-
vidual will engage in dangerous behavior, pro-
longing their hospitalization and reducing their
placement options in the community.

Recovery-oriented treatment does not require
clinical or legal standards to be attenuated. It
does require that treatment efforts be made to
help an individual who lacks capacity regain
such capacity so that they can make decisions
regarding their care. Such efforts may include
medications, education related to medications,
other treatments, and side effects as well as
rehabilitative activities to improve
problem-solving or cognitive skills. At the same
time it is important for the individual to partici-
pate in the processes designing their care, to have
the opportunity to make other choices, for staff to
highlight those choices as discussed above, and
to participate in activities that facilitate
decision-making skills. Allowing the individual
to express their preference, engaging them in
discussions related to their treatment, and pro-
viding information about their treatment are all
actions that continue despite a formal lack of
capacity and treatment decisions being made by
others. Recovery is not a matter of pretending,
but of a relentless lack of acceptance that the
inpatient status quo is “all there is” and persis-
tence in trying to help the individual develop the
skills and symptom stability to live in the
community.
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Once an individual regains capacity for some
or all of the relevant treatment decisions such
decision-making must be restored to them in a
timely fashion. In addition, such achievement
should be recognized and used to facilitate other
clinical gains necessary for returning success-
fully to the community.

Medications

Virtually all of the individuals who are admitted
involuntarily will need medication in order to
treat their illness or otherwise mitigate symptoms
of distress that are impeding their ability to live
in a community setting. This reality makes the
prescription of medications and ongoing atten-
tion to medication risks and side effects a critical
function for psychiatrists, physicians, and other
prescribers. Medication nonadherence is a sub-
stantial problem in all fields of medicine,
including psychiatry (Brown and Bussell 2011;
Nockowitz 1998).

Practitioners are well aware of this reality, but
the focus is often on the reasons individuals do
not adhere to the prescribed regimens (Peselow
2007; Zygmunt et al. 2002). In such discussions,
attention is consistently given to the complexity
of the regimen, side effects, and lack of apparent
ill effect when medications are not taken. While
interventions have included education, family
support, simplifying medication regimens, and
managing stress, an important question from a
recovery orientation standpoint is, “why would
the individual want to take the medication as
prescribed?” The medication benefits and risks
must help the individual achieve or maintain
important aspects of their lives such as work,
relationships, feeling better, or relief of distress.

For some problems and medications, the
consequences of not taking the medicine are
more consistently immediate, e.g., pain medica-
tions and hypnotics. In such situations, adherence
is likely to be more reliable so long as the
medication is needed. However, with many
medications, for many people, not taking a pre-
scribed agent makes no readily discernable dif-
ference on a day-to-day, week-to-week basis.

Most individuals do not notice an increase in
their cholesterol level or blood pressure from a
symptomatic standpoint. Individuals with bipolar
disorder or a recurrent depression are likely to be
able to go extended periods of time off of med-
ication without notice.

Given that individuals outside of hospital
settings are largely free to choose whether and
when to take their prescribed medications, it is
important that medications help the individual
achieve or maintain things that are important to
them, and for them to understand and maintain
awareness of how the medication relates to those
dimensions of their lives. Being able to work,
maintain good relationships with friends and
family, and enjoy pleasurable activities as well as
avoid losses or disruptions in these areas, future
hospitalizations, debts, or legal charges relate
more directly to why an individual would choose
to adhere to a medication (and any other) treat-
ment regimen. While most people will take
medications in a hospital setting in order to “get
out”, relieve their immediate distress, or because
“everyone else does,” these motivations will be
of little value after discharge. Thus, aside from
that group of people who will faithfully do
“whatever the Doctor says”, if there is no clear
reason that would motivate a person to take the
medication, it is unlikely that they will consis-
tently do so over time. Telling a person to take
their medications because “I said so” or “the
Doctor said so” will be insufficient for many
people. Likewise, the idea that the medication
should be taken to treat “the illness” may be
similarly limited in effect. The essential point is
that medication is more likely to be taken when
doing so helps an individual meet their personal
recovery goals and the linkage between the
medication and achieving or maintaining those
goals must be at the center of medication
treatment.

In this context, there are four particular
aspects to prescribing medication in a
recovery-oriented manner, not including deci-
sions related to emergency treatment that will be
discussed below. First, he prescriber is charged
with addressing two, often congruent, objectives
with medication treatment. Medications are
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generally approved by the FDA for diagnostic
indications. Thus, in addition to diagnostic fide-
lity, the medication must be prescribed for an
approved indication or deployed “off label” by
providing a documented justification based on
the literature, specific pharmacological effects, or
experience consistent with the standard of pro-
fessional practice. At the same time, medications
need to be prescribed with the goal of success in
the community as operationalized for each per-
son. In most cases, relieving the symptoms of an
illness resulting in an involuntary admission or
legal charges will provide a foundation for
making use of other treatments and a path to
returning to the community. The two cases below
contrast situations in which the successful treat-
ment of the illness per se produced problems for
the individual in “real life” in relation to a
recovery model of care.

Sarah is a woman in her late thirties who experi-
enced moderately severe anxiety, depression, and
poor sleep leading to suicidal thoughts. She was
successfully treated with a combination of an
antidepressant and benzodiazepine, but com-
plained of ongoing mild sedation and cognitive
slowing that prevented her from completing her
work tasks as a newspaper editor and engaging in
her previous exercise program resulting in some
weight gain. Her treatment was changed to feature
a gradual discontinuation of the benzodiapine, with
an expedited engagement in mindfulness activities
and Cognitive Behavioral Therapy as well as
changing jobs to go to work as a magazine editor
with less rigorous day-to-day deadlines. With these
changes she re-engaged her exercise routines and
felt that she had achieved the recovery she desired.
In contrast to Sarah, 30 years ago, Sergio was a

young man attempting to develop a career as a
pianist when he developed severe symptoms of
Schizophrenia accompanied by agitated and
aggressive behavior leading to an involuntary
hospitalization. He adamantly opposed any treat-
ment with antipsychotic medications due to their
effect on his fine motor coordination as this was
essential to his being able to play at the level
required. He was eventually treated, his symptoms
were substantially attenuated, and he was dis-
charged. Unfortunately, no discussion was held
regarding the impact of the successful treatment of
his illness on his occupational goals.

Each clinical situation is different, but when
presented with the problem of being unable to
meet both diagnostic and recovery goals at the

same time the psychiatrist should: (1) attend to
the individual’s immediate safety first, (2) treat
the illness so as to restore the individual to full
decision-making capacity, and then (3) collabo-
rate with the individual on the potential strategies
to both treat the illness and achieve the individ-
ual’s recovery goals. Ultimately, the issue is
treatment for a life rather than simply treating an
illness recognizing that this process will often
require effort after the individual leaves the
inpatient setting.

The second intersection between
recovery-oriented treatment and medications
relates to medication risks and side effects. It is a
demonstrable measure of respect to practice at
the standard of care in terms of medication risks,
and to manifest interest and commitment to
working with individuals on side effects that may
develop during treatment. This is straightforward
with some medications and risks. It is required
that white blood cell counts be regularly moni-
tored with clozapine, thus leukopenia can hardly
be missed. Likewise, an acute dystonic reaction
presents with an urgency that cannot be ignored.
However, other monitors require the practitioner
to order, conduct, or review at the appropriate
frequency, typically defined in the hospital’s
medication guidelines. Still others, such as
weight, BMI, mild cognitive effects, constipa-
tion, or restlessness, require unit staff to observe
and communicate in order to be effective. This
requires the prescriber to communicate with staff
and attend to their reports in a timely way to
reinforce the integrity of the monitoring system.
Attention must be paid to side effects, such as
weight gain without laboratory evidence of
metabolic consequence or the sometimes subtle
cognitive slowing that occurs with a number of
psychotropic agents, that may compromise an
individual’s confidence or feeling about them-
selves without yet posing a health risk to the
individual. The psychiatrist must demonstrate a
willingness to discuss these less critical side
effects with the individual and make adjustments
as necessary. Practicing safe medicine and dis-
cussing both positive and negative treatment
developments are tangible demonstrations of
respect, in addition to being the standard of care.
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The third intersection involving medications
and recovery relates to the necessity of assuring
the integration of medications with behavioral
treatment and/or other interventions. This inter-
section may be more subtle than the others as it
relates primarily to making sure that treatment is
efficient and that it facilitates the individual
achieving treatment objectives to improve con-
fidence and reinforce personal control. For
example, with an individual with psychotic
symptoms who has a behavior plan for recurrent
aggression, it is necessary to assure that the
medication treatment is optimized to prevent
psychotically driven aggression from impeding
the effectiveness of the reinforcement strategy. In
another example,

Sam was an individual with a number of positive
and negative symptoms of Schizophrenia hospi-
talized for the restoration of competency who was
identified for case review due to a pattern of staying
in bed all morning and missing all of the groups
designed to aid in the restoration. Upon review it
was clear that his meeting treatment objectives
related to group attendance and identifying the
roles of various Court officials were being impeded
by large bedtime doses of olanzapine initiated
consequent to agitation and poor sleep at the time
of admission a number of weeks ago. Having made
significant clinical improvement with respect to his
psychotic symptoms and agitation he had become
more sedated, particularly in the mornings when
the seminal groups were being held. By making
medication adjustments it became possible for him
to more consistently (and alertly) attend his groups
and make progress toward his restoration goals.

The fourth intersection applies when the
inpatient formulary does not match the formulary
within the jail or community service in which the
individual will receive services after discharge. It
also relates to individuals who have Medicare
Part D coverage and may have limitations related
to their specific Prescription Drug Plan. Unless
there are clinical contraindications or other clear
reasons to do otherwise the prescriber should
utilize medication(s) that will be available after
discharge because success after discharge is the
preferred purpose of inpatient treatment. To use a
medication that will not be available sets up a
risk after discharge that the new medication will
be ineffective and result in a relapse.

Alternatively, the need to change medications
prior to discharge to assure that symptom control
can be maintained results in a longer length of
stay, delaying the individual’s return to the
community. Neither is consistent with
recovery-oriented treatment unless there are
strong, competing reasons to do so. That said,
when an individual is severely ill and suffering,
and does not appear to have responded to med-
ications that would be available after discharge,
the priority becomes helping the individual
improve symptomatically so that they can fully
participate in their treatment decisions. At that
point the prescriber can collaborate with the
individual on the best course to take. It can also
be that the individual, having capacity or not,
expresses a strong preference for a particular
agent or is unwilling to take any of the to be
available agents. Each situation is different, but
in such circumstances it can be helpful to rein-
force the individual’s choice, avoid the potential
conflicts related to a different agent that may
compromise the therapeutic connection, and
expedite the individual improving. Doing so has
the potential to provide a much better foundation
for the subsequent discussion regarding what
medication may be available after discharge and
how to address that issue.

A final point related to medications, particu-
larly for individuals with more severe conditions
whose symptoms have responded inadequately to
standard medication trials and doses, is the need
to keep trying to achieve adequate symptom
relief until all safe means have been attempted. It
is not acceptable to allow a person to remain an
inpatient for extended periods of time without
making available medication changes to try to
help them achieve discharge. The difficulty lies
in maintaining appropriate attention to medica-
tion risks while continuing to try new agents and
combinations to achieve symptom reduction.
Central to practicing in this tertiary fashion is
identifying target symptoms and measures of
success. Too often, in such situations, one med-
ication is added to another, and then another,
absent clear evidence of effectiveness or elimi-
nating medications that lack such evidence. The
ultimate result is a complicated medication
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regimen of inadequate effectiveness, thereby
exposing the individual to all applicable risks in
return for limited benefit. Thus, it is essential to
identify the target symptoms for the medication
trial in advance so that the effect can be measured
against the desired benefit. If a medication trial
does not address the target symptoms effectively
then the medicine can be discontinued and
another trial instituted. When a new agent is
added to a combination of agents successfully,
then attention needs to be paid to whether agents
in the prior regimen can be withdrawn. The task
is that of providing aggressive medication treat-
ment when such is necessary, as well as pro-
viding a reasonable opportunity for success after
discharge without lapsing into unnecessary
polypharmacy that exposes the individual to
untoward risks without discernable benefit.

Rachel is an individual in her early sixties who has
been hospitalized for more than a decade under an
NGRI order. She has persistent symptoms of
paranoia and thought disorganization as well as
chronic delusions that impede her ability to make
any progress toward Conditional Release or
rationally discuss discharge in any fashion. In
consultation with the treatment team it became
apparent that she has been on fluphenazine
decanoate for more than seven years because she
“refuses” to take anything else. Even though she is
not her own decision-maker, the team did not want
to “put her through” the possibility of receiving a
different medication over objection.

Unfortunately, this thinking had the effect of
sentencing Rachel to life in the hospital, as she
clearly could not progress through the NGRI
system in the clinical condition she had at pre-
sent. What the psychiatrist needed to do was
identify some of the agents not yet tried (exam-
ining the risks in the context of Rachel’s current
medication conditions), engage the treatment
team in how to best work with Rachel to take it,
secure consent from her decision maker, and
proceed to try to achieve better symptom control.

Medications in an Emergency

The final intersection between medications and
recovery-oriented treatment features the most

potential conflict. This is the relatively infrequent
need to “force” medication. The circumstances in
which medications can be given against an
individual’s will are the subject of regulations
and law, which govern the specific details and
vary by setting and state. Given that one of the
original strands leading to the modern recovery
principles derived from the anti-medication,
anti-psychiatry movement, and the much broader
importance of choice as a patient right and pre-
cursor of the kind of ownership for managing
one’s illness, the objections to forced medication
are readily apparent. Indeed, there are but two
exceptions in clinical practice to the general
preclusion of medicating a person against their
will aside from the Sell decision relating to legal
provisions regarding the administration of med-
ication to restore an individual’s competency to
participate in criminal justice proceeding of
compelling interest to the state.

The first, and clearest exception, involves
emergency situations in which the safety of the
individual or others is in immediate jeopardy
and, in the judgment of the physician, medication
is required to mitigate that danger. Recovery is
not served by an individual harming themselves
and it is also not served by them harming others.
If a serious injury should occur, there is the
additional trauma, the likelihood of remorse, and
the reality that future choices regarding place-
ment, work, access to programs, and relation-
ships can be compromised by aggressive actions.
Depending on the individual’s capacity and
motivation legal charges may ensue, further
limiting future choices while burdening the
recovery process. Any of these developments can
complicate the dimensions of hope, connection,
and purpose as the individual goes forward. If the
hospital has established a recovery-oriented
treatment environment, then the potential harm
to the recovery process can be mitigated. If the
environment is demonstrated to be unsafe, then
the maintenance of a recovery orientation is
deeply compromised.

The second exception is less clear, may
depend on whether the objection is verbal or
physical, obviously requires that the individual
lack capacity and, in some locations, may be
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precluded by regulations. However, in the cir-
cumstance in which an individual who lacks
capacity presents with such symptoms that dis-
charge is impossible, alternative strategies to
persuade or reinforce taking indicated medica-
tions have been attempted and failed, and there is
a reasonable likelihood that medication treatment
will produce sufficient symptom relief to allow
progress toward discharge and/or mitigate the
risk of future aggression or self-injury, it is rea-
sonable to pursue treatment over objection.
When the lack of medication treatment is
essentially the equivalent of a permanent sen-
tence to inpatient commitment, likely at some
risk to the individual or others, for an individual
deemed incapable of making a choice based upon
the rational assessment of risks and benefits, such
a course is inconsistent with the concept of
recovery. It is also inconsistent with the broader
purpose of inpatient care to provide the individ-
ual an opportunity to live more successfully in
the community after discharge.

Discharge

Psychiatrists or other physicians are responsible
for writing the discharge order so that an indi-
vidual may officially leave the hospital. As a
practical matter, with exceptions for discharges
driven by Court decisions, the discharging
physician will bear the liability that goes with a
discharge and, thus, must be satisfied that the
discharge is a safe and appropriate one. How-
ever, the discharge will typically be the result of
the efforts of a number of individuals, will reflect
an improvement in symptoms as manifested in a
reduction in behavior of risk to the individual or
others, will be based in an aftercare plan and
placement assessed to be sufficient for the indi-
vidual’s immediate and, perhaps, ongoing needs
for treatment, supervision, and support.

When an individual who has been civilly
committed can or must be discharged derive
from local and state laws and regulations, the
available community resources, and work pro-
cesses as developed for the system in which the

individual is being discharged to and from.
Despite the variations this involves from one
place to another there are some common provi-
sions within discharge planning and discharge
that should be present in a recovery-oriented
service.

As a matter of respect, self-determination, and
hope, it should be made clear to the individual, in
language that he can understand what he must do
or avoid doing in order to be discharged. This
“discharge criteria” should serve to focus the
individual and the treatment providers as to what
needs to be accomplished during the hospital-
ization. It should be examined in the context of
what is necessary for the individual to be able to
do or avoid in order to have an opportunity to
live successfully in the community.

Discharge criteria should not describe what
the staff will do in order to accomplish the dis-
charge. The criteria should be shaped by the
anticipated discharge placement and aftercare
services to be provided. For example, an indi-
vidual whose anticipated placement is a group
home with 24/7 supervision and medication
administration services does not need to learn to
self-administer his medications as a criteria for
discharge. An individual returning to live alone
in his own apartment may not need to demon-
strate an ability to socialize with others. The
criteria are likely to be different for an individual
leaving to go to an apartment versus one leaving
to go to a group home or adult home as these
destinations are likely to require different capa-
bilities in order to be successful. It is beyond the
scope of this chapter to review discharge plan-
ning, but it is essential that the individual know
what is expected in order to be discharged, that
the discharge criteria be individualized to the
person, that they reflect what the individual needs
to be able to do or avoid in order to be successful
in the community after discharge and that the
discharge takes place in a timely fashion upon
the individual meeting the discharge criteria.
Such a process provides respect, an opportunity
to exert and be reinforced for exerting personal
choice and control, and establishes a pathway
that can help establish and reinforce hope.
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Treatment Team Work Processes
and Recovery

Psychiatrists are commonly designated to pro-
vide leadership to the treatment team, typically
without any real supervisory authority for any of
the team members. Many books have been
written about leadership, reflecting an inherent
elusiveness in our ability to describe and teach
what appears to come very naturally to a few
(e.g., Collins 2001; Kouzes and Posner 2007).
Our focus with this chapter is, fortunately, much
more narrow and limited to constructing and
maintaining a recovery-oriented treatment envi-
ronment. To this end, the psychiatrist, as well as
other professionals, needs to manifest active
attention on the recovery principles of hope,
purpose, respect, interpersonal connection,
choice, sensitivity to trauma while providing the
assessments and treatment necessary to provide
the individual an opportunity to be successful in
the community after discharge. This attention to
recovery principles should also manifest in the
working relationships among team members and
direct care staff, and in the various meetings
necessary to conduct the team’s work. It is dif-
ficult, if not impossible to produce a
recovery-oriented treatment environment absent
a recovery-oriented culture that extends into the
work environment. It is beyond the scope of this
chapter to address the many dimensions of the
work environment or the working relationships
among various staff members, however, “meet-
ing behavior” is so essential that a paragraph on
meetings in relationship to recovery is necessary.

Treatment team meetings are an essential
aspect of work in a psychiatric hospital. The
manner and spirit with which they are conducted
should reflect the same recovery orientation with
which treatment is to be conducted. The
demonstrable mindset is that the team can help
the individual get better and that hope for
symptom improvement and success after dis-
charge is possible for each individual. For any
particular individual, “getting better” will have
its own unique characteristics shaped by the
relevant clinical symptoms, behaviors, stresses,
strengths, goals, and legal requirements of the

hospitalization. Likewise, how the individual
would assess or define success after discharge
will vary for each case. It is then logically con-
sistent that how a given treatment team will
demonstrate their ongoing commitment to
recovery principles will be unique as well in
order for the commitment to manifest its gen-
uineness or authenticity for any individual.
However, within such singularity there are some
commonalities. These would include, but not be
limited to: an opportunity to participate and
contribute to the assessment and treatment of the
individuals on their unit, to have an opportunity
to provide input to decisions related to individual
treatment and the operation of the treatment unit,
to have their time respected and not wasted in the
conduct of meetings, rounds, or required work
duties, and to not be subject to or traumatized by
unreasonable job stresses, fear, exposure, or
humiliation. As with individuals, there must be
the hope that problems, however difficult, can be
mitigated if not solved. Ideally, the larger orga-
nization allows for the career advancement and
encourages such improvement to provide addi-
tional dimensions of hope and choice for staff.
Creating an environment that seeks to learn from
incidents and misfortune rather than blame is the
parallel to creating a path for recovery in indi-
vidual treatment.

Psychiatrists, other professionals and physi-
cians have a substantial influence on the
day-to-day, week-to-week environment in which
individuals are treated and staff members work.
For this environment to support a recovery ori-
entation for treatment, it must support the
equivalent orientation in the work processes and
working relationships.

Psychiatrist Administrators

For some psychiatrists, there are administrative
or supervisory responsibilities that impact upon
the hospital at large, e.g., Medical Directors, Unit
Medical Directors, Chiefs of Staff, and Medical
Staff Presidents. The nature of the specific posi-
tion will determine the extent to which the
administrative psychiatrist has direct authority
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over the clinical operation of the hospital or is
simply in a position of influence within the
hospital’s over all administration. Through the
avenues available to them, their efforts and/or
influence need to be aligned toward several par-
ticular objectives to facilitate a recovery-oriented
environment and culture.

First, the vision for a recovery-oriented service
needs to drive the development and implemen-
tation of policies and procedures so that the
policies and practices support recovery principles.
This begins with the hospital having a goal of
success in the community after discharge for each
individual admitted and carries through all of the
work processes necessary to accomplish that.
Second, they need to help establish a professional
and work environment that provides the parallel
recovery principles for staff members at each
level. Third, they must help hospital administra-
tion face directly the difficulties possible when
recovery principles intersect with clinical risks so
that the necessary clinical practices are consis-
tently and coherently applied. Fourth, the general
and specific training to all staff members must
reflect the integration of recovery principles into
the safety and operational responsibilities of the
hospital. Efforts must be made to assure that staff
demonstrate on a consistent basis the lessons of
such training. Fifth, the psychiatrist must help the
hospital have an operational paradigm of learning
first and blaming only when thorough examina-
tion requires it. Incidents, deaths, and trends in
quality or risk measures all provide opportunities
to learn and improve. While the multiple regula-
tory requirements can risk making such exercises
bureaucratic, if not perfunctory, the principle of
learning and improving applies as well to orga-
nizations as to individuals in recovery. Finally,
the requisite budget processes within a hospital
need to reflect the priorities that are driving the
clinical operation in a recovery based direction.
The overall objective is that, despite the stresses
that accompany the operation of a state or publi-
cally funded community hospital, the hospital’s
mission, recovery orientation, work environment,
and budget processes are cohesive and aligned
with producing success in the community for
those individuals admitted to the facility.
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10Psychological Services

Jeff Phillips

Introduction

The practice of psychology in an inpatient psy-
chiatric hospital is well suited to the recovery
model. The recovery model’s emphasis on view-
ing the person holistically, not as defined by
his/her diagnoses, person-centered treatment,
hope, wellness, respect, and striving to live a sat-
isfying and meaningful life, are all consistent with
the training and practice of psychology. Never-
theless, the inpatient psychiatric hospital presents
challenges not so often found in the outpatient
setting where psychologists have received much
of their training and commonly practice. This
chapter describes how the recovery model can be
incorporated into the delivery of psychological
services in inpatient psychiatric hospitals and
some of the dilemmas psychologists encounter.

My reference for the inpatient setting is a state
behavioral health hospital in which individuals
are typically committed involuntarily on a civil or
forensic status with lengths of stay ranging from
weeks to months to years. This contrasts with
psychiatric units in general hospitals where indi-
viduals are hospitalized for a relatively short time
and often on a voluntary status. Not only is this
the setting I am most familiar with, but it likely
presents distinctive challenges and opportunities

for psychologists to provide recovery-oriented
treatment. There is a dearth of empirical studies
on psychological services in inpatient psychiatric
hospitals. Nevertheless, I hope that this chapter
conveys some of the recovery-oriented services
psychologists can offer to individuals with serious
mental disorders in public behavioral health
facilities.

To provide context for subsequent sections,
this chapter begins with a brief description of the
patient population and the public mental health
hospital. This is not a common site for psychol-
ogists in their training or practice (Duffy et al.
2002; Michalski et al. 2011; Norcross et al.
2005). To those with limited experience in public
inpatient psychiatric facilities, this description
will provide an overview of the patient population
and the hospital in which such individuals receive
services. To those who already work in such
facilities, this description should sound familiar.
Following this overview, this chapter describes
some of the services psychologists provide. Many
of these are traditional services provided by
psychologists in other clinical settings, but often
need adaptation to the public mental health hos-
pital. Finally, I discuss some of the challenges
posed by the recovery model for psychologists
working in inpatient psychiatric facilities.
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Individuals Served and Clinical
Setting

The state mental health hospital serves individ-
uals with serious mental illnesses, often with
co-occurring conditions, complex psychosocial
needs, and limited resources. “Serious mental
illness (SMI) is a diagnosable mental, behavioral,
or emotional disorder … that results in serious
functional impairment. These difficulties sub-
stantially interfere with a person’s ability to carry
out major life activities at home, at work, or in
the community” (SAMHSA 2012, p. 10).
Although a number of diagnoses fit this defini-
tion, common ones include schizophrenia spec-
trum disorders (notably Schizophrenia and
Schizoaffective Disorder), severe mood disorders
(such as Bipolar Disorder and Major Depressive
Disorder, often with psychotic features), and
personality disorders (in particular Borderline
Personality Disorder and Antisocial Personality
Disorder) (SAMHSA 2012). Substance use dis-
orders commonly co-occur with these severe
mental disorders (Bahorik et al. 2013; Fowler
et al. 1998; Swartz et al. 2006) and an individual
may experience more than one mental disorder.
Intellectual Disabilities and Borderline Intellec-
tual Functioning may be present along with a
history of traumatic brain injury, all of which
compromise cognitive abilities. Individuals with
SMI commonly have a history of trauma (Gru-
baugh et al. 2011) and a high incidence of
medical conditions (Parks et al. 2006; Saha et al.
2007). A large percentage of patients are hospi-
talized on a forensic status, and must concur-
rently address legal issues. Because many of
these disorders have an onset in late adolescence
or early adulthood, education, employment,
social relationships, and family life are often
disrupted. Thus, this population has serious
mental disorders, often co-occurring mental or
substance use disorders, medical conditions,
legal problems, and limited resources, presenting
many challenges to care.

Most individuals with SMI reside in the com-
munity, not inpatient facilities. For example, in
2009 just under 5% of U.S. adults aged 18 or older
had a SMI in the past year representing

approximately 11.0 million adults, and of these,
6.8 % received inpatient mental health services in
the prior year (SAMSHA 2012). Thus, the indi-
viduals served in the public inpatient facility rep-
resent a small fraction of individuals with SMI, but
they are often those with the most debilitating,
treatment refractory, and complex issues.

Individuals admitted to an inpatient facility on a
civil status (whether voluntary or involuntary),
may have been treated first at a community hos-
pital for several days or weeks, and then trans-
ferred because they were not sufficiently well to
return to the community. Thus, the state hospital is
often the last treatment alternative in the contin-
uum of care.While commitment criteria vary from
state to state, they commonly include dangerous-
ness to self or others or an inability to care for
oneself or protect oneself from harm. Individuals
on a forensic status may be admitted directly to the
state facility from a correctional center after hav-
ing been charged with a criminal offense. They
may be admitted for emergency treatment due to
dangerousness to self or others, an evaluation of
their competency to stand trial, restoration of their
trial competency, or an evaluation of their mental
state at the time of the alleged offense. Still others
may be hospitalized after being adjudicated not
guilty by reason of insanity.

Targets of treatment during hospitalization
include symptoms associated with these serious
mental disorders such as delusions, hallucina-
tions, thought disorganization, negative symp-
toms, depression, mania, and anxiety; and the
reasons leading to hospitalization such as dan-
gerousness to self and others or an inability to
care for oneself. While these are traditional areas
to address during a hospitalization, and continue
to be important, the recovery model considerably
broadens the focus of care to include helping
individuals assess their own recovery goals and
to progress toward building or rebuilding per-
sonally satisfying and meaningful lives.

Length of stay in the hospital may range from
weeks to years. Even with lengthy hospitaliza-
tions the goal is to help individuals return to the
community in as independent a setting as is
safely possible. Because of the long standing
nature of many of these disorders, relapse and

228 J. Phillips



rehospitalization are common. Thus, with read-
missions and sometimes lengthy hospitalizations,
a psychologist may work with an individual over
a significant portion of the person’s lifetime.

The complexity facing individuals with SMI
in an inpatient setting necessitates a multidisci-
plinary approach including staff members from
psychology, psychiatry, nursing, social work,
occupational therapy, primary care, and other
disciplines. As such, psychologists work as
members of a treatment team which may differ
from their training and previous experience
(Geczy and Cote 2002; Reddy et al. 2010).
Psychologists need to be aware of the services
provided by other disciplines, the perspectives
those disciplines hold, and the responsibilities
and authorities of each, all within a system of
care with many interested parties within and
outside the hospital (Wood et al. 1994).

The Role of Psychologists
in the Treatment of Individuals
with Severe Mental Illness in Public
Psychiatric Inpatient Hospitals

Despite important contributions by psychologists
over the years, and a history of training and
employment in settings serving individuals with
SMI, currently psychologists are underrepresented
in public psychiatry hospitals. In a survey of
members of the American Psychological Associ-
ation (Norcross et al. 2005), in 1960 45 %worked
in settings that would likely treat individuals with
SMI (psychiatric hospitals, general hospitals, and
outpatient clinics). By 2003 the percentage had
decreased to 13 %. The percentage working in
psychiatric hospitals declined from 15 % in 1960
to 4 % in 2003. Some of this decline in employ-
ment in psychiatric hospitalsmay be attributable to
the large reduction in psychiatric beds over this
time; nevertheless, this low percentage contrasts
considerably with other disciplines. For example,
according to data from Duffy et al. (2002), 41.9 %
of psychiatrists, 30.9 % of social workers, and
50.8 % of psychiatric nurses were primarily
employed in hospitals and clinics compared to
15 % of psychologists. Comparable figures for

mental health hospitals were 21 % for psychia-
trists, 3.9 % for social workers, 9.9 % for psy-
chiatric nurses, and 3.0 % for psychologists. As
Levant et al. (2001) lamented, “Psychology does
not currently play a major role in the treatment of
persons with serious mental illnesses such as
schizophrenia and other psychotic disorders, and
is not an important presence in the public sector
systems that provide most of their care. Although
clinical psychology once specifically defined its
purview as serious psychopathology, this area has
largely been abandoned to psychiatrists and
sub-doctoral personnel. This has been short-
sighted for the profession and has not been in the
best interest of persons with serious mental ill-
nesses” (p. 81).

A number of reasons may account for this
underrepresentation by psychologists in inpatient
psychiatric hospitals. In their graduate training,
students may have limited coursework and
practica relevant to SMI or exposure to faculty
for whom this is a primary interest (Hoge et al.
2000; Mueser et al. 2013; Reddy et al. 2010).
Psychologists may adhere to outdated models of
SMI, especially ones that overly emphasize a
medical model, leading to the belief that psy-
chological services are of little value (Roe et al.
2006; Smith et al. 1993). They may be unaware
of the many contributions psychologists have
made to the field, other models of SMI (including
the recovery model), and evidence-based and
best practices for SMI (e.g., American Psycho-
logical Association and Jansen 2014;
APA/CAPP Task Force on Serious Mental Ill-
ness and Severe Emotional Disturbance 2007;
Dixon et al. 2009; Mueser et al. 2003b; Silver-
stein et al. 2006b). Finally, psychologists may
have a preference for working with individuals
who have good insight, motivation, cognitive
abilities, and verbal skills, and thus steer away
from those with SMI (Roe et al. 2006).

With specific reference to public inpatient psy-
chiatric facilities, psychologists may be discour-
aged by the problems they encounter (Geczy et al.
1990; Wood et al. 1994). Other disciplines, and
even psychologists themselves, may question their
level of clinical authority and effectiveness, and
whether they have the requisite knowledge, skills,
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and abilities to practice independently, especially if
the facility relies heavily on a medical or disease
model. Limited resources, competition for scarce
resources, and scrutiny and mandates by outside
agencies (e.g., the Centers for Medicare and Med-
icaid Services, the Joint Commission, and the U.S.
Department of Justice) can put considerable pres-
sure on psychologists (and even more so on mem-
bers of other disciplines) to justify their work and
follow certain procedures. Psychologists may then
find themselves doing a considerable amount of
documentation rather than more satisfying tasks.
For example, in one survey, psychologists working
in state hospitals in the Midwest reported spending
over 27 % of their time doing paperwork (Corrigan
et al. 1998).The contributions of psychologistsmay
be undervalued leading to difficulties effecting
change within a facility such as implementing or
maintaining innovative programs. For example, in
Nebraska a long standing state of the art psy-
chosocial rehabilitation program in a state hospital
was closed despite good outcomes (e.g., reductions
in aggression, discharge of individuals with long
stays in the hospital) and being cost-effective
(Spaulding et al. 2010; Tarasenko et al. 2013). In
light of these trends and obstacles, somehave called
for revisions to the training of psychologists so that
they are well prepared to work with persons with
SMI (e.g., Mueser et al. 2013; Wood et al. 1994).

Despite these challenges, psychologists prac-
ticing in the public inpatient setting reap many
rewards (Geczy and Sultenfuss 1994; Geczy
et al. 1990). Psychologists can make significant
contributions to the recovery of individuals with
severe and debilitating disorders. Psychologists
work with individuals from other disciplines who
bring their own perspectives and expertise to a
common mission. This provides camaraderie and
support while dealing with the difficulties faced
in this setting. The inpatient setting offers
opportunities to supervise and train students and
interns which is intellectually stimulating.
Finally, public psychiatric hospitals offer flexi-
bility and freedom for psychologists to pursue a
variety of tasks such as clinical care, supervision,
research, program and policy development, and
leadership. With this background, I now turn to
specific areas of psychological services provided

in public inpatient psychiatric hospitals, how
they relate to recovery-oriented principles, and
some of the challenges psychologists encounter.

Assessment

A good assessment is the foundation for treatment
and clinical decision-making. Psychologists are
well trained to perform assessments, and in a
public psychiatric hospital psychologists assess
many areas using a variety of methods. Many of
these assessments predate the recovery move-
ment; nonetheless, they can be performed in a
recovery-oriented manner. For example, in order
to provide good care, it is helpful to clarify
diagnoses, symptoms, and personality character-
istics that impact treatment. These are traditional
areas of assessment for psychologists that might
be accomplished using objective personality
instruments such as the Personality Assessment
Inventory (PAI; Morey 1997), the Minnesota
Multiphasic Personality Inventory-2 (MMPI-2;
Butcher et al. 2001), and the Millon Clinical
Multiaxial Inventory-IV (MCMI-IV; Millon et al.
2015). For the most part, these instruments assess
symptoms and problem areas, and hence focus on
deficits rather than strengths. While the assess-
ment of symptoms and personality characteristics
can be very useful, psychologists using such
instruments need to bear in mind this narrow
focus and that the results do not provide a full
assessment of an individual. In contrast, neu-
ropsychological assessments have long been used
to identify both strengths and weakness, and to
help individuals use their strengths to compensate
for their weaknesses (Medalia and Belucci 2012).

Areas and Functions of Assessment
Psychological assessments help make differential
diagnoses, describe current functioning, identify
specific symptoms of mental disorders, assess
personality characteristics, identify risk factors
for harm to self and others, discern factors which
mitigate risk, assess cognitive strengths and
weaknesses, select therapeutic interventions,
monitor change over time, and provide feedback
as a therapeutic intervention (Meyer et al. 2001).
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Psychological assessments help detect subtle
thought disturbances, differentiate major mental
disorders from personality disorders, and assess
the manner in which personality characteristics
impact treatment.

Given these long standing functions of psy-
chological assessments, one may question the
ways in which they are consistent with
recovery-oriented principles. As noted by a
number of writers, the concept of recovery
includes the amelioration, if not elimination, of
distressing symptoms that interfere with life
goals, and having a meaningful life despite
ongoing symptoms (e.g., Anthony 1993, Law and
Morrison 2014). As such, accurate diagnoses and
careful assessment of symptoms inform treat-
ment. Furthermore, since recovery is expected to
be nonlinear (Anthony 1993; Substance Abuse
and Mental Health Services Administration 2006)
and change is often slow, for a number of indi-
viduals in public psychiatric hospitals, psycho-
logical assessments can track subtle changes over
time. Serial assessments document progress, and
in doing so instill hope in individuals and their
treatment teams. Finally, such assessments may
be used therapeutically (Finn and Tonsager 1997;
Poston and Hanson 2010). For example, while
objective personality tests use fixed choices (e.g.,
true/false) for standardization, such a format does
not allow individuals to qualify their answers.
Discussing the overall test results and answers to
specific questions can form the basis for thera-
peutic sessions. With self-report measures, this
gives individuals the opportunity to disclose and
learn more about themselves. Being better
informed helps individuals be more involved in
their treatment. For example, I worked with an
adolescent woman who had been hospitalized for
some time with Borderline Personality Disorder
and frequently engaged in self-harm and aggres-
sion. In discussing Borderline Personality Disor-
der, not only did she find many of the
characteristics descriptive of her, but she reported
some reassurance in knowing that others have had
similar experiences and were able to recover
(Gunderson et al. 2011, Zanarini et al. 2012).

Because many traditional assessment instru-
ments focus on symptoms and deficits, personal

strengths can be overlooked when relying solely
on these measures. Strengths should be incor-
porated into treatment plans and help the indi-
vidual and treatment providers focus on
behaviors to enhance, not just behaviors to sup-
press. A strengths based approach is especially
well suited for positive behavior support plans
which reinforce replacement behaviors. Identi-
fying strengths can be done in an interview or
with questionnaires, for example, by asking
about goals that provide motivation for treat-
ment, sources of support, interests, reasons for
living, skills, religious beliefs, and so on.

Assessing the risk of self-harm and violence is
especially germane in the public psychiatric
facility because these risks are often the basis for
persons being committed to the hospital. In terms
of recovery, risk assessment is especially impor-
tant as there can be tension between
recovery-oriented principles such as autonomy,
on the one hand, and the prevention of serious
harm to self or others, on the other (Hillbrand
et al. 2010; Pouncey and Lukens 2010). Many
risk assessment instruments exist (e.g., the Broset
Violence Checklist, Almvik andWoods 1998; the
Classification of Violence Risk based on the
MacArthur Violence Risk Assessment Study,
Monahan et al. 2001; Fazel et al. 2012; the His-
torical, Clinical, Risk Management-20 version 3,
Douglas et al. 2013; the Columbia-Suicide
Severity Rating Scale, Posner et al. 2008).
These instruments help determine a person’s level
of risk, factors that increase risk, protective or
mitigating factors, and dynamic risk factors to
focus on in treatment. Thus, these assessments aid
in making decisions about precautions needed to
protect the person or others from harm (e.g., one
to one, constant, or direct observation), the
selection of treatments to reduce risk (e.g., anger
management or substance abuse treatment), and
reassessing risk over time.

Assessment Methods
As in outpatient settings, psychologists in public
inpatient psychiatric facilities have a wide array
of methods available to assess the above areas.
Objective personality tests, projective measures
(e.g., Rorschach Inkblot Test), intelligence tests,
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and neuropsychological tests are well known to
psychologists in both inpatient and outpatient
settings, and it is beyond the purview of this
chapter to review these. However, I briefly
comment below on a few assessment methods
that are especially relevant to the inpatient psy-
chiatric facility even though they are not unique
to this setting.

Clinician administered rating scales and
behavioral observations are especially helpful as
supplements to or substitutes for self-report
measures. They may be useful when working
with individuals who have limited insight or who
may have reasons for not being forthright, such
as individuals with legal charges who wish to
remain in a hospital rather than return to jail, or
individuals with a high level of suspiciousness.
Even though such individuals may decline most
forms of assessment, clinicians still have an
obligation to conduct assessments and provide
treatment. Rating scales and observations can
be useful in these situations. Examples of clini-
cian administered rating scales include the Brief
Psychiatric Rating Scale (BPRS; Lukoff et al.
1986) and the Positive and Negative Syndrome
Scale (PANSS; Kay et al. 1987) for multidi-
mensional symptoms, the PSYRATS (Haddock
et al. 1999) for hallucinations and delusions, and
the Young Mania Rating Scale (Young et al.
1978) for symptoms of mania.

Behavioral assessments, functional analyses,
and functional assessments assist in describing
challenging behaviors, specifying treatment
goals, identifying hypothesized casual variables,
selecting interventions, and monitoring treatment
outcomes (Haynes et al. 1997; Iwata and Dozier
2008). Although functional analyses, in which
hypothesized causal variables are experimentally
manipulated, may be difficult to implement in
inpatient psychiatric facilities, functional assess-
ment methods can be useful. Interview based
instruments, such as the Questions About
Behavioral Function in Mental Illness
(QABF-MI; Singh et al. 2006) and the Func-
tional Assessment Interview (FAI; O’Neill et al.
1997), identify antecedents to and consequences
of challenging behaviors and guide treatment.
Similarly, using reinforcer checklists with

patients or staff members who know the patient
well can identify items or activities to use as
reinforcers for replacement behaviors.

Because direct care staff members spend much
time with patients in different settings within the
hospital, they are important sources of behavioral
observations. Behavioral observations can be
complex as when an extensive array of behaviors
are targeted (e.g., in some token economy sys-
tems; Paul and Lentz 1977; Silverstein et al.
2006a), or simple as when just a few behaviors
are selected for observation (e.g., performance of
activities of daily living, social skills, self-harm,
and aggression). While some facilities have
developed complex observational systems with
good inter-rater reliability, often behavioral
observations must be simplified due to minimal
staffing, time pressures, and limited training
opportunities. Behaviors need to be defined as
clearly as possible and sampling intervals should
fit the hospital routine. These observations often
have high ecological validity in that behaviors
that are the focus of treatment are directly
observed (e.g., self-harm and aggression), and are
especially useful for tracking change over time.

Self-monitoring is another assessment method
that can be used in a public inpatient psychiatric
facility. Examples include daily mood ratings
(e.g., Miklowitz 2011), engagement in pleasant
events (e.g., Addis and Martell 2004), and the
use of skills learned in dialectical behavior
therapy (DBT) via diary cards (Linehan 1993).
Self-monitoring forms need to be simple given
that many individuals with serious mental dis-
orders in the hospital may be limited by cognitive
impairments or the severity of their symptoms.
The psychologist or other staff members should
check self-monitoring forms frequently to pro-
mote completion of the forms. By its very nature
self-monitoring provides immediate feedback to
individuals, and allows them to see the progress
they are making toward their goals. For this
reason, as well as to be consistent with a
strength-based approach to treatment, the valence
of at least some of the target behaviors should be
positive. Doing so capitalizes on the reactive
effects and treatment functions of self-monitoring
(Korotitsch and Nelson-Gray 1999).
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Although not always thought of as an assess-
ment method, per se, interviews are perhaps the
most commonly used method of assessment in
inpatient psychiatric facilities. Interviews may be
structured (e.g., various diagnostic interview
schedules) or unstructured, which is more com-
mon. Interviews are very flexible and serve many
of the functions of other forms of assessment
(e.g., diagnosis, identification of goals and
strengths, development of a therapeutic alliance,
assessment of change, formulation of factors
contributing to problems impeding progress).
Thought of in this way, interviews are subject to
the same concerns about psychometrics (e.g.,
reliability, validity, positive and negative predic-
tive power) as other forms of assessment. Struc-
tured interviews can be studied for their
psychometric properties, but unstructured inter-
views cannot because of their lack of standard-
ization. As such, psychologists need to be aware
of the limitations of unstructured interviews. For
example, individuals often provide different
information, have different affective presenta-
tions, and may exhibit differences in thought
organization and content during an interview with
a treatment team than in an individual interview.
Finally, collateral information from family
members or previous treatment providers can be
particularly helpful in corroborating interview
and self-report information. In practice, assess-
ments in public inpatient psychiatric hospitals
rely on multiple methods rather than a single
source, and are ongoing rather than static.

Interventions

This section describes a number of therapies and
interventions psychologists can deliver in public
inpatient behavioral health facilities including
individual and group psychotherapy (e.g., sup-
portive, brief, and extended therapies from vari-
ous theoretical traditions), psychoeducation
about mental disorders and treatment, and psy-
chosocial or psychiatric rehabilitation (PSR).
(The terms psychosocial rehabilitation and psy-
chiatric rehabilitation are used interchangeably.)
PSR refers to a set of interventions that focus “…

on the reduction of disability and the promotion
of more effective adaptation in the individual’s
environment by using specific interventions to
improve coping and behavioral abilities” (Sil-
verstein et al. 2006b, p. 3). Psychologists
developed many of these interventions, but they
are not used solely by psychologists. Many are
evidence-based practices while some are
promising or emerging practices (APA/CAPP
Task Force 2007; Dixon et al. 2010). The evi-
dence for some of these interventions comes
from studies conducted in outpatient settings or
with study participants who differ in important
respects from individuals in the public inpatient
setting (e.g., symptom severity, cognitive
impairment, length of stay, etc.). As such, it is
often necessary to make adaptations to these
interventions, knowing that this impacts the
fidelity of their implementation. Many of these
therapies can be delivered individually, in
groups, or both.

The need for these therapies is well beyond
the resources of hospital staff giving psycholo-
gists many opportunities to provide them. How-
ever, implementation depends on factors such as
hospital resources and the willingness and
readiness of individuals to avail themselves of
these services. Despite its limitations, one
advantage of the inpatient facility is that thera-
peutic interventions can be provided for differing
lengths of time and frequencies. For example, for
many individuals therapy works well when done
in short informal sessions, e.g., 15 min in a
consultation room or quiet area of the dayroom.
At the other end of the spectrum, while unusual,
sessions lasting an hour or longer several times a
week can be conducted.

A comprehensive review of specific therapies
is beyond the scope of this chapter, nor is this
survey exhaustive. Furthermore, public psychi-
atric hospitals do not provide all the interventions
describe here. Instead this section illustrates a
range of interventions that psychologists can
provide in inpatient facilities with comments on
their relevance to recovery principles. For details
about specific therapies, refer to the many
available resources, especially those that describe
interventions that have emerged over the past
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20 years (e.g., APA and Jansen 2014; Dickerson
and Lehman 2011; Dixon et al. 2010; Silverstein
et al. 2006b; Wright et al. 2008).

Individual Psychotherapy
Lysaker et al. (2010) noted that individual psy-
chotherapy, “an activity wherein a client and
therapist develop an alliance and mutual goals,
while using client’s guided self-exploration in the
service of improving functioning and reducing
distress, is at present, notably absent from most
discussions of recovery focused treatment…”
(pp. 76–77). They speculate that the lack of
individual psychotherapy may be due to limited
resources or the perception that individuals with
SMI do not benefit from therapy. For much of the
twentieth century psychotherapy for schizophre-
nia used a psychodynamic paradigm. With the
advent of psychotropic medication and studies in
the 1980s showing a lack of efficacy for psy-
chodynamic therapy, the study of psychotherapy
for schizophrenia declined until the 1990s when
cognitive behavior therapies began to appear
(Dickerson and Lehman 2011). There are now a
number of therapies for individuals with SMI
with many outcome studies documenting their
efficacy as described below.

Individual psychotherapy serves many func-
tions: emotional support, skill building, illness
education, symptom reduction, goal setting,
improved self-control over impulses and behav-
ior, and working toward a more meaningful life
(Geczy and Cote 2002; Grant et al. 2014; Lysaker
et al. 2010). In a study by Coursey et al. (1995),
72 % of individuals with SMI receiving services
in psychiatric rehabilitation centers perceived
individual psychotherapy as effective. The inter-
ventions rated as most useful were getting in
touch with one’s feelings and practical advice. On
average, participants identified 28.5 therapeutic
issues that were important to them, including
illness-intensified life issues (e.g., independence,
self-esteem, interpersonal relationships, feelings),
adverse consequences of the illness (e.g., lack of
work, stigma), self-management of the disorder,
coming to terms with the disability, managing
specific symptoms, and normal developmental
issues (e.g., dealing with sexual issues and

family). Individuals with schizophrenia preferred
shorter infrequent sessions while those with
bipolar disorder and depression were evenly split
between shorter infrequent sessions and longer
frequent sessions.

In the inpatient setting, the mode and type of
therapy depends on many factors such as the per-
son’s course of illness, progress in the hospital,
severity of symptoms, past history with mental
health services, and cultural issues. When indi-
viduals are first admitted to a public psychiatric
hospital theymay havemany reactions. Somemay
be upset or angry at what they view as an illegal
and unnecessary detention, frightened or confused
not knowing what to expect, or discouraged by
ending up in the hospital. Such reactions may be
affected by prior experiences, fears of being
harmed in the hospital fueled by paranoia or hal-
lucinations, disorganized thinking making it dif-
ficult to understand events, communication
difficulties (e.g., those with limited English profi-
ciency, deaf), and cultural factors (e.g., the stigma
of mental illness that exists in some cultures, men
from some cultures being expected to follow
directions from female staff members). On the
other hand, some individuals may have positive
reactions such as those with paranoia who see the
hospital as a haven from those they think want to
harm them, and people with suicidal ideation who
feel relieved knowing that they will not likely hurt
themselves in the hospital.

Given these reactions, in the early days of
hospitalization the recovery principles of hope,
safety, respect, and individualized
person-centered care inform the therapeutic
relationship. Developing a good therapeutic
relationship has long been recognized as an
important component in psychotherapy, in gen-
eral, and specifically with individuals with SMI
(Dickerson and Lehman 2011; Howgego et al.
2003; Kingdon and Turkington 2008; Taylor
et al. 2009). For example, in an international
Delphi study of service users, mental health
professionals, caregivers, and advocates about
what promotes recovery in people with long-term
mental health problems in institutional settings,
“staff attitudes,” (e.g., the therapeutic alliance),
were ranked second in importance among 11
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domains (Turton et al. 2010). Therapeutic
interventions, which included psychotropic
medications and “talking therapies,” were ranked
the highest.

Developing a good therapeutic relationship
early in the course of hospitalization can be
challenging due to the factors noted above.
Additionally, tension may exist with patients
whose paramount goal is immediate release, but
who have been committed involuntarily. In such
instances, the psychologist can listen attentively
to the person’s account, provide information
about what led to the admission, identify dis-
charge criteria, and discuss what will help the
person return to the community. At times, such
discussions may provide some reassurance and
shared understanding, but at other times the per-
son may still not feel heard because the expla-
nation did not result in release from the hospital.

In contrast to someone recently admitted to
the hospital, for those whose hospitalization has
been extended for a long period of time, dis-
couragement, hopelessness, frustration, and
resentment may set in, especially if they have
limited insight into their illness. In such instances
it may be beneficial to provide information about
the reasons for continued hospitalization, dis-
charge plans, and what they can do to facilitate
discharge so as to instill a sense of agency. The
psychologist may help the person identify goals
to work on while in the hospital, and convey
hope that discharge and other goals will indeed
be reached.

Psychotherapy may be especially useful
helping people put their illnesses and lives in a
larger framework. Citing the literature indicating
that many people with schizophrenia recover,
Lysaker et al. (2010) speculated that psy-
chotherapy might aid recovery by developing a
personal narrative, i.e., a context for individuals’
illnesses such that they have a richer under-
standing of themselves and the world. Such
narratives might allow individuals to see them-
selves as resilient in the face of adversity,
understand the illness as a biological disorder for
which they are not to blame, reduce the stigma of
having an illness, and instill a sense of personal
agency.

While applicable throughout life, personal
narratives become especially poignant at a couple
of points in time. One point is early in the course
of the illness. Since many serious mental disor-
ders begin in late adolescence or early adulthood,
they often disrupt critical developmental tasks
such as completing an education, establishing a
career, forming close interpersonal relationships,
or creating families. Symptoms and behaviors
associated with the illness may lead to withdraw
from school, job loss, disrupted relationships,
strain within the family of origin, lost social
supports, hospitalizations, and legal charges. At
such times, individuals may struggle with
understanding their illness, the impact the illness
is having on their lives, what the future holds for
them, and how that future differs from what they
had envisioned. The stigma associated with
mental disorders adds to the burden. Psy-
chotherapy may help individuals understand their
illness and provide hope that by managing it
there is much reason to expect that they will have
meaningful and satisfying lives. The research on
the long-term outcome for individuals with
schizophrenia (Jaaskelainen et al. 2013; Lang
et al. 2013; Warner 2010) and borderline per-
sonality disorder (Gunderson et al. 2011,
Zanarini et al. 2012) can be illuminating, as can
meeting with peers in recovery or reading books
and articles by people with lived experiences
(e.g., Jamison 1995; first person accounts in
Schizophrenia Bulletin).

The other point where personal narratives can
be especially poignant is much later in life when
individuals look back on lives that had not turned
out as they had hoped; lives that may have
included many hospitalizations, little time spent
in meaningful employment, limited social sup-
ports and satisfying relationships, few financial
resources, and inadequate housing. Awareness of
the illness, hopelessness, and feelings of inade-
quacy are risk factors for suicide in individuals
with schizophrenia (Caldwell and Gottesman
1990; Drake et al. 1984; Siris 2001). At such
times, psychotherapy can help individuals
develop new goals for themselves and ways they
can find meaning in their lives despite the effects
the illness has had on them.
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Group Psychotherapy
Group therapies have a number of advantages in
public inpatient hospitals in much the same way
as in outpatient settings. In public psychiatric
facilities resources are limited, especially human
resources, and psychologists find themselves
spending a considerable amount of time in
activities other than the direct delivery of patient
care. For example, in a survey of psychologists in
state hospitals, 40 % of their time was spent on
paperwork and supervision (Corrigan et al.
1998). Thus, group therapies offer an economical
and efficient way of delivering services. Beyond
this practical advantage, group therapies have
many other benefits especially relevant to
recovery-oriented principles. Groups allow
members to gain support from their peers, learn
from the experience of others, and have models
of individuals who are further along in their
recovery. Other advantages are reality testing for
psychotic symptoms, emotional support, and the
opportunity to provide feedback and guidance in
a nonthreatening setting (Geczy and Cote 2002).

Groups can range from process-oriented
groups with relatively little structure to highly
structured groups with a clear curriculum and
active direction from group leaders. Some
structure is often beneficial for individuals with
psychotic symptoms, cognitive disorganization,
and/or negative symptoms. The effectiveness of
inpatient group psychotherapy has empirical
support. In one meta-analysis of group therapy,
researchers found effect sizes of 0.31 in con-
trolled studies and 0.59 in pre- post-studies, and
0.50 for individuals diagnosed with schizophre-
nia (Kösters et al. 2006). Many of the interven-
tions described below can be delivered in group
as well as individual formats.

Cognitive Behavior Therapy
(CBT) for Psychosis and Mood Disorders
Many readers will be familiar with cognitive
behavior therapy (CBT) (Beck et al. 1979) and
behavior activation for depression (Addis and
Martell 2004; Jacobson et al. 1996). Perhaps less
well known are CBT for psychosis (CBTp)
(Beck et al. 2008; Kingdon and Turkington
2008) and CBT for bipolar disorder (Basco and

Rush 2005; Miklowitz 2011). All of these ther-
apies are useful in inpatient psychiatric hospitals.

Because of the frequency of psychosis in
public behavioral health facilities, this section
focuses on CBTp, which, like CBT for depres-
sion, links thoughts, emotions, and behaviors;
and posits a central role for cognition (e.g.,
schemas, dysfunctional beliefs) and cognitive
processes (e.g., overgeneralization, jumping to
conclusions) in the presentation of symptoms and
functioning. Therapy is individualized and mul-
tifaceted. It entails developing a shared under-
standing of symptoms and treatment goals;
identifying the links between thoughts, emotions,
and behaviors; collaboratively exploring the
evidence for specific beliefs; devising means by
which to test core beliefs; and problem solving.
In published studies, CBTp has usually been
provided in combination with pharmacotherapy.

CBTp has been subjected to much empirical
testing and has been recommended in guidelines
from the American Psychiatric Association
(Dixon et al. 2009), the United Kingdom’s
National Institute for Health and Care Excellence
(2014), and the Patient Outcome Research Team
(PORT, Dixon et al. 2010). In a frequently cited
meta-analysis of 34 studies, the overall effect
sizes for CBTp were 0.37 for positive symptoms,
0.44 for negative symptoms, 0.38 for function-
ing, 0.36 for mood, −0.19 for hopelessness, and
0.35 for social anxiety (Wykes et al. 2008). In a
more recent meta-analysis of 22 studies, smaller
effect sizes were found. The effect size for pos-
itive symptoms was 0.16, which was still sig-
nificant, but the effect size for negative
symptoms was not significant (Turner et al.
2014). Differences in findings between the two
meta-analyses may be due to insufficient power,
heterogeneity of patients, differences in specific
CBTp models, and the intensity of the therapy
(Thase et al. 2014; Turner et al. 2014). In a recent
effectiveness study of CBTp, moderate effect
sizes were found for positive symptoms, general
psychopathology, depression, and functional
improvement in work and social relationships
(Lincoln et al. 2012). Dropout rates were low,
and participants’ perceptions of treatment were
highly positive (e.g., 98 % rated the therapy as
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helpful or very helpful, 95 % would recommend
it to a friend).

I offer two examples of CBTp from my hos-
pital practice. One was with a middle-aged man
with a college degree who had been married for
many years and previously held professional
jobs. For several years, he believed that there was
a vast conspiracy against him such that people
were watching him wherever he went. He
believed that his family was behind this con-
spiracy and wanted him to kill himself. He was
hospitalized after making threats to harm his
family and kill himself. In the hospital he
believed that his family continued to have him
under surveillance by planting “fake patients” to
watch him. As a result of his beliefs, his wife
divorced him; he became estranged from his
family of origin; and he had not been employed
for several years. Early in his hospital stay he
was convinced that if he told others his account
of events, they too would conclude that he was
the subject of a conspiracy. He rated the strength
of his belief in the conspiracy at 99 %.

CBTp sessions were held two to three times a
week for approximately 3 months. Therapy
began by listening carefully and nonjudgmen-
tally to his account of the conspiracy and learn-
ing about his life. He was then invited to consider
the evidence for his beliefs, the plausibility of his
conclusions, and alternative explanations for the
events he had experienced. One by one he con-
cluded that the evidence for his beliefs was weak,
and by the end of therapy he no longer believed
in the conspiracy. With this improvement the
focus of therapy shifted to building a satisfying
life for himself given what he had gone through
over the past several years. As a result he
restored relationships with his family of origin
and planned to look for work again.

In another example of CBTp, a woman with a
long history of psychiatric hospitalizations and
several past suicide attempts had been hospital-
ized three times in just over a year. She was very
upset by the thought that she could kill members
of her family with her mind and had taken an
overdose of her medication to avoid harming
them. Therapy sessions took place almost daily
for approximately 6 weeks. Treatment included

several interventions: exposure to her repetitive
thoughts that she could kill her family with her
mind; coping skills training to manage stressors
which exacerbated her delusions; and engage-
ment in pleasant activities to improve her mood,
social relationships, and quality of life. An
important part of the CBTp treatment included
behavioral experiments. We devised ways to test
her belief that she could kill her family with her
mind. For example, she thought that she could
set her family on fire with her thoughts. She
agreed that if she had this power she could easily
light a match or raise the temperature of a ther-
mometer using her mind. She also believed that
her thoughts could cause her family to die in a
car accident. Thus, in other experiments she tried
to flatten car tires and burst street lamps at the
hospital with the power of her thoughts. When
she could not cause these things to happen, she
questioned her mental powers such that by the
end of therapy she no longer believed that she
could kill her family with her mind. Greatly
relieved by this new realization, she returned to
the community.

As these two examples illustrate, CBTp is a
highly collaborative partnership between the
individual and the psychologist. Although not
always highlighted in studies of CBTp, devel-
oping and maintaining a good working relation-
ship is a significant component of therapy. Both
individuals in the above examples had been upset
that no one believed them, not treatment provi-
ders, not even family members; and they appre-
ciated having someone listen to their accounts.
CBTp brought relief from distressing and debil-
itating symptoms, taught coping skills, provided
education, and promoted self-efficacy, all of
which are consistent with recovery principles.

Dialectical Behavior Therapy (DBT)
Linehan (1993) developed DBT for the treatment
of individuals with Borderline Personality
Disorder (BPD). She designed it for outpatient
treatment, but a high percentage of individuals
with BPD are hospitalized at some time in their
lives, and they occupy a high percentage of
psychiatric beds (Bohus et al. 2000). Staff
members often have strong negative reactions to
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the volatile emotions and self-injurious and vio-
lent behaviors sometimes exhibited by individu-
als with BPD. Furthermore, some staff members
believe that the course of BPD is chronic and
unremitting with little likelihood of recovery.
However, recent studies have shown high rates
of symptom remission and functional improve-
ment (Gunderson et al. 2011, Zanarini et al.
2012). For example, one 10-year follow-up
study, found that 85 % of individuals with
BPD met the definition of remission (two or
fewer diagnostic criteria for BPD) for a 12-month
period with a relapse rate of 12 % (Gunderson
et al. 2011) although social functioning (e.g.,
full-time employment, marital or cohabitating
relationships, Global Assessment of Functioning
ratings) remained at low levels despite statisti-
cally significant improvements.

DBT is an evidence-based practice. In a 2-year
follow-up study, compared to individuals who
received therapy from community experts, those
in the DBT group had half the rate of suicide
attempts, fewer emergency department visits, and
fewer hospitalizations (Linehan et al. 2006). In a
more recent 2-year, naturalistic, outcome study,
individuals in DBT showed improvement in
self-injurious behaviors, symptom severity, uti-
lization of health services, and quality of life at
follow-up, but there were no significant differ-
ences from those receiving manualized general
psychiatric management developed specifically
for the study (McMain et al. 2012).

DBT has been adapted to inpatient settings.
Swenson et al. (2001) described a program whose
components included coming to agreement on
treatment goals and plans, skill building, contin-
gency management, behavioral analysis of
self-injurious behaviors, staff support, and con-
nections with outpatient therapists. Bohus et al.
(2000) developed a 3-month DBT program with
three stages: analysis of target behaviors, (espe-
cially those that led to hospitalization), education
and skill building, and discharge planning. In a
small pilot study, many symptoms and the fre-
quency of self-harm improved significantly
(Bohus et al. 2000). In another uncontrolled study,
after 3 months of inpatient DBT, significant
reductions in symptoms were found at

post-treatment and 15-month follow-up (Kroger
et al. 2006). In a controlled trial in an inpatient
facility, compared to a naturalistic wait list control
group, those getting DBT showed a reduction in
self-injurious behaviors and many symptoms
(Bohus et al. 2004). DBT was introduced into the
Pennsylvania state hospital system in 2003 in an
effort to reduce seclusion and restraint (Smtih et al.
2015).

WhenDBT is implemented in a public inpatient
facility, it may be necessary to make some modi-
fications. Didactic information and skill building
often need to be presented at a slower pace than in
the outpatient setting. Similarly, abstract DBT
concepts are difficult for some patients to com-
prehend (e.g., wise mind, emotional mind, and
reasonable mind; some mindfulness strategies;
radical acceptance). Such adjustments to teaching
materials and strategies may be necessary because
of the cognitive impairments, limited educational
attainment, and/or symptom severity of individu-
als with BPD in public inpatient facilities. Nev-
ertheless, many individuals enjoy learning about
BPD and developing skills. For patients and staff
alike, it is helpful to realize that they are “doing the
best they can,” which is quite a challenge during
periods of extreme emotional and behavioral
dyscontrol that can occur in the inpatient setting.
To this end, the DBT core strategy of validation
can be very useful. For example, “In cheerleading,
the therapist is validating the inherent ability of the
patient to overcome her difficulties and to build a
life worth living … A key therapist attitude [that
says] ‘I believe in you’” (Linehan 1993, p. 243).
Cheerleading can counter some of the person’s
self-loathing and negative reactions by staff.
Coaching skills is another component of DBT
which psychologists working in public psychiatric
hospitals can employ frequently, often in vivo and
at the time when the skills are needed. For exam-
ple, an individual may get upset about a conflict
with a peer on the unit. The psychologist may be
on the unit when this occurs or shortly thereafter to
coach DBT skills for that specific situation, and
provide praise and encouragement. In these ways,
DBT teaches individuals control over their lives
and engenders autonomy consistent with a
recovery orientation.
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Token Economy and Contingency
Management
Token economies and contingency management
are based on operant and social learning princi-
ples. Their flexibilitymakes them particularly well
suited for long-term inpatient care (Dixon et al.
2010). These programs can address a wide array of
behaviors common to many individuals on a
treatment unit and/or tailored to a small number of
behaviors individualized for a particular person.
Examples of target behaviors include activities of
daily living, social skills, participation in treatment
activities, and improved self-control of aggressive
behaviors. Selection of reinforcers is also flexible,
ranging from highly individualized ones to gen-
eralized reinforcers such as points or tokens that
can be exchanged for back-up reinforcers. Rein-
forcers can be social (e.g., praise), tangible (e.g.,
snacks), or activity-based (e.g., extra time on a
computer). Specific examples include playing
basketball or football for half an hour with the unit
psychiatrist or psychologist for controlling
aggression, going to a restaurant with staff mem-
bers for attending groups, and earning money for
wearing a continuous positive airway pressure
(CPAP) machine for sleep apnea.

Token economies have been used for many
decades and are supported by research, but they
have not been widely implemented in hospitals
(Dickerson et al. 2005; Dixon et al. 2010; Paul
and Lentz 1977; Silverstein et al. 2006a). Dick-
erson et al. (2005) pointed out that much of the
research on token economies is more than
20-years old and was conducted before the
adoption of more objective diagnostic criteria and
the introduction of atypical antipsychotic medi-
cations. Some of the institutions in which the
research was conducted would not have met the
basic needs of individuals according to today’s
standards, and therefore some of the reinforcers
used in the studies would not be appropriate
today. Finally, by current standards for admis-
sion, some of the individuals would probably not
have been hospitalized, limiting the external
validity of the research (Dickerson et al. 2005).

While seemingly simple, the development,
implementation, maintenance, and evaluation of
token economies and contingency management

programs require considerable care and expertise
which psychologists can provide. It is important to
insure that deprivation of basic needs is not a part
of the program and that patients’ rights are upheld.
Preferably, the program is overwhelmingly posi-
tive; that is, positive reinforcement is provided for
adaptive behaviors. Much care must be exercised
in the use of restrictive measures such as response
cost. Not only are positive programsmore likely to
be effective, but they encourage patients and staff
to work toward desired goals and utilize persons’
strengths to build new skills.

Token economies have been criticized for the
degree of control exerted by staff. However, as
pointed out by Dickerson et al. (2005), hospital
staff already exercises a high level of control
without the use of token economies, and con-
tingencies are ubiquitous for all individuals
whether mentally ill or not. The issue then is how
best to structure these contingencies. One way to
address this criticism is to make participation in
the program voluntary as in the Second Chance
program described by Silverstein et al. (2006a).
During the first 5 years of the program only one
person requested to return to the referring state
hospital from which he/she had come, reflecting
the participants’ favorable impressions of the
program.

Social Skills Training
Social skills training utilizes behavioral princi-
ples to teach a broad array of skills necessary for
effective functioning in interpersonal situations
(Bellack et al. 2004; Kopelowicz et al. 2006;
Liberman 2007). Topics include basic commu-
nication skills, assertiveness, conflict resolution,
problem solving, developing supportive rela-
tionships, job interviewing, refusing illicit drugs,
and collaborating with mental health care provi-
ders. Training is often done in groups and
includes goal setting, didactic instruction, mod-
eling, behavioral rehearsal, coaching, feedback,
positive reinforcement, and homework assign-
ments. The content is flexible enough so that
group members can raise specific situations to
address in training.

Social skills training is an evidence-based
practice recommended in the PORT guidelines
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for individuals who have skills deficits in every-
day activities (Dixon et al. 2010). A meta-analysis
of 22 randomly controlled trials found moderate
effect sizes on performance-based measure of
social and daily living skills, community func-
tioning, and negative symptoms; a small and
significant effect size for relapse; and a small and
nonsignificant effect sizes for other symptoms
(Kurtz and Mueser 2008). Training needs to
incorporate maintenance of skills over time and
generalization to everyday settings (American
Psychological Association and Jansen 2014;
Dixon et al. 2010; Kern et al. 2009).

Integrated Treatment for Co-occurring
Disorders
Individuals with SMI have high rates of alcohol
and drug use. Estimates of the co-occurrence of
SMI and substance use vary depending on the
study sample and methods. In the National
Institute of Mental Health Clinical Antipsychotic
Trials of Intervention Effectiveness (CATIE)
project, 60.3 % of individuals with schizophrenia
had at least some substance use including 37 %
classified as having a current substance use dis-
order (Swartz et al. 2006). Rates of current sub-
stance use disorders for men and unmarried
individuals were over 80 %. In an outpatient
sample, almost 60 % of individuals with a
diagnosis of schizophrenia currently used alcohol
or drugs (Fowler et al. 1998). Over 26 % had a
current diagnosis of substance abuse or depen-
dence, and almost 60 % had a lifetime diagnosis
of substance abuse or dependence. In the
McArthur Violence Risk Assessment Study,
67 % of those with SMI used alcohol within
30 days of hospital admission, and 30 % used
marijuana (Bahorik et al. 2013). Substance use in
individuals with SMI has been associated with
symptoms, recent exacerbations of illness, vio-
lence, suicide, hospitalization, poor functioning,
criminal charges, and a persistent and severe
course (Bahorik et al. 2013; Fowler et al. 1998;
Kessler 2004; Roncero et al. 2011; Swartz et al.
2006).

With these rates of substance use and associ-
ated risks in individuals with SMI, the PORT

guidelines recommend substance abuse treatment
for individuals with co-occurring conditions
(Dixon et al. 2010). There are three treatment
models for individuals with co-occurring disor-
ders (Roncero et al. 2011). In sequential or serial
treatment individuals are first provided treatment
for either their mental illness or substance use.
Once treatment is completed for one disorder,
treatment is provided for the other. In parallel
treatment both disorders are treated concurrently,
but by different treatment teams. In integrated
treatment the same team treats both disorders
concurrently. The PORT guidelines recommend
the integrated treatment model.

Mueser et al. (2003a) and SAMSHA’s Center
for Substance Abuse Treatment (2005) developed
models for integrated treatment for co-occurring
disorders. These and other such programs are
multifaceted and individualized. Motivational
interviewing (Miller and Rollnick 2013) and the
transtheoretical model of stages of change (Pro-
chaska et al. 1992) are used to increase motiva-
tion and tailor interventions to the individual.
Treatment strategies include psychoeducation;
training in social skills, coping skills, and relax-
ation skills; contingency management; family
involvement; and relapse prevention.

The inpatient setting lends itself well to inte-
grated treatment because one treatment team is
responsible for all aspects of a person’s care.
However, for hospitalized individuals, especially
those involuntarily committed, it is their serious
mental illness that led to their hospitalization and
commitment, and is often seen as the primary
focus of treatment. Nevertheless, inpatient psy-
chiatric facilities provide substance abuse pro-
gramming, and many of the skills taught to help
individuals with their mental disorder can be
adapted to problems with substance use (e.g.,
social skills).

Cognitive Remediation (CR)/Cognitive
Enhancement
Interest in cognitive remediation (also referred to
as cognitive enhancement) stems from the find-
ing that individuals with schizophrenia often
have impairments in attention, working memory,
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processing speed, executive functioning, and
social cognition (e.g., processing facial expres-
sions, interpreting and responding to social cues,
theory of mind, and attributional styles) (Kurtz
and Marcopulos 2012). Cognitive skills predict
everyday functioning and the ability to benefit
from psychosocial rehabilitation (Kurtz 2012).

Cognitive remediation can take the form of
restoration or compensation (Medalia and Belucci
2012). Restorative approaches aim to directly
improve basic cognitive abilities, such as atten-
tion and working memory, without emphasizing
how such remediation generalizes to everyday
functioning. This approach assumes that gener-
alization will occur. Restorative procedures often
use massed drill and practice exercises of specific
skills. Many of these systems use computer-based
programs, but paper and pencil versions are also
available. The frequency of sessions ranges from
as little as once a week to daily with the duration
of training ranging from several weeks to over a
year. McGurk et al. (2013) recommended at least
20 h of training over the course of 10 weeks with
multiple sessions per week. Task difficulty can
vary, depending on the skills of the individual, so
as to be challenging but not too difficult.

Compensatory strategies strive to compensate
for deficits by improving functioning without
directly targeting basic underlying cognitive skills
although change in these skills may be an indirect
benefit. They include environmental modifica-
tions and training that enlists a person’s strengths
to overcome or compensate for cognitive deficits.
Examples include the use of daily calendars to
keep track of appointments, checklists of tasks that
need to be completed, alarms as reminders for
appointments, and hygiene items placed in con-
venient locations. As with restorative approaches,
compensatory strategies can be highly individu-
alized to meet a person’s needs while taking into
account cognitive strengths and weaknesses.

Two recent meta-analyses of CR, one
including 26 randomized controlled trials and the
other covering 40 trials, found moderate effect
sizes for global cognitive functioning (mean
effects sizes of 0.41 and 0.45) and psychosocial
functioning (mean effect sizes of 0.35 and 0.42),
with small effect sizes for symptoms (mean effect

sizes of 0.28 and 0.17) (McGurk et al. 2007;
Wykes et al. 2011). Gains were durable: at
follow-up the mean effect size was 0.43 for
global cognition, 0.37 for functioning, and 0.17
for symptoms (Wykes et al. 2011). Adding CR to
PSR, or integrating the two approaches, results in
greater improvements in psychosocial function-
ing when compared to PSR without CR or CR
combined with treatment as usual (McGurk et al.
2013). Especially noteworthy is that almost half
of the more than 2000 study participants in the
Wykes et al. (2011) meta-analysis were
inpatients.

Illness Management and Recovery (IMR)
Illness Management and Recovery (IMR) was
developed as an evidence-based practice “… to
help clients with schizophrenia or major mood
disorders learn how to manage their illnesses
more effectively in the context of pursuing their
personal goal” (Mueser et al. 2006, p. S33). The
goals of the program are to “learn about mental
illnesses and strategies for treatment; decrease
symptoms; reduce relapses and rehospitaliza-
tions; and make progress toward goals and toward
recovery” (SAMSHA 2009, p. 6). IMR incorpo-
rates empirically supported strategies identified in
a review of the literature: psychoeducation about
mental disorders and their treatment, cognitive
behavioral strategies for improving adherence to
medication, relapse prevention, social skills
training, and coping skills training (Mueser et al.
2002a, 2006). Theoretically, IMR is based on the
stress-vulnerability model of illness, the trans-
theoretical model of change, and motivational
interviewing (Mueser et al. 2006). It consists of
10 modules beginning with a discussion of the
meaning of recovery, identifying personal
recovery goals, and developing a plan for
achieving those goals. Practical facts about
mental illnesses are then discussed followed by
modules on the stress-vulnerability model,
building social supports, using medications
effectively, limiting alcohol and drug use, reduc-
ing relapse (e.g., identifying triggers and warning
signs), coping with stress and persistent symp-
toms, and utilizing the mental health system
(SAMSHA 2009).
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In a review of the literature, individuals in
IMR programs, compared to treatment as usual,
showed improvement in their knowledge about
mental illness, progress toward recovery goals,
relapse prevention plans, substance use, and rat-
ings of symptoms by observers (but not by
consumers) (McGuire et al. 2014). Evidence was
lacking or mixed for long-term effects, such as
quality of life, role functioning, community
integration, social support, hospitalizations,
emergency room visits, medication dosages,
incarcerations, or hopelessness, although con-
clusions about some of these outcomes were
limited by the number and quality of studies. In a
recent randomized control trial comparing IMR
with an active control group, no significant dif-
ferences were found on any outcome measures,
but the participation rates in both groups were
low (Salyers et al. 2014).

Most studies of IMR have been in community
settings, but IMR has been implemented in state
hospital units with diverse populations (e.g.,
acute admissions, long stay patients with persis-
tent symptoms, individuals with co-occurring
substance use disorders, and individuals with
cognitive impairment) as a means of opera-
tionalizing a recovery philosophy (Bartholomew
and Kensler 2010; Bartholomew and Zechner
2014). According to these authors, recovery is
enhanced when individuals learn to collaborate
with treatment providers, manage their illness,
and prevent relapse and rehospitalization. In one
study in a New Jersey state psychiatric hospital,
for each hour an individual participated in IMR
the risk of returning to the hospital over the
5-year study period decreased by 1.1 % (Bar-
tholomew and Zechner 2014).

Trauma Informed Care and Trauma
Specific Treatment
Rates of trauma exposure in individuals with
SMI are higher than in the general population,
ranging from 49 to 100 % in study samples
(Grubaugh et al. 2011). Traumatic events include
childhood and adult sexual and physical assault,
crime victimization, etc. Similarly, rates for
Posttraumatic Stress Disorder (PTSD) in indi-
viduals with SMI are higher than in the general

population with prevalence rates ranging from 13
to 53 % in the former compared to 7–12 % in the
latter (Grubaugh et al. 2011). Despite these rates
of trauma exposure, in the public sector indi-
viduals with SMI are under-diagnosed with
PTSD and trauma related problems (Mueser et al.
1998; Salyers et al. 2004). In addition to their
direct effects, the experience of traumatic events
and PTSD contribute to the symptoms and course
of SMI (Gracie et al. 2007; Mueser et al. 2002b;
Scott et al. 2007).

The prevalence of trauma in persons with SMI
has led recently to the development of trauma
related services. Trauma informed care is a
broad-based approach that recognizes the impact
of trauma and incorporates that understanding
acrossmany aspects of service delivery. It includes
support from an organization’s leadership, poli-
cies and procedures, staff training, attention to the
physical environment, assessment of trauma,
specific trauma services, providing safety, mini-
mizing retraumatization, and so on (SAMSHA
2014a). In trauma informed care screening for
trauma is universal. Strengths are incorporated
into treatment, and recovery and resilience are
expected (SAMSHA 2014b). Examples of trauma
informed care include being aware of triggers
based on a person’s trauma history (e.g., loud
noises, isolation, people arguing, physical char-
acteristics of staff members), and asking individ-
uals what may be helpful if they are distressed
(e.g., talking with staff, having a safe and quiet
place in which to be alone, listening to music).

While trauma informed care is a broad-based
approach, trauma specific treatment directly
addresses trauma and its sequelae. Few such
treatments for individuals with SMI who also
have PTSD have been studied or implemented in
the public sector (Frueh et al. 2009a). One such
therapy is cognitive restructuring which borrows
from cognitive behavior therapy for PTSD
(Mueser et al. 2009). The core modules include
developing a crisis plan, psychoeducation,
breathing retraining, and cognitive restructuring.
Most sessions focus on cognitive restructuring, a
“… strategy for identifying, evaluating, and
changing inaccurate thoughts and beliefs that
lead to negative feelings” (Mueser et al. 2009,
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p. 57). Similar to cognitive therapy for depres-
sion, cognitive restructuring for PTSD makes a
connection between thoughts, feelings, and
behaviors. Individuals are taught the five steps of
cognitive restructuring: describe the situation,
identify the strongest negative feeling, identify
the thought most closely related to that feeling,
evaluate the evidence for and against that
thought, and take action either by changing the
thought to a more accurate one if it is not sup-
ported by the evidence or changing the situation.
Unlike some treatments for PTSD in the general
population, prolonged exposure to the traumatic
stimuli, either in vivo or imaginal, is not done.
The developers of the therapy reasoned that
exposure procedures might be too stressful for
individuals with SMI and might lead to a high
dropout rate.

Research studies on cognitive restructuring
for PTSD in persons with SMI have found some
promising results. In a preliminary study, 59 %
of the participants completed the treatment
(Mueser et al. 2007). Those who completed
treatment had significant reductions in PTSD
symptoms and depression from baseline to
post-treatment, while those who dropped out did
not. In a randomized controlled trial comparing
cognitive restructuring to treatment as usual,
81 % assigned to cognitive restructuring com-
pleted the program (Mueser et al. 2008). Com-
pared to treatment as usual, those in the cognitive
restructuring group improved significantly on
PTSD symptoms, depression, anxiety, other
symptoms, physical health concerns, and work-
ing alliance with their case managers. There was
no significant difference in whether individuals
retained a PTSD diagnosis.

Unlike the above studies, a small pilot study
included exposure therapy along with education,
anxiety management, trauma illness manage-
ment, social skills training, and anger manage-
ment training for individuals with PTSD and
schizophrenia or schizoaffective disorder (Frueh
et al. 2009b). Significant improvements were
noted in PTSD symptoms and anger, but not
depression, anxiety, social activities, or physical
health. Many of the gains were maintained at
3-month follow-up. Ten of the 13 individuals

who completed treatment no longer met criteria
for PTSD. These studies of trauma specific
treatment for individuals with SMI are promis-
ing, but additional research is needed.

Positive Psychology Interventions (PPI)
Positive psychology has grown rapidly over the
past two decades. Seligman and Csikszentmiha-
lyi (2000) noted, “Psychology has, since World
War II, become a science largely about healing. It
concentrates on repairing damage within a dis-
ease model of human functioning. This almost
exclusive attention to pathology neglects the
fulfilled individual and the thriving community”
(p. 5). Seligman (2011) has called positive psy-
chology a “tectonic upheaval” in psychology
with the goal of “… exploring what makes life
worth living and building the enabling conditions
of a life worth living… [which] is by no means
identical with the goal of understanding misery
and undoing the disabling conditions of life”
(p. 1–2). Although there have been few empirical
studies of Positive Psychology Interventions
(PPI) with individuals with SMI, PPI is included
here because of its congruence with the princi-
ples of the recovery model (Resnick and
Rosenheck 2006; Schrank et al. 2014a).

Interventions derived from positive psychol-
ogy are “… primarily aimed at increasing posi-
tive feelings, positive behaviors, or positive
cognitions, as opposed to ameliorating pathology
or fixing negative thoughts or maladaptive
behavior patterns” (Sin and Lyubomirsky 2009,
p. 469). Most studies using PPI have been con-
ducted with the general public, but a few have
included people with specific psychological
problems. In one meta-analysis of studies with
depressed individuals, the mean effect sizes for
PPI on well-being and depression were 0.33 and
0.32, respectively (Sin and Lyubomirsky 2009).
In another meta-analysis of 39 studies, the 7
studies that targeted individuals with anxiety or
depression found effect sizes of 0.31, 0.59, and
0.78 on measures of subjective well-being, psy-
chological well-being, and depression, respec-
tively (Bolier et al. 2013).

Positive psychotherapy (PPT; Seligman et al.
2006) is a PPI designed specifically for depression.
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A group of researchers in the United Kingdom
adapted it for individuals with psychosis (Schrank
et al. 2014b). Called WELLFOCUS PPT, the
primary goal of this intervention is to improve
subjective well-being with secondary goals of
increasing positive feelings, hope, connectedness,
self-worth, empowerment, and meaning; and
reducing symptoms. Over the course of 11 group
sessions, 10 exercises adapted from PPT target
positive experiences, strengths, relationships, and
development of a meaningful life narrative.
Examples include savoring good things, forgive-
ness, identifying personal strengths, gratitude, and
positive responding. Results from a pilot study
with individuals with primary diagnoses of psy-
chosis using specialized mental health services
found significant improvement in the
WELLFOCUS PPT group, compared to a treat-
ment as usual group, on measures of well-being,
symptoms, and depression (Schrank et al. 2015).
Clearly more research is needed on the use of PPI
with individuals with SMI, but “positive psy-
chology provides a useful framework for profes-
sionals seeking to provide services that support the
recovery orientation” (Resnick and Rosenheck
2006, p. 120).

Common Factors
Common factors found in most psychotherapies,
such as the therapeutic alliance, empathy,
instilling hope, acceptance, understanding, and
education (Davidson and Chan 2014), cut across
many of the psychological services provided in
public inpatient psychiatric facilities. Common
factors are consistent with recovery-oriented
practice and can form the foundation for many
psychological services. Individuals with SMI
have identified many of these factors as impor-
tant to their recovery. In one study, of the top 10
competencies consumers rated as important for
providers to have, 8 reflected common factors:
show respect, see the person holistically apart
from his/her diagnosis and symptoms, listen
without judgment, believe in the person’s
potential to recover, trust the person, care about
the person, understand the person, and be
accessible (Russinova et al. 2011). As the authors
noted, these factors represent the traditional

concept of a therapeutic alliance and forming a
strong bond with the person. It can be easy to
overlook the importance of such factors when
individuals have severe symptoms and in-service
settings that emphasize a medical model. Nev-
ertheless, there are many opportunities to use
them in public inpatient facilities.

Treatment Planning

In the inpatient psychiatric hospital psychologists
collaborate with patients and treatment team
members to develop and implement treatment
plans. Psychologists are involved in all aspects of
treatment plan development including identifying
problem areas, goals, objectives, discharge cri-
teria, and strengths. They bring a psychological
formulation to the multidisciplinary treatment
planning process. Psychologists attend to devel-
oping objectives which are clear, specific, and
individualized. They help plan and implement
interventions to achieve goals and objectives.
Psychologists are especially instrumental in
overseeing the behavioral and interactional ele-
ments of treatment plans such as identifying
antecedents to behaviors, ways in which staff
should respond to antecedents, and reinforcement
strategies.

Consistent with recovery-oriented principles,
psychologists, along with other members of the
treatment team, seek to involve patients in the
development of treatment plans as much as
possible. In the public inpatient facility this is an
area in which patient involvement varies on a
continuum consistent with Smith and Bartholo-
mew’s (2006) description of a hospital model
and a recovery model. Both of these models
apply to the state hospital setting and depend on
a person’s “phase of illness.” The hospital model
plays a central role when an individual with a
mental disorder is a clear and imminent danger to
self or others, and interventions such as invol-
untary hospitalization and “caretaking and pre-
scriptive treatments” may be needed. Hospitals
also need to promote an individual’s recovery,
and Smith and Bartholomew advocated pro-
gressive empowerment toward a recovery model
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when restrictive measures recede and autonomy
increases.

In ideal circumstances individuals are moti-
vated to make changes in the problem areas that
led to their hospitalization and that will lead to a
return to the community as soon as is safely pos-
sible. This might include a reduction in distressing
symptoms and improved self-management of
aggressive and self-injurious behaviors. In these
instances all aspect of treatment planning can be
very collaborative. At the other end of the con-
tinuum are situations in which individuals have
very limited understanding of their mental disor-
der or the problems that led to their hospitalization.
Unfortunately, this is the more typical case in the
state psychiatric hospital. Such individuals may
have little interest in developing treatment plans
since they may view their hospitalization or legal
charges (for those on a forensic status) as unjus-
tified, and their only goal is immediate release
from the hospital. However, the treatment team
still has the responsibility to develop treatment
plans consistent with hospital, legal, and regula-
tory requirements. Even in circumstances inwhich
individuals are unwilling or unable to provide
much input into their treatment, it might be pos-
sible to elicit their involvement in certain aspects
of the plan such as suggestions for activities or
items that may be used as reinforcers.

Once treatment plans have been developed,
psychologists implement the plan themselves, or,
more commonly, monitor and troubleshoot
implementation of the plan by other staff mem-
bers. This involves staff training and clarifying
questions about the plan during the course of
implementation. Psychologists evaluate the
effectiveness of the plan, collect data, and sug-
gest modifications based on the data and feed-
back from the patient and staff.

Forensic Services

In public inpatient psychiatric hospitals, psychol-
ogists conduct evaluations of trial competency and
mental state at the time of alleged offenses when
questions about legal insanity are raised. For
individuals who have been adjudicated

incompetent to stand trial, psychologists provide
restoration services. For individuals adjudicated
not guilty by reason of insanity, psychologists
conduct assessments to help review panels and
courts make decisions about a person’s disposition
(e.g., continued hospitalization, release to the
community), and when hospitalized, provide a
range of assessment and therapeutic services. As
experts recognized by courts and in statutes, psy-
chologists have the opportunity to educate indi-
viduals in the criminal justice system who lack
expertise about serious mental disorders.

The provision of psychological services to
individuals on a forensic status is complicated by
the increased oversight, accountability, security
concerns, and stigma associated with the forensic
system. These factors create tension with
recovery-oriented principles (Pouncey and
Lukens 2010; Simpson and Penney 2011). As
noted by an expert panel convened by the
National Association of State Mental Health
Program Directors, “… there is a need for addi-
tional detailed guidance on how best to treat and
manage persons in state psychiatric hospitals
who continue to present a significant risk of
violence due to a serious mental illness, sub-
stance use disorder, and/or criminal behavior in a
manner that is consistent with recovery principles
and practices” (Parks et al. 2014, p. 52).

Despite these added complications, individu-
als with SMI involved in the criminal justice
system have many of the same needs as those
without such involvement. As such, recovery
encompasses many of the same elements
including ameliorating symptoms, improving
functional capabilities, developing supports,
working toward desired goals, and building a
satisfying life (Simpson and Penney 2011). Thus,
many of the psychological services described in
this chapter apply to the forensic population
(Osher and Steadman 2007). For example, in
forensic inpatient units at Missouri’s Fulton State
Hospital, a social learning program facilitated an
increase in adaptive behaviors from baseline to
follow-up (Newbill et al. 2011). Another pro-
posed program for psychological services adap-
ted the risk-needs-responsivity and the “good
lives” models of treatment used with offender
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populations to individuals in forensic mental
health settings (Gudjonsson and Young (2007).

Training Students and Staff

The inpatient psychiatric facility provides an
excellent opportunity for psychologists to train
students, interns, and post-doctoral fellows in
psychology; students from other disciplines; and
hospital staff. In noting that the workforce “…
has historically been woefully unprepared in
terms of the requisite knowledge, values, and
skills for working with this population…” Mue-
ser et al. (2013, p. 54) asserted that there is a
“moral imperative” to mandate training in the
treatment of individuals with serious mental
disorders in clinical psychology graduate pro-
grams, and that competence in working with this
population should be a requirement of graduation
from programs approved by the American Psy-
chological Association (APA). In a survey of
APA accredited graduate clinical psychology
program training directors, 39 % of the programs
did not have any faculty who identified SMI as
their primary area of research, clinical practice,
and/or academic interest (Reddy et al. 2010).
When asked about factors that encourage or
discourage students’ training and education in
SMI, 51 % of the respondents cited a preference
by psychologists to work with clients who have
“insight” and are “motivated for treatment” as
factors that discouraged students. Only 41 %
thought that psychologists had the relevant skills
for working with individuals with SMI. More
encouraging was the finding that students in
70 % of the programs had an opportunity to take
a practicum that allowed at least an exposure
level of supervised experience in settings that
serve individuals with SMI (these settings were
not only inpatient facilities, but included outpa-
tient, residential, emergency, day treatment,
rehabilitation, and crisis settings).

For students, interns, and fellows the training
experience may range from exposure to serious
mental disorders in the inpatient setting to
assuming considerable responsibilities. At the
introductory level, training may consist of

observing and “shadowing” a psychologist in the
hospital. At a more advanced level, students and
trainees may conduct many of the psychological
services described in this chapter under the
supervision of a psychologist. Geczy and Cote
(2002) and Hoge et al. (2000) described some of
the features to incorporate in training: learning to
develop a therapeutic alliance, overcoming anxi-
ety, developing confidence, learning to provide
individual and group psychotherapy, developing
behavioral treatment plans, working with multi-
disciplinary treatment teams, learning about psy-
chosocial rehabilitation services, working within
systems of care with their bureaucracies, and
learning the role of psychologists in this setting.

Many trainees may be under the impression
that individuals with SMI experience a deterio-
rating course of illness with little hope of recov-
ery. Furthermore, they may believe that
medications are the only treatment for such dis-
orders, and that psychologists contribute little to
recovery. Psychologists in public inpatient psy-
chiatric hospitals are in an excellent position to
address the stereotypes and myths that trainees
hold. They can promote clinical skills needed to
work with individuals with SMI, model psycho-
logical services, and expose trainees to the range
of services available to individuals with SMI.

As professionals with considerable training
and experience, psychologists are called upon to
provide training to students from other disci-
plines and hospital staff (Roe et al. 2006).
Examples include basic information about mental
disorders to front line staff, behavioral methods
and effective ways to interact with patients
(Donat et al. 1991), and in-service presentations
on specialty topics. Not only do these training
activities benefit students, staff, and indirectly,
patients, but they can be a source of considerable
professional satisfaction and enrichment for
psychologists in public inpatient facilities.

Consultation, Program Development
and Leadership

In the public inpatient psychiatric hospital, psy-
chologists serve as consultants, develop programs,
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and provide leadership, and in doing so can help
incorporate a recovery model of care. Consulta-
tions may include in-depth assessments and
treatment recommendations for exceptionally
challenging cases that have confounded the efforts
of treatment teams, second opinions regarding
risks, and the creation of specialty treatment pro-
tocols (e.g., violence prevention, and swallowing
foreign objects). Examples of program develop-
ment include designing, implementing, coordi-
nating, and evaluating the effectiveness of unit
token economies, unit rules, and PSR services. In
these roles psychologists collaborate with mem-
bers of other disciplines, bringing their training
and perspective. Psychologists serve on commit-
tees within the facility or across a state (e.g.,
forensic issues, seclusion/restraint reduction
efforts, preparing for reviews by regulatory agen-
cies). Leadership positions for psychologists range
from being an influential and prominent member
of the treatment team to the director of the facility.

Challenges

Many of the services provided by psychologists
in the inpatient psychiatric hospital as described
in this chapter are consistent with recovery
principles. Even more broadly, the training and
professional experiences most psychologists
bring to their inpatient practice are consistent
with recovery principles. However, there are
some tensions between recovery principles and
psychological services in the inpatient psychi-
atric setting. Many of these are not unique to
psychologists; indeed, they may be felt more
keenly by members of other disciplines. In this
section I discuss some of the challenges that are
particularly relevant to psychologists.

Autonomy, Choice, and Coercion
Perhaps one of the thorniest tensions in the public
inpatient psychiatric hospital is balancing the
autonomy of individuals with the use of coercive,
restrictive, and paternalistic measures. Auton-
omy, self-determination, and choice are central
recovery principles. However, in public psychi-
atric hospitals most individuals are committed

involuntarily on a civil or forensic status, which is
already a restriction of their freedom. This issue is
further complicated by the limited insight many
individuals have. As Bellack (2006) noted, “…
the balance of power may need to shift toward the
professional when the consumer is highly
impaired and has diminished decisional capacity”
(p. 441). Much of this debate is framed around the
risk of harm to self and others, that is, more
restrictive measure are justifiable when such risks
are high (Davidson et al. 2006).

This issue is probably less pertinent to psy-
chologists than practitioners fromother disciplines
because many of the services psychologists pro-
vide rely on the willing participation of the indi-
viduals they serve. For example, most formal
psychological assessments (e.g., personality test-
ing, intelligence testing) cannot be done without
the person’s active engagement. However, even in
conducting assessments there are exceptions such
as the use of clinician administered rating scales
and behavioral observations, many forensic eval-
uations, and risk assessments. Likewise, psy-
chotherapy, psychoeducation, and skills training
require at least some engagement by patients.

Autonomy becomes more relevant for psy-
chologists in clinical decision-making. One such
area is working toward patient identified goals,
another central concept of the recovery model.
Examples of conflicts over goals include a person
who wants immediate discharge even though
he/she has been committed and is not ready for
discharge (e.g., engages in and threatens
aggression), and a person who wants to smoke in
a tobacco-free facility. In the first example, dis-
charge may be the ultimate goal, but often the
individual views it as the immediate goal. In this
situation there is agreement on the goal, but not
when it will be accomplished. Another example
is when an individual is unwilling to leave the
hospital even though the treatment team believes
the person is clinically ready, and housing,
financial supports, and outpatient services are
available. As an example, a middle-aged woman
I worked with refused discharge until her hus-
band, a medical doctor, came to pick her up and
take her to the new home he was building for
them. In reality, she had no husband, and she
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extended her stay in the hospital by refusing to
accept available community housing. Much later,
she became attracted to a male patient quite
younger than herself who she regarded as her
husband even though they were not married.
When he was preparing for discharge, she agreed
to live in the residential placement he chose. In
another case, a man believed that a local gov-
ernment had cheated him out of a multi-million
dollar service contract he bid on. As a result he
thought that the government owed him a huge
sum of money as compensation, and he refused
discharge unless he was guaranteed a yearly
income of over $100,000 and a large house.

At times, even if one wants to fulfill a per-
son’s goals, it can be difficult to know what those
are. For example, a young man I worked with
requested discharge from the hospital frequently,
often several times a day. However, his choice of
where he wanted to live often changed over the
course of just a few hours. This vacillation began
early in his hospitalization and went on for
months before he was discharged.

As these examples show, there is a balance
between autonomy and limiting choices as noted
by Geller (2012) and in the following statement
from SAMSHA (2011):

Honoring self-determination, however, does not
require, and is not equal to, doing whatever the
person wants…. Mental health professionals are
bound both by their professional ethics and by
their societal obligation to act in the person’s and
community’s best interests, even if that may be in
conflict with the person’s wishes at the time. When
a person is incapacitated by an acute episode of
psychosis, is unable to make his or her own deci-
sions, and poses a serious and imminent risk, the
recovery-oriented practitioner is equally obligated
to intervene on the person’s and the community’s
behalf.
Recovery-oriented practice in this way is not

contradictory to emergency intervention on the
person’s and community’s behalf. What
recovery-oriented practice requires is that such
interventions be performed respectfully, in ways
that ensure the dignity of the individual, with
transparency, only for as long as is required by the
emergent situation, and in ways that optimize the
person’s opportunities for exercising whatever
degree of self-determination remains possible at
the time. This typically requires the staff to offer
the person choices, even though they may be

limited to a narrow range, and to be as clear and
explicit as possible with the person throughout the
process about what is happening, why it is hap-
pening, and what needs to happen for the person to
regain control and autonomy’ (pp. 25–26).

In response to this sentiment, Davidson
(2012) placed a heavy burden of responsibility
on treatment providers to show that acting in
conflict with a person’s wishes is necessary,
especially in light of a history of abusing their
power simply because a person had a mental
illness (e.g., lobotomies, prolonged confinement
without sufficient justification).

Diagnoses and Relief of Symptoms
To some extent advocates of recovery eschew the
use of psychiatric diagnoses because it is stig-
matizing, risks defining individuals as their
diagnoses, and places undue emphasis on
symptom relief as a treatment outcome rather
than finding a meaningful life. While these are all
valid concerns, accurate diagnoses and symptom
relief are important in the public inpatient psy-
chiatric facility. Accurate diagnoses can inform
treatment, whether psychopharmacology or some
of the psychological interventions described in
this chapter, and can help the psychologist access
the relevant scientific and professional literature.
As an example of the importance of making
accurate diagnoses, I worked with a young
woman who had been committed to the hospital
on a forensic status after incurring a felony
charge for assaulting a police officer. She was
estranged from her family, homeless, unem-
ployed, and had no source of income. On the unit
she frequently aggressed toward other patients
and staff and was emotionally labile over the
course of several weeks. Many members of the
treatment team viewed her as having Antisocial
Personality Disorder and advocated for her return
to jail as soon as possible. I suggested that she
had Bipolar Disorder, with or without Antisocial
Personality Disorder, and recommended treat-
ment for Bipolar Disorder. The attending psy-
chiatrist agreed to offer a trial of a mood
stabilizing medication to which she responded
very well. Her aggression ceased and her mood
improved dramatically. She was not prosecuted

248 J. Phillips



for her legal charge, and instead, with the help of
the treatment team and outpatient service provi-
ders, she was discharged to a residence in the
community.

With regard to the relief of symptoms as a
goal of treatment, individuals admitted to public
behavioral health facilities commonly experience
acute symptoms. In many instances individuals
experience these symptoms as distressing.
Examples include hallucinations of voices mak-
ing derogatory comments about the person, fear
that the person’s life is in danger, depression,
anxiety, anger, sleep disturbance, and so on.
Even when symptoms are not reported as dis-
tressing, they may underlie the reasons individ-
uals are admitted to the hospital, especially for
those on an involuntary status. In both situations,
symptom relief is an important goal. Indeed,
studies have found a negative correlation
between symptoms and ratings of recovery by
individuals with SMI (Corrigan et al. 1999;
Hackman et al. 2007). Furthermore, in a Delphi
study that examined the meaning of recovery as
defined by individuals with lived experience,
over 80 % agreed that a characteristic of recov-
ery is when symptoms interfere less and less with
daily life or do not get in the way of doing things
(Law and Morrison 2014). Thus, symptom relief
can be one of several treatment goals, but com-
plete remission is not a necessary criterion for
discharge.

Hope and Discouragement
A cardinal feature of the recovery model is
instilling and maintaining hope in individuals
with SMI. The literature on the long-term out-
come of individuals with SMI has shown that a
high percentage of individuals recover, a finding
that has contributed to the recovery movement.
However, this same literature shows that a sig-
nificant proportion of individuals do not recover
very well. As described earlier in this chapter, the
public inpatient behavioral health facility serves
individuals with complex problems and needs.
These individuals often have difficult to treat
problems with long lengths of stay and/or repeat
hospitalizations. Furthermore, psychologists and
other treatment providers face criticisms of their

services from patients and family members,
especially from those who are angry about hav-
ing been hospitalized and how they have been
treated, (even prior to admission). Such criti-
cisms and oversight by regulatory agencies per-
form a valuable function, namely, to stimulate
the reexamination and modification of practices,
policies, and procedures. Nevertheless, the lack
of progress by some patients, a barrage of criti-
cisms, and unrealistic expectations to prevent all
forms of harm can lead psychologists to become
discouraged. Such discouragement, could, in
turn, impede psychologists’ ability to convey
hope to patients and search for effective services.
Indeed, in a couple of studies comparing outpa-
tient and inpatient staff, the latter were less
optimistic about consumers (e.g., their ability to
live in their own residences and likelihood of
remaining in the mental health system for the rest
of their lives) (Salyers et al. 2007; Tsai and
Salyers 2008).

To prevent discouragement and to stay
hopeful about individuals’ recovery, it is useful
to be aware of the research literature on
long-term outcomes for people with SMI, to keep
in mind that recovery is “nonlinear,” and to recall
the many successes with individuals who had
poor initial prognoses. It is important to rely on
one’s treatment team and colleagues as a source
of support, seek consultation from within and
outside the facility, include consumer peers as
part of the hospital workforce, and have peers
who have successfully transitioned to the com-
munity available as models.

Evidence-Based Practices (EBPs)
Many of the interventions described in this chapter
are EBPs. Much has been written about EBPs in
the field of psychology, and there is much debate
about using them. These arguments are beyond the
scope of this chapter. Instead, I focus here on their
relationship to recovery-oriented practices.

As noted by Davidson et al. (2009), “… some
mental health consumer advocates view the
emphasis on evidence-based practices to place a
further restriction on their ability to exercise
choice in their care. They also are suspicious of
scientific claims to offer a privileged access to
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truth, arguing instead for relying on first-hand
experiences as at least as equally valid sources of
information about the utility of psychiatric
interventions” (p. 323). Similarly, Anthony et al.
(2003) highlighted several limitations of
evidence-based practices as they apply to
recovery. These include narrowly defined out-
come measures such as symptoms and rates of
hospitalization, rather than ones consumers value
such as having meaningful roles in society. They
asserted that evidence-based practices do not take
into account subjective experiences or the
understanding that there are many paths to
recovery. Further, many evidence-based prac-
tices undervalue the “helper-helpee” relationship,
something cited as critical to recovery by indi-
viduals with lived experiences. Finally, they
noted that many recovery-oriented practices draw
their importance from philosophical values, not
just empirical evidence.

Such criticisms led Davidson et al. (2009) to
ask rhetorically whether EBPs and recovery are
like oil and water (i.e., fundamentally incompat-
ible) or oil and vinegar (i.e., concepts that can be
integrated). In arguing that EBPs and recovery are
indeed compatible, Davidson et al. noted that just
as in other fields of medicine, patients are partners
in treatment and retain the right to make informed
choices (as long as they have not been deemed
incompetent to make such decisions) based on, or
despite, the evidence. Individual preference is
part of the definition of evidence-based practices
in psychology (EBPP) adopted by the American
Psychological Association. According to this
definition “EBPP is the integration of the best
available research with clinical expertise in the
context of patient characteristics, culture, and
preferences” (APA Presidential Task Force on
Evidence-Based Practice 2006, p. 280, emphasis
added). In support of the compatibility of EBPs
and recovery principles, others have argued that
many EBPs emphasize shared
decision-making and education about available
interventions so that individuals can make
informed choices, and they provide individuals
with tools to pursue their goals (Mueser 2012;
Torrey et al. 2005). Mueser (2012) went even
further by asking whether services can “… be

recovery oriented without helping individuals
gain access to EBPs” (emphasis original, p. 288).
He argued that “EBPs are a technology, not a
value, and therefore, on their own (like computers
or telephones) they are neither recovery-oriented
nor antithetical to recovery” (p. 287). This is
consistent with the view of SAMSHA (2011):
“All of these practices [EBPs], when offered in a
person-centered and empowering manner that
focuses on inclusion in community life, can be
viewed as recovery-oriented practices” (p. 9).

Personal Safety
Psychologists in public psychiatric hospitals
work in settings that put them at some risk of
harm to themselves, albeit to a lesser extent than
front line, direct care staff members and clini-
cians from some other disciplines. This presents
an intriguing challenge in that psychologists
must be vigilant to indications of imminent vio-
lence and take steps to minimize the risk of
violence, while at the same time provide services
in a recovery-oriented manner. It is beyond the
scope of this chapter to discuss the many ways in
which risks can be minimized, but some exam-
ples include forming good working relationships
with patients, providing encouragement and
hope, and considering how and under which
conditions to provide information or take neces-
sary actions that a person might find upsetting.
While personal safety is important, psychologists
will not be effective if they are so wary of vio-
lence that they severely limit their interactions
with the individuals they serve.

Conclusion

Psychologists in public inpatient psychiatric
hospitals have many opportunities to provide
much needed services to individuals with SMI.
In this chapter, I have attempted to show how
psychologists can incorporate recovery-oriented
principles into their practice in these facilities,
and discussed some of the challenges they face in
doing so. As noted earlier, this survey of psy-
chological services is not exhaustive, nor are all
of the services described in this chapter available
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at all facilities. Many of these practices are
consistent with the training and experience that
has been a part of psychology for many years,
but because most of them have not been devel-
oped specifically for individuals in public inpa-
tient psychiatric facilities, these practices often
require some adaptation. Recovery principles are
easier to implement in community settings than
inpatient hospitals (Tsai and Salyers 2008), and a
number of tensions exist between the recovery
model and clinical practice in a state psychiatric
hospital. Furthermore, the meaning of recovery
and how to implement it often lack clarity, which
complicates efforts to adhere to recovery-oriented
principles. However, recovery, both as an
achievable outcome and a set of principles, can
serve as a guide to the practice of psychology in
inpatient psychiatric hospitals by focusing
attention on how a service helps a person recover
and how it aligns with recovery principles. Psy-
chological services will evolve with additional
research, policies, and debate. The prospect of
such change is not only expected and consistent
with the long history of treatment for individuals
with SMI, but invigorating to psychologists
working in this clinical setting.
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Introduction

The current trend in mental health systems is a
strong movement toward implementation of a
recovery model of care (American Nurses
Association [ANA] 2014; Seed and Torkelson
2012; Substance Abuse and Mental Health Ser-
vices Administration [SAMHSA] 2006). Recov-
ery principles are rooted in the foundations of
nursing practice. Components of the recovery
model are consistent with the training and prac-
tice of nursing, such as providing individualized
and person-centered care, viewing the individual
holistically rather than narrowly defined by
his/her illness or disorder, building upon the
individual’s strengths rather than focusing on
his/her deficits, demonstrating respect, fostering
hope, and enabling the individual to live a per-
sonally satisfying, meaningful life (SAMHSA
2006).

The recent emphasis on recovery supports
psychiatric-mental health (PMH) nursing tradi-
tions of relationship-based care in which the focus
is on the care and treatment of the individual with
the disorder, and not the disorder itself. Through
the use of therapeutic interpersonal skills, PMH

nurses are instrumental in assisting individuals
with mental disorders achieve their own recovery
and wellness goals. The practice of nursing in an
inpatient psychiatric hospital is particularly well
suited to the mental health recovery model as
nurses have the largest professional presence in
this setting, often a continuous 24-hour presence
(ANA 2014; Beech 2000; Turkington et al.
2006). However, the inpatient setting presents
unique challenges that create tensions between
recovery principles and nursing services. This
chapter describes how PMH nurses can incorpo-
rate the recovery model in the provision of ser-
vices in an inpatient psychiatric hospital from
admission to discharge, along with some of the
challenges they may face along the way.

To provide context for subsequent sections,
the chapter begins with a brief description of
various nursing roles, nursing’s relationship to
the recovery model, and the therapeutic nurse–
patient relationship. This is followed by a brief
description of the inpatient psychiatric hospital
setting and individuals typically served in this
setting. Then there is a discussion of treatment
planning and the nursing process, and the vital
role of the PMH nurse as an interdisciplinary
treatment team member. Next, there is a discus-
sion of some of the services nurses provide,
including assessments and interventions, with an
emphasis on how nurses can incorporate recov-
ery principles into the provision of these services.
The chapter concludes with a discussion of some
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challenges the recovery model poses for nurses
providing these services in inpatient psychiatric
hospitals.

Psychiatric-Mental Health Nursing

Psychiatric-mental health (PMH) nursing is
defined as “the nursing practice specialty com-
mitted to promoting mental health through the
assessment, diagnosis, and treatment of behav-
ioral problems, mental disorders, and comorbid
conditions across the lifespan” (ANA 2014,
p. 19). There are two levels of practice of PMH
nursing: the psychiatric-mental health registered
nurse (PMH-RN), with educational preparation
within a bachelor’s degree, associate’s degree, or
a diploma program, and the psychiatric-mental
health advanced practice registered nurse
(PMH-APRN), with educational preparation
within a master’s or doctoral degree program. In
addition, the PMH-APRN level has two sub-
categories: the psychiatric-mental health clinical
nurse specialist (PMHCNS) and the psychiatric-
mental health nurse practitioner (PMHNP).
Nursing staff in mental health settings may also
be comprised of positions other than RNs, such
as licensed practical or vocational nurses, psy-
chiatric technicians, and forensic technicians.
While these other nursing staff are valuable team
members that often spend substantial time with
the individuals and report to the RNs, this
chapter primarily focuses on the role of RNs.

The movement toward the integration of
recovery principles in PMH nursing requires a
paradigm shift away from a medical model, an
approach that is largely inconsistent with recov-
ery principles. The medical model has been
described as not therapeutic, not empowering,
and not conducive to healing, with a focus on the
illness rather than the person with the illness
(Chen et al. 2013; Deegan 2007; Seed and
Torkelson 2012; Swarbrick 2006). In acute care
and inpatient psychiatric units, PMH nurses who
work primarily in a culture that emphasizes the
medical model spend the majority of their time
performing routine task-oriented duties such as
administering medications to control or alleviate

symptoms, keeping the unit safe (e.g., observing
and monitoring individuals at risk), providing
overly custodial care (e.g., setting strict limits or
suggesting solutions instead of teaching
problem-solving skills), completing excessive
paperwork and other administrative duties,
and attending numerous meetings (Mullen 2009;
Seed and Torkelson 2012; Seed et al. 2010).
While some of these duties are undeniably
important, they are time consuming, narrow in
scope, and often do not allow sufficient time for
nurses to engage in frequent, quality interactions
with individuals in order to establish a thera-
peutic relationship, the core of PMH nursing
(Aston and Coffey 2012; Cahill et al. 2013;
Mathers 2012; Mullen 2009).

In contrast to the medical model, the role of
PMH nurses in the recovery model is not only to
provide routine, task-oriented care and treatment,
but also develop partnerships and assist individ-
uals with their recovery goals. Examples of these
goals may include renewing hope, becoming
involved with meaningful activities, redefining
self beyond illness, incorporating illness,
managing symptoms, assuming control, becom-
ing empowered, overcoming barriers to social
inclusion, exercising citizenship, and being sup-
ported by others (Davidson et al. 2003).

Among many definitions, SAMHSA (2006)
defined mental health recovery as a journey of
healing and transformation, and described 10 fun-
damental components of recovery: hope, self-
direction, individualized and person-centered,
empowerment, holistic, nonlinear, strengths-based,
peer support, respect, and responsibility. Regard-
less of the specific definition, the consensus is that
recovery is what the individual does, and treatment
and rehabilitation are what PMH nurses and other
healthcare professionals do to facilitate the indi-
vidual’s journey along his/her path.

Like nursing in general, PMH nursing is both
a science and an art. It is a science in that PMH
nurses utilize a wide range of theories and
research findings to guide their practice. They
also use the nursing process as a critical thinking
framework to serve as the foundation for clinical
decision-making and to support evidence-based
practice. When applied to PMH nursing, the
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nursing process involves six areas: assessment,
diagnosis, outcomes identification, planning,
implementation, and evaluation. PMH nurses use
the nursing process to care for and treat indi-
viduals with actual or potential mental health
problems, psychiatric disorders, co-occurring
psychiatric and substance use disorders and
risks, and co-occurring physical health problems,
medical illnesses, or risks. Utilization of the
nursing process in PMH is consistent with a
recovery-oriented model as nurses use it to pro-
mote and foster health and safety, assess dys-
function and areas of individual strength, assist
individuals to achieve their own personal recov-
ery goals, maximize strengths, and prevent fur-
ther disability.

PMH nursing is an art in that it is accom-
plished through interpersonal relationships,
therapeutic intervention skills, and professional
attributes. Examples of these attributes include
self-awareness, moral integrity, and empathy,
which enable PMH nurses to practice the pur-
poseful, artful use of self in therapeutic rela-
tionships as characterized by respect, availability,
hope, acceptance, advocacy, and spirituality, to
name just a few. The therapeutic nurse–patient
relationship concept is considered the hallmark
of PMH nursing (O’Brien et al. 2013). Several
characteristics define this relationship that align
with recovery principles. For example, a thera-
peutic relationship is based on mutual respect,
focused on the individual and designed to meet
his/her needs, and collaborative, with both the
individual and nurse contributing to growth,
healing, and problem solving. The interactions
are goal oriented, the goals are mutually estab-
lished, and decision-making is shared. Further-
more, the relationship promotes the individual’s
independence to the greatest extent possible,
where the nurse works with the individual versus
doing for the individual (O’Brien et al. 2013).

O’Brien et al. (2013) described four qualities
essential to the development of a therapeutic
nurse–patient relationship. The first quality is
respect. PMH nurses must accept individuals’
beliefs and feelings with a nonjudgmental atti-
tude, even if they differ from their own. Nurses
need to also be self-aware of and examine any

preconceived attitudes, beliefs, or judgments they
have that may interfere with providing thera-
peutic care to an individual. While it is inevitable
that differences will exist between PMH nurses
and individuals, nurses must accept and respect
these differences, attempt to understand the
individual’s perspective, and not impose their
personal values. Nurses can demonstrate respect
to individuals in numerous ways such as asking
how they prefer to be addressed (e.g., first name,
last name), assessing for religious or cultural
factors that may influence care and treatment,
being sensitive to touch and personal space, and
involving individuals in decision-making and
treatment planning.

The second essential quality is trust, which
O’Brien et al. (2013) described as the foundation
of all interpersonal relationships. Trust is partic-
ularly important for individuals with mental ill-
ness given their increased vulnerability, and it is
essential for their PMH nurses to be honest,
reliable, and dependable. Nurses must earn this
trust, and it will evolve over the progression of
the relationship rather than occur immediately.
However, what takes a long time to build can be
quickly undone by just one negative occurrence,
so all nursing actions need to promote trust.
Some examples include consistently following
through with promises (e.g., be on time for
appointments; give reinforcement for positive
behaviors as agreed upon) and treating individ-
uals fairly (e.g., in a psychosocial group, do not
show unfair, subjective favoritism toward an
individual).

The third significant quality is genuineness, or
the ability for nurses to be themselves or to be
real or authentic during interactions with indi-
viduals (O’Brien et al. 2013). This quality also
refers to congruence between what nurses are
actually feeling and their expression of these
feelings. For example, if an individual shares a
story about being sad and angry due to the recent
death of a best friend and the PMH nurse’s verbal
behavior demonstrates caring and understanding
but nonverbal expressions suggest apathy, this
lack of genuineness could also impact the level
of respect and trust in the relationship. In addi-
tion, if an individual asks the nurse something
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and the nurse does not know, typically there is a
greater chance the individual will respect the
nurse admitting his/her limitations and providing
an honest, genuine response rather than provid-
ing a false response.

The fourth quality O’Brien et al. (2013) dis-
cussed as an essential characteristic of the nurse–
patient relationship is empathy, or the ability to
put oneself in another person’s place and see the
world as he/she does. A PMH nurse who is
empathetic has an objective understanding of an
individual’s emotions and is sensitive to the
individual’s feelings without actually experienc-
ing the emotions. Empathy helps build trust in a
relationship and differs from sympathy, which is
a subjective experience, involves an actual
sharing of experienced emotions, and may
interfere with the relationship and the nurse’s
ability to provide effective, supportive care, and
treatment.

These four qualities—respect, trust, genuine-
ness, and empathy—are consistent with the first
three provisions of the ANA Code of Ethics for
Nurses with Interpretive Statements (ANA 2015),
which state, “the nurse practices with compassion
and respect for the inherent dignity, worth, and
unique attributes of every person” (p. 1), “the
nurse’s primary commitment is to the patient,
whether an individual, family, group, community,
or population” (p. 5), and “the nurse promotes,
advocates for, and protects the rights, health, and
safety of the patient” (p. 9), respectively. PMH
nurses that adhere to these provisions help pro-
mote a therapeutic relationship with the individ-
uals they serve and thus assist these individuals in
achieving their recovery goals.

Compared to a social relationship, the pro-
fessional nurse–patient relationship is purposeful,
structured, and time-limited, and nurses’ self-
disclosure of intimate, personal information is
restricted. Multiple factors contribute to the
development and success of the professional
relationship such as development of trust,
mutually determined goals, and establishment of
boundaries early in the relationship. The nurse’s
use of therapeutic communication techniques
during all interactions, both formal and informal,
is also critical, such as while conducting an

assessment, engaging in an informal conversa-
tion, conducting a formal individual counseling
session, or facilitating a psychosocial rehabilita-
tion group. Examples of therapeutic communi-
cation techniques include active listening (e.g.,
during an assessment interview or individual
counseling session), effective nonverbal tech-
niques (e.g., appropriate facial expression, pos-
ture, and eye contact that is culturally sensitive),
effective verbal techniques, and skillful commu-
nication (e.g., constructive strategies for verbally
obtaining and conveying information during an
interview or to encourage engagement of an
individual in treatment), and assertive commu-
nication, which promotes the use of I versus you
statements and allows individuals to own their
feelings and communicate their wishes and needs
in a respectful, nonaggressive manner (O’Brien
et al. 2013).

PMH nurses practice in a variety of clinical
settings across the continuum of care, including
but not limited to partial hospitalization (or day
treatment) and intensive outpatient programs, resi-
dential facilities, community mental health centers,
assertive community treatment (ACT) teams, home
healthcare, psychiatric emergency departments,
and inpatient psychiatric hospitals (ANA 2014;
O’Brien et al. 2013). This chapter focuses primarily
on inpatient psychiatric hospitals, a setting in
which the majority (two thirds) of PMH nurses
work (Hanrahan 2009). Individuals admitted to
inpatient psychiatric hospitals may be voluntary
or involuntary (civil) commitment (i.e., court-
ordered). They may also be admitted through the
criminal justice system with a forensic legal status
for reasons such as emergency treatment due to
dangerousness to self or others, evaluation of
their competency to stand trial, restoration of their
competency to stand trial, or evaluation of their
mental state at the time of the alleged offense (Singh
et al. 2016).

Individuals served in an inpatient psychiatric
hospital often have a severe mental illness (SMI),
which is a mental, behavioral, or emotional dis-
order that substantially interferes with or limits
one or more major life activities (SAMHSA
2013b). SMIs tend to last for a long time (if not a
lifetime) and may be characterized by periods of
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relapse or reoccurrence. While many psychiatric
disorders have the potential to persist and
become chronic and severe, schizophrenia, major
depressive disorder, and bipolar disorder tend to
be most prevalent, and an individual may expe-
rience more than one mental disorder (Spaulding
et al. 2016).

Treatment Planning and Nursing
Process

Individuals residing in inpatient psychiatric hos-
pitals face many complex issues that necessitate
treatment teams to take an interdisciplinary versus
a multidisciplinary approach to care and treatment
in order to achieve desired goals and best facili-
tate the individual’s road to recovery. Teams that
adopt a multidisciplinary approach are more
clinician centered and are characterized by sev-
eral disciplines working parallel to each other in
silos, doing their individual pieces of the process,
writing separate treatment plans, and combining
the separate plans into one big plan with little to
no integration (Akhavain et al. 1999; McLoughlin
and Geller 2010). This approach frequently
results in fragmented, redundant, complicated,
confusing, and inconsistent care that lacks align-
ment with the recovery model. Individuals are
unable to track their own progress, and team
members lose focus of who is doing what and
why. In contrast, teams that utilize an interdisci-
plinary approach are more person-centered and
are depicted by disciplines that work collabora-
tively and cooperatively toward common goals
and combine efforts to formulate one synergistic
treatment plan. In comparison to the multidisci-
plinary approach, the interdisciplinary approach
is more streamlined, simple, clear, user-friendly,
and consistent and is better aligned with the
recovery model as it emphasizes the importance
of individuals taking significant responsibility for
their own recovery by taking active ownership in
their treatment and rehabilitation plan and being a
dynamic participant in the team collaboration
process.

PMH nurses are core members of the inter-
disciplinary team, along with other disciplines

such as psychiatry, psychology, primary care,
social work, rehabilitation services, and activity
therapy (Singh et al. 2016). Although all disci-
plines share common knowledge and skills in
some areas, each member has a unique knowl-
edge base and skills and brings his/her own
perspectives and ideas to the table that enriches
the treatment team. For example, utilizing the
therapeutic nurse–patient relationship as their
basis, PMH nurses bring expertise in assessing
an individual’s capacity to engage in activities of
daily living and helping the individual cope as
needed (O’Brien et al. 2013). Ideally, the planned
synergy that results when overlapping strengths
and knowledge of the various interdisciplinary
team members are tailored and matched to the
needs of the individual will enhance the out-
comes of care and treatment and expand the
comprehensiveness of these outcomes (ANA
2014). For example, Akhavain et al.’s (1999)
review of the literature suggested implementation
of a collaborative team approach enhanced
quality of individuals’ care as evidenced by
positive outcomes such as reduced mortality
rates, reduced costs, and self-reported improved
quality of life.

In the inpatient psychiatric hospital setting,
the treatment plan serves as a blueprint or road-
map for the individual’s recovery from admission
to discharge (Davidson et al. 2016; Singh et al.
2016). Based on the recovery model, rehabilita-
tion and recovery principles are typically the
framework that guides development of treatment
plans in inpatient psychiatric hospital settings,
and the overall aims of these plans are to assist
individuals in stabilization of symptoms (as
indicated) and to help them obtain the skills
needed to be discharged from the hospital, to
experience successful community reintegration,
and to have enhanced quality of life. A few
modifications to these aims may be necessary in
some instances such as individuals admitted with
forensic status or individuals with co-occurring
mental illness and developmental disabilities.

In order to be effective, treatment plans should
be person-centered and focus on the individual as
opposed to just on specific diseases, disorders, or
deficits of the individual. They should also be
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tailored to the individual’s needs and preferences
rather than trying to fit the individual into a
prewritten, cookie cutter plan. In addition, treat-
ment plans should be meaningful to the indi-
vidual and enable all team members to evaluate
the attainment of goals and the effectiveness of
interventions. Exact components of treatment
plans vary among hospitals, but common ele-
ments typically include case formulation, diag-
noses, discharge criteria and plan, discharge
barriers/problems, goals and objectives, and
interventions (Singh et al. 2016). In addition,
while assessments are not theoretically a part of
the treatment plan, they serve as the foundation
for the plan’s development, and reassessments
must be conducted to evaluate the plan’s effec-
tiveness on a preset schedule (and more often as
needed) to determine whether modifications need
to be made. As core members of the interdisci-
plinary team, PMH nurses play a vital role in the
development, implementation, and evaluation of
the treatment plan.

When applied to PMH nursing, the nursing
process involves six steps: assessment, diagnosis,
outcomes identification, planning, implementa-
tion, and evaluation (ANA 2010, 2014). These
steps essentially mirror those of the treatment
planning process. Historically, inpatient psychi-
atric hospitals have required PMH nurses to write
nursing care plans (separate from the team’s
treatment plan) that contain information to reflect
each step in the nursing process. To be more
consistent with recovery principles and the
interdisciplinary approach to care and treatment,
there needs to be a cultural shift away from
separate nursing care plans and toward one fully
integrated plan (Akhavain et al. 1999). This in no
way suggests PMH nurses should stop using the
nursing process as a critical thinking framework
to assist individuals throughout their recovery
journey.

Nursing Assessments

Assessment is one of the PMH nurse’s most
important skills as it helps define the individual’s
actual and potential problems, and it enables the

nurse and individual to establish a relation-
ship. Although assessment is theoretically the
first step in the nursing process, it is in actuality a
continuous process carried out during all steps
(Berman et al. 2016). The PMH-RN utilizes a
systematic and ongoing method to conduct
assessments and collect, organize, validate, and
document comprehensive objective and subjec-
tive data in many areas, including but not limited
to psychiatric, substance, physical, functional,
emotional, psychosocial, cognitive, cultural,
age-related, sexual, environmental, spiritual/
transpersonal, and economic (ANA 2014).
PMH-RN assessments also involve obtaining
information about the individual’s “values,
preferences, knowledge of the healthcare situa-
tion, expressed needs, and recovery goals” (ANA
2014, p. 44). The PMH-APRN has an expanded
scope of practice that includes additional skills
such as the performance of psychiatric and
mental health diagnostic evaluations and the
initiation and interpretation of diagnostic tests
and procedures (ANA 2014).

Types and Functions of Assessments

PMH nurses conduct several types of assess-
ments, including but not limited to initial,
time lapsed, problem-focused, and emergency
(Berman et al. 2016). Initial assessments are
useful for establishing a comprehensive database
for actual and potential problems and risk iden-
tification, reference, and future comparison, such
as upon an individual’s admission to an inpatient
psychiatric hospital. The psychiatric admission
nursing assessment typically consists of a
biopsychosocial history, a mental status exami-
nation, and a physical assessment. PMH nurses
may also conduct initial risk assessments to
identify factors that place individuals at high risk
for behavioral, psychiatric, and medical condi-
tions (e.g., suicide, impaired skin integrity, falls).
These risk assessments may be published scales
in the literature such as the Braden Scale for
Predicting Pressure Sore Risk (Bergstrom et al.
1987) or based on specific criteria determined by
the hospital. In addition, nurses may also conduct
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screens (e.g., nutrition) to identify individuals at
potential risk for a health condition (based on
predetermined criteria), to trigger a more com-
prehensive risk assessment, and to implement
immediate interventions (if clinically indicated)
to keep the individual and others safe until fur-
ther evaluation can be completed. Specific com-
ponents of admission assessments will vary
depending on factors such as the RN’s scope of
practice.

Time-lapsed assessments are conducted sub-
sequent to initial assessments in order to compare
the individual’s current status to baseline data
(Berman et al. 2016). This assessment type is
particularly relevant to recovery, which is char-
acterized as nonlinear (SAMHSA 2006). In an
inpatient psychiatric hospital, individuals’ pro-
gress along the road to recovery is not a
step-by-step process but rather based on contin-
ual growth, occasional setback, and learning
from experience. Change often occurs slowly and
must be closely monitored at designated inter-
vals, such as monthly, quarterly, and annually.
Time-lapsed nursing assessments may help
identify and document progress, thus instilling
hope that improvement is occurring. These
assessments are also helpful in detecting changes
that occur more rapidly. For example, when an
individual is first admitted and assessments are
conducted at change of shift (and more often as
indicated), progress toward stabilization of
symptoms and overall functional health can be
monitored.

Problem-focused assessments are an ongoing
process integrated with nursing care and are
conducted to determine the status of a specific
problem or issue identified during a previous
assessment (Berman et al. 2016). For example, if
an individual has an acute change in mental
status related to electrolyte abnormalities,
reassessments of mental status will be conducted
as often as clinically indicated until the problem
is resolved. This assessment type also applies
when evaluating progress toward skills training
(e.g., an individual learning how to safely and
effectively self-administer an insulin injection).
Emergency assessments are conducted during
any psychological or physiological crisis in order

to identify life-threatening or new or overlooked
problems. Examples include assessing suicidal
tendencies or potential for violence or assessing
for airway, breathing, and circulation during a
cardiac arrest.

Assessment Methods

PMH nurses use a wide array of methods to
conduct the various nursing assessment types, of
which the principal methods are interviews,
observations, and examinations. Interviews are
deliberate, purposeful conversations or commu-
nications between the nurse and individual and
can serve multiple purposes such as to receive or
provide information, identify problems, evaluate
change, educate, or provide support, counseling
or therapy. Nurses often conduct interviews
when completing parts of the biopsychosocial
history of the nursing admission assessment.
Interviews can be structured (standardized ques-
tions) or unstructured (no standardized ques-
tions), and consist of both closed- and open-
ended questions, depending on several factors
such as the purpose of the interview and the
needs of the individual. Often a combination of
the techniques is best, and the nurse may need to
adapt interview strategies based on the situation
and the environment. When conducting inter-
views, PMH nurses should utilize therapeutic
techniques described above (e.g., active listening,
effective nonverbal and verbal techniques, skill-
ful and assertive communication) that are con-
sistent with qualities essential to development of
a therapeutic nurse–patient relationship (i.e.,
respect, trust, genuineness, and empathy).

Nurses also gather data through observations
by using their senses (sight, smell, hearing,
and touch). This method not only involves
noticing data but also selecting, organizing, and
interpreting the data. For example, if the nurse
smells foul body odor on an individual, he/she
must determine what this finding is related to—
poor hygiene, self-neglect, neglect by a caretaker,
normal odor after physical exercise, etc. In addi-
tion, nurses conduct physical examinations
using inspection, auscultation, palpation, and
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percussion. When doing a complete exam, nurses
should utilize a systematic approach such as
head-to-toe or body systems, or they may just
concentrate on a particular system for problem-
focused exams. Other data collection methods
may include asking the individual to self-monitor,
such as daily mood ratings (e.g., Tusaie 2013) and
intake and output measurement.

Sources of Data

PMH nurses obtain assessment data from both
primary and secondary sources of information.
The individual (primary) is usually considered the
best source unless he/she is too ill, confused, or
young to communicate clearly or reliably. The
individual can provide subjective data no one else
can offer. In inpatient psychiatric hospital set-
tings, individuals often feel most comfortable
sharing certain personal, sensitive information
with the PMH nurse versus other healthcare team
members because of the therapeutic relationship
that develops between them due to close and
frequent contact. However, it is often beneficial to
also obtain data from secondary sources to not
only supplement information the individual pro-
vides but to also validate or verify it in some
instances, especially if there are concerns with
reliability, accuracy, or completeness of infor-
mation. At times individuals may also not be
willing or able to provide information due to
various reasons such as too ill upon admission,
confusion, or paranoia of the nurse’s intentions.
Examples of secondary sources of data include
but are not limited to family members or other
support persons (e.g., friends, caregivers, shel-
ter staff, clergy), other health professionals
(e.g., verbal report from PMH nurse from another
hospital; documentation of behavioral observa-
tions on a flow sheet by psychiatric technicians),
past and current health records and reports
(e.g., medical records, operative reports, social
agency reports), laboratory and diagnostic anal-
yses, and relevant literature (e.g., professional
journals and reference texts). For individuals
admitted with forensic status, the PMH nurse may
also review court documents such as warrants,

court orders, records from jail, and copies of
previous forensic evaluations and obtain infor-
mation from law enforcement officers.

Incorporation of Recovery Principles

There are numerous ways the PMH nurse can
incorporate recovery principles into the assess-
ment process. The assessment process itself,
which is continuous in nature, is consistent with
recovery being nonlinear, such as with time-
lapsed assessments described above. For most
individuals with SMI, the road to recovery is
long and arduous, change is slow, and many
barriers and obstacles confront them. Although
hope is internalized, PMH nurses can foster hope
through actions such as providing positive rein-
forcement during assessments, acknowledging
when even the smallest amount of progress has
been made toward a goal. Hope is an individual’s
catalyst for recovery and is an essential moti-
vating factor along the journey (SAMHSA
2006).

Next, the nurse should always demonstrate
respect, which involves acceptance and appreci-
ation of individuals, including protection of their
rights and elimination of stigma and discrimina-
tion (SAMHSA 2006). For example, the nurse
should always obtain consent from the individual
prior to approaching family members and other
support persons for assessment data (except in
the case of an emergency or unless he/she is not
mentally able). PMH nurses should also be both
culturally sensitive and culturally competent
(O’Brien et al. 2013). Cultural sensitivity refers
to nurses being aware of and respecting the
individual’s values and lifestyles even when they
differ from their own, whereas cultural compe-
tence is a broader, multidimensional concept that
involves knowledge, attitude, and skills. It is
important for the treatment team to assess an
individual’s cultural and ethnic preferences and
practices and whether there are any issues that
may be pertinent to his/her illness or treatment
(e.g., use of complementary alternative medicine,
such as healing touch or herbs, prior to
admission).
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In addition, nursing assessments should be
strengths-based, which involves building upon
and valuing the individual’s numerous capacities,
talents, resiliencies, coping abilities, and inherent
worth (SAMHSA 2006). One broad example
discussed above is the recent paradigm shift
occurring in inpatient psychiatric hospitals,
moving away from the medical model (which
primarily focuses on the illness or disorder)
toward a recovery model (which focuses on the
individual with the illness or disorder). A more
specific example that applies to PMH nursing
relates to medication non-adherence. Using a
strengths-based approach, instead of focusing on
and trying to suppress the deviant behavior (e.g.,
assessing how many times individuals do not
comply with practitioner orders and why they do
not comply), an alternative approach may be for
the PMH nurse to focus on and try to enhance the
adherent behavior (e.g., assess how many times
individuals take the medication as prescribed;
explore with the individuals what was different
the times they took the medication compared to
the times they did not take it; explore what they
think contributes to them taking the medication
on some days but not others; explore what
strategies they think may help increase the
number of times they would take the medication
as prescribed). Involving the individuals in dis-
cussions such as these, asking their opinions and
ideas, incorporates elements of several other
recovery principles such as individualized and
person-centered and empowerment.

With empowerment, individuals have the
authority to choose from a variety of options, to
participate in all decisions that may affect their
lives, and to speak for themselves about their
needs, wants, desires, and aspirations (SAMHSA
2006). One instance of empowering individuals
during the assessment process is to offer them a
choice of when and where to conduct the
assessment and whether they would like to have
a family member or other support person present.
For example, if an individual is acutely ill and
unable to tolerate much contact and exploration,
when at all possible, the nurse should provide
him/her a choice of several brief assessment
interviews instead of one long interview.

Another illustration of empowerment is to
offer individuals choices related to their personal
safety. For instance, PMH nurses may conduct a
Personal Safety Interview with the individuals
and ask them questions that elicit choices and
involve them in decision-making. For example,
nurses may ask the individuals how staff could
help them when they noticed they were getting
irritated, upset, or angry. They may also ask if
they have any preferences or concerns regarding
who serves them, such as gender, race, language,
and culture. These examples of empowerment
also demonstrate respect toward the individual.
Still another example of how PMH nurses can
empower individuals, as well as promote
responsibility (another recovery principle, where
the individual is responsible for his/her own
self-care) is to teach them self-care skills and
involve them in self-monitoring. For example, a
PMH nurse may teach an individual newly
diagnosed with diabetes how to self-monitor
blood glucose and record amount of food and
fluid intake at each meal. The nurse would
include the individual’s self-monitoring data with
data from other nurses and staff when collabo-
rating with the treatment team to evaluate overall
diabetes management.

The PMH nurse can also incorporate the
recovery principle of self-direction into nursing
assessments by asking the individual to describe
his/her life goals or vision of recovery, including
hopes, dreams, and aspirations. Although these
goals may include what the individual wishes to
do while at the hospital, it is much better to assist
the individual to envision life following dis-
charge. In collaboration with the treatment team,
the PMH nurse should assess life goals upon
admission and then periodically revisit and revise
them as the individual’s psychiatric condition
improves. Furthermore, psychiatric nursing
assessments should reflect recovery by being
comprehensive and holistic, examining many
aspects of the individual such as physical, psy-
chological, emotional, behavioral, functional,
intellectual, social, cultural, and spiritual (ANA
2014; Berman et al. 2016; O’Brien et al. 2013).
They may also include assessing resources and
supports (e.g., community, family, financial),

11 Mental Health Nursing Services 267



skills and strengths, and intervention needs (e.g.,
education, medication, therapy services), to name
just a few. Specific content is determined by
many factors, including content of other disci-
plines’ assessments.

Assessments of individuals with SMI in
inpatient psychiatric hospitals are multifaceted.
Thus, to enhance effectiveness, treatment teams
typically conduct assessments that are multidis-
ciplinary versus interdisciplinary, where mem-
bers from each discipline do their own
assessments, evaluating the individual from a
different perspective (Davidson et al. 2016). This
approach results in several comprehensive,
holistic assessments in which there is often much
redundancy across disciplines. While redundancy
may be useful in some instances, such as to
verify reliability of information provided by the
individual (e.g., chief complaint, what brought
him/her to the hospital), other redundancy may
be unnecessary (e.g., both the PMH-RN and
psychiatrist conduct a complete mental status
exam or both the PMH-RN and primary care
practitioner [PCP] conduct a complete
head-to-toe physical assessment). Not only is this
overlap in work inefficient use of clinicians’
time, but more importantly, it is not consistent
with a recovery-oriented model of care.

An alternative approach to conducting some
types of assessments that is more consistent with
a recovery model is one of an interdisciplinary
nature, in which assessments are more integrated
and streamlined. This approach requires treat-
ment team members to work collaboratively and
to have role flexibility. Akhavain et al. (1999)
described role flexibility as crossovers in
responsibilities between members in which one
discipline is not solely responsible for a task.
Role flexibility can best occur when the role of
each discipline is defined and understood by all
members, and when there is an environment of
trust and mutual respect and no inappropriate
imbalances of power among members (e.g., no
hierarchies based on perceived intellectual
superiority). Role flexibility enhances the team’s
ability to provide holistic care and facilitates the
use of shared knowledge and experience in a
collegial atmosphere.

Utilization of Assessment Data

Utilizing an interdisciplinary approach in a
recovery model, the team comes together to
analyze and synthesize all relevant assessment
data from each discipline and to develop an
integrated treatment plan that includes diagnoses,
problems, risks, and areas of focus for care and
treatment. For each assessed treatment, rehabili-
tation, and enrichment need included in the
treatment plan, the team writes an individualized,
realistic, and simple goal as well as specific
objectives or steps (written in behavioral,
observable, and/or measurable terms) the indi-
vidual can take to accomplish the goal. As much
as possible, the team should involve the indi-
vidual in writing goals and objectives, and they
should be written in jargon-free language he/she
will understand. In inpatient psychiatric hospi-
tals, most objectives will be learning based (i.e.,
related to what the individual will learn), but
some may also be service-based (i.e., related to
certain treatments that will be provided to the
individual by staff, usually nursing). Once
objectives are clearly defined, the team develops
interventions that specifically indicate what staff
will do to assist the individual to attain each
objective (Singh et al. 2016).

Nursing Interventions

Corresponding to the current initiative to inte-
grate recovery-oriented practices into the deliv-
ery of mental health services, there has been an
increased emphasis on evidence-based practice
(ANA 2014; McLoughlin et al. 2013). Evidence-
based nursing practice (EBNP) has various defi-
nitions throughout the literature, but most include
that it is a problem-solving approach where
nurses make practice decisions based on the best
available research evidence, clinical expertise,
and patient preferences (Nieswiadomy 2012;
Schmidt and Brown 2012). Evidence-based
findings are essential to provide quality care to
individuals with mental illness and to help pro-
mote their recovery, but they are only meaningful
when successfully integrated into practice.
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Nurses need to conduct research to measure
recovery-oriented practices in PMH nursing and
evaluate effectiveness of interventions. While
this research is starting to emerge, the literature is
scant with only a few empirical studies that have
been conducted, particularly in hospital settings
(McLoughlin et al. 2013; McLoughlin and
Fitzpatrick 2008).

PMH Nursing Interventions

PMH-RNs work with individuals, families,
groups, and communities to assess their mental
health and other co-occurring needs, carry out
each step of the nursing process, and evaluate it for
effectiveness. Their practice skills are generalized,
and they provide interventions such as health
promotion and maintenance, intake screening and
evaluation, case management, health teaching,
provision of milieu therapy, counseling, and
psychiatric rehabilitation. PMH-APRNs, with
more specialized practice skills, assess, diagnose,
and treat individuals and families with psychiatric
and behavioral problems and disorders (or the
potential for such) using their full scope of ther-
apeutic skills, including prescription of medica-
tions and administration of psychotherapy
(individual, group, and family) and psychoanaly-
sis. Theymay also serve as consultants, educators,
clinical liaison, and direct clinical supervisors. In
addition, they frequently deliver primary care
services, which include the diagnosis and treat-
ment of common health problems and the provi-
sion of preventive care (ANA 2014; O’Brien et al.
2013). Both PMH-RNs and PMH-APRNs may
have other duties and responsibilities than those
listed here, depending on factors such as special-
ized training, type of license, certifications, scope
of practice defined in the state Nurse Practice Act,
credentialing and privileging (for PMH-APRNs),
and setting worked.

Psychopharmacological Interventions

Within their scope of practice, PMH-APRNs can
implement psychopharmacological interventions,

which include the prescription or recommenda-
tion of pharmacologic agents and the ordering
and interpretation of laboratory and diagnostic
testing (ANA 2014). Specific to psychotropic
medications, while many benefits are associated
with these drugs such as amelioration of symp-
toms and improved quality of life, the potential
accompanying serious side effects such as tardive
dyskinesia (TD) and extrapyramidal symptoms
(EPS) raise several concerns and dilemmas, in
which the benefits and risks must be weighed
(O’Brien et al. 2013). As part of the recovery
model, the prescribing practitioner needs to
involve individuals in the decision-making pro-
cess to the maximum extent possible, educating
them on the options and giving them choices.
This collaborative approach with the individual
demonstrates respect and advocacy and has been
shown to promote adherence with the prescribed
regimen (Barber 2016).

While PMH-RNs cannot prescribe or order
pharmacological interventions, they play an
important role in their implementation. For
example, with psychotropic medications, RNs not
only administer the drugs but they provide edu-
cation to the individuals, family/significant others,
and support staff (e.g., psychiatric technicians).
They also monitor closely for side effects and
adverse drug reactions and immediately report
problems to the practitioner. In addition, they
conduct assessments to evaluate effectiveness of
the medications and progress toward goals and
report data to the treatment team.

Although pharmacotherapy is a well-proven
treatment option for mental illness, research has
shown that medication alone is often inadequate
with limited efficacy. For example, medication is
generally effective in treating acute episodes of
mania and/or depression in bipolar disorder, but
there is increasing evidence that many individu-
als do not achieve functional recovery with
medication alone (Crowe et al. 2010). Further-
more, there often appears to be an overemphasis
on medication in which medication has become
the default approach in situations where other
interventions could be utilized either alone or
in conjunction (Mullen 2009). Therefore, con-
sistent with a recovery orientation, psychosocial
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interventions are often implemented alone or in
combination with psychopharmacological inter-
ventions (as clinically indicated) to optimize
rehabilitation and recovery.

Counseling and Psychotherapy

Both counseling and psychotherapy are standards
of practice of PMH nursing (ANA 2014). Given
that PMH-RNs are one of the largest workforces
in regular contact with individuals in mental
health settings (ANA 2014; Beech 2000;
Turkington et al. 2006), they are well positioned
to provide a wide array of counseling interven-
tions. These interventions may be delivered in
individual and group settings and include but are
not limited to communication and interviewing,
problem-solving activities, stress management,
relaxation techniques, crisis intervention, sup-
portive skill building and educational groups,
assertiveness training, and conflict resolution
(ANA 2014). PMH-APRNs may conduct indi-
vidual, couples, group, and family psychother-
apy. Psychotherapy is a formally structured
relationship between the practitioner and the
participant(s). Interventions may be brief or long
term and use a range of therapy models such as
psychodynamic, behavioral, cognitive, and sup-
portive interpersonal therapies to “promote
insight, produce behavioral change, maintain
function, and promote recovery” (ANA 2014,
p. 32).

It is critical for both PMH-RNs and PMH-
APRNs to utilize effective communication
strategies and techniques and the therapeutic
nurse–patient relationship (as previously descri-
bed) during counseling and psychotherapy inter-
ventions, respectively, so that optimal outcomes
can be achieved in assisting the individual along
his/her road to recovery. It is also important to
research the effectiveness of these interventions in
order to contribute to evidence-based nursing
practice. For example, psychodynamic interper-
sonal therapy (PIT) is a psychological interven-
tion that has an emerging evidence base and has
demonstrated effectiveness as delivered by PMH
nurses (Cahill et al. 2013; Guthrie et al. 2001;

Paley et al. 2008). PIT is a model that primarily
focuses on the therapeutic relationship and draws
upon humanistic and interpersonal concepts
(Guthrie 1999).

Cognitive-behavioral therapy (CBT) is
another evidence-based intervention and is based
on the idea that people’s thoughts cause their
behaviors and feelings versus external factors
such as people, events, and situations (National
Association of Cognitive-Behavioral Therapists
[NACBT] 2014). CBT is a very general term and
includes a range of techniques with similar
characteristics. For example, CBT focuses on
changing the way people think or teaching them
a new way to react to people or situations. CBT
incorporates several recovery principles as it
involves a collaborative effort between the ther-
apist and individual and characteristics of a
therapeutic relationship, emphasizes the individ-
ual’s goals, and encourages autonomy and
responsibility by assigning them homework in
between therapy sessions (NACBT 2014). While
specialist therapists typically deliver CBT,
research has shown that with proper training and
supervision, PMH nurses can effectively imple-
ment cognitive-behavioral approaches (Beech
2000; Mullen 2009; Turkington et al. 2006).

Storytelling and Narratives

Individuals with severe mental illness are vul-
nerable and marginalized by society (SAMHSA
2013a, b; World Health Organization [WHO]
2010). As a result, their personal stories about
illness, problems in living, and recovery often get
lost or rendered useless and they are unable to
tell them. These individuals are often dismissed
as valid sources of knowledge and instead are
subjected to the knowledge of experts (Clements
2012). However, personal stories are important
sources of knowledge and can help individuals
know they are not alone and there is hope. PMH
nurses can implement various interventions to
honor and empower these individuals and help
them reclaim ownership and authority over their
stories to make meaning of their own illness
experience and to envision recovery in their own
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terms. For example, individuals may verbally
share a personal story during a one-to-one or
group counseling/psychotherapy session. They
may also write their personal narratives for others
to read. Another strategy that research has shown
to be effective in promoting storytelling is pho-
tovoice, a community-based participatory action
research approach that involves individuals tak-
ing photographs and writing accompanying nar-
ratives or being interviewed about the content in
the images (Wang and Burris 1994). These
photographs and accompanying text/narratives
provide rich qualitative data about individuals’
experiences as they illustrate individuals’ ideas,
their concerns, and the realities of their lives.

Although photovoice was developed for
implementation in the community and research
has primarily been conducted in outpatient and
community settings, it seems reasonable to expect
that implementation of this arts-based approach
would also have benefits in an inpatient psychi-
atric hospital setting. While a few modifications
may need to be made (e.g., ensure no violations of
privacy or confidentiality occur with taking pic-
tures inside a hospital), using photographs and
accompanying text/narratives may be an innova-
tive strategy to explore in inpatient settings to
facilitate individuals’ recovery journey.

Health Teaching and Health Promotion

Health teaching and health promotion is another
standard of practice of PMH nursing (ANA
2014) and is vital for nursing care of individuals
with mental illness. PMH nurses provide health
teaching to individuals and their families/other
support persons in both one-to-one and group
settings that are related to individuals’ needs,
recovery goals, and situations (ANA 2014). This
teaching may include a wide array of topics such
as psychiatric and substance use disorders,
mental health problems, treatment regimens and
related self-management strategies, relapse
prevention, coping skills, resources, self-care
activities, problem-solving skills, conflict

management, crisis management, and stress
management and relaxation techniques.

Psychoeducation (or illness management) is
one specific example of health teaching and
health promotion PMH nurses often provide, in
collaboration with other treatment team mem-
bers. Psychoeducation includes information
about the illness or disorder, the treatment plan,
medication and other treatments prescribed (e.g.,
nature of each treatment, intended benefits and
risks, management of side effects), and any
support services or advocacy groups that may be
involved (Liberman 2008; O’Brien et al. 2013).
Other components that have been found to con-
tribute to the success of psychoeducation include
supportive resources during crisis periods,
assistance with problem-solving skills, and
emotional support (Dixon et al. 2001).

Regardless of the topic taught, health teaching
and health promotion should be recovery-
oriented. PMH nurses need to implement strate-
gies that are individualized and person-centered
and demonstrate respect for the individuals,
taking into consideration factors such as the
individuals’ values, beliefs, health practices,
culture, spirituality, learning needs, develop-
mental level, language preference, socioeco-
nomic status, and readiness and ability to learn
(ANA 2014). For example, if an individual is
acutely symptomatic, the nurse should keep the
content of health teaching simple and offer it in
brief segments, repeating it as often as necessary
to ascertain learning has occurred (e.g., ask the
individual to repeat back in his/her own words
what was learned). With the individual’s per-
mission, the nurse should also explore the option
of including family/significant others in the
education to help reinforce the content and sup-
port the individual. Individuals should also be
active collaborative partners with the nurse. For
example, with shared decision-making, the nurse
may offer the individual a choice of how he/she
wishes to receive content (e.g., written materials,
videos). The nurse should also seek feedback and
an evaluation from the individuals regarding
effectiveness of the teaching strategies utilized.
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Milieu Therapy

Milieu therapy, also a standard of practice of
PMH nursing (ANA 2014), involves utilization
of the environment as a therapeutic tool and is
based on the belief that humans are affected by
their physical, emotional, and social climate
(O’Brien et al. 2013). In inpatient psychiatric
hospital settings, PMH nurses play a critical role
in collaborating with individuals with mental
illness, their families and significant others, and
other healthcare professionals to provide, struc-
ture, and maintain an environment that is safe,
therapeutic, and recovery-oriented (ANA 2014).
Milieu therapy includes many nursing interven-
tions. For example, upon admission, PMH nurses
orient individuals and their family to the care
environment, which includes the physical envi-
ronment, the roles of different healthcare provi-
ders, schedules of events pertinent to their
treatment and care, how to be involved in their
treatment and care, expectations regarding safe
and therapeutic behaviors, and their rights and
responsibilities particular to the treatment or care
environment. PMH nurses also conduct ongoing
assessments of the individual and use data col-
lected to help guide and tailor interventions to
provide and maintain a safe and therapeutic
environment based on the individual’s needs and
situation at that time. For example, individuals
who are acutely ill may respond best to a struc-
tured, consistent, and nonstimulating environ-
ment, whereas individuals who are well enough
to be discharged may benefit most from a less
structured environment that closely resembles
real-life situations in the community.

PMH nurses commonly advocate that indi-
viduals be treated in the least restrictive envi-
ronment necessary to maintain the safety of the
individuals and others (ANA 2014). This is
consistent with the recent emphasis in hospitals
to reduce and ultimately eliminate use of seclu-
sion and restraints. Upon admission, PMH nurses
(in collaboration with other disciplines) should
ask individuals about their past experiences with
seclusion/restraint (S/R) incidents and if appli-
cable, past successful strategies they have used to
prevent or manage dangerous behavior, and what

they find helpful in behavioral emergency situa-
tions that could prevent S/R from being used.
S/R should only be used in emergency situations
that pose an immediate risk of an individual
harming him/herself, staff, or others and when
lesser restrictive interventions (LRIs) are not
practical or have been ineffective. LRIs may be
medication administration, verbal, behavioral,
recreational (e.g., physical activity), or diver-
sionary (e.g., redirection) as well as environ-
mental modifications to reduce stimulation (e.g.,
remove irritant/instigator from the area, remove
individual to a quiet area or to a sensory or
relaxation room).

Early intervention is critical, as soon as
nursing staff notice the individual begins to act in
a manner that may indicate the potential to
escalate to becoming dangerous to self or others.
In the event S/R must be used, PMH nurses need
to do so in as much of a recovery-oriented
manner as possible. For example, nurses need to
protect and preserve the individual’s rights, dig-
nity, and well-being and consider how factors
such as age, developmental level, cultural back-
ground, gender, and history of physical or sexual
abuse may influence behavioral emergencies and
affect the individual’s response to S/R. Nurses
should also educate the individual on the reason
for S/R and the conditions necessary to remove
the restrictions, involving the individual in for-
mulating strategies to promote recovery of con-
trol and to expedite release.

Complementary and Alternative
Therapies

The overall goal of holistic nursing is to heal the
whole person, and it includes the integration of
complementary and alternative modalities
(CAM) into clinical practice (American Holistic
Nurses Association [AHNA] 2015). Comple-
mentary therapies are used together with tradi-
tional treatment modalities, whereas alternative
therapies are used in place of conventional
treatment (O’Brien et al. 2013). With proper
training, practice, and supervision, PMH nurses
can provide a variety of CAM. For example, they
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may give individuals a massage to promote a
sense of peacefulness and relaxation or teach a
yoga class. They may also deliver energy-based
practices such as therapeutic touch and Reiki (see
O’Brien et al. 2013). In addition, several CAM
promote self-healing, self-care, and self-
regulation such as breathing, centering, inner
reflection, journaling, biofeedback, relaxation,
and meditation. These practices enable individ-
uals to release tension, to concentrate their
attention, and to open themselves to new ideas
and greater awareness for their recovery journey.
Consistent with a recovery orientation, self-
regulation practices greatly depend on individu-
als taking responsibility for their own healing
and wellness versus most psychopharmacologi-
cal and psychosocial interventions that are
largely contingent on interventions of others.

Psychosocial Rehabilitation Mall

Traditionally, PMH nurses in inpatient psychi-
atric hospitals delivered most treatment and
rehabilitation interventions on individuals’ living
units. With a unit-based approach, interventions
are often sporadic and dependent on resources of
each unit (e.g., staffing), they are limited in
number, variety, and individualization based on
assessed needs, and the individuals often do not
participate in groups and instead may do activi-
ties such as sleep in their rooms or lounge in the
day room. More recently, consistent with a
recovery-oriented approach, nurses and other
clinical and support staff often provide treatment
and rehabilitation services in a psychosocial
rehabilitation (PSR) mall, or “treatment mall”,
where programming is centralized (Singh et al.
2016; Spaulding et al. 2016).

PSR malls are usually an off-residential loca-
tion in which individuals and staff leave their
units, and services are provided in large central
areas with all individuals and staff combined.
PSR malls have several benefits such as they help
normalize the treatment and rehabilitation expe-
rience for individuals, enhance efficient use of
hospital resources, and increase opportunities to

individualize treatment by expanding availability
of services offered to all individuals. Services
should be directly linked to individuals’ assessed
treatment, rehabilitation, and enrichment needs
and include activities designed to assist with
symptom management, personal skills develop-
ment, and life enrichment. A wide array of ser-
vices should be offered on the mall in broad
categories such as psychiatric disorders, medical,
legal, community, education, and leisure that
individuals can select from and attend, based on
their identified needs and interests. While most
services on the mall are delivered in a group
format, individual therapy may be provided
based on unique circumstances and needs of the
individuals.

As with all interventions, services PMH nurses
provide on the mall need to be recovery-oriented.
For example, to the greatest extent possible, ser-
vices should be delivered in the context of
real-life functioning and in the rhythm of the
individual’s life, not someone else’s life or a
hypothetical situation or hospital context. Thus, a
PSR mall needs to extend beyond the context of a
place or building, and its services should be tai-
lored to the needs of the individuals, not to the
needs of the program, the staff, or the hospital.
Individuals should have input and be included in
decision-making processes related to the mall
such as what services are offered. Services should
be provided in a respectful, culturally sensitive,
strengths-based environment that promotes indi-
viduals’ independence, increased wellness,
enhanced quality of life, and ability to thrive in
the community. Milieu therapy considerations
need to also be taken into account (as previously
described). For example, mall spaces should look
and feel as close to community living as possible,
they should be safe and functional environments
that are therapeutic (e.g., low noise/activity level,
welcoming, supportive), and they should have the
capacity to safely and effectively administer
medical/nursing care. In addition, information
and skills taught in the PSR mall should be
reinforced in the therapeutic milieu (e.g., resi-
dential unit) when applicable and feasible, which
will make them more portable upon discharge.
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Leadership

In addition to providing direct services to indi-
viduals, PMH nurses are well positioned to pro-
vide leadership interventions in inpatient
psychiatric hospitals and the community at large
that may indirectly affect individuals’ recovery
outcomes. For example, nurses may collaborate
with other disciplines to assist in the develop-
ment of hospital programs that help incorporate a
recovery-oriented model of care. PMH nurses
may also serve in hospital leadership positions
ranging from being a core member of the treat-
ment team to the facility director. In addition,
nurses may serve on standing and ad hoc com-
mittees and task forces within the hospital and
statewide, such as those related to performance
improvement issues (e.g., reduce seclusion/
restraint usage, reduce incidents of physical
aggression and related injuries).

Challenges of Incorporating
Recovery Principles

It is evident that PMH nurses can incorporate
recovery principles when conducting assess-
ments and delivering an array of interventions to
individuals with mental illness in inpatient psy-
chiatric hospitals. However, in some instances,
nurses may face challenges that make it difficult
to provide services consistent with a recovery-
oriented approach. Although many of these
challenges are not unique to nursing, some may
apply mostly to PMH nurses.

Autonomy

Autonomy refers to an individual’s freedom and
ability to act in a self-determined manner. It
represents a rational individual’s right to express
personal decisions independent of outside inter-
ference and to have these decisions honored
(Butts and Rich 2016). While respecting one’s
autonomy is consistent with several recovery
principles, there are some instances in inpatient

psychiatric hospitals in which PMH nurses are
unable to fully respect autonomy. For example,
many individuals are involuntary (civil) com-
mitment or forensic status, which by itself
restricts their freedom. This restriction is further
complicated by the limited insight many of them
have. For individuals with forensic status, the
increased oversight, accountability, security
concerns, and stigma associated with the forensic
system further add to the difficulty of incorpo-
rating recovery-oriented principles into nursing
services (Pouncey and Lukens 2010; Simpson
and Penney 2011). For example, oftentimes these
individuals have restricted privileges and are on
locked units with their off-unit activities limited
unless accompanied by staff. They also may have
less choice in their discharge goals as placement
is often determined by the court system (Elm and
Devine 2016). Despite these complications,
individuals involved in the criminal justice sys-
tem have many of the same needs as those
without such involvement, and numerous nursing
services can still be provided in a recovery-
oriented manner. Even if nurses must limit one’s
autonomy, they can still provide care that is
holistic, individualized, respectful, strengths-
based, and hopeful (Shafer et al. 2016). For
example, nurses should provide individuals with
forensic status with choices when at all feasible
and assist them to work on what needs to be done
to gain as much autonomy back as possible
(within legal restrictions).

Individuals may also have restricted auton-
omy related to being too unwell and experiencing
acute symptoms that interfere with independent
decision-making, such as upon admission or
during an acute change in status. Healthcare
practitioners must assess an individual’s deci-
sional capacity, or ability to consent to and refuse
treatment (Butts and Rich 2016). In some
instances, such as in an emergency situation
where it is determined that an individual is too
sick to decide on treatment, PMH nurses may
have to administer a medication without an
individual’s consent or against his/her wishes (in
accordance with a practitioner’s order). This is an
example of an ethical dilemma nurses face when
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they must strike a balance between their duty to
both manage the safety of individuals and pro-
mote their independence and autonomy.

With regard to autonomy, it is important to
remember that recovery is a nonlinear process,
and that individuals will have continual growth
with occasional setbacks along their road to
recovery (SAMHSA 2006). Depending on the
individual’s current mental status or state, he or
she may not be in a position to fully apply the
recovery principles of empowerment, responsi-
bility, or self-direction. Therefore, when it is an
issue of safety and well-being, it is the respon-
sibility of PMH nurses and other clinicians to
continually assess where the individual is along
the continuum and based on their findings to do
more for the individual when he/she can do less,
and to do less for the individual when he/she can
do more (Shafer et al. 2016). In other words,
nurses should direct and provide care when
individuals are in acute distress and eventually
transfer decision-making and self-care to the
individuals when clinically appropriate and when
the individual is ready (ANA 2014).

Engagement

Another barrier PMH nurses encounter is indi-
viduals’ lack of engagement in their care and
treatment. In the context of recovery, engagement
is the process of individuals fully participating not
only in the process of treatment, but also in its
content (Jackman 2014, 2016). For example,
when asked questions as part of a nursing
assessment interview, individuals may choose to
only minimally respond (if at all) or to provide
answers that lack depth or completeness. Indi-
viduals may also refuse to attend treatment team
meetings, or if they do attend, they may not
engage in discussions or actively partake in
decisions about their plan of care. In these
instances, it is essential for the nurse to capitalize
on the therapeutic nurse–patient relationship
he/she has built with the individual, to utilize
effective communication techniques as previously
described, and to provide positive reinforcement

for small steps the individual makes with
increasing engagement. In addition, a multitude
of reasons may underlie the individual’s lack of
engagement, such as fear, low self-esteem, para-
noia, poor motivation, loss of hope, discourage-
ment, anger, and anxiety. It is important for the
team to assess these underlying reasons, which in
turn will guide additional interventions to help
enhance the individual’s engagement.

Individuals also often lack engagement in
PSR mall groups. Their engagement is dependent
upon several factors such as personal motivation,
the goodness of fit between what they need and
what is offered, the nature of the group, the
facilitator’s ability to make group process and
learning interesting, boredom factor, and per-
sonal variables (Singh et al. 2016). As a group
facilitator, PMH nurses can implement various
strategies during the group to enhance engage-
ment such as cold call and scaffolding. Depend-
ing on the underlying causes of lack of
engagement, trained clinicians may also provide
one-to-one individualized interventions to
enhance group participation such as motivational
interviewing and CBT.

Conclusion

PMH nurses who work in inpatient psychiatric
hospitals play a vital role as an interdisciplinary
treatment team member and are well positioned
to deliver a wide array of recovery-oriented ser-
vices. This chapter has presented many ways
nurses can incorporate recovery principles into
the provision of nursing services from admission
to discharge, such as when conducting assess-
ments, facilitating PSR mall groups, delivering
health teaching and health promotion, and
implementing milieu therapy. The recent
emphasis to transform mental health systems
from a medical model to a recovery model is an
opportunity for PMH nurses to return to their
roots and deliver holistic care that is person-
centered with a focus on the therapeutic nurse–
patient relationship—the hallmark of PMH
nursing.
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12Occupational Therapy Services

Monica M. Jackman

Introduction

Contemporary definitions and diagnoses associ-
ated with mental illness are relatively new in the
scope of human existence, yet throughout
recorded history, philosophers, artists, and heal-
ers have written volumes on the agony caused by
the mind. The profession of occupational therapy
emerged in 1917 as a humanistic practice aimed
at helping people who were suffering with
symptoms of mental illness to the degree that
they required asylum care because they were
unable to function in their homes, community,
and daily life routines. Occupational therapy is
commonly viewed as a profession that serves to
facilitate restoration and rehabilitation of lost
function, i.e., occupation as an outcome of
intervention. However, both founders and
modern-day theorists and practitioners recognize
that the potent therapeutic value of occupation
lies in the transformative potential inherent in
occupational engagement, i.e., occupation not
only as outcome, but also as means and process.

While the popular association of the term
“occupation” in the western lexicon is with
pay-based vocation, occupational therapists
consider an occupation to be any meaningful
activity or role that occupies a person’s time.

Brushing teeth, grooming a pet, preparing a
monthly financial budget, watching a movie with
a loved one, dancing at a wedding, volunteering
for a homeless shelter, and playing organized
games are all examples of human occupations.
Occupational science is a field of study that
examines human occupation and seeks to
understand how embodied occupational experi-
ences impact human systems (Yerxa 2000). The
gestalt of an individual’s engagement in occu-
pation cultivates identity, purpose, and meaning,
and can impact health and well-being.

In the continuum of mental illness, there are
many levels of life disruption due to mental
disability, and the most severe is serious mental
illness (SMI). The term SMI was initially defined
in 1993 in a Federal Register report and included
not only a description of the type of diagnosis,
but also an indication of the degree to which the
mental, emotional, or behavioral disturbance
“has resulted in functional impairment which
substantially interferes with or limits one or more
major life activities.” Since SMI is in large part
characterized by degree of loss and/or deficiency
of daily activity function, it follows that holistic
recovery for individuals with SMI should include
a focus on rehabilitation of premorbid daily
activities, as well as supported discovery of new
and meaningful occupations that promote mental
health, wellness, and quality of life experiences.
Indeed, a leading proponent of the recovery
model has stated, “Psychiatry has lost muchM.M. Jackman (&)
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through a dwindling presence of occupational
therapy and has much to gain from a resurgence
of interest among occupational therapy scientists
and practitioners” (Davidson 2007, p. 60).

In this chapter, I define occupation and
describe its impact on mental health and well-
ness. I discuss the alignment between occupa-
tional therapy theory, occupational constructs,
and recovery principles, and advance a holistic
framework for understanding an individual as an
occupational being. I then provide an overview
of how occupational therapy mental health
assessment can examine occupational satisfac-
tion and value, identify meaningful personal
goals, and produce baseline and subsequent
measures of life function and engagement.
Finally, I explore occupational therapy inter-
ventions that can support improved recovery,
subjective quality of life, and occupational
engagement for individuals with SMI living in
residential care facilities and preparing for com-
munity transition.

Defining Occupation: Humans
as Occupational Beings

To understand how occupational therapy can
support recovery for individuals with SMI, it is
helpful to have a clear understanding of what
occupation is and how occupation relates to the
human condition both in general and, more
specifically, in the lives of individuals with SMI.
Occupational therapy practice began during the
moral treatment movement and the subsequent
mental hygiene movement, which called for
reform and departure from asylum-based care of
mental illness via medication, restraint, and iso-
lation toward a new conceptualization of mental
health and focus on how to help people to attain
it. In the early twentieth century, a small group of
physicians and health workers invested in the
idea of compassionate care conceived a new type
of therapy in which being occupied in daily
activity could not only be supported to improve
function, but also could be inherently curative.

Adolph Meyer, a psychiatrist, authored a seminal
work entitled “Philosophy of Occupational
Therapy”, which is often considered the first
piece of writing to explicitly conceptualize the
idea that occupation can influence one’s mental
health (Baum 2002).

In speaking to the role of the new occupa-
tional therapy professionals in the mental health
arena, Meyer (1922) stated, “Our role consists in
giving opportunities rather than prescriptions.
There must be opportunities to work, opportu-
nities to do and to plan and create, and to learn to
use material” (p. 7). The link between occupation
and well-being has persisted in the positive
health and recovery movements that define
health not in terms of absence of disease, but in
light of enabling opportunity for personal growth
and nurturing the strength of the human spirit to
create a life worth living, even during times of
adversity. Thus, a positive view of health should
focus not only on symptoms of disability, but
also on “knowledge of mental and physical
well-being [that] requires expanding the standard
litany to ask: ‘What did you do today that was
meaningful or fulfilling? Does your life have
dignity and direction? Are you loved and cared
for by another? Do you love and care for others?’
These, in turn, point to interventions, not about
medications or medical interventions, but about
opportunities for full engagement in living.”
(Ryff and Singer 1998, p. 21). The idea that
engagement in occupation can be not only an end
goal of therapeutic intervention, but also an
open-ended means to experience wellness is a
cornerstone of the occupational therapy
foundation.

Drawing from existential and neurobiological
perspectives that have shaped the study of human
occupation (i.e., occupational science), a primary
assumption of this chapter is that humans are
occupational beings who are intrinsically driven
to engage in occupation (Wilcock 1993). Hei-
degger believed that man is wrought and formed
by intentional action, and contemporary occu-
pational therapy theorists share the appreciation
of the importance of human action from an
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existential perspective, in that “it is through
doing that individuals are shaped, and in turn,
shape their very being in the world” (Sutton et al.
2012, p.143). Occupation differs from activity or
action in that it carries and is embedded with
both purpose and individualized and cultural
subjective meaning, artistry, and expression.

Engagement in occupation extends beyond
activity for the sake of survival or simple plea-
sure seeking and may be a uniquely human
phenomenon. For example, all sentient beings
engage in the activity of eating, yet humans
engage in eating occupations as they celebrate
rites of passage with parties centered around
eating and drinking, take gourmet cooking clas-
ses, perform spiritual tea ceremonies, fabricate
elaborate pottery and tableware, and organize
food banks and charitable organizations to feed
others in need. Occupations are not static
mechanistic tasks, but are multidimensional
transactions between person, physical environ-
ment, social milieu, and cultural contexts that are
constantly influenced by changing personal
motivation, purpose, meaning, and values.
A holistic view of occupation considers the open
dynamic system of back-and-forth interaction
between intrinsic and extrinsic human factors in
which engagement in an occupation affects not
only the person performing it, but also the social
and interpersonal network and physical envi-
ronments in which it is performed, which in turn
impact the individual performing the occupation.

Wilcock (2003) noted that “Because occupa-
tion is so all-embracing, and apparently, so
mundane, its significance has failed to be
appreciated sufficiently” (p. 157). For this reason,
it is not uncommon for other members of an
interdisciplinary treatment team to be unclear as
to the breadth and depth that occupation
encompasses. Literature and practice have indi-
cated that the role of occupational therapists in
psychiatric settings is often unclear (Harries and
Caan 1994). This is particularly relevant in a
clinical environment “in which traditional medi-
cal values of cure, acuity, and the sick role pre-
dominate. Physicians in such settings therefore
may have greater enthusiasm for and

understanding of modalities that employ physical
curative agents (such as those used in physical
therapy) than for occupational therapy, which
relies on the person being the agent of
improvement through the medium of activity that
develops new skills” (Yerxa 1992, p. 82).

On the surface, it might be easy for those
unfamiliar with the profession to mistake occu-
pational therapy for activity or diversion therapy,
or view occupations as basic life skills to be
taught and practiced to mastery. However, the
examination of human occupation in the mental
health setting is complex and it extends beyond
the consideration of the “doing of activities,” in
that it requires an individualized multifaceted
perspective of the function and purpose of
occupation as part of each individual’s unfolding
life experience. While an in-depth discussion of
occupational therapy and occupational science
theory and philosophy is beyond the scope of this
chapter, an overview of the link between occu-
pation and health, and a discussion of the various
aspects and constructs of occupation relative to
the recovery model will help us to appreciate
how occupational therapy assessment and treat-
ment differs from and complements that of other
mental health clinical disciplines, and how it can
be applied to support holistic treatment for indi-
viduals with SMI.

Occupation and Health

Occupation impacts health and wellness. Well-
ness can be defined by the absence of negative
symptoms and health conditions, and also by the
presence of factors that indicate positive
well-being. Reflecting on survival in brutal living
conditions in the Nazi concentration camps,
Frankl (1985, p. 126) wrote, “those who knew
there was a task waiting for them to fulfill were
most apt to survive.” Occupational engagement
and deprivation can be viewed as opposite ends
of a spectrum in which “people are healthy or
diseased in terms of the activities open to them or
denied them” (Engelhardt 1977, p. 672). Indeed,
prisons are designed to deprive individuals of
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occupational engagement as a primary form of
punishment. The phenomenon of occupational
deprivation via the limiting of daily routines, tool
use, and autonomy of occupational engagement
in the prison setting has been found to correlate
with episodic psychosis, inmate rioting, and
suicide (Liebling 1993; Molineaux and White-
ford 1999; Useem 1985; Whiteford 1997). Inac-
tivity, or going from engagement in an activity to
doing nothing, has been linked to negative
mental health symptoms such as delusions in
individuals with schizophrenia (Curson et al.
1992; Myin-Germeys et al. 2001), and increasing
active engagement can aid in individual control
of the intensity of psychotic symptoms (Breier
and Strauss 1983). Even when psychiatric
symptoms are in remission, individuals with SMI
who spend less time actively engaged in non-
passive occupations can have poorer measures of
community function (Fervaha et al. 2014).

An alternative to measuring symptoms of
disease and disability is to view wellness as one’s
level of subjective or psychological well-being.
Subjective well-being or hedonic well-being
relates to one’s pursuit of pleasure and happi-
ness, while eudaimonic well-being is more
associated with living in accordance with one’s
personal meaning and authentic self (Ryan and
Deci 2001). An exploratory qualitative study on
perception and experience of well-being by
Wilcock et al. (1998) found that occupation was
the most common category of possible situation
or environment that participants associated with
well-being. Satisfaction with daily occupations
has been linked to increased quality of life
measures for people with schizophrenia (Aubin
et al. 1999; Eklund et al. 2001). Ryff et al. (2004)
described eudiamonic well-being as “purposeful
life engagement [that] evokes an active, striving
organism, sometimes in the face of adversity”
(p. 1385), and this state of well-being has been
measured with six constructs: self-acceptance;
purpose in life; personal growth; positive rela-
tions with others; environmental mastery of daily
life tasks; and autonomy. Eudiamonic well-being
has been referred to as, “a life lived to its fullest

potential” (Steger et al. 2008, p. 23); similarly,
the motto of the American Occupational Therapy
Association is “Occupational therapy: Living life
to its fullest”. Meaning in life and engagement in
meaningful activities have been associated with
quality of life in individuals with mental illness
(Goldberg et al. 2002; Stolovy et al. 2009), and
occupational engagement can function to main-
tain subjective well-being and mutually reinforce
perceived health for individuals with SMI
(Eklund et al. 2012; Rebeiro and Cook 1999).

Occupational Therapy
and the Recovery Model

The World Health Organization (2004) defined
mental health as “a state of well-being in which
the individual realizes his or her own abilities,
can cope with the normal stresses of life, can
work productively, and fruitfully, and is able to
make a contribution to his or her community”
(p. 12). The recovery model represents an evo-
lution of the humane treatment movements of the
late nineteenth and early twentieth centuries. The
recovery philosophy mirrors the historical para-
digm shift from asylum-based care to mental
hygiene, in that it proceeds from a medical model
of treating disease, disability, and disorders, and
focuses on helping people to fully experience and
engage in life, rather than merely get through it.
Recovery involves “A redefinition of one’s ill-
ness as only one aspect of a multidimensional
sense of self capable of identifying, choosing,
and pursuing, personally meaningful goals and
aspirations despite continuing to suffer the effects
and side effects of mental illness” (Davidson
et al. 2005, p. 15).

Similarly, occupational science theorists and
occupational therapists conceptualize the func-
tion of human occupation in terms of how it
supports the human capacity for “doing, being,
belonging, and becoming” (Wilcock 2003,
2007). Humans have occupational needs such as
accomplishment, affirmation, agency, coherence,
companionship, and renewal, which help them to
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achieve a sense of being, belonging, and
becoming (Doble and Santha 2008). Both occu-
pational therapy practice and the recovery model
reflect the importance of understanding that
recovery is a process and is not defined solely by
outcomes. Some theorists and researchers of the
recovery model have proposed a functional def-
inition of recovery that conceptualizes recovery
in terms of success with domains of daily activ-
ities (e.g., social, productive, recreation, spiri-
tual), or includes measures of independent
functioning as part of an operational definition of
recovery (Harvey and Bellack 2009; Noordsy
et al. 2002). Research has found engagement in
meaningful occupation and independent func-
tioning to be a dominant theme in recovery and
its operational definition (Le Boutillier et al.
2011; Liberman and Kopelowicz 2005).

Onset or exacerbation of disability associated
with SMI can result in suffering and changes in
functional capacity. Research and theory have
linked health and life satisfaction not to the degree
of one’s impairment, but to the ability to attain
balance or congruence between an individual’s
capacity and goals (Pörn 1993; Reilly 1962; Yerxa
1998). A disruption in life functioning and sub-
sequent experience of suffering requires one to
reevaluate not only capacity in relation to goals,
but also to formulate new occupational meaning,
value, and identity in terms of new internal and
external conditions to enable a healthy sense of
coherence (Christiansen 1999; Persson et al.
2001). Subsequently, mental health and wellness
do not occur in absence of disease and disability,
but despite it. Even in the presence of psychotic
symptoms, the subjective experience of recovery
has been found to correlate with improved quality
of life outcomes (Kukla et al. 2014). As such,
well-being becomes “the sense that one’s life is
meaningful and purposeful,… an on-going,
day-by-day-constantly unfolding phenomenon, not
an end state that is once-and-for-all resolved.”
(Ryff and Singer 1998, p. 8). The ten constructs of
recovery commonly cited in the literature are
self-direction, individualized and person-centered,
empowerment, holistic, nonlinear, strength-based,
peer support, respect, responsibility, and hope
(SAHMSA 2011).

Self-direction, Individualized
and Person-Centered, Empowerment

The individual with SMI plays the primary role
in determining the course and content of treat-
ment goals and interventions. This is advocated
in both the recovery model and in occupational
therapy practice (AOTA 2008; Kielhofner 2002;
Kielhofner and Burke 1980; Townsend et al.
2005). The experience of SMI can be paralyzing
and bring feelings of utter lack of control of
symptoms (e.g., the overwhelming fear and terror
of a panic attack, the groundless feeling from the
betrayal of a mind that hears voices others do
not) and course (e.g., symptomatic relapse during
unexpected life stress, or worse, with no apparent
trigger). This feeling of helplessness can be
exacerbated when an individual is hospitalized
and loses control of daily rhythm, contact with
loved ones, previous roles, and surroundings.

The element of choice and empowerment is
central to occupational justice, which is the
ability of all people to engage in meaningful
occupations for the purpose of cultivating health
and well-being, and perceived control has been
associated with increased occupational perfor-
mance and well-being (Eklund 2007; Stadnyk
et al. 2010). Self-determination is not only a
theoretical construct that adds to the element of
person-centered planning, but also a factor that
can positively affect functional performance and
sense of well-being. Self-concordant goals, or
goals that are intrinsically driven, and are aligned
with one’s sense of self, can increase experiences
of subjective well-being, vitality, and meaning-
fulness of goal attainment (McGregor and Little
1998; Nix et al. 1999; Sheldon and Elliott 1999;
Sheldon and Kasser 1998). Furthermore, goals
that are intrinsically motivated have a more
positive effect on mental health than goals that
are extrinsically motivated, for control reasons
(e.g., for reward, expectation or praise) (Sheldon
et al. 2004). For example, individuals in an
inpatient psychiatric setting who engaged in a
6-month course of occupational therapy focused
on self-chosen therapy activities exhibited more
improvement in measurements of suspiciousness
and preoccupation than individuals who
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participated in therapist-chosen activities (Hoshi
et al. 2013). This may speak to the notion that
self-direction and autonomy, even in acute stages
of recovery, can contribute to therapeutic
engagement.

While it is easy to engage in client-centered
practice when the client and clinician agree on
recovery goals, there must be a balance between
management of risk, realistic expectations, and
individual autonomy to ensure that beneficence
and ethical care in practice are maintained
(McColl et al. 2005; Rudnick 2002). Individuals
with SMI who are in early stages of recovery
may not have the insight or reality orientation to
formulate realistic attainable goals commensurate
with abilities or resources. In addition, individ-
uals may be motivated by internal factors (e.g.,
delusions) to set goals that would result in harm
to self or others. An occupation-based approach
might offer an experiential alternative to verbal
communication for goal formulation when an
individual is not capable of logical and rational
discussion. For example, rather than offering
suggestions for appropriate therapy goals, an
occupational therapist may introduce a variety of
novel activities to provide opportunities for
present-moment engagement, and then work with
the individual to formulate meaningful
recovery-oriented goals that align with these
activities based on the interest and motivation
generated by experience.

Holism and Nonlinear Human Function

Holism and the dynamic nonlinear nature of
human function and health are concepts valued
by both occupational therapists and the propo-
nents of the recovery model. Occupational sci-
entists view individuals as occupational beings
that are in a constant dynamic state of being
changed and causing change, rather than an as a
static amalgamation of cells, organs, body sys-
tems, and physical and behavioral symptoms. In
contrast to a more mechanistic reductionist
model that requires focused examination of dis-
ease and deficits, holism in occupational therapy
practice can serve as a mechanism for “putting

the human back together again” (Yerxa 1993,
p. 4).

Given the primary assumption that people are
occupational beings, it follows that it is necessary
to take the same holistic and nonlinear view of
occupation to truly understand how occupation
impacts a person’s life. This includes going
beyond a conceptualization of occupation as
“what” a person does to include a consideration of
the “why, who, when, where, and how” of occu-
pation (Jackman 2014). In this way, one can adopt
a holistic view of an individual with SMI as an
occupational being who is immersed in his or her
world, rather than as a patient with deficits and
diagnoses to be molded to fit into a world already
defined by his or her interdisciplinary team. In the
following discussion, I present a framework that
supports a nonlinear view of occupation to enable
a perspective of the individual as an occupational
being. Examination of the human-occupation
interface can offer the occupational therapist and
interdisciplinary team with unique multifaceted
insight to inform treatment planning.

The Why of Occupation: Motivation
and Value
The innate human will to act with purpose has
been described from an evolutionary perspective
in which, “The human brain cannot sustain pur-
poseless living. It is not designed for that. Its
systems are designed for purposive action. When
that is blocked, they deteriorate, and the emo-
tional feedback from idling those systems signals
extreme discomfort and motivates the search for
renewed purpose, renewed meaning” (Klinger
2012, p. 31). While activity to meet basic human
needs is necessary on a primitive level, there
seems to be a universal human striving for the
intangible aspects associated with the purpose
and value that we attach to activity. The human
drive to engage in occupation is inherent and
biological, and is motivated by immediate sur-
vival, social and environmental survival, and
individual development, i.e., “the exercise of
personal capacities to enable maintenance and
development of the organism [which] is perhaps
the most primary and least appreciated function
of human occupation” (Wilcock 1993, p. 21).
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While occupations are commonly categorized
into three primary areas of work, leisure, and
play, a more current perspective suggests that
occupations should not be viewed categorically,
but rather examined in terms of how they meet an
individual’s intrinsic needs for self-maintenance,
expression, and fulfillment (Law et al. 1996). The
Model of Human Occupation framework con-
siders volition to be a person’s primary orga-
nizing subsystem that subserves occupation and
function of the human system, and one’s volition
is comprised of personal causation (i.e., capac-
ity), values, and interests (Kielhofner 2002;
Kielhofner and Burke 1980). Occupational value
can be a precursor to experience of meaning in
occupation, with the view that value can be
concrete (i.e., occupation results in a necessary or
desired product), symbolic (i.e., value dimension
is more process based and significant at the
personal, cultural, or universal level), or based in
self-reward (i.e., personal enjoyment) (Persson
et al. 2001). Moderate to strong correlations
between occupational value and self-reported
quality of life measures have been noted in
individuals with long-term mental illness
(Eklund et al. 2003).

Experiential opportunities for occupational
engagement can influence and spark motivation,
especially when an individual may be experi-
encing symptoms (e.g., decreased insight, cog-
nitive dampening) that interfere with the ability
to appreciate the more abstract promise of
external reward consistent with of extrinsic
motivation. Engagement in meaningful occupa-
tions, no matter how simple, can offer motiva-
tional benefits. For example, I have learned that
if I have low mood and lack energy upon waking
consistent with depression symptomology during
relapse, I can immediately make my bed. By
engaging in the simple occupation of bed mak-
ing, I am able to commit to a decision and
intention to move forward with my day, rather
than retreat to bed and experience suffering in
addition to pain. Through engagement in the
simple task, I can gain momentum and intrinsic
motivation that can result in a spillover effect to
forthcoming activities. Use of an occupational
therapy intervention designed to increase

intrinsic motivation for individuals with SMI has
resulted in improvement in intrinsic motivation
and social behavior change in both individuals
who were autonomy-oriented and who had
motivational deficits (Wu 2001). To truly
embrace a person-centered model of recovery for
individuals with SMI, it is helpful to explore how
occupation can influence motivation and why an
individual might be moved to engage in a given
occupation or role. This includes being mindful
of the effects of factors that may mediate moti-
vation, such as fluctuations in symptoms, the
experience of medication side effects, changes in
perceived self-efficacy, and the evolution of
self-concept and identity.

The Who of Occupation: Identity
and Meaning
Engagement in occupation helps an individual to
form a basis for identity and life meaning, and
this experiential wisdom in turn influences sub-
sequent occupational engagement and creates a
feedback loop between human being and human
doing. In western society, much of who we are is
tied to what we do and the roles that we play. The
common reference point of doing forms a basis
by which people can experience shared meaning
and personal understanding (Christiansen 1999).
When an individual undergoes role loss as the
result of disease or disability, this affects identity,
and can lead to increased dysfunction and
overidentification with a patient or sick role
(Dickerson and Oakley 1995; Versluys 1980).
For example, schizophrenia can potentially
“overtake and redefine the identity of the per-
son,” and has been termed as an “I am” illness
(Estroff 1989, p. 189).

When I was first diagnosed with Major
Depressive Disorder in an inpatient facility and,
for the course of a few subsequent relapses, the
symptoms were so consuming that I identified
with the disorder. As I began to experience
recovery by becoming more engaged in my
world and the occupations that were meaningful
to me, I realized that I was not “depressed,” but
was a mother, therapist, friend, artist, and
inventor who was feeling awful, but imperma-
nent symptoms of a predefined condition.
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Occupational identity relates to the idea that one
views oneself as an occupational being, and
builds identity based on occupational engage-
ment and roles that carry personal meaning
(Kielhofner 2002). Self-complexity of identity
that maintains authenticity of the self in terms of
autonomy and meaning has been shown to pre-
dict both improved mental health and lower
levels of perceived stress (Ryan et al. 2005).

A research participant in a qualitative study
that examined occupational engagement in indi-
viduals with SMI defined disengagement from
occupation as, “When you’re completely devoid
of motivation or ability to do anything you
almost feel like a nonperson. It is like you have
no purpose, you have no identity, you have
nothing to define yourself” (Sutton et al. 2012,
p. 145). Reestablishing identity and finding
meaning in life are two of the four key processes
of recovery as defined by Andresen et al. (2003).
Life meaning has a profound impact on one’s
identity and it is difficult to truly understand who
someone is without examining his or her sub-
jective life meaning. Individuals with
schizophrenia have reported lower levels of life
meaning than individuals who do not have a
psychiatric diagnosis (Chaudhary and Sharma
1976). However, people with SMI perceive
meaning as a primary component of recovery,
and have reported finding life meaning through
work, social interaction, social roles, pursuit of
goals, spirituality, and engaging in the process of
recovery itself (Andresen et al. 2003; Copic et al.
2011; Feldman and Snyder 2005; Pettie and
Triolo 1999).

From an occupational perspective, occupation
can be a means to develop and express personal
identity and experience meaning in life (Ludwig
2004). Engagement in meaningful occupations
and in occupations that are valued can impact life
meaning and satisfaction (Eakman 2013; Eak-
man et al. 2010; Eakman and Elklund 2012), and
the importance of meaning within doing in the
context of occupational performance contributes
to motivation and sense of well-being (Carlson
et al. 1998; Doble and Santha 2008; Pentland and
McColl 2008). Frankl (1985) believed that peo-
ple can discover life meaning by engaging in a

work or deed, by life experience or personal
encounter, and by adaptation of one’s attitude
toward unavoidable pain and suffering. People in
the process of recovery have reported finding
meaning in the lived experience of mental illness
(Pettie and Triolo 1999), and the recovery pro-
cess has been shown to unfold in parallel with
the sense of self (Davidson and Strauss 1992).
Furthermore, a self-concept that builds on occu-
pational identity formed by present-moment
occupational engagement can be grounding and
act as an anchor when one’s mental conceptual-
ization of self is affected by symptoms of SMI
(e.g., delusions of grandeur).

Sources of life meaning as identified by the
literature often contain the common thread of
occupational experience. For example, Reker and
Wong (1988) found that tasks to meet basic
human survival needs, leisure and hobbies, cre-
ative work, interpersonal relationships, educa-
tional or vocational development, personal
development, activism, altruism, values and
ideals, cultural traditions, leaving a personal
legacy, and religion are sources of personal
meaning. Similarly, Moll et al. (2015) performed
a scoping review of empirical literature examin-
ing occupation and wellness, and posited the
following dimensions of distinct and meaningful
occupational experience: taking care of one’ s
basic needs, experiencing pleasure and joy (e.g.,
through leisure activities); activating the body,
mind and senses; connecting with others; build-
ing security and prosperity; developing capabil-
ities and potential; developing and expressing
identity; and contributing to community and
society.

A qualitative study of meaningfulness and
occupation in individuals with severe and per-
sistent mental illness identified five themes of
meaning in occupation: connection with others
and the external environment; having enjoyment
and fun; productivity and having a sense of
achievement; being occupied and having routi-
nes; and maintaining health (Leufstadius et al.
2008). Understanding an individual’s occupa-
tional identity and life meaning serviced through
engagement in occupation can not only provide a
baseline for assessment, but also inform the

286 M.M. Jackman



recovery process by ensuring that the individual
is seen through his or her diagnosis. Much like
motivation, one’s identity is not static, but will
inevitably change over the course of time and
rhythm of life.

The When of Occupation: Time,
Temporality, and Occupational Balance
Occupation is influenced by temporal contexts,
such as clock-based schedules, internal body
rhythms, and habit-based routines, and also by
more subjective factors such as the personal
experience of time duration in occupation and the
sense of the continuity of the passage of time.
Yalmambirra (2000) used the term “white time”
to describe the artificial control of human
rhythms and routines by clocks, calendars, and
time-based schedules. This phenomenon is par-
ticularly notable in residential facilities that have
set schedules for sleeping and waking, eating,
hygiene, daily activities, and medication admin-
istration, and thus impose institutional zeitgebers,
or external controls, onto individuals’ internal
rhythms.

Individuals with SMI such as schizophrenia,
bipolar disorder, and major depression frequently
have disruptions in circadian rhythms and sleep
patterns (Cohrs 2008; Jagannath et al. 2013;
Manoach and Stickgold 2009; Martin et al. 2001,
2005; Wulff et al. 2012; Wulff et al. 2009), and
these disruptions have been associated with
decreased measures of quality of life (Hofstetter
et al. 2005; Krystal et al. 2008; Ritsner et al.
2004). Fatigue and fluctuating energy levels that
do not align with a preset institutional schedule
can impact compliance with and engagement in
daily treatment activities, even if the individual is
motivated and willing to participate. Under-
standing an individual’s rhythm of doing and
sleeping can help clinicians to identify treatment
modalities to impact these rhythms, to compen-
sate for their effects, and to provide environ-
mental and temporal modifications to support
engagement until an individual’s circadian
rhythms and sleep patterns stabilize.

Examination of the construct of time and
occupation and their relationship to function and
well-being extends beyond time as a marker of

life activities and awareness of differences in
daily rhythms. Temporality refers to the phe-
nomenon of time as relative and not absolute.
Larson (2004) described six variations of tem-
porality that can impact subjective response to
occupational engagement: protracted duration
(i.e., perceived time is longer than clock time);
temporal compression (i.e., perceived time is
shorter than clock time); flow (i.e., a sense of
timelessness); interstitial time (i.e., waiting and
future-oriented expectancy); temporal rupture
(i.e., perceived time is disrupted due to life
changing events and/or disturbed or altered daily
routines); and synchronicity (i.e., congruence
between perceived time and click time). Since
the subjective perception of the passing of time
can contribute to affective experiences such as
pleasure, anxiety, boredom, and restlessness, this
ancillary effect of engagement should be con-
sidered when working with individuals who may
be prone to these symptoms. Noncompliance
with group or therapeutic activities can often be
attributed to SMI symptoms. However, if an
individual finds a group activity or therapeutic
modality to be boring or dull, this could exac-
erbate existing feelings of fatigue due to medi-
cation side effects, or lead to an increase in
affective depressive symptoms.

Variations in temporality are affected by the
nature of occupational engagement. For example,
a flow experience in which time is suspended
occurs when an individual is completely absor-
bed in an occupation. However, varied tempo-
rality and resultant subjective affect is not a
purely passive experience, in that people can
manipulate the perception of time by modifying
the nature of occupational engagement, such as
when doodling during a tedious lecture to make
time seem as if it is passing faster (Flaherty
2003). Observation and probing to determine
how an individual with SMI perceives time at
baseline and relative to level of occupational
engagement could inform treatment in terms
identification of specific activities that can evoke
positive subjective temporal experiences.

Individuals with schizophrenia have been
found to sense time differently than can be
explained by the typical environment- and
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activity-influenced variation in temporal percep-
tion. Research has found that in these cases, the
experience of time passing does not always
match the actual duration of time as measured by
clock time (Freedman 1974; Kwang-Hyuk et al.
2009; Tysk 1984). This difficulty with time per-
ception can worsen with positive symptoms and
increase with cognitive demands (Petersburs
et al. 2013). In addition, disruption of time con-
tinuity, which serves to provide reference to the
world and a stable functional synthesis of past,
present, and future, and impaired future-oriented
time perception can be experienced by individ-
uals with schizophrenia (Giersch et al. 2015;
Martin et al. 2014). Deficits in one’s ability to
feel grounded and aware in the passing of time
can be not only detrimental to engagement in
daily life activities and social interaction, but also
be a possible source of disorientation, anxiety,
and confusion, especially when one may be liv-
ing in an unfamiliar environment such as a resi-
dential or inpatient facility.

A final consideration in time and temporality
of occupation is the concept of occupational
balance. Occupational balance involves the per-
ception that one is experiencing a health-giving
amount and variation of occupations. Whether
perceived by objective (i.e., equal distribution of
actual occupations across all possible occupa-
tional domains) or subjective (i.e., congruence
between ideal and actual balance of occupations)
means, it has been associated with measures of
well-being (Sheldon et al. 2010; Wagman et al.
2012). Life balance has been defined as “a sat-
isfying pattern of daily activity that is healthful,
meaningful, and sustainable to an individual
within the context of his or her current life cir-
cumstances” (Matuska and Christiansen 2008,
p. 11). Individuals with schizophrenia can have
difficulty organizing daily occupations and
managing time to create an occupational balance
of passive and active occupations and a func-
tional time-use framework (Bejerholm and
Eklund 2004; Neville et al. 1985, Weeder 1986).
In addition, life balance can be affected by one’s
environment if the environment is not under a
person’s control (Matsuka 2012).

The Where of Occupation
Occupation affects and is affected by the physical,
cultural, and social environments, and these con-
texts are considered as integral factors in occupa-
tional performance and its link to health and to
functional capacity for goal attainment (American
Occupational Therapy Association 2008; Dunn
et al. 1994; Fidler 1996; Pörn 1993). Occupational
therapists assess the physical environment to make
recommendations for and adaptations to physical
contextual factors (e.g., equipment, tools, physical
structure and layout, furniture) to support success
with occupational engagement. The physical
environment can not only be manipulated to
directly support occupation, but also contribute to
a milieu that can indirectly impact feelings of
safety, security, and well-being. For example, an
individual who has difficulty integrating focal and
ambient visual and auditory stimuli, or has diffi-
culty with figure ground perception may commu-
nicate and focus better in a physical environment
that is quiet and uncluttered, or benefit from use of
noise canceling headphones during busy times
such as shift change.

Much of the emphasis on the physical environ-
ment in inpatient settings relates to risk manage-
ment, safety, and protection from harm. However,
lack of control over one’s physical environment,
structure, surroundings, ambient stimuli, and design
has been linked to feelings of helplessness and
poorer mental health (Evans 2003). Conversely,
improved physical design, opportunity for decora-
tion, and available physical and recreational
amenities have been shown to have a significant
relationship to indicators of psychosocial adjust-
ment, independent living, security and self-identity
for individuals living in inpatient psychiatric facil-
ities (Shumaker and Reizenstein 1982; Timko
1996). Measurement of physiological health indi-
cators (e.g., blood pressure, pulse rate) and psy-
chological self-report of health has revealed that
people undergoing medical procedures such as
blood draws prefer nature-influenced atmosphere
over ambient television and more urban environ-
mental conditions and recover from stress inducing
situations faster in settings with a natural aesthetic
(Ulrich et al. 1991, 2003).

288 M.M. Jackman



The physical environment in psychiatric facili-
ties can be manipulated to promote social inter-
action and decrease isolation (Holahan 1972;
Holohan and Saegert 1973; Osmond 1957). In
terms of human occupation, environment also
includes consideration of the social context. Clark
and Lawlor (2009) described the importance of
examining not only the activity construct of
occupation, but also the social actors who are
engaged in occupations. Similar to the physical
context, while individualized adaptations to the
social context can directly support occupation, the
social environment itself can impact subjective
well-being for people with SMI. For example,
DeVries and Delespaul (1989) used an experience
sampling method to measure the impact of phys-
ical–social context on mental state. They found
that individuals with schizophrenia living in inpa-
tient facilities reported increased depressive
symptoms when alone, a drop in self-evaluation of
mental state in a crowded environment, and opti-
mal self-evaluation of mental state when in the
company of one to three people. Inpatient clinical
staff provides more than prescribed treatment
interventions, but they can also serve as thera-
peutic means via quality of their interaction and
presence. Individuals with SMI have linked satis-
faction with psychiatric services to social contex-
tual variables such as staff alliance, staff empathy,
and feeling comfortable when talking to staff
(Howard et al. 2003). Consideration of an indi-
vidual’s physical and social environments can
provide insight as to what types of support an
individual may need to experience meaningful
occupational engagement in the recovery process.

The How of Occupation: Occupational
Engagement
The primary goal of occupational therapy is to
support and enable each person’s “health and
participation in life through engagement in
occupation” (American Occupational Therapy
Association 2008, p. 625). While early occupa-
tional therapy practice models focused more on
performance, independence, and skill level,
which tend to be objective and outcome depen-
dent, the level of one’s engagement in occupa-
tion is process-driven and is tied to one’s

subjective sense of being, presence, and fulfill-
ment. The construct of engagement speaks to the
manner of how an individual performs an occu-
pation, and can be viewed as the degree to which
an individual involves and invests him or herself
in a particular task (Jackman 2014). The personal
value of engagement in occupation lies not only
in its purpose or outcome, but also in its resultant
subjective experience (Hasselkus 2006).

Sutton et al. (2012) studied different levels of
occupational engagement from the perspective of
individuals in recovery from SMI, and found that
various levels of engagement could offer differ-
ent therapeutic benefits in response to fluctuating
needs and states. For example, disengagement
could foster asylum to allow for healing by
removing demands of daily activity in acute
stages of illness, while partial engagement
offered a sense of grounding in the repetitive
nature of simple tasks that created an opportunity
for respite and reconnection with physical and
sensory motor tasks in the present moment.
Everyday engagement marked a reconnection
with others, and full engagement resulted in
experience of autotelic flow-type states. Partici-
pant responses collectively indicated that recov-
ery involved not a forward progression in level of
engagement, but a therapeutic freedom to move
in a volitional nonlinear way between engage-
ment states as needed.

Engagement can both be influenced by and
can influence positive and negative psychiatric
symptoms. Individuals with schizophrenia who
reported a low overall level of engagement
through time-use diaries also exhibited low
measures of sense of coherence and mastery,
experienced an external locus of control, and had
more negative, positive, and general psychiatric
symptoms (Bejerholm et al. 2006; Bejerholm and
Eklund 2007). In addition, low level of occupa-
tional engagement was associated with with-
drawal and low sense of meaning. A qualitative
metasynthesis of studies examining occupational
engagement in people with psychosis identified
the following as self-reported factors that help
occupational engagement: adequate challenge,
assistance with self-care and domestic tasks,
environment and location of the activity,
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fulfilling hobbies, interest, maintenance of ordi-
nary activities of daily living, making positive
lifestyle changes, presence of companion ani-
mals, previous experience with an activity, reli-
gious practices and belonging, and sufficient
financial and transportation resources (Hitch
et al. 2013).

Quality of Life Reporting in People
with SMI

Practitioners of both the recovery model and of
occupational therapy value an individual-
centered perspective on therapy goals that sup-
port the person’s ability to live in a way that is
meaningful, healthy, and fulfilling. When exam-
ining occupational therapy assessment and services
commonly provided in mental health settings, it is
important to simultaneously consider the aspects of
occupation and engagement that people with SMI
have indicated to be important to quality of life.
Numerous researchers have employed a qualitative
method of inquiry to try to understand life mean-
ing as defined by individuals living with SMI.
While review of studies related to occupational
engagement and quality of life can identify themes
to guide practice, these should be considered with
the caveat that “meaning is contingent upon
interpretation, and interpretation is never entirely
detached and analytic, but is always to some
extend biased by factors such as the interpreter’s
beliefs, language, and practices” (Zahorik and
Jenison 1998, p. 82). Furthermore, subjective
measures of quality of life and life satisfaction
have not consistently correlated with objective
measures of quality of life (Dickerson et al. 1998),
possibly due in some part to the observer’s effect
on interpretation in conjunction with more obvious
influence of confounding variables such as poor
insight and cognitive difficulties.

Assessment

Occupational therapists use comprehensive and
holistic assessment to examine all factors that can
influence, contribute to, hinder, and support an

individual’s motivation, performance, participa-
tion, and engagement in life occupations. Stan-
dardized assessment tools used for individuals
with SMI can measure baseline function in terms
of occupations of self-care (e.g., dressing,
grooming), and instrumental activities of daily
living (e.g., managing finances, shopping), as
well as subjective variables such as satisfaction
with daily occupations. The primary objective of
assessment is to enable therapist and individual
collaboration to formulate personal meaningful
goals, to create an individualized occupational
profile, and identify subsequent interventions and
supports based on individual needs and the rea-
son for hospitalization (American Occupational
Therapy Association 2008). While standardized
tests offer psychometric reassurance of validity
and reliability, it is important to be aware of the
impact of personal (e.g., circadian rhythms), and
environmental factors (e.g., temporal context,
physical environment) on the validity of assess-
ment results, and to supplement findings with
clinical observations and interviews, as func-
tional performance and motivation may fluctuate
based on medical and contextual factors.

Self-assessment and Subjective
Assessment Measures

Much emphasis in interdisciplinary assessment is
placed on clinician evaluation of individual
function, diagnosis, and subjective state to
identify goals, needs, and interventions that will
best support recovery, and balance both risk
factors and quality of life outcomes. While these
clinical data are crucial to treatment planning,
self-assessments of performance, function, and
satisfaction can provide a means for ensuring that
the individual’s perspective is part of the inter-
disciplinary team assessment. The Canadian
Occupational Performance Measure (COPM;
Law et al. 1991), the Satisfaction with Daily
Occupations-13 (13-item version, SDO-13;
Eklund et al. 2014), the Engagement in Mean-
ingful Activities Survey (EMAS; Goldberg et al.
2002), and the Occupational Self Assessment
(OSA) (Baron et al. 2006) are three assessments
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that elicit individual self-assessment to satisfac-
tion and degree of meaning in daily occupations.

The COPM is a standardized semi-structured
interview in which an individual identifies areas
of occupation that he or she would like to
improve and assigns a level of importance to
each area. The individual then selects five areas
that are most important and rates performance
and satisfaction with these areas. Systematic
review of the use of the COPM in occupational
therapy literature found that it provides adequate
reliability, validity, and responsiveness and has
been used as a standard for comparison in psy-
chometric studies of similar assessment tools
(Carswell et al. 2004). Because the COPM is
client-centered, it represents client-identified
assessment domains, scoring, and areas of tar-
geted intervention, and may not align with areas
identified as important by the clinical team. Thus,
if a client identifies a problem in occupation that
the clinician does not observe or, conversely, if
the client denies a problem that is clinically
observed, the client’s subjective assessment is
nonetheless represented in COPM scoring and
interpretation (McColl et al. 2005). However,
such tools require a certain level of insight and
self-awareness to present a valid client perspec-
tive (Tryssenaar et al. 1999; Waters 1995) and if
an individual is having difficulty with reality
orientation and/or experiencing a lack of insight
to mental illness, they might be better suited for
use further along in the recovery process.

The SDO-13 was developed to measure satis-
faction with daily occupations in individuals with
mental illness, and was designed to offer a struc-
tured, systematic, and efficient alternative to the
more open-ended COPM (Eklund et al. 2014). The
tool is a structured interview that measures indi-
vidual satisfaction with 13 items in the areas of
work/studies, leisure, home maintenance, and
self-care occupations, and has satisfactory internal
consistency and construct validity based on initial
psychometric testing.

The Engagement in Meaningful Activities
Survey (EMAS; Goldberg et al. 2002) is a 12-item
survey that uses a 5-point Likert scale to measure
subjective meaning in terms of self-care, identity,
creativity, having a sense of accomplishment,

having a feeling of competency, being valued by
other people, helping other people, experiencing
pleasure, having feeling of control, expressing
personal values, having a sense of satisfaction, and
being presented with an appropriate level of chal-
lenge. The EMAS has shown good to very good
test–retest reliability, internal consistency, and
convergent and predictive validity (Eakman 2011;
Eakman and Eklund 2012).

Measures of Occupational Engagement
and Function

Prior to conducting a more focused assessment of
function for specific occupational domains, it can
be helpful to get a holistic picture of an individ-
ual’s overall strengths, needs, and premorbid and
current occupational functioning. The Occupa-
tional Performance History II (OPHI-II; Kielhofner
et al. 2001) is an interview-based assessment that
uses the following three formats for measuring
occupational adaptation and function:
(1) semi-structured interview that probes occupa-
tional choices, critical life events, daily routines,
occupational roles, and occupational behaviors;
(2) rating scales for occupational competency,
occupational identity, and occupational behavior
settings (i.e., environments, contexts, objects); and
(3) qualitative narrative data collection related to
occupational life history. Finally, the Occupational
Self Assessment (OSA) (Baron et al. 2006) is a
self-report tool designed to rate and assess an
individual’s competency and value of 21 areas of
occupational performance. The OSA offers a
structured rating scale format by which to support
client self assessment of occupation and engage in
collaborative problem solving to formulate
person-centered goals. In addition to having ade-
quate psychometric properties, a qualitative study
of perceived use of the OPHI-II found that both
therapists and clients in mental health settings
reported value in the tool’s ability to assess and
appreciate an individual’s lived occupational
experience, and that this resultant narrative slope
positively influenced intervention (Apte et al.
2005; Ennals and Fossey 2007; Kielhofner et al.
2001; Thomson 1992).
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The Profile of Occupational Engagement in
people with Schizophrenia (POES) provides a
snapshot of an individual’s current occupational
engagement via the use of 24-h time-use diaries
(Bejerholm et al. 2006). The POES includes nine
rating scales based on the following categories of
occupational engagement: daily rhythm of
activity and rest, variety and range of occupa-
tions, physical environment, social context,
social interplay, client interpretation, degree of
meaningful occupations, routines and perfor-
mance initiation (Bejerholm et al. 2006; Edgelow
and Krupa 2011). If an individual is a reliable
historian in terms of daily activities, this tool can
provide a real-time baseline level of overall
occupational function from which it assesses
occupational balance and engagement and pos-
sible impact on health and life goals.

Self-management and Activities
of Daily Living

Occupation encompasses self-care (e.g., dress-
ing, eating) and instrumental activities of daily
living (e.g., medication, money management).
Occupational therapy evaluation includes
focused assessment of these mundane and yet
vital activities that are frequently affected in
individuals with SMI. Observation-based life
skill batteries can be used to establish a measure
of daily activity function and/or serve to predict
success upon discharge to a community setting or
independent living. These assessments include
the Kohlman Evaluation of Living Skills, the
Milwaukee Evaluation of Living skills, the Life
Skills Profile, the Assessment of Motor and
Process Skills (AMPS), and the Bay Area
Functional Performance Assessment (Houston
et al. 1989; Fisher 2003; Leonardelli 1988;
Rosen et al. 1989).

The Assessment of Motor and Process Skills
(AMPS) is an observation-based assessment that
measures the quality of performance of 36 skills
(16 motor skills and 20 process skills) necessary
to perform activities of daily living (Fisher
2003). The AMPS has been shown to have good
psychometric properties and good predictive

validity of evidence of a client’s need for assis-
tance in the community (Bernspang and Fisher
1995; Kirkley and Fisher 1999; Merritt 2011).
The Bay Area Functional Performance Measure
(BAFPHE) is a test that was initially designed to
measure functional occupational performance of
individuals living in psychiatric hospitals
(Houston et al. 1989). The assessment is com-
prised of a Task-Oriented Scale that includes
cognitive, performance, and affective component
measures, and a Social Interaction Scale, and has
been shown to have satisfactory psychometric
properties. In addition, the Task-Oriented Scale
has been correlated with scores on the three
subscales of the Weschler Adult Intelligence
Scale (WAIS) and the Kohlman Evaluation of
Living Skills (Thibeault and Blackmer 1987;
Houston et al. 1989).

Sensory Processing

Individuals with SMI can exhibit difficulties
processing visual, auditory, and somatosensory
input, and can exhibit visual motor disorganiza-
tion (Brown et al. 2002; Butler and Javitt 2005;
Giersch et al. 2013; Javitt 2009a, b;
Lipskaya-Velikovsky et al. 2015). Tools such as
the Adolescent and Adult Sensory Profile
(Brown and Dunn 2002) and the Adult Sensory
Processing Scale (Blanche et al. 2014) can pro-
vide a means to examine patterns in self-reported
difficulties with processing and modulation of
sensory information. Enhanced understanding of
sensory difficulties can inform recommendations
for milieu, physical environment, and sensory
modalities to promote an optimal context for
feelings of comfort, self-regulation, coping skills,
sense of security and learning.

Occupational Therapy Interventions

Occupational therapy as a profession encom-
passes a broad range of clinical specialties, and
the field is relatively young in terms of empirical
and evidence-based research, particularly in the
area of psychosocial occupational therapy.
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Evidence for many of the interventions com-
monly used in psychosocial occupational therapy
is scarce and/or emerging, particularly in the
inpatient psychiatric setting. Thus, I have
expanded the literature base in the sections below
to include research in community and home-
based settings for individuals with SMI, and
interventions that might be multidisciplinary in
nature, but utilize conceptual occupation-based
constructs.

Therapeutic Use of Self

Therapeutic use of self has been defined as
“practitioner’s planned use of his or her person-
ality, insights, perceptions and judgments as part
of the therapeutic process” (Punwar and Peloquin
2000, p. 285). Full presence with an individual is
essential to the empathic process in occupational
therapy practice, and the empathic encounter
should include the process of “being with” as an
enactment of “doing with” (Peloquin 1995).
Warmth, empathy, trust, and acceptance have been
identified as occupational therapist characteristics
valued by individuals with SMI, as exemplified in
the following statement, “I think it’s very impor-
tant that any therapist displays care for their client
—that they are genuinely interested, that it’s not a
nine to five job. You know because if somebody is
showing genuine concern that’s probably worth a
hundred tranquillizers or antidepressants” (Blank
2004, p. 121). Embodiment of a mindful presence
and attitude of nonjudgmental acceptance and
respect is a primary intervention that the occupa-
tional therapist can provide to an individual who
may be experiencing pain due to loss of autonomy,
life role changes, anxiety, disorientation, fear,
frustration, anger, or sadness due to symptoms of
SMI.

Habits, Routines, and Time-Use

In the early 1900s, habit training was introduced
at John Hopkins Medical Center, and is consid-
ered by many theorists to be the first occupa-
tional therapy treatment intervention. This

intervention approach proposed that for many
individuals, a mental illness such as schizophre-
nia could result in dysfunction in daily life due to
a deterioration or imbalance of occupational
habits. Early occupational therapists introduced
therapeutic occupations such as weaving, art, and
bookbinding to clinical practice, and helped
individuals to engage in purposeful daily activi-
ties. These goal-directed activities were used to
help individuals learn new skills to be produc-
tive, and to gain the therapeutic benefits of a
structured daily schedule. In the habit training
model, insight, orientation, and awareness were
not viewed as prerequisites to experiencing
adaptive and healthy life habits, but rather could
be nurtured when daily activities and functional
habits were supported as a therapeutic means.
Indeed, contemporary recovery theorists have
suggested that developing new habits can pre-
cede, rather than follow, development of insight
(Davidson 2007).

Individuals with SMI have indicated that
everyday routines and activities are important
pathways to recovery, and rhythm of life and
daily activities can become impaired during acute
mental crises. In addition, social rhythm disrup-
tion events have been found to predict depressive
symptoms and episodes (Borg and Davidson
2008; Borg et al. 2011; Sylvia et al. 2009). As
one’s habits are embedded in the sociocultural
and physical environment context, a thorough
understanding of meaningful habits requires
examination of the institutional environment as a
factor that shapes habit development and adap-
tation (Yerxa 2002). Habits and routines are not
only affected by psychiatric symptoms, but also
by temporal and environmental rigidity typical of
an inpatient facility with a focus on safety and
restrictions, such as a forensic psychiatric setting.
While measures to ensure protection from harm
and violence are necessary, these safeguards can
lead to lack of flexibility in establishment of
meaningful routines, and potentially lead to a
diminished independence in scheduling daily
activities. Individuals can become dependent on
the institutionalized schedule to dictate what
activities they will do, and when and where they
will take place.
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The ability to maintain a sense of occupational
balance through meaningful time-use patterns
contributes to healthy life habits. Individuals
living in psychiatric units and in community
settings have reported engaging in predominantly
passive activities, and having increased idle time,
and limited and repetitive activity choices
(Delespaul and DeVries 1987; Farnworth et al.
2004; Katsakou and Priebe 2007; Krupa et al.
2003; Letendre 1997; Quirk and Lelliott 2001;
Quirk et al. 2006; Shattell et al. 2008; Suto and
Frank 1994; Weeder 1986). This can result in an
occupational imbalance characterized by having
too many passive activities with little opportunity
for active and meaningful engagement, espe-
cially in more restricted settings.

A qualitative occupational time-use study of
individuals living in a secure forensic psychiatric
unit found that individuals regarded their
day-to-day routine as a series of activities to
prevent boredom between meals, and verbalized
that the goal of their daily routine was to “kill
time” until they could return to the outside world
(Farnworth et al. 2004). They subsequently
experienced a disconnection from active pursuit
of meaningful goals, roles, and routines, as this
was a process they associated exclusively with
life outside the hospital. However, these indi-
viduals reported that they found meaning and
satisfaction in activities and groups that offered
challenge and novelty. Similarly, in a single case
qualitative study, an individual with a lived
experience of psychosis described his daily rou-
tine as characterized by monotony and passive
activity that made him feel like he was “wasting
his life away,” as he was “lazy, nonproductive,
overeating, oversleeping, and not doing anything
… [but] having coffee, watching TV, smoking,
[doing] drugs and alcohol, or sleeping” (Legault
and Rebeiro 2001, p. 94). However, he reported
gains in hope and purpose when he discovered
meaningful occupations to engage in, such as
journaling and writing about his experience with
schizophrenia, setting up art exhibits, and mak-
ing patchwork quilts for the homeless (Legault
and Rebeiro 2001).

Occupational therapists can adapt familiar or
passive activities to create added challenge to

foster interest and motivation for individuals who
are experiencing boredom and are unable to find
and initiate opportunities for active engagement.
For example, instead of an individual simply
looking through a magazine, the therapist could
create a scavenger hunt of images or words to
find in a set of magazines spread throughout a
unit or within a group to add elements of prob-
lem solving and competition to a typically pas-
sive low challenge activity. This activity could
incorporate skill building via use of a checklist
that then could be applied to other life skills (e.g.,
grocery shopping). The occupational therapist
can collaborate with group providers in a psy-
chosocial treatment mall who are teaching skills
such as court competency or social skills, that
may be viewed as boring, to integrate fun and
creative modalities such as games and crafts.
These occupation-based modalities can add an
element of novelty and meaning to inspire
intrinsic motivation for active engagement.

The occupational therapist can teach an indi-
vidual who is disengaged or participating in
predominantly passive activities about the vari-
ous levels of occupational engagement and assist
him or her in identifying preferred activities of
each type. In addition, the occupational therapist
can collaborate with the individual to develop
guidelines for when it may be appropriate to
engage in identified activities based on mood,
opportunity, setting, and scheduled responsibili-
ties. Action Over Inertia (AOI) is an occupational
therapy time-use intervention that was developed
to help individuals with SMI experiencing
impoverished daily routines predominated by
passive activities (e.g., sleeping) to improve daily
occupational balance and engagement (Edgelow
and Krupa 2011). A pilot randomized controlled
study of AOI used in an Assertive Community
Treatment (ACT) setting found that following
intervention, individuals in the AOI group
experienced a significant decrease in daily
sleeping time when compared to control group,
and this decrease in sleep time resulted in
increased time in active engagement.

Habituation refers to one’s daily occupational
patterns, roles, and routines, and can be a semi-
autonomous process (Kielhofner 1980, 2002).
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Daily habits and routines are not commonly a
focus of explicit regard and contemplation in the
therapeutic process, possibly because of the
semiautonomous nature of this phenomenon.
However, onset of illness or disability and
resultant deterioration or loss of habits can often
prompt the need for conscious attention to habits
(Yerxa 2002). An occupational therapist can
support an individual to explore and increase
self-awareness of daily habits and routines, and
provide education on building balanced, healthy
and meaningful habits and routines that will
support recovery.

Occupational therapists can utilize knowledge
of an individual’s motivation, physiological
rhythms, interests, and personal goals to help
identify and explore new meaningful occupa-
tions, and specific functional habits and routines
that could be generalized to the outside world
upon discharge. This is especially important
when individual goals involve lifestyle changes.
For example, Carlson et al. (1998) found that it is
essential for lifestyle changes to be linked to
daily routines to be successful. In a qualitative
study of medication adherence, 91 % of partici-
pants reported that they used activity-based
methods that were attached to existing habits
and routines (e.g., putting on jewelry or turning
on coffee pot in the morning just before taking
medications) to prompt and cue them to take
medication (Sanders and Van Oss 2013). Indi-
viduals with SMI who experience cognitive and
memory impairments that impact medication
adherence can benefit from individualized occu-
pational therapy strategies that they can integrate
into existing daily habits, and/or to create new
routines in the context of self-management and
self-care.

Living Skills and Daily Occupational
Engagement

Impairment in daily self-care and self-
management is a frequent concern for individu-
als with schizophrenia and SMI who require
hospitalization. Self-care and self-management
life skills interventions are primary interventions

that occupational therapists in an inpatient psy-
chiatric setting provide (Simpson et al. 2005).
Unfortunately, due to the more rigid institutional
structure of inpatient settings, and often restricted
material use due to risk for self-harm and danger
to others, these settings can inherently provide
less opportunity for individuals to engage in
domestic activities of daily living. The concept of
recovery can seem large, overwhelming and
unattainable for people experiencing life disrup-
tion due to difficult symptoms and changes in life
roles and environment, and a focus on essential
and mundane self-care tasks can provide thera-
peutic benefits as both a process and an outcome
in the acute phases of recovery. Interventions that
focus on self-care activities of daily living
(ADLS; e.g., grooming, dressing, eating),
self-management, and instrumental activities of
daily living (IADLs; e.g., medication manage-
ment, transportation, meal planning and prepa-
ration) can prepare an individual for return to the
community and provide a sense of meaning and
domesticity to what can often feel like a sterile
clinical environment.

Self-Care
Individuals in an acute stage of SMI might not be
motivated to engage in grooming activities due to
decreased awareness, insight, and energy. An
occupational therapist can use knowledge of the
individual to customize the occupation of
grooming to promote engagement by providing
choices and supports that align with individual
needs and interests. For example, the occupa-
tional therapist can adjust the temporal context
(e.g., morning vs. evening for showering),
physical environment (e.g., bedroom vs. crowded
bathroom for grooming), learning methods (e.g.,
backward chaining, errorless learning, video
modeling), as well as offer opportunities for
individual decision-making (e.g., flavor of
toothpaste, scent of soap) to increase intrinsic
motivation, meaning, and self-efficacy.

In addition, individuals with SMI can expe-
rience physical risk during self-care activities due
to medication side effects (e.g., dry mouth,
extrapyramidal symptoms, orthostatic hypoten-
sion) and symptoms of disorder (impulsivity,
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diminished environmental awareness). This can
result in the possibility of harm during mundane
tasks, such as eating and ambulation. A system-
atic review found that dysphagia (i.e., difficulty
swallowing) prevalence in individuals with
mental illness ranged from 9 % to as high as
42 %, and that people with organic mental illness
were 43 times more likely to die of choking or
asphyxia than people in the general population
(Aldridge and Taylor 2012). The occupational
therapist can work with individuals who are
exhibiting symptoms of dysphagia or increased
risk for falls to remediate skills and identify
strategies and environmental supports to improve
both safety and quality of engagement during
self-care tasks.

Self-Management and Instrumental
Activities of Daily Living
Life skills and psychosocial skills interventions
that relate to IADLs can be provided individually
or in a group setting, and can be individualized or
manualized in approach. While psychosocial
skills interventions that utilize modules, such as
the UCLA Social and Independent Living Skills
Programs (Liberman et al. 1993), can offer a
structured and consistent format for teaching,
skills taught in a clinical environment may not
generalize to the community setting, and reviews
regarding effectiveness of structured skills train-
ing programs have been mixed (Bellack 2004;
Liberman et al. 1986; Pilling et al. 2002; Wallace
et al. 1992).

The In Vivo Life Amplified Skills Training
(IVAST) program was developed to integrate
intensive case management and behavioral
strategies with skills training in an effort to pro-
mote generalization and transfer of IADL skills
to community living. A study of this approach
found that this approach combined with skills
training resulted in improved gains in social
adjustment when compared to skills training
alone (Glynn et al. 2002). A study by Liberman
et al. (1998) compared the effects of a psy-
chosocial skills training program (i.e., UCLA
Social and Independent Living Skills Program
modules for basic conversation, recreation for
leisure, medication management, and symptom

management) to that of a psychosocial occupa-
tional therapy intervention (i.e., art and craft
modalities). Liberman et al. reported better per-
formance of life skill function (e.g., management
of personal possessions, food preparation, and
money management) with the life skills inter-
vention. However, the occupational therapy
modality used in the study was a craft-based
activity that did not address social skills, and thus
the methodology did not allow for comparison of
two intervention modalities that were targeting
the same foundational skills. This observation
speaks to the lack of clarity that many profes-
sionals have regarding the dynamics of occupa-
tion, the ways in which it impacts the human
system, and the profession of occupational ther-
apy itself.

While life and social skills programs that
utilize a prescriptive manual can provide struc-
ture and consistency for clinicians, these pro-
grams may not allow for a more individualized
view of individual occupation, i.e., examine the
who, why, when, where, and how of occupation
as a frame for which to reference occupational
functioning. A manualized approach can teach an
individual about leisure as a means for recreation
as a life skill, but treatment may not include
experiential opportunities to explore different
activities to understand how they could be used
for comfort, self-management based on level of
engagement, alignment with physical function-
ing, and consideration of leisure access and
engagement in terms of overall patterns of
time-use and occupational balance. For example,
an individual who is experiencing akathisia as a
medication side effect can be taught to adhere to
his medication regimen with training in medica-
tion management skills, but to maintain medi-
cation compliance, he may need to learn to live
with the discomfort of akathisia. The occupa-
tional therapist could work with him to determine
which leisure and self-management occupations
can empower him to cope with physical feelings
of restlessness and subsequent affective pain
(e.g., running, racquetball, swimming, vacuum-
ing, meditation), and how he can incorporate
these activities into his daily routines and habits.
In this way, an individual can begin to learn how
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occupational engagement can assist in recovery
and quality of life. Finally, the occupational
therapist can provide adaptations to support an
individual in being better able to self-manage
daily activities (e.g., visual schedule of daily
activities, timer for taking medication).

Leisure
In the western culture, leisure activity is often
viewed as nonproductive, and less important than
other occupations, such as work and
self-management. For individuals with SMI, lei-
sure tasks can serve as a necessary component of
a balanced life. In addition to providing enrich-
ment, engagement in leisure occupations can
provide an individual with meaningful social life
roles, opportunities for problem solving, means
of self-regulation, and outlets for creativity and
self-expression. Arts and crafts have traditionally
been used by occupational therapists working in
mental health settings as a means by which to
engage the mind, body, and creative spirit.

During an admission in an inpatient mental
health facility as a young occupational therapy
intern, I was scheduled for an occupational
therapy group. I remember feeling shame, anger,
and helplessness, no motivation, and was having
a difficult time with my new medications, which
made me feel simultaneously restless and
exhausted. The occupational therapist gave me a
raw ceramic mug and showed me how to apply
the glazes. As I painted that mug, I felt human. In
retrospect, I think that through the process of
transforming a blank colorless cup into my own
creative work, I had planted the seed for how to
initiate my own transformation. Ever since, I
have found creative expression, whether through
art, music, or poetry, to be an essential tool for
my own ongoing recovery.

For individuals with SMI, leisure tasks can be
viewed as having a temporal quality of not being
as stringently bound by time or pace, and thus
more conducive to enjoyment and presence.
They can also serve as a means to social con-
nection, though barriers such as limited finances,
transportation, and physical disabilities could
limit leisure engagement (Pieris and Craik 2004,
2006). When an individual is living in a

supported environment such as a psychiatric
hospital, it may be easier to access leisure
activities as they are typically scheduled and
facilitated by providers. An occupational thera-
pist can work with an individual to help him to
identify means and strategies to support preferred
leisure engagement in terms of needs (e.g.,
financial and transportation), as well as modify
leisure activities and/or recommend adaptations
to accommodate physical or cognitive disability.

Physically active leisure has been significantly
associated with lower levels of negative emotion
in people with schizophrenia, and experience
sampling has revealed that the bulk of leisure
time is predominantly sedentary in nature in this
population (McCormick et al. 2012). Engage-
ment in active leisure occupations can benefit
individuals with SMI who are at risk for health
concerns due to medication side effects (e.g.,
weight gain), and predominance of sedentary
activities (McElroy et al. 2006). Again, leisure
engagement goes beyond leisure for the sake of
recreation, and treatment to address leisure
function should include consideration of indi-
vidual motivation and meaning, as measures of
leisure motivation have been found to correlate
with measures of recovery (Lloyd et al. 2007).

Recovery can involve an ongoing process of
coping and living despite illness symptoms, and
engagement in active healthy leisure occupations
can support this process. For example, an occu-
pational therapist could use a familiar passive
leisure activity, such as music listening, and
teach individuals in an individual or group set-
ting to develop playlists of songs that impact
mood, motivation, and affect (e.g., songs to wake
up and get going, songs that are calming). With
this type of occupation-based intervention, an
individual can have hands-on experience not
only of engagement in the occupation itself, but
also in developing an action plan for future
engagement.

Leisure enhancement is an approach that
involves assessment of leisure interests, educa-
tion to increase awareness of leisure benefits,
leisure goal setting, skill training, and supported
participation (Heasman and Atwal 2004). The
process of guided development of leisure action
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plans alone has been shown to result in the
ability to maintain leisure engagement at
6-month follow-up for about half of the partici-
pants with SMI living in the community. An
occupational therapist in an inpatient setting can
assist individuals in small group or 1:1 sessions
to develop and implement leisure action plans
while in the hospital, and then perform follow-up
to practice scheduling of and access to leisure
occupations, with modification of leisure action
plans as needed prior to discharge. Practice with
the process of creating habits and routines that
include active leisure engagement can be bene-
ficial as engagement in active leisure occupations
can present more of a challenge upon discharge
when an individual has less accessibility to
structured leisure opportunities and resources,
especially when one has a goal of consistent and
structured employment.

Meaningful Employment
Productive employment is highly valued in the
western culture, and vocation influences social
regard and forms much of the basis for occupa-
tional identity. Indeed, as occupational beings,
humans may be physiologically driven to engage
in work, in that “… work is a biological neces-
sity. Just as our muscles become flabby and
degenerate if not used, so our brain slips into
chaos and confusion unless we constantly use it
for some work that seems worthwhile to us”
(Selye 1976, p. 142). Work provides a means to a
financial ends and can also provide latent effects
that support health and well-being, such as a
daily time structure, regular opportunity for
shared experiences and social interaction, and
broadening of interpersonal goals to shared goals
of work place and environment (Jahoda 1981;
Yerxa 1998).

Individuals with SMI who are employed have
reported increased happiness and higher scores
on recovery and empowerment scales, and have
indicated that work provides not only financial
support, but also a means to recovery and
well-being (Dunn et al. 2010; Lloyd et al. 2010;
Robinson et al. 2012; van Niekerk 2009). How-
ever, individuals with SMI have been found to
have the lowest employment rate when compared

to people in any other disability category (Bilder
and Mechanic 2003). Research has shown that
for individuals with SMI, factors such as fear of
stigma and ability to manage medication and
symptoms in the work place can hinder suc-
cessful employment, while self-confidence,
motivation, meaningfulness of work, work rela-
ted skill competency, and access to adequate
supportive resources can promote vocational
recovery (Dunn et al. 2010; Fossey and Harvey
2010; Honey 2004; Killeen and O’Day 2004;
Kirsh 2000; Marwaha and Johnson 2005;
Woodside et al. 2006). Another important aspect
of employment success is social support and
connection in the workplace. Social support has
been shown to mediate the relationship between
work (competitive, sheltered, and unpaid) and
subjective quality of life measures, even more
than income derived from occupation (Rüesch
et al. 2004; Woodside et al. 2006).

Sensory and Environmental Supports
The processing and integration of sensory infor-
mation helps to provide a sense of self, an
understanding of the self in relationship to the
environment, and the subsequent ability to filter a
massive amount of information from sensory
receptors to make an adaptive response and
functionally interact with the external world
(Ayers 1972; Javitt 2015; Javitt and Freedman
2015). Individuals with SMI can exhibit diffi-
culty with modulation, or regulation of responses
to sensory input, and processing of sensory
information (Brown et al. 2002; Javitt 2009a, b,
2015; Lipskaya-Velikovsky et al. 2015). The use
of supportive sensory strategies and environ-
ments can serve to empower individuals with
deficits in self-control and self-regulation to
self-manage arousal and emotional states (Nan
Stromberg 2004; Scanlan and Novak 2015).
Sensory modulation interventions and multisen-
sory environments on acute psychiatric units
designed to promote improved sensory process-
ing and regulation have resulted in significant
improvements in both subjective reports of dis-
tress and in the frequency and duration of
restraint and seclusion use (Cummings et al.
2010; Lloyd et al. 2014).
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In addition, history of trauma has been found
to be more prevalent for individuals with SMI
than for individuals in the general population.
Chronic trauma can impact an individual’s ability
to integrate sensory, cognitive, and affective
information into a meaningful and functional
gestalt, and to self-modulate for self-regulation
(Bebbington et al. 2004; Mueser et al. 1998; van
der Kolk et al. 2005). For this reason, researchers
have proposed a “bottom-up” approach that
focuses on improving sensory processing and
modulation as a promising means to address
difficulties in dysregulation commonly seen in
individuals with a history of trauma. For exam-
ple, a study of a sensory integration intervention
for individuals with mental illness found that a
bottom-up sensory integration intervention com-
bined with psychotherapy resulted in significant
improvements in measures of trauma symptoms
when compared to individuals who received
psychotherapy alone (Kaiser et al. 2010).

Difficulties in sensory modulation have also
been identified as possible contributors to
aggression and a similar bottom-up sensory
modulation approach can provide an alternative
to more cognitively mediated top-down methods
of de-escalation (e.g., verbal techniques) when an
individual is not able to engage in these tech-
niques due to poorly controlled autonomic
arousal (Sutton et al. 2013). For example, a pilot
trial of a sensory modulation intervention was
conducted that involved supporting individuals
to access sensory rooms on inpatient psychiatry
units to identify therapeutic sensory modalities
within the sensory environments. They reported
that they were able to attain a calm grounded
state, take comfort in an atmosphere that pro-
voked a sense of safety, experience enhanced
interpersonal connection with staff, and experi-
ence self-control, self-awareness, and emerging
active self-management skills (Sutton et al.
2013). An occupational therapist can work with
individuals who have experienced a history of
trauma or aggression and violence to help them
to identify particular patterns of sensory modu-
lation dysfunction (e.g., tactile defensiveness,
auditory sensitivity), and develop strategies and

sensory modalities for coping with sensory dys-
regulation, which can affect all areas of daily life.

Sleep
Sleep is restorative and essential to health and
well-being, and yet there are few common sleep
interventions outside of medication in the general
spectrum of treatment for individuals with SMI
living in an inpatient facility. People with
schizophrenia have indicated that improving
sleep is one of the highest priorities of treatment
(Auslander and Jeste 2002). Even if not part of
the symptomology of an individual’s illness, or a
side effect of medication, being in an unfamiliar
physical and social environment can pose a
challenge to the level of comfort and ease
required for good sleep hygiene.

An occupational therapist can help an indi-
vidual develop individualized sleep routines,
habits, and environments that promote healthy
sleep patterns. For example, the environment can
be adapted to promote optimal level of lighting
(e.g., eye mask if room cannot be darkened),
calming sounds or silence (e.g., white noise,
earplugs), and incorporate sensory comforts or
rituals (e.g., weighted blanket, aromatherapy)
that are conducive to rest, relaxation, and
sleep. Education on strategies (e.g., using bed
only for sleep to create a schema between bed
and sleep, and not staying in bed if not sleepy)
can help an individual to develop good sleep
routines (Wade 2006).

Occupational Stories
Many clinical disciplines have used the narrative
process to help people facing disability and life
disruption to create a life history and life story as a
means of self-expression and healing. An occupa-
tional therapy perspective of the narrative life his-
tory is largely focused on the individual’s telling,
reflection, and understanding of her own occupa-
tional identity (Christiansen 1999; Kielhofner
2008). Occupational therapists can work with an
individual to support therapeutic emplotment, a
collaborative process in which the occupational
therapist supports the individual to imagine possible
options and scenarios for occupational engagement
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and identity in the continuation of the present life
narrative to contribute to personal transformation
(Gahnstrom-Strandqvist et al. 2004). Narrative life
plots can be victimic, characterized by having little
control and choice in life, or agentic, in which
storytellers are active self-determined protagonists.
Engagement in occupations that align with a per-
son’s goals can prompt a shift from victimic to
agentic life story plots (Polkinghorne 1996).

Spiritual Occupations
Recovery is often viewed as a process of trans-
formation, not unlike a spiritual journey. In a
study of individuals with SMI, 90 % indicated
that they identified themselves as spiritual or
religious (Corrigan et al. 2003). Spirituality is
considered an important dimension with regard
to humans as occupational beings (Christiansen
1997). Spiritual occupations, manifested at indi-
vidual and community levels, have been defined
as, “a variety of activities specifically imbued
with spiritual meanings and effects that have
been performed by human beings over many
generations and across all cultures” (Kang 2003,
p. 95). Occupational therapists recognize the
value of addressing spirituality in evaluation and
treatment, yet there exists a theory–practice gap
between the awareness of its importance and its
practical clinical application (Belcham 2004;
Enquist et al. 1997; Farrar 2001; Johnston and
Mayers 2005; Rose 1999).

In an effort to understand occupation in the
spiritual context, occupational therapy research-
ers recruited individuals with schizophrenia to
act as coresearchers in an exploratory study of
spiritual practice and meaning. They found that
one of the core dimensions of spirituality was
that practice could be explicit (e.g., formal prayer
or meditation) and/or could be ordinary activities
that were imbued with spiritual meaning (Smith
and Suto 2012). This finding is similar to the
dualistic nature of mindfulness practice in which
a person can engage in formal meditation prac-
tice, or can exercise the informal practice of
being mindful during mundane activity.

Mindful occupational engagement is defined
as “moment-by-moment awareness and non-
judgmental engagement in an activity, without

expectation of specific outcomes” (Jackman
2014, p. 243). Mindful occupational engagement
can provide an underlying spiritual context that
can serve to unify and inject meaning into all
areas of an individual’s life, even when activities
tend to be prosaic. Occupational therapists can
utilize mindfulness practice as an
occupation-based therapy intervention to help
individuals participate and gain skills in mind-
fulness meditation as a primary spiritual occu-
pation that is religious (e.g., Buddhist practice) or
secular (e.g., morning meditation for stress
relief). Occupational therapists can assist indi-
viduals to infuse spirituality into the seemingly
mundane occupations of daily life through
mindful occupational engagement. In this regard,
both therapist practice of mindfulness, and ther-
apist ability to use the practice of mindfulness as
a therapeutic intervention may provide a means
to more holistically address an individual as a
being of body, mind, and spirit.

Finally, while the expression of spirituality
can sometimes be difficult to distinguish from the
symptoms of psychiatric pathology, the use of
clinical reasoning and examination of the link
between spiritual expression and meaningful
personal and cultural occupational engagement
can serve as a guide to supporting health pro-
moting benefits of spirituality (Hess 2011). An
occupational therapist can assist an individual in
incorporating spiritual or religious practices into
daily life in a manner that offers balance and
empowerment. In addition, the occupational
therapist can work with the individual in identi-
fying means to access religious services, medi-
tation groups, or service groups in the
community.

Conclusion

Occupational therapists can assist individuals
with SMI to experience life meaning and func-
tion by supporting a journey of recovery through
occupation. This chapter discussed the alignment
between recovery principles and occupational
therapy theory and practice. In addition, it pre-
sented a framework to examine the holistic and
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nonlinear nature of humans as occupational
beings by moving beyond looking at what people
do to examine the who, why, where, when, and
how of occupation. Finally, the chapter reviewed
occupational therapy assessments and interven-
tions that can be used in the inpatient psychiatric
setting to complement the multidisciplinary
treatment effort and to help individuals learn to
live life to its fullest.
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13Peer Support Services

Michael Franczak and Christina Dye

Introduction

Few public institutions are as stereotyped—and
even stigmatized—as state psychiatric inpatient
hospitals. In movies, print media and the minds
of the general public, psychiatric hospitals are
viewed as institutions of hopelessness and a
one-way ticket to a lifelong journey through
mental illness. Individuals and families who have
experienced an episode of care in an inpatient
psychiatric ward often view their stay as life-
saving, however, few are willing to speak about
their experience due to the social stigma that
continues to follow most people living with
serious mental illnesses. Psychiatric hospitals in
many ways are the public image of mental illness
—tall, dark, and foreboding with barred windows
and locked doors.

Surprisingly, to some observers, a quiet rev-
olution has been spreading behind those win-
dows and doors. Rehabilitation and recovery is
beginning to replace confinement and control as
common descriptors of the state hospital experi-
ence. Spurred by improvements in psychiatric

medications and therapies over the past dozen
years, and emerging best practices in transitions
of care between inpatient facilities and commu-
nity settings, hospital administrators are increas-
ingly testing practices more fully grounded in
self-determination, person-centered care and
family involvement—practices that are now
considered the gold standard of the mental health
system.

Among the most interesting and best studied
is the introduction of peer and family support
services within the inpatient hospital environ-
ment. Peer support services are delivered by
individuals with their own lived experience of
mental health conditions. Peer services are a
natural companion to the recovery movement as
both are based on similar values and principles.
Although peer support services have been offered
in community-based mental health agencies and
self-help associations for many years, the formal
appearance of peer-delivered service programs in
hospital settings is a relatively recent develop-
ment. However, remarkable case studies of pos-
itive outcomes attributed to inpatient peer
services have accumulated in a very brief period
of time, including evidence of reductions in
30-day readmission rates, shorter lengths of stay
and improvements in hospital staff attitudes and
conduct toward clients.

At the same time the implementation of
peer-delivered service programs in the very for-
mal and structured inpatient environment has not
been without challenges. Most notably, the
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“medical model” approach to psychiatric care
that has historically exemplified the inpatient
environment stands in contrast to the emphasis
on person/family involvement, voice, and choice
that is the hallmark of the mental health recovery
movement, posing a natural tension, and resis-
tance to change within the institutional setting. In
addition, hospitals are increasingly subject to
payer goals for lower costs through briefer
lengths of stay and improved transitions to
community services—pressures that force a
reconfiguration of the clinical workflow and
staffing model within psychiatric hospitals. Still,
many hospitals have made notable efforts to
introduce stronger person-centered and
recovery-focused programming, including the
introduction of person’s with their own lived
experience of mental health challenges as a key
part of the clinical workforce.

This chapter describes the emergence and
impact of peer support services and their role in
supporting rehabilitation and recovery outcomes
in inpatient psychiatric hospitals. Along the way,
peer-delivered services are helping transform the
culture of traditional mental health care—and the
stigma that accompanies it—within those psy-
chiatric institutions.

Person-Centered Versus Institution
Centered Care

While the intended purpose of inpatient psychi-
atric hospitalization is to secure the safety of the
person and the public while medication and other
treatments address the symptoms that precipi-
tated the hospitalization, paradoxically for most
individuals and their families, an episode of
involuntary psychiatric hospitalization is a
stressful, if not fundamentally traumatic experi-
ence. For some individuals, it may be their only
experience with psychiatric hospital, while for
others repeated involuntary hospitalization will
be a lifelong, recurring theme. Due to the con-
gregate nature of institutional settings, hospitals
are highly regimented and require the person to
obey set operating rules and protocols such as
bedtime, wake up, meal time, medication

administration time, phone calls and daily ther-
apies. In this setting, loss of personal freedom
limits the opportunity for the person to make any
independent decisions. Even with the best intent,
many of these practices are extremely difficult to
change in order that the institution can safely and
efficiently manage several hundred to several
thousand inpatient residents each day.

The standard treatment planning process is a
good example and an area where the value of
adding peer- and family-delivered services has
demonstrated immediate positive results. In many
hospitals, treatment planning sessions are held
with the hospital professional team who make all
of the decisions and then invite the person to
attend for a few moments at the end of the staffing
without giving them any input into the decisions
that were made. Another example involves
scheduling treatment planning sessions on days or
times in which active family members are not
available to participate and then discharging the
person to the family without any information
regarding how they can assist in caring for their
family member. Although unintentional, these
“standard operating procedures” tend to de-value
the person’s and family member’s own experi-
ence of their mental health symptoms, the sup-
ports that work for them and how they feel and
function when they are well. One of the major
themes of the recovery and peer movements is
“Nothing about us without us.” The treatment
planning scenarios above are efficient and expe-
dient for hospital operations, but they are not
person-centered or recovery-oriented.

Traditional psychiatric inpatient hospitals
generally operate under a “medical model” of
care where the team is led by a psychiatrist who
is assisted by psychiatric nurses, psychologists,
social workers, and direct care staff. The psy-
chiatrist conducts a psychiatric assessment
designed to identify a diagnosis that leads to a
treatment formulation that guides the team in
medication management and other treatment
modalities. Other disciples also conduct their
specialty assessments and ideally this informa-
tion is used to create an integrated individual
treatment plan. Standards also require that the
team develop a discharge plan that identifies the
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discharge criteria that the person needs to meet in
order to leave the hospital setting. The standards
require that discharge planning begin upon
admission. More forward-thinking hospital set-
tings have been working on developing a psy-
chiatric rehabilitation model that includes the
consideration of biological, psychological, and
social factors (biopsychosocial model) in order to
develop a more holistic approach to care. In this
approach, the “medical model” is less evident
and the treatment team usually includes the per-
son and family members as well as a variety of
professionals and in some cases peer support
staff. Many hospitals are in the process of
implementing this model and some have suc-
ceeded; however, the transformation is a long
and challenging process and requires strong
administrative support and clinical leadership.

A newer development within inpatient set-
tings is the gradual tightening of length of time a
person remains in the hospital. Cost containment
goals by payers, enhancements in psychotropic
medications, and increased availability of alter-
native pre-hospital crisis settings have signifi-
cantly reduced the average length of inpatient
stay over time. While this trend has the benefit of
not removing the person from the community for
extended periods of time, it also requires the
inpatient team to act swiftly to assess, diagnose,
develop a plan of care, and a discharge plan all
typically within 14 days or less. Conducting
comprehensive assessments, engaging the person
in treatment, and working with the person’s
natural and professional community supports are
put on an accelerated time frame that itself may
limit opportunities for person and family
involvement in developing the plan of care.

Person-centered care requires the person and
their families become active participants in the
treatment planning process. As stated earlier,
many inpatient hospitals have attempted to
implement a person-centered approach with
varying degrees of success. The migration and
transformation from a “medical model” to a
“person-centered’ model represents a huge cul-
tural shift for most hospitals. Even with the best
intent of the hospital, one of the major challenges
is that many individuals who are admitted are

significantly impaired and are unable or unwill-
ing to actively participate in their treatment
planning process. At the same time, family
members are often extremely stressed and have
little information on psychiatric symptoms and
medications except what they have seen in the
media. They also have limited or no information
on other aspects of care or the community
resources that are available upon discharge.
A number of individuals demonstrate what
Amador (2000) identified as “Anosognosia,” or a
lack of insight into their illness. Many individu-
als with this condition refuse all forms of treat-
ment. Other individuals arrive with unstable
living arrangements, homelessness, criminal
justice involvement, or orders of protection.
Developing an adequate discharge plan involves
services beyond the typical scope of a hospital
setting.

System Transformation and Peer
Support Services

Hospitals are not alone in struggling to address
these forces of change. The transformation of
traditional mental health system to a person-
centered and recovery-oriented approach repre-
sents an international challenge. The World
Health Organization’s (WHO) Quality Rights
Tool Kit (2012, p. 1) identified that “in many
countries, the quality of care in both inpatient and
outpatient facilities is poor or even harmful and
can actively hinder recovery. The treatment pro-
vided is often intended to keep people and their
conditions under control rather than to enhance
their autonomy and improve their quality of life.
People are seen as ‘objects of treatment’ rather
than human beings with the same rights and
entitlements as everybody else. They are not
consulted on their care or recovery plans, in many
cases receiving treatment against their wishes.”
While conditions have certainly improved in
many developed countries, there is still a long
way to go to fulfill the mission of a system that is
person-centered and recovery-oriented. Fortu-
nately, there are numerous research findings and
evidence-based practices that can serve as a guide
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to the transformation efforts. An ongoing issue is
that the incorporation and translation of research
findings to clinical practice continues to be at a
very slow pace.

Leamy et al. (2011) identified that orienting
mental health services towards recovery will
require a system transformation where profes-
sionals will need to understand that recovery is a
unique personal experience rather than something
a system does to the person. Creating a person-
centered, recovery-oriented approach to health
care requires professional staff to recognize the
personal wisdom and experience that the person
and their families bring to the table. In addition,
the person has the right to self-determination,
which includes the right to make informed deci-
sions regarding their care and treatment. It also
makes good clinical sense that when the person
participates in treatment decisions with support
from the professional team, it increases the like-
lihood that the plan will be followed.

Corrigan (2006) described self-determination
as having the freedom to choose the medications
and treatment activities they believe will be help-
ful, regardless of professional recommendations.
To date, the evidence that self-determination or
informed decision-making is embraced within
today’s healthcare system is not encouraging.
Braddock et al. (1999) audiotaped 1097 encoun-
ters with physicians where 3552 clinical decisions
were made. Only 9 % of decisions met their defi-
nition of completeness for informed decision-
making which included the person. Basic deci-
sions were completely informed in only 17.2 % of
the cases, no intermediate decisions were com-
pletely informed, and only 1 (0.5 %) complex
decisionwas completely informed. An assessment
of the person’s understanding of the decision was
only made in 1.5 % of the observations.

Others have also noted the importance of the
person in the decision-making process. Deegan
and Drake (2006) as part of medication manage-
ment and Salyers and Tsemberis (2007) as part of
ACT Team protocols have identified the impor-
tance of shared decision-making as critical aspect
of a person-centered, recovery-oriented approach
to care. Shared decision-making is not simply a

rights issue, but also critical factor in whether the
person and their families or other natural supports
will understand and follow the treatment plan
when they leave the inpatient setting.

The emergence of formal mental health peer
support services and programs over the past
15 years has been a key driver of these changes
both within inpatient institutions and community
mental health settings. Many states added formal
peer support services over the past 20 years as a
component of their comprehensive mental health
and substance use service delivery system.
A significant boost to the development of such
programs occurred in 2006 when the Center for
Medicaid and Medicare Services authorized the
use of peer support service as a reimbursable
Medicaid service. The resulting expansion of
peer support services throughout the country has
been impressive. Today most states have an
active consumer movements and peer support
programs. Internationally, Canada, Scotland,
Australia, and New Zealand all have very active
peer support initiatives.

Inpatient facilities; however, significantly
lagged in adopting these practices. Oddly, peer
support has been occurring naturally in inpatient
treatment settings since these settings first exis-
ted. Bouchard et al. (2010) studied naturally
occurring “peer support” in inpatient psychiatric
units. They reported that natural peer support is a
thoughtful process that involves observing,
reflecting, taking supportive action, and evaluat-
ing outcomes. Supportive actions include helping
with activities of daily living, sharing material
goods, providing information and advice, sharing
a social life, and offering emotional support.
While hospital staff meticulously documented
these developments as “positive social interac-
tion” between patients and evidence of progress,
they also serve as an early example of what
would eventually be formalized as peer support
services. Thus, while peer support has occurred
naturally in hospital settings over many years, it
has taken considerable time for their clinical
value to be recognized and organized into an
intentional program of services founded on sup-
portive action.
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The Double Revolution: Recovery
Movement and Peer Services

In order to understand the emergence of peer
support services it is necessary to take a brief
excursion into its roots within the recovery
movement. The consumer/survivor movement
can be traced to 1800s in England where the
Alleged Lunatic’s Friend Society was estab-
lished. There were numerous other initiatives
over time that developed primarily due to what
was perceived as cruel conditions and the lack of
the ability of individuals to control any of their
care in mental health facilities. In 1908, Clifford
Beers wrote an autobiography “A Mind That
Found Itself,” which led to the creation of the
National Committee for Mental Hygiene, known
today as Mental Health America. Chamberlin
(1978) wrote On Our Own: Patient Controlled
Alternatives to the Mental Health System, which
became the textbook of the consumer/survivors
movement. There are many excellent reviews of
the consumer movement that go beyond the
intended scope of this chapter. Nelson and col-
leagues conducted some of the most compre-
hensive reviews of the history of the
consumer/survivor movement (Janzen et al.
2006; Nelson et al. 2006a, b, d, 2007). Another
excellent review of this information that includes
the psychiatric rehabilitation initiative can be
found in Corrigan et al. (2008).

In support of the consumer/survivor move-
ment, the U.S. Center for Mental Health Services
began funding consumer initiatives and technical
assistance centers in the 1980s. While these
programs were initially developed to increase
consumer voice in the mental health service
system, a secondary benefit emerged. By bring-
ing consumers together in forums and on com-
mittees, they also created collaborations that
resulted in the emergence of a number of
consumer-run programs. At this point, many
states began creating Offices of Consumer Affairs
that often reported directly to the Mental Health
Commissioner. These Offices created a variety of
opportunities for consumers to become involved
in the state planning efforts, including advocating
for the addition of more peer self-help support

programs to the service array. The expansion
resulted in the development of consumer drop-in
centers, warm lines, and state supported con-
sumer advisory boards across the country.

Also in the 1980s, a number of studies began
to be published that demonstrated that individu-
als could lead fulfilling lives even with the
presence of a serious mental illness. In other
words, mental illness was a treatable condition,
not a life sentence. The “recovery movement”
was launched. On average, research has shown
that 60 % of the individuals who were studied
had recovered to the point of leading successful
lives in their communities with minimal psychi-
atric symptoms (World Health Organization
1979). One of the most significant studies was a
30-year follow-up of individuals who had
long-term hospitalizations in state hospitals in
Vermont and Maine in the 1950s (Harding et al.
1987). The Vermont community mental health
system at that time was considered to be
recovery-oriented, at least as it was understood at
the time, and the Maine system was considered
traditional care. Using established criteria for
“recovery,” including having a social life indis-
tinguishable from your neighbor, holding a job
for pay or volunteering, no longer experiencing
symptoms of mental illness, and no longer taking
medication, Harding et al. made a memorable
discovery: 63–68 % of individuals in the Ver-
mont group met their criteria for “recovery.” In
the Maine group, which experienced “tradi-
tional” inpatient care, nearly half (47 %)
achieved recovery as defined by the researchers.
Since their study, numerous other researchers
have confirmed Harding et al.’s findings that
recovery is an individualized and naturally
occurring process that is supported by, but not
created by, the mental health treatment system.

The Harding et al. study and the others that
followed proved that recovery from mental ill-
ness is possible and created the final spark that
ignited the recovery movement and the peer
support initiative. While many individuals
achieve recovery without the assistance of peer
support services, most individuals in recovery
identify that a social connection with someone, a
family member, friend, psychiatrist, or therapist,

13 Peer Support Services 313



who believed in and supported them was a vital
element in their recovery journey. The ability to
provide social support appears to be one of the
primary skills that peer support providers pos-
sess. Felton et al. (1995) found that individuals
who were served by peer support staff reported
improved social support, quality of life, a
reduction in the number of major life problems,
more frequent contact with their case managers
and improved self-image. The availability of a
social support network is often accompanied by
improvements in multiple aspects of life. Hardi-
man and Segal (2003) examined the character-
istics of peer support self-help agencies and
concluded that they foster social networks lead-
ing to the experience of shared community. Peer
staff provide support to the person when others
are not available or not willing.

In 2010, the U.S. Substance Abuse Mental
Health Service Administration (SAMHSA)
launched a national dialogue to define “recov-
ery.” The final definition, shaped by advocates,
care providers, families, and individuals with
lived experience of recovery from mental disor-
ders and/or substance use is as follows: “A pro-
cess of change through which individuals
improve their health and wellness, live a
self-directed life, and strive to reach their full
potential” (SAMHSA 2011, p. 1). SAMHSA
(2012, p. 3) listed four dimensions of recovery:
“(1) Health—Overcoming or managing one’s
disease(s) or symptoms—for example, abstaining
from use of alcohol, illicit drugs, and
non-prescribed medications if one has an addic-
tion problem— and for everyone in recovery,
making informed, healthy choices that support
physical and emotional wellbeing, (2) Home—A
stable and safe place to live, (3) Purpose—
Meaningful daily activities, such as a job, school,
volunteerism, family caretaking, or creative
endeavors, and the independence, income and
resources to participate in society, and (4) Com-
munity—Relationships and social networks that
provide support, friendship, love, and hope.” The
four dimensions in many ways define the essence
of peer support services and in multiple studies
peer support has been found to be a major avenue
for achieving the four dimensions of recovery.

Peers, Professionals and the Power
of Hope

A considerable amount of effort has been devo-
ted to defining what peer support is and what it is
not (Repper and Carter 2011). For example,
Mead (2003) and Mead and MacNeil (2006)
reminded us that peer support is not like clinical
support, nor is it just about being friends. Peer
support helps people to understand each other
because they have been there, shared similar
experiences, and can model for each other a
willingness to learn and grow.

The President’s New Freedom Commission
on Mental Health (2003) laid the early founda-
tion for formal peer service programs by
emphasizing the strong link between hope and
individual recovery, stating “research has vali-
dated that hope and self-determination are
important factors contributing to recovery”
(p.27). Years later, SAMHSA (2011) articulated
more forcefully that hope can be intentionally
instilled and inspired by caring friends, families
and advocates, including peer providers. In their
working definition of recovery, SAMHSA (2012,
p. 4) stated: “Recovery emerges from hope. The
belief that recovery is real provides the essential
and motivating message of a better future—that
people can and do overcome the internal and
external challenges, barriers, and obstacles that
confront them. Hope is internalized and can be
fostered by peers, families, providers, allies, and
others. Hope is the catalyst of the recovery pro-
cess.” Creating conditions that inspire hope is
one of the most powerful skills that peers bring to
the table. Campbell and Leaver (2003) stated that
hope instilled in people recovering from mental
illnesses through the dynamic exchange of peer
support has the potential to foster hope and
change for the mental health system.

Andresen et al. (2003) suggested that recovery
comprises four key components: (1) finding and
maintaining hope; (2) reestablishing a positive
identity; (3) building a meaningful life, and
(4) taking responsibility and control. Stratford
et al. (2012) noted that recovery has hope as a
keystone. Mental health practitioners have an
important role in “holding the hope” for the
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person with mental illness, until that person is
strong enough within themselves to move for-
ward. Hope is not a boundless wish or desire; and
in fact, has a probabilistic quality. We do not hope
for things that are impossible. We hope for things
that have some possibility of occurring. Hope
looks for exemplars. Peers in recovery present a
concrete exemplar. Clay (2005) reported that one
of the qualities of peer support staff is that they act
as role models and demonstrate that recovery is
possible. If someone who has had similar expe-
rience with mental illness and now has achieved
recovery, the possibility of recovery is not an
unrealistic outcome. Hope is a critical motivator
for what has been recently identified as “patient
activation” which has been receiving significant
attention in healthcare research.

SAMHSA (2009a, b, p. 10) commented fur-
ther on the growing recognition of the value and
role of peer providers in professional healthcare
delivery, “In the medical world of today, there is
scarcely a specialty where peer support is not
recognized as a valuable adjunct to professional
medical and social interventions. Improved out-
comes are particularly notable when peer support
services are provided to people with chronic
conditions that require long-term self-
management.” In linking peer-delivered services
with healthcare’s new found focus on chronic
disease management under the 2010 Affordable
Care Act, SAMHSA (2009a, b) firmly cemented
the role of peer providers as essential to health-
care of the future. Operating in a variety of new
roles as “health navigators,” “health coaches,”
and “transition specialists,” peer support spe-
cialists today are leveraging the power of their
personal experience to instill hope and produce
real-world health outcomes that drive down costs
and improve the patient experience of care—
otherwise known as the Three Aims of the
Affordable Care Act.

The “professionalization” of peer services
through formal training, career paths and reim-
bursement is not without controversy. In many
parts of the country, peer support is only believed
to retain its “peerness” when supports are disso-
ciated from formal mental health and addiction
treatment programs. To add confusion, the

growing world of children’s mental health ser-
vices brings with it a new type of “peer”: family
members of children with mental health and
developmental disabilities who work with other
family members experiencing challenges in nav-
igating the system or obtaining family-centered
care for their children. There is a substantial body
of research on peer support and much less on
family peer support. Gartner and Riessman (1982,
p. 631) provided a succinct and yet complete
definition of peer support: “Social emotional
support, frequently coupled with instrumental
support that is mutually offered or provided by
persons having a mental health condition to oth-
ers sharing a similar mental health condition to
bring about a desired social or personal change.”
Family peer support could be similarly defined as
social emotional support, frequently coupled with
instrumental support that is offered or provided by
family members to other families who share the
experience of supporting a family member with a
similar mental health condition to bring about a
desired social or personal change.

The following core values have been recently
ratified by peer supporters across the country as
the core ethical guidelines for peer support
practice (International Association of Peer Sup-
porters, Inc. 2013): (1) peer support is voluntary;
(2) peer supporters are hopeful; (3) peer sup-
porters are open minded; (4) peer supporters are
empathic; (5) peer supporters are respectful;
(6) peer supporters facilitate change; (7) peer
supporters are honest and direct; (8) peer support
is mutual and reciprocal; (9) peer support is
equally shared power; (10) peer support is
strengths-focused; (11) peer support is transpar-
ent, and (12) peer support is person-driven.

Outcomes of Peer Services

As with any large-scale system transformation,
the introduction of peer professionals—people
with their own lived experience as care-givers—
sparked a veritable wave of research in studying
the effects of this “disruptive innovation” on the
outcomes of mental health care. Early work
focused on the more obvious outcomes—the
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ability of peer support staff to engage individuals
in their care simply because they shared the same
story and experience and have “walked in their
shoes.” For example, Dixon et al. (1994) noted
that peer staff members bring practical knowl-
edge, street smarts, and personal experience with
treatment that provide engagement skills.
Davidson et al. (2006) reported that peer support
workers were highly skilled and effective at
engaging and communicating acceptance. They
were able to increase treatment participation
amongst the more disengaged in case manage-
ment for consumers with comorbid mental health
and alcohol and drug issues. Davidson et al.
(2012) wrote that peer staff could be especially
effective in engaging people into care and acting
as a bridge between clients and other staff.

However to describe the value of peer services
as merely the ability of peer staff to share stories
and experiences is to seriously under-estimate the
value of engagement within the mental healthcare
system. With no-show rates hovering between
20-50 % on average at treatment facilities across
the country, failure of patients to attend scheduled
psychiatric appointments costs millions each year
in wasted staff time while increasing the likeli-
hood that the person will not maintain treatment
gains and/or be re-hospitalized at 6- to 12-month
follow-up (Schmutte et al. 2009; Sledge et al.
2008). Similar studies found that the addition of
peer services early in treatment improved patient
engagement with non-peer staff as well. For
example, Sells et al. (2006) found that unengaged
clients had more contacts with their mental health
case managers when peers were part of the
engagement process, compared with fewer case
manager contacts when peer staff were not
involved. Sells et al. (2006, p. 1184) concluded
that “early in treatment, peer providers may pos-
sess distinctive skills in communicating positive
regard, understanding, and acceptance to clients
and a facility for increasing treatment participa-
tion among the most disengaged, leading to
greater motivation for further treatment and use of
peer-based community services.”

Other studies focused on the effectiveness of
complementary peer services on the individual’s
treatment goals. For example, Felton et al. (1995)

found that individuals who were served by teams
that included peer support specialists demon-
strated greater gains in quality of life and an
overall reduction in the number of major life
problems. They also reported more frequent
contact with their case managers and showed the
largest gains in the areas of self-image, outlook,
and social support.

The first substantial evidence that peer support
services can be effective came from studies with
peers serving as community case managers. In
two studies, Solomon and Drain (1995a, b) in
randomized trials of peer case management ser-
vice found that peer case management teams
were equally effective as non-peer teams in terms
of reduced symptomology and quality of life
outcomes. Chinman et al. (2000) also found that
peer case management teams were equally
effective as their non-peer counterparts in terms
of the clinical outcomes achieved. In a random-
ized control trial, Clarke et al. (2000) studied
assertive community treatment (ACT) teams
using peers and ACT teams without peers. The
study found that fewer people were hospitalized
and the first hospitalization occurred later for
individuals who were served by ACT teams with
peers.

In a meta-review of randomized controlled
studies, Pitt et al. (2013) reported that, when
peer-run services were compared to those con-
ducted by non-peer professional staff, the out-
comes were equivalent. These outcomes included
quality of life, depression, mental health symp-
toms, satisfaction with treatment,
person/professional relationship, use of mental
health services, hospital admissions, length of
stay, and readmission.

Unique Factors in Inpatient Settings

Psychiatric hospitals have faced a tsunami of
change over the past 20 years that have signifi-
cantly altered daily operations and shifted the
role of the hospital within the mental health
treatment community. First and foremost is the
increased scrutiny paid to admission and read-
mission rates, as well as changes in the
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community standards of care that emphasizes
alternatives to hospitalization, including the
individual’s right to self-determination and
choice even within the hospital setting. The
introduction of new generation antipsychotic
medications that are highly effective in remedi-
ating psychiatric symptoms for a large percent-
age of individuals and community-based
alternatives to hospitalization, such as ACT
teams also played a role in reshaping the purpose
of the psychiatric hospital as a short-stay setting
for immediate stabilization rather than long-term
rehabilitation for most patients.

Nowhere has the scrutiny on the inpatient
psychiatric hospital system been more acute than
in the admission, discharge and readmission
process. The high cost of inpatient services, in
particular, has focused the attention of Medicaid,
Medicare, and managed care payers on estab-
lishing performance standards for readmission
and routine monitoring for length of stay.
Beginning in 2013, Medicare implemented
financial penalties (reductions in per diem pay-
ments) for hospitals that exceeded inpatient
readmission standards and other quality metrics.
Similarly, “transitions in care” (formerly known
as “Discharge Planning”) has emerged as a
sub-specialty area for quality and performance on
its own.

The typical inpatient discharge planning pro-
cess resembles two ships passing in the night.
Ship A, the hospital, controls the length of stay in
the facility by discharging the person when they
determine that hospital services are no longer
medically necessary. At the same time the hos-
pital needs to make sure that readmission is not
likely to occur by ensuring that the person has
sufficient stability and is referred to appropriate
community services. Ship B, a community
mental health service provider, may or may not
be part of the discharge planning process. The
hospital needs to prevent readmissions by iden-
tifying the community services that are necessary
to successfully support the person in the com-
munity, but they have no role in ensuring that the
person is actually connected to the community
resources. Since the hospital does not control the
community resources and the community

providers do not have any authority in the hos-
pital discharge planning process, there is often
significant tension between these two discrete
parts of the mental health system.

In addition, mental health service funding is
allocated in silos in the United States. Community
providers cannot bill for services when the indi-
vidual is in an inpatient setting and the hospital
cannot bill when the person returns to the com-
munity. These funding silos significantly inhibit
coordination of care between these settings.
Organizing discharge planning sessions where
the hospital and community staff both participate
can be challenging. Needless to say, gaps in ser-
vices are common. One of the most important
predictors of readmission is whether patients
attend their first appointment with a community
provider. It is not uncommon to find a 30 % or
greater rate of failure to appear for the first
appointment. While some individuals eventually
make a connection with their community provi-
ders, a sizable number fail to connect and, without
ongoing treatment, remission is often inevitable.
These individuals show up in emergency rooms,
psychiatric inpatient settings, jails, in homeless
shelters and, in some cases as mortalities.

Factors in hospital readmissions have been
closely studied across multiple states and payer
systems. The available research indicates that the
reasons for readmission include all of the fol-
lowing factors: the person may be discharged
prematurely without achieving functional stabil-
ity; the community resources needed to support
the person are either not available, not sufficient
or not responsive; the person does not understand
what they need to do to remain healthy; the
person lacks capacity or desire to adhere to the
discharge instructions upon leaving the more
regimented inpatient setting; the person has an
unaddressed or refuses to address a substance
abuse issue; or the person’s living environment
does not support recovery (Hemminger 2012).

One issue that comes into play is that people
who are frequently readmitted often receive dis-
charge plans that contain the exact same locations
and services that have repeatedly failed to support
them in the community. Due to the rapid time
frame in which the inpatient teammust complete a
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discharge plan, the causative factors that drove the
readmission are often not identified or considered
when new discharge plan is developed. Even
when the reasons are obvious, the hospital often
has few community options to choose from that
are capable of addressing the issues. If the person
needs to move to a more supportive environment,
those settings are often not readily available. If an
ACT Team is needed to support the person, there
may be a wait list for the program. Nevertheless,
any approach to reduce readmissions and to sup-
port a successful community placement must
address all of the factors that led to the person’s
initial admission and any subsequent readmission.
The problem of gaps in the service array needs to
be addressed by the administrators of the system of
care. Inpatient hospitals and community providers
need to unite to bring these gaps in care forward or
the gaps and consequently high rates of readmis-
sion will continue to occur.

The discharge planning process itself has a
fundamental flaw in that the person is not just
leaving one level of care, but entering another.
Rather than simply concluding a service, the
person is transitioning between services.
Research has shown that the most effective ways
to reduce readmission is to provide education
while the person resides in the inpatient setting,
develop a discharge plan that effectively deals
with the factors in the prior readmissions and
provide transitional support in the community to
ensure that the discharge plan is followed and
readjusted if needed (Forchuk et al. 2007a, b).
The goal is to connect the person with commu-
nity services and supports necessary to succeed,
and in each of these areas, peer services have
been shown to play a beneficial role.

Connecting the Dots: Peer Models
in Inpatient Settings

Across the country many inpatient settings have
begun to see the value of adding peer support and
family support to their services; however, only a
few have done it to the degree necessary to have
the type of significant impact reported in the few
randomized controlled trials that have been

conducted. McGill and Patterson (1990) reported
one of the earliest examples of peer support
program in an inpatient setting. In this program,
former patients were trained to be peer coun-
selors in a large public sector acute psychiatric
inpatient program. Due to their positive impact
over a four-year period, staff that were originally
skeptical changed their attitudes and began
requesting that peer-run groups and services be
expanded.

Several other studies have examined the role
and outcomes of peers serving in inpatient set-
tings (Chinman et al. 2001; Lawn et al. 2008;
Sledge 2011). The most promising target identi-
fied issues that are the most challenging within
hospital environments: the need for rapid
engagement into treatment during increasingly
shorter lengths of stay, effective discharge and
transition planning, and readmission prevention.
Others focus on education and support directed
to assist the person and their family in caring
through on treatment recommendations once
they leave the hospital. Programs implemented to
target these factors utilize peer staff that work
with individuals while they are in the inpatient
settings while others link the person with peer
support upon discharge. Another approach
attempts to bridge the inpatient-community
transition process by introducing peer support
services while the person is in the hospital and
continuing the service when the person returns to
community. Methods employed to test the
effectiveness and outcomes of these interventions
include randomly controlled trials, case studies,
program reports, and personal accounts by peer
staff and persons receiving services.

In a study that examined peer support staff
who were introduced after discharge, Chinman,
Weingarten, Stayner and Davidson (2001) com-
pared peer support outpatient programs with
traditional care and found a 50 % reduction in
readmissions when compared to the programs
where support services were not in place peer.
The results support the conclusion that when
individuals return to the community and receive
peer support services it can reduce hospital
readmissions.
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Sledge et al. (2011) found that individuals
who were assigned a peer support staff member
had fewer hospital admissions and hospital days
over a 9-month period than patients who were
not assigned a peer support staff member. The
average length of stay for individuals who
received inpatient peer support services was
10 days as opposed to 19 days for participants
without peer support and hospital admissions for
individuals that received outpatient peer support
were 53 % less than those without peer support.

Another group of studies examined peer
supports who acted as “Bridger’s” between the
hospital and the community. Lawn, Smith and
Hunter (2008) found that individuals who
received peer support services in the hospital and
when they returned to the community showed
reduced admission rates and more stable com-
munity placements, fewer readmissions and
reduced lengths of stay. Individuals who took
part in group peer support services had a read-
mission rate of only 17 % compared with an
expected rate of 30 %. The data suggested that
peer support staff are able to connect individuals
with resources both inside and outside the hos-
pital and provide the type of hopeful engagement
that maximizes treatment returns.

One of the most promising lines of research is
the work of Cheryl Forchuk and her colleagues in
Ontario, Canada who developed a transitional
discharge model (TDM). The model strategically
targets discharge planning issues and the gap
between hospital and community services.
Known as the “Bridge to Discharge” program,
her model addressed the traditional boundaries
between hospital and community settings that
impede care transitions by assigning an inpatient
team of professional and peer support staff work
with the individual while they are in the hospital
and then remain with them in the community
until a therapeutic relationship (Forchuk et al.
2002) is formed with a community mental health
provider. Canada does not have the same funding
silos that exist in the American system, allowing
for more seamless care transitions. Forchuk et al.
(2005) reported that using peer support as part of
the discharge process significantly reduced
readmission rates and increased discharge rates.

The model was tested in a randomized clinical
trial involving either peer support for one year, or
ongoing support from hospital staff until a ther-
apeutic relationship was established with a
community care provider. The peer group was
discharged 116 days sooner than the traditional
care group. The study authors also reported that
individuals who received peer support demon-
strated improved social support, enhanced social
skills and improved social functioning.

Forchuk and Brown (1989) based the TDM
model on early work on nurse–patient relation-
ship that emphasized the importance of directed
relationships in promoting health and healing
(Peplau 1952). This research defined nursing as
“a significant, therapeutic, interpersonal process
that aims to promote a patient’s health in the
direction of creative, constructive, productive,
personal, and community living.” Forchuk and
Brown expanded on Peplau’s definition to
include all professional staff involved with the
person and then added peer support to the
formulation.

Using the relationship as her framework,
Forchuk et al. (2012) identified three essential
elements that underlie the effectiveness of the
TDM model: (1) people heal in relationships
(including staff and peer relationships); (2) tran-
sitions in care are vulnerable periods for indi-
viduals with mental illness and services should
be front-loaded to bridge the transition process;
and (3) a network of relationships provided
during transitional periods assists in sustained
recovery. Forchuk et al. (2012, p. 585) summa-
rized their findings on design components that
are key to the success of the TDM approach: “…
the availability of on-ward educational opportu-
nities, presence of an accessible ‘champion’ for
the intervention, perceived administrative sup-
port, belief in the usefulness of the intervention
and in the ease of use of the intervention, and
willingness to partner with outside groups. In
general, active engagement and participation by
staff throughout the process was critical.”

Implementing the TDM involves a significant
change in the relationship between hospital and
community care providers as well as hospital
operations. Specific strategies that facilitated the
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implementation of TDM within the inpatient
environment include: (1) the use of educational
modules for on-ward hospital staff training and
peer training; (2) presence of on-site champions;
and (3) supportive documentation systems.
Issues identified as barriers to implementation
included: (1) feeling drowned, swamped and
overwhelmed; (2) death by process; (3) team
dynamics; and (4) changes in champions. (For-
chuk et al. (2012). In addition, they identified
several actions that are critical to ensuring the
person establishes a therapeutic relationship with
a hospital clinical staff member before discharge
and that hospital staff communicates properly,
continuously, and understands their roles in the
discharge process.

To emphasize the foundational role of rela-
tionships during transition, Forchuk et al.
(2007a) changed the title of the TDM to transi-
tional relationship model (TRM). To Forchuk
et al. (2007a, p. 80) “therapeutic relationships
include not only the nurse–client relationship but
also other staff relationships, family relation-
ships, and peer relationships. Each person needs
a safety net of relationships because people are
believed to heal in supportive relationships.
However, traditional models of care terminate
relationships at the point of hospital discharge,
which is a time of vulnerability for many
clients.”

Forchuk et al. (2007b) also studied the trans-
ferability of the model to a facility in Scotland.
Reynolds et al. (2004) implemented and evalu-
ated the TDM on acute care psychiatric wards
there and reported that the group that did not
participate in the TDM model was more than two
times as likely to be readmitted in the subsequent
5 months when compared to the TDM discharge
group.

Hanrahan et al. (2014) used an adapted ver-
sion of the TDM for older adults being released
from acute care hospitals for patients with serious
mental illness and medical comorbidities. The
“Transitional Care Model” was delivered by a
psychiatric nurse practitioner assigned within the
acute setting who continued to see patients in the
community. The study found that patients with
immediate and pressing physical health problems

were most receptive and actively utilized the
service. A number of barriers were identified
including communication and privacy issues
making it difficult to remain engaged with per-
sons in community mental health facilities.
While the nurse practitioner was accepted and
valued in the physical health arena, the psy-
chosocial needs and relationship issues were too
demanding for a single staff. The researchers
concluded that a team approach including a
social worker, peer provider, and consulting
psychiatrist were needed for severely mentally ill
patients being released from an acute physical
health hospital (Solomon et al. 2014).

Similar models have been promoted in a
number of locations. M-Power Advocates
reported to the Massachusetts Inpatient Study
Commission (2009) regarding the need to
implement peer support programs designed to
transition individuals from inpatient facilities.
Their report stated, “One type of support for
individuals transitioning out of the hospital used
very successfully in New York State is a Peer
Bridger Project in which a trained peer specialist
provides one-to-one support to a person ready to
be discharged. This relationship begins several
months before the discharge date and continues
for several months after discharge. This is an
excellent way to address the concerns and fears a
person who has been in the hospital for months
or years may have about being able to make it on
the outside. The Genesis Club in Worcester and
the Lighthouse Clubhouse in Springfield run Peer
Bridger projects under a DMH contract entitled
“Peer Support in After Care.” Such programs
need to be expanded throughout the state” (p. 2).

Marc Community Resources has implemented
a Community Transition Program utilizing
trained peer support navigators to assist individ-
uals who are being discharged from a community
psychiatric inpatient setting. The peer staff
engages the individual while they are in the
hospital and assist them while they transition to
the community using a critical time intervention
model shortened to a 90 day period. The results
to date (Thomas and Anderson 2015) have been
encouraging. Preliminary findings from the first
75 individuals served include the following:
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(1) The vast majority (65) remained in the
community during the period in which they were
supported, (2) a large percent of the individuals
(41 % or 31 participants) were either homeless or
could not return their original living environment
(33 participants). (3) Many individuals have
co-occurring mental health and substance abuse
disorders (42.6 or 32 participants). (4) Coordina-
tion with the person’s outpatient clinical team
can be challenging in some cases and individuals
reported that the lack of responsiveness by their
teams was the main reason for their hospitaliza-
tions. (5) While the hospital staff were initially
unsure how peer supports could be helpful, their
attitude changed rapidly and they now see peer
supports as a valuable resource.

The six participants who were re-hospitalized
disengaged from both the Community Transition
Program and their PNO teams soon after initial
discharge and ceased all contact with both enti-
ties until they were either re-engaged upon
re-hospitalization, or were located after rigorous
outreach efforts. Other interesting information
that has been obtained from this group is that
approximately one-third of the readmissions
began with a medical hospitalization. In a sig-
nificant number of cases the substance abuse
challenges that were prominent reason for
re-hospitalization. Approximately, one-third
experienced challenges with medication, i.e.,
some people did not want to take their medica-
tion. Approximately one-third self-discharged
from the hospital and went to motels or simi-
larly unsupportive settings whereby they soon
became homeless and symptomatic.

An interesting application of the peer support
model was conducted by Vijayalakshmy et al.
(2006). In long-term psychiatric hospitals a small
percentage of individuals resist discharge. The
study described a peer support intervention that
specifically addressed individuals who were
reluctant to return to the community. The group
utilized standard methods of rehabilitation and
training with strong emphasis on validating
individual needs and feelings using peer support.
After 18 months of the group intervention, five
of the seven group members had achieved dis-
charge and community success.

Bringing Peer Support to Scale
in Inpatient Programs

Bluebird (2008) described a model of a peer
support inpatient program that was implemented
in a State Hospital setting in Delaware. In this
program, the peers were not hospital employees,
but were managed by an external peer-run
organization that also provided the peer staff
supervision. The roles of peer staff included
providing support during hospitalization, pro-
viding low-level advocacy to ensure that the
person’s voice was heard with professional teams
and that persons were treated with dignity and
respect. As part of the overall plan to introduce
peer services in this environment, the peer sup-
port staff were involved in all aspects of client
care and operations of the hospital, ensuring that
consumer voice was reflected in hospital opera-
tions and policies.

The duties assigned to peer support staff in the
Delaware program were many and varied,
reflecting the wide range of job functions and
valued roles that peers can deliver to support
effective hospital services. Staff provided
one-to-one and group support, facilitated recov-
ery groups, developed personal safety plans,
provided transportation, conducted debriefings,
assisted with resolving complaints, attended
treatment team and admission meetings, sup-
ported crisis intervention and ran drop-in centers
(“comfort rooms”) as part of the hospital
program.

Other facilities have developed their own
approaches, such as the “Passport to Health”
used at Kings County Hospital in Brooklyn, New
York (Perrazo and Rodriguez 2014). Their
approach employed a peer counselor who assis-
ted the person in identifying the members of their
clinical team, their diagnosis, symptoms, medi-
cations, the purpose of the medications, their
daily treatment groups, their recovery goals, life
goals, natural supports, and emergency contacts.
Delivering instrumental support is a large com-
ponent of the peer counselor job function. The
counselor works with individuals by attending
treatment team meetings with the person and
assisting them in describing their personal goals
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and service preferences. The peer counselor also
conducts individual and group recovery sessions
designed to assist the person in developing
recovery and self-management skills.

Most programs that use peer support staff in
inpatient settings have similar features. Peer staff
typically attempt to engage the person shortly
after admission using their shared experience to
establish rapport, illustrating the emotional sup-
port component of peer services. Informational
support is then provided and depending on the
person’s response to engagement, the peer sup-
port worker can assist the person in understand-
ing and participating in the treatment planning
process and describing the services they will
receive at the hospital and how they can partic-
ipant in the process.

Many peer support staff who work in inpatient
settings assist patients in developing a “Wellness
Recovery Action Plan” or WRAP plan. WRAP is
personal planning tool where individuals develop
their own goals and strategies for reducing and
preventing symptoms. Copeland (2007) devel-
oped the WRAP plan and it is now a widely used
tool that supports person-centered and
recovery-oriented planning. In a study of 519
individuals with a serious mental illness who
were provided WRAP Training, Cook et al.
(2011) reported that WRAP participants experi-
enced (1) significantly greater reduction in
symptom severity, (2) significantly greater
improvement over time in hopefulness as asses-
sed by the Hope Scale, and (3) enhanced
improvement over time in quality of life as
assessed by the World Health Organization’s
Quality of Life environment subscale. These
results indicate that peer-delivered mental illness
self-management training reduces psychiatric
symptoms, enhances participants’ hopefulness,
and improves their quality of life over time. On
psychosocial measures of hopefulness and qual-
ity of life, WRAP recipients reported not only
greater improvements relative to controls, but
this advantage appeared to grow over time.

Sadaaki et al. (2011) compared the results
obtained between individuals who received
WRAP training and a control group, and found
statistically significant improvements for the

WRAP trained group in psychiatric symptoms
and hope after the intervention, while non-
significant changes occurred in the comparison
group. Their conclusion was that the evidence
was promising that WRAP participation had a
positive effect on psychiatric symptoms and
feelings of hopefulness.

WRAP has also been found to have a
dose-response relationship. Greater exposure to
WRAP is predictive of improvement on psychi-
atric symptom severity and hopefulness for their
futures when compared to individuals with less
exposure (Cook et al. 2009). This study con-
cluded that individuals need to have adequate
exposure for WRAP to have a measurable
impact, with participants who attended six or
more recovery-oriented group sessions showing
greater improvement than those attending fewer
sessions. Similarly, Starnino et al. (2010) repor-
ted positive effects of their WRAP intervention
with at least 75 % participation in the program.
This can be challenging in inpatient settings
where the lengths of stay are typically very short.
Taking the analysis a step further, Falzer (2011)
noted that the effectiveness of recovery-oriented
programs such as WRAP might depend more on
the level of participation than simply attendance.

Benefits and Challenges

Adding peer support staff to inpatient settings has
produced both positive results and identified
several challenges for program implementation.
For example, Salzer and Shear-Liptzin (2002)
conducted thematic interviews with peer support
providers and reported that peer staff themselves
benefit from their roles as helpers. They noted a
number of positive outcomes including
improvement in their own recovery, increased
feelings of social approval and self-efficacy,
professional development skills and stable
employment. Bradstreet and Pratt found that
when peer support staff were placed on tradi-
tional clinical teams, it enhanced the team’s
commitment to recovery. Clinical staff reported
being more aware of their use of language and
becoming more aware of recovery-oriented
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principles. O’Hagan (2011) noted that based on
interviews of staff, a significant percentage of
professional staff reported that presence of peer
support staff helped to create a culture change
through role modeling, informal dialogue, edu-
cation, and creating the conditions where some
professionals felt safe to “come out” as con-
sumers. Walker and Bryant (2013) also reported
that traditional clinical staff developed increased
empathy and understanding toward people in
recovery as a result of working with peer support
workers.

Bluebird (2008) reported that over time staff
attitudes toward peer support staff became more
positive, they develop more respect for patient
input, began to see peer specialists as a valued
role on the treatment team and became more
open about sharing their own personal recovery
stories. The impact on the peer specialist staff
was the development of a better understanding of
mental illness, higher awareness of issues people
face, learning to speak up for themselves, greater
confidence in speaking to medical professionals,
changing their perception of some client popu-
lations and a deeper valuing of their own
recovery journey.

Campbell and Leaver (2003) and Clay (2005)
concurred, reporting that peer support services
had the potential to be a force for positive
change. Campbell and Leaver (2003) identified
“Four significant forces have converged over the
past century to foster peer-run support programs
as they exist today for people with psychiatric
problems: (1) the growth of self-help groups to
address a wide range of conditions; (2) the
movement of people with special needs from
institutions to communities; (3) the mobilization
of the consumer/survivor movement; and (4) the
growing support of consumer inclusion and
concepts of recovery (p. 9).

Implementing peer support within traditional
psychiatric inpatient settings requires careful
planning and support by agency administrators.
Key challenges identified in less successful
implementations tend to focus on lack of planning
or clear vision of the purpose and goals of the
program. When peers were introduced into inpa-
tient settings without detailed job descriptions,

clearly defined roles and without adequate staff
preparation regarding the peer support function,
conflict and confusion occurred. For example,
Jacobson et al. (2012) conducted a review of the
literature and identified that in the absence of
adequately defined job descriptions and clear
roles, it became challenging for peer support staff
to play a meaningful role on inpatient teams.
Dixon et al. (1994) found similar problems when
imprecise job descriptions and inadequate struc-
ture of the peer function resulted in peer staff not
being able to identify their roles. Gates and
Akabas (2007) also reported role conflict and
confusion when clinical and medical staff were
not sufficiently prepared to work with peer sup-
port staff. Manning and Suire (1996) concluded
that the lack of a clearly defined job description or
role expectations was a serious impediment to
realizing the full value of this service.

Meehen et al. (2002) conducted interviews
with peers working in inpatient settings and
identified a menu of issues that should shape
planning and implementation of effective peer
programs. In their review, (1) staff were not
adequately trained regarding the role of peers,
(2) staff used peers as tokens and discounted their
contributions, (3) peers filled traditional work
roles, not recovery roles, (4) staff were afraid that
peers would become ill, (5) peers were over-
worked, and (6) peers had boundary issues.
Gordon (2005) reported that the integration of
peers into the workforce could be compromised
by the attitudes of some mental health profes-
sionals. Hodges and Hardiman (2006) reported
that some professionals, particularly those who
are trained in a medical model of care, are often
pessimistic about the value of peer support and
are reluctant to refer or encourage consumers to
participate in peer-run services.

With respect to the issue of peer staff experi-
encing relapse due to contact with individuals
who are symptomatic, Nikkel et al. (1992)
examined whether the stress and anxiety associ-
ated with exposing former consumers to patients
currently receiving treatment in a hospital could
cause relapse and found no evidence to suggest
that the psychological wellbeing of the peer
support staff suffered as a result of interacting
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with patients in hospital. Bluebird (2008) repor-
ted the following issues in their implementation
of peer support in the Delaware state hospital
program: Getting “buy-in” from staff, staff fears
that peers would tell them how to do their job,
some staff viewed peers as “mental patients with
keys” and did not want consumers working in the
hospital, boundary issues, access to some infor-
mation and areas of the hospital that are restric-
ted, pay comparison, rumors and negative
comments, professional respect, power differen-
tials, medical model of treatment, staff fears that
they would let clients out of the building, and
that peers would get sick and would support the
person’s symptoms of illness. They reported that
major challenges included moving too fast,
developing infrastructure, balancing training
needs with work needs, getting buy-in from all
staff (most are very supportive), peers conducting
themselves as decision makers on treatment
teams and challenging authorities.

On a positive note, peer support staff provide
other traditional mental health staff the opportu-
nity to see peers successfully functioning in pro-
ductive social roles. Ockwell (2012) described
how models of inpatient peer support need to be
flexible to both the individual talents of peer sup-
port workers and the cultures in which they work.

Peer Support Training

In 2007, the U.S. Center for Medicaid and
Medicare Services (CMS) released a historic let-
ter to State Medicaid Directors (Smith 2007) that
authorized peer support as a reimbursable Medi-
caid service. Required components necessary to
deliver and bill the service included a strong focus
on training and clinical oversight of peer posi-
tions: “Peer support providers must complete
training and certification as defined by the State.
Training must provide peer support providers
with a basic set of competencies necessary to
perform the peer support function.” This devel-
opment was initially viewed with trepidation in
some settings, but in fact has resulted in a sig-
nificant enhancement of the peer workforce. Early
on, Campbell (1990) noted that while many

consumer groups demonstrated a desire to par-
ticipate in the planning and delivery of services,
the literature indicates that such involvement with
vulnerable populations requires knowledge and
skills that consumers may not already possess.
While being a peer with lived experience is a
basic requirement, it does not necessarily mean
that the person is capable of assisting another
person in their recovery process.

In our experience in Arizona (Thomas and
Anderson 2015), peer supports can play many
roles in the behavioral health system but there is
specialized knowledge regarding accessing
resources, stages of change, ethics,
evidence-based practices, HIPAA, maintaining
boundaries and other skills that are necessary in
order to provide effective and ethical support to
another person. Some individuals believe that
providing additional training to peers causes
them to lose their “peerness”; however, peer
support staff have benefited significantly from
additional education and frequently seek out
advanced educational opportunities on their own.
The peer support staff that we have worked with
have not lost their fundamental orientation as a
peer, but in fact have added additional skills to
their repertoire.

When peer staff begin to work as part of a
clinical team they are often confronted with rules,
regulations, billing procedures and other require-
ments that are not familiar. For all staff entering a
new position, there is an acknowledged learning
curve, but eventually peers are expected to perform
like all staff with respect to standard work behav-
iors. This requires that peer staff complete facility
orientation programs and all training required by
licensing, credentialing, and accrediting organiza-
tions. In some cases peer staff need to request ADA
accommodations so that they can continue their
own recovery process by attending services that
may only occur during their work hours.

Ingredients of Peer Support Services

What makes peer support such a unique contri-
bution within the healthcare delivery system?
SAMHSA (2009a, b), citing the work of Cobb
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(1976) and Salzer (2002a), identified four types
of support offered by peers: emotional, informa-
tional, instrumental, and affiliational. Emotional
support includes demonstrating empathy, caring,
or concern in order to bolster person’s
self-esteem and confidence. Informational sup-
port involves sharing knowledge and information
and/or providing life or vocational skills training.
Instrumental support includes providing concrete
assistance to help others accomplish tasks. Affil-
iational support involves facilitating contacts
with other people to promote learning of social
and recreational skills, create community, and
acquire a sense of belonging. Peer staff may
exhibit each type of support within the context of
their work roles, or focus on a specific type in a
targeted program.

In our experience in working with peer sup-
port staff since 2001, there are several aspects of
support that have special relevance in supporting
recovery. Within the emotional domain peers
play a special role in providing the person with
hope that there can be a brighter future. Hope is a
primary motivator for patient activation, which
has been identified as a critical element in
self-management. Ultimately, self-management
is necessary to maintain recovery. No matter how
often a person sees the psychiatrist, counselor,
case manager, primary care provider, or peer
support provider, what happens when they are
not in the presence of professionals and support
staff determines whether a person is living a
healthy lifestyle. Decisions made on a daily basis
—where to eat, whether to watch television or
take a walk, whether to take prescribed medica-
tions on time and in the correct amounts—are
ultimately more important than the decisions
made during a treatment planning session.

Another important element of peer support ser-
vices is the assistance they provide in improving a
person’s health literacy. Jorm (2000) hypothesized
that people’s symptom-management activities are
influenced by their mental health literacy. This
perspective is important because it leads to a greater
emphasis on increasing personal vs. professional
knowledge and skills about mental health, and on

empowering the person experiencing disabling
symptoms. Many individuals lack an understand-
ing of their diagnosis, the available treatment
options andwhat they have to do to remain healthy.
This is as true of people managing chronic diabetes
or heart conditions as those learning to live with
schizophrenia.

Two of the key elements of peer support
services are hope and social connectedness.
Many scholars and peer professionals believe
that hope is the keystone of recovery. Reynolds
et al. (2004) reported that the expression and
maintenance of hope for a future outside of the
hospital was the central theme for many partici-
pants. They reported, “Hope was commonly
found throughout many clients’ comments, par-
ticularly during the early stages of the project”
(p. 496).

The ability to build social support appears to
be one of the primary skills that peer support
providers possess. Felton et al. (1995) found that
individuals who were served by peer support
staff reported improved social support, quality of
life, a reduction in the number of major life
problems, more frequent contact with their case
managers and improved self-image. The avail-
ability of a social support network is often
accompanied by improvements in multiple
aspects of life. Hardiman and Segal (2003)
examined the characteristics of peer support
self-help agencies and concluded that they foster
social networks leading to the experience of
shared community.

Kaplan et al. (2012) reported that those peers
who participated in community activities such as
parenting, employment, volunteering, college
student, group membership, civic engagement,
peer support, friendships, intimate relationships,
and engagement in religious/spiritual activities
had higher scores on the recovery, quality of life,
and meaning of life measures. Younger adults
had the most significant results. Coatsworth-
Puspoky et al. (2006) discussed the importance
of expanding the person’s social network. One
poignant quote from an informant clearly artic-
ulated the value added by peer support, “They’ve
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seen me at my best and at my worst and they’re
still my friends” (p. 496).

Family Peer Support

There has been increased recognition that family
members play a critical role in providing natural
supports to individuals who experience inpatient
hospitalization. Most individuals who are dis-
charged from inpatient settings return to their
family homes. The short length of the typical
inpatient stay makes it challenging to involve
families in formal interventions. The first priority
is to provide a period of respite for the family
who are typically emotionally exhausted by their
efforts to care for their loved ones during the
crisis that resulted in hospitalization.

The SAMHSA National Registry of
Evidenced-Based Programs and Practices
(2006a, b) identified family interventions as an
evidence-based practice. The intervention focu-
ses on informing families and support people
about mental illness, developing coping skills,
solving problems, creating social supports, and
developing an alliance among consumers, prac-
titioners, and their families or other support
people. Practitioners invite five to six consumers
and their families to participate in a psychoedu-
cational group that typically meets every other
week for at least 6 months. McFarlane et al.
(2003) reported positive outcomes for employ-
ment, lower relapse and hospitalization rates,
lower rates of negative symptoms of
schizophrenia and reduced family stress. Solo-
mon (1996) reported that when families partici-
pate in family intervention activities they gain
knowledge and feel greater satisfaction with
mental health treatment, experience a reduction
in burden, distress, and anxiety, and improved
self-efficacy and coping behaviors. Dixon et al.
(2004) reported that peer support programs for
families could improve their knowledge about
the illness, increase confidence, and reduce
caregiver burden.

Solomon (1996) described the difference
between psychosocial interventions and family

education programs. Psychoeducational inter-
ventions combine educational and therapeutic
objectives, offering didactic material about the ill
relative’s disorder and therapeutic strategies to
enhance the family’s communication and coping
skills with the goal of reducing the patient’s rate
of relapse. Family education differs from psy-
choeducation in that its primary goals are
didactic and supportive rather than therapeutic.
Interventions are focused on improving family
members’ quality of life by reducing stress and
burden, and only secondarily on benefiting the ill
relative.

Cuijpers (1999) conducted a meta-analysis of
the impact of family interventions on the burden
of relatives of psychiatric patients. Based on a
review of 16 studies, family interventions were
found to have a positive impact on relatives’
burden, psychological distress, relationship
between patient and relative, and family func-
tioning. The analysis also revealed that, when the
families participated in 12 sessions or more, the
interventions had larger effects than shorter
interventions. These interventions could be star-
ted while the person is in the hospital, but due to
the length of the intervention, it would have to be
continued after discharge.

Gingrich and Bellack (1995) reviewed a
number of randomly controlled studies of formal
family interventions programs and concluded
that there were numerous positive effects on the
course of the illness when families are included
in these intervention programs. These included
reductions in relapse rates, increased remission of
symptoms, and reduced number of hospitaliza-
tions. The interventions included the following
shared components: (1) Education was provided
to patients and families about the biological
nature of the illness and the principles for treat-
ment (especially medication compliance, atten-
tion to early warning signs, reducing stress, and
providing a supportive environment). (2) The
family is treated as an ally by the treatment team
and is discouraged from feeling guilty or to
blame for the patient’s illness or its course. (3) A
psychoeducational workshop is conducted at the
beginning of the program. (4) Regular meetings
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are then held with the family, ranging from
weekly to monthly. (5) Support is provided by
clinicians and, in most cases, by other families in
a group format. (6) Families are assisted in
improving their coping methods and their com-
munication with each other. (7) Treatment teams
are multidisciplinary and team members coordi-
nate frequently with each other and outside
agencies, and (8) Medication is followed closely,
with rigorous attempts made to maximize com-
pliance. In some cases family peer members
played a role in these interventions, but in most
cases it was a minor role.

The SAMHSA (2010a, b) Family Psychoed-
ucation (FPE) program is an approach for part-
nering with consumers and families to treat
serious mental illnesses. It is not a family therapy
program, but rather a family support and educa-
tion program where practitioners, consumers, and
families work together to support recovery.
Dixon et al. (2000) identified the critical ingre-
dients of effective FPE to be (1) education about
serious mental illnesses, (2) information resour-
ces, especially during periods of crises, (3) skills
training and ongoing guidance about managing
mental illnesses, (4) problem solving, and
(5) social and emotional support.

Caplan and Caplan (2000) reported that fam-
ily psychoeducation programs have the potential
to extend the impact of care provision well
beyond the immediate situation by activating and
reinforcing both formal and informal support
systems. Lukens and Mcfarlane (2004) predicted
that psychoeducational interventions have
far-reaching application for acute and chronic
illness and other life challenges across levels of
the public health, social and civic services,
and/or educational systems.

There are a number of formal family psy-
chosocial interventions that are typically con-
ducted by professional staff and in some cases
peers assist in the interventions; however, there is
only one formal pure family education program
that was developed by National Alliance on
Mental Illness (NAMI), titled the Family to
Family Program (FTF). The FTF program is a
12-week course offered by family members of
adults with mental illness. Dixon et al. (2011)

evaluated the effectiveness of the FTF program
RTC, with one group receiving the FTF com-
pared to a waiting list control group. The par-
ticipants were interviewed at enrollment, at 3
months or after the FTF training. The study
measured problem- and emotion-focused coping,
subjective illness burden, and distress. The
results indicated that the FTF participants had
significantly greater improvements in
problem-focused coping as measured by
empowerment and illness knowledge. FTF par-
ticipants also had significantly enhanced
emotion-focused coping as measured by
increased acceptance of their family member’s
illness, as well as reduced distress and improved
problem solving.

Anderson et al. (1986) compared the satis-
faction of family members participating in pro-
cess versus psychoeducational groups. Families
were randomly assigned to a traditional multiple
family groups with a process orientation that
emphasized support, destigmatization, and
self-help about common problems; or to a psy-
choeducational multiple family groups that
emphasized the provision of information about
the mental illness and methods of coping with it
effectively. They found a number of differences
in knowledge, attitude and dyadic adjustment in
the participants of both groups immediately fol-
lowing their respective group sessions, but there
were only a few statistically significant differ-
ences between the two groups. Those who
attended the psychoeducational session, how-
ever, reported significantly more satisfaction with
the experience.

Pollio et al. (1998) examined the relationship
between professionally prepared psychoeduca-
tion materials and the needs of the family mem-
bers as identified and ranked by importance. The
findings suggested that input from the family, the
ill family member, and mental health providers is
necessary for developing psychoeducation cur-
ricula that will meet families’ needs. Profession-
als who design multifamily psychoeducation
curricula are encouraged to incorporate enough
flexibility to accommodate the specific needs of
members of particular groups and to provide
general information that is useful for all groups.
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The Adaptive Family Tool Kit is a program
that provides families with education and support
(Perrazo and Rodriguez 2014). The program
includes information on mental illness and diag-
nosis, effective treatments, the range of services
available in the hospital and the community,
common family reactions to illness, how these
reactions are quite normal, what can be done to
change the reaction, how the family can help,
communicating with your loved one, how to
handle crisis, aggression, identifying signs of
relapse, benefits and financial support, how to
care for yourself, support groups, and NAMI
Programs and other resources. When working
with families it is often necessary to assist them in
resolving their immediate problems before edu-
cational resources and training can be attempted.
Like peer support, family peer support involves
family members who have lived experience in
dealing with loved with mental illness. Family
support partners who have this experience and
have learned how to deal with and navigate what
is often a very complicated and fragmented sys-
tem of care, have become an extremely valuable
resource. When the person leaves the hospital the
family is connected with community-based
agencies to continue the supports.

Financial Impact of Peer Support
Services

Given the consistency of the findings of
decreased hospitalization or shortened length of
hospital stay for both peer provided services and
peer providers themselves, there should be
financial savings to the system, as hospitalization
is one of the most expensive of mental health
services. There is substantial research evidence
that when peer support services are combined
with traditional services superior outcomes are
achieved when compared to traditional mental
health services only (Chinman et al. 2001; Klein
et al. 1998; Lawn et al. 2008; Sledge et al. 2011).

While a number of studies have reported cost
savings when peer supports deliver services in
inpatient settings, at least one study that

compared the total costs of both inpatient and
community services found that the total cost of
services decreases. Forchuk et al. (1998a, b)
demonstrated savings in hospital costs of
approximately $0.5M for the 14 individuals
served over 1 year. In a follow-up study, Forchuk
et al. (2005) reported that the intervention group
left the inpatient setting an average of 116 days
earlier, reducing the cost of hospitalization by
$12M compared to the control group. Sledge
et al. (2011) found that participants who were
assigned a peer support staff member when dis-
charged had fewer hospital admissions and hos-
pital days over a nine-month period than patients
who were not assigned a peer support staff
member. There was no dollar value assigned to
the cost savings.

Trachtenberg et al. (2013) reviewed six stud-
ies that reported cost savings with respect to
inpatient hospital bed days. Four of the six
studies (Chinman et al. 2001; Klein et al. 1998;
Lawn et al. 2008; Sledge et al. 2011) showed a
cost benefit in excess of the additional costs of
providing peer support services. In one study, a
cost benefit was positive, but was not positive
when peer support services costs were added. In
another study, Rivera et al. (2007) there was an
increase in the costs of bed days when peers
supports were added. On the basis of this evi-
dence, they concluded that the use of peer sup-
port workers is justified on the basis of financial
cost versus benefit received by the service
recipients.

Simpson et al. (2014) found no significant
differences between those receiving peer support
and those receiving care-as-usual on two of the
three main outcome measures of costs: hope-
lessness and loneliness. However, hope increased
in both conditions with a near significant change
on Beck’s Hopelessness Scale in those receiving
peer support. There were fewer readmissions in
the peer support arm of the study, but no con-
clusions could be drawn from such a small
sample and short follow-up period. There was
also considerable attrition in this study.

In an analysis of costs across all mental ser-
vice, Landers and colleagues (Landers and Zhou
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2014, 2011) examined the 2003–2004 inpatient
and outpatient payment claims data for 1910
individuals in Georgia who received peer support
services and a randomly sampled comparison
group of 3820 individuals who did not receive
peer support services. The average Medicaid
prescription and outpatient care costs for Georgia
Medicaid beneficiaries with mental illness who
received peer support services in 2003 and 2004
was higher than costs for a comparison group
with mental illness who received traditional care.
However, the average costs for inpatient psy-
chiatric services, which are not covered by
Georgia Medicaid, were lower among the bene-
ficiaries receiving peer support. Overall, the
average per person Medicaid and non-Medicaid
costs for those who received Medicaid peer
support were about $5991 higher than costs for
those who did not receive peer support services.

The Georgia researchers also noted that while
the overall state spending was higher for those
who received peer support services, given the
lack of community-based services during 2003–
2004, inpatient and facility-based crisis services
were the only available options. The researchers
noted the finding that peer support was a signifi-
cant predictor of lower nonpsychiatric inpatient
costs, even after controlling for illness severity,
was unexpected. They recommended further
study of the connection between peer support and
overall Medicaid inpatient utilization.

The caveat regarding the available array of
community services in 2003–2004 makes the
Georgia findings unique to that context. Since
the Georgia study did not attempt to measure the
quality of care or other outcomes such as quality of
life or satisfactionwith services for the two groups,
it difficult to determine whether the costs increases
are justifiable. Since one of the roles of peer sup-
port staff is to ensure that individuals are made
aware of all of the resources they may need to
support recovery, it would be expected that more
community services would at least initially be
accessed by individuals who receive peer support.

Trachtenberg et al. (2013) examined the TDM
Model financial data and reported that the
financial benefits of employing peer support
workers do indeed exceed the costs, in some

cases by a substantial margin. They also indi-
cated, “The introduction of peer workers is a
powerful way of driving a more recovery-
focused approach within organizations. Just as
peer workers provide hope and inspiration for
services users, so they can challenge negative
attitudes of staff and provide an inspiration for all
members of the team. Their example demon-
strates to everyone that people with mental health
problems can make a valued contribution to their
own and others’ recovery if they are given the
opportunity” (p. 5).

Given the equivocal results of the various
cost-benefit analyses, future studies need to
include the costs of both inpatient and outpatient
services and other financial categories that are
impacted by untreated mental illness, including
homelessness and criminal justice. Since signif-
icant medical comorbidity also exists within the
population, the scope of the review should go
beyond costs of mental health services and
include physical health care costs as well.

Re-engineering the Workforce
Through Peer Providers

While many observers of healthcare systems
shake their heads over the 20-year gap between
innovation and implementation of new practices,
adoption of peer services has moved quickly to
become the standard of care in most community
mental health systems in the country today.
Inpatient psychiatric hospitals are also beginning
to test the water of peer-delivered services in
larger numbers, following the success stories and
implementation recommendations from early
adopters of the practice. Prompted by advocates,
researchers, family members and patients them-
selves, hospital settings are moving to embrace
recovery and peer-delivered care as much for its
potential to inspire hope during life’s most chal-
lenging times as the clear evidence of positive
outcomes produced by the service. What started
as a quiet revolution in a few state hospitals is
quickly becoming a movement all its own.

Georgia and Arizona were the first two states
to act on the New Freedom Commission
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recommendations and began developing formal
peer support programs in 2001. In both Georgia
and Arizona, forward-thinking system adminis-
trators and legislators redesigned their state’s
Medicaid benefit package to allow for more
recovery and rehabilitation services to be pro-
vided under the State Plan Waiver, including
peer and family support services. By making peer
service reimbursable, both states launched a
workforce expansion and transformation that
placed peer professionals in a variety of mental
healthcare programs across the state.

An important first step in both Georgia and
Arizona was developing formal training pro-
grams designed to give peers an understanding of
the recovery process and how they can use their
personal experience and “story” to assist a person
in their personal recovery journey. Both states
significantly expanded their peer support pro-
grams and subsequently developed peer supports
to address the comorbid physical health and
substance abuse issues that often co-occur with
mental illness. More recently in Arizona, the
Arizona Department of Health, Office of Indi-
vidual and Family affairs launched a Peer Career
Academy—a professional development program
for the peer workforce with the goal of expand-
ing and diversifying the roles that peers can play.
By including roles within the healthcare arena,
such as peer health coaching, the Academy holds
promise for creating a true career path for peer
providers and a vast number of different roles
and job opportunities within the healthcare sys-
tem (Bashor 2014).

The Future of Health

Increasingly, the use of nontraditional peer roles
is aligning mental health systems with the pow-
erful new vision of twenty-first century health-
care articulated through the National Quality
Strategy. (The U.S. Department of Health and
Human Services (2011a, b, c) Report to Con-
gress) The so-called Triple Aims of the Quality
Strategy describe a future of health for the
American population:

1. Better Care: Improve the overall quality, by
making health care more patient-centered,
reliable, accessible, and safe.

2. Healthy People/Healthy Communities:
Improve the health of the US population by
supporting proven interventions to address
behavioral, social and, environmental deter-
minants of health in addition to delivering
higher quality care.

3. Affordable Care: Reduce the cost of quality
health care for individuals, families, employ-
ers, and government.
To advance these aims, the National Quality

Strategy focused on six priorities: (1) making
care safer by reducing harm caused in the
delivery of care; (2) ensuring that each person
and family is engaged as partners in their care;
(3) promoting effective communication and
coordination of care; (4) promoting the most
effective prevention and treatment practices for
the leading causes of mortality; (5) working with
communities to promote wide use of best prac-
tices to enable healthy living; and (6) making
quality care more affordable through new health
care delivery models.

Peer support services have proven to be a
method that aligns with and supports the
National Quality Strategies. The research is clear
that peer support services have enhanced
person-centered care not only by their direct
application of this approach by peer support staff,
but also in their ability to influence the behavior
of other staff in the settings in which they work.
Peer support staff have improved accessibility of
care by increasing both the workforce and the
types of services available in the community. The
availability of Peer Respite, crisis services,
drop-in centers and other options has expanded
the array of options available.

Peer supports services have been able to
address the behavioral, social and environmental
determinants of health by using a holistic approach
that not only addresses symptomatology, but also
the other factors which are necessary to support
recovery and resilience. Peer support services are
also cost effective. However, peers need to be paid
a wage that is commensurate with their education,
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experience and duties. Whereas peer support staff
do not require advanced degrees or credentials,
they often earn less than staff who are required to
have these credentials. The research is undisputed
in the finding that peer support staff produce out-
comes that are equivalent to those of staff
employed as case managers who in many cases
require academic credentials. Another cost impli-
cation is that as peers become employed, they
become tax-paying citizens, and reduce their reli-
ance on SSI and SSDI funds.

Peer support services are also in line with the six
priorities of theNationalQuality Strategies of health
care. Peer supports have improved safety in inpa-
tient settings by reducing the use of restraints in
those settings. Both peer and family peer services
have increased the level of person and family
involvement in health care decision-making. Peer
supports are often involved in spanning boundaries
betweenproviders and promote communication and
coordination of care. A recent development in peer
support services involves health coaching and
chronic disease self-management. The expansion of
peer support programs and their use in many of the
new health care delivery models have made them a
vital element in most healthcare systems. In fact,
The Association for Behavioral Health and Well-
ness (2013) released a report that described several
opportunities for behavioral health organizations to
expand peer support services to new settings or to
new responsibilities. Examples included placing
peer support specialists in hospital emergency
rooms to assist emergency staff in their interactions
with mental health patients. Expanding the role of
peer transition coaches for psychiatric hospital dis-
charges and expanding the number ofWholeHealth
Coaches are two additional promising strategies.

The President’s New Freedom Commission
on Mental Health, Achieving the Promise:
Transforming Mental Health Care in America
(2003) states that successfully transforming the
mental health service delivery system rests on
two principles. First, services and treatments
must be consumer and family centered, geared to
give consumers real and meaningful choices
about treatment options and providers. Second,
care must focus on enhancing a person’s ability
to successfully cope with life’s challenges, on

facilitating recovery, and on building resilience,
and not just on managing symptoms.

In each area, peer services have demonstrated
their effectiveness while supplementing more
traditional models of psychiatric care. Peer sup-
port services have been effective in involving
individuals and their families in their health care
both by their advocacy and improvement of
health literacy. These aspects of peer support
have played a major role in improving what has
been called “patient activation,” a critical aspect
of recovery and resilience. They have also sig-
nificantly expanded the array of service options
adding drop-in centers, working in inpatients
settings, creating crisis stabilization programs
and respite services. Their role in assisting the
person in the recovery process by providing the
necessary social supports for individuals to
regain hope that life can improve, assisting the
person in developing social networks and pro-
viding the guidance to obtain the necessary
resources to support recovery is a significant
accomplishment. The contribution of the peer
workforce transcends mental health and serves as
a model for the health workforce of the future.
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14Self-advocacy and Empowerment

Michael S. Shafer, Vicki Staples and Lisa St. George

Introduction

Admission to a hospital can be a stressful time
for any patient and their family, friends and
associates. Staff and professionals interacting
with the patient can also experience stress and
frustration, especially if the patient is in a
heightened state of distress that manifests as
anger or apathy. In addition to the disruption of
familiar routines, any form of hospitalization
comes with an invasion of privacy and auton-
omy, typically of the most personal and intimate
of details. Frequently, these invasions include
sharing a room with another person, restrictions
placed on everything from what one eats to
where one goes, to overseeing with whom one
communicates. Additionally, invasive monitor-
ing of one’s bodily functions, repeated blood
pressure and temperature readings, detailed
accounting of urine and bowel movements can be
routine during hospitalizations. Many individu-
als, if given the option, would avoid going to a
hospital at all cost, due to the inhospitable nature
of the setting.

Hospitalizations for a mental illness are more
invasive and disempowering for patients and their
families than hospitalizations for any other health
condition. Hospitalization for a mental illness is
frequently an unplanned and unscheduled event.
Routinely, individuals with a mental illness are
hospitalized against their will through legal pro-
cedures that vary from state to state, but which
allow for forced or involuntary admissions.
Contrasting the kind of care given to individuals
with major physical health emergencies brought
by supportive emergency medical technicians,
being transported to a psychiatric hospital hand-
cuffed and in the back of a police car, is not an
uncommon experience for a person with a mental
illness. During their stay in the hospital or other
inpatient facility, individuals with a mental illness
are likely to experience a variety of coercive
measures and infringements upon their personal
liberties that are unlike anything most individuals
ever experience in a routine hospitalization. Such
experiences may include forced medications,
being physically restrained to a bed or a chair for
a period of time, having personal possessions
items taken from them, or experiencing isolation
or seclusion, cut off from anyone else including
fellow patients, hospital staff, family, and friends.

Under such circumstances, patients with a
mental illness have been documented to experi-
ence a range of emotional reactions including
loss of self-esteem, identity, self-control, and
self-efficacy (Brophy and McDermott 2003;
Danzer and Wilkus-Stone 2015; Hughes et al.
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2009; Rymaszewska 2007). Others have reported
patient feelings of distress, sadness, and humili-
ation (Kuomanen et al. 2007), while patients
have described hospitalization as depressing,
unpleasant, and harmful (Olofsson and Jacobsson
2001). Such negative patient reactions are exac-
erbated when the patient is involuntarily hospi-
talized (Danzer and Wilkus-Stone 2015) and/or
exposed to coercive treatment interventions, such
as seclusion and restraint (Danzer and
Wilkus-Stone 2015; Olofsson and Jacobsson
2001) and forced medication (Danzer and
Wilkus-Stone 2015; Vuckovich and Artinian
2005). The immediate and long-term impact of
these negative patient experiences upon their
treatment engagement and the subsequent course
of their treatment are significant, leading to a
distrust of health care providers and provider
systems, a disinclination to adhere to treatment
protocols, or an unwillingness to seek out treat-
ment when needed.

Given these considerations, strategies that can
support patients to retain a certain degree of
decision-making power and autonomy during
periods of psychiatric hospitalization are essen-
tial. Maintaining as much decision-making
power as possible while hospitalized reduces
the degree of learned helplessness and institu-
tionalization that patients experience. Addition-
ally, research has demonstrated that patients’
satisfaction with their psychiatric hospitalization,
including those who were hospitalized against
their will, can be attenuated by a variety of
procedures. Patient satisfaction can be influenced
by increasing (a) the information that is provided
to the patient about various aspects of their
hospitalization and treatment, (b) the degree to
which health care providers treat the patient and
family members with respect and engage them in
the decision-making processes, (c) the degree to
which the patient feels welcome, and comfort-
able, (d) the degree to which the facility operates
with a set of rules and policies that are trans-
parent and promote procedural justice and fair-
ness, and the degree to which the facility
provides a safe and structured set of activities and
treatment programs, and (e) the degree to which
the staff members support and relate to patients.

Even in the face of involuntary hospitalization
and coerced treatments, such as medication and
seclusion and restraint, patients can experience
both satisfaction and empowerment during their
psychiatric hospitalization.

In this chapter, we contextualize the actual-
ization of empowerment and self-advocacy
among persons with a mental illness during a
period of inpatient treatment and hospitalization.
We begin by contextualizing the experience of
psychiatric hospitalization and highlighting the
common experiences of hospitalized patients that
impinge upon their autonomous decision-making
abilities, such as involuntary hospitalization,
seclusion and restraint, and coerced treatment.
Next, we provide a framework for autonomous
decision-making and self-advocacy within the
context of inpatient settings. This framework
provides a definition of self-advocacy and
empowerment, the legal basis for such rights, and
a summary of research that has been conducted
on strategies for promoting self-advocacy and
patient empowerment. Finally, we summarize
organizational and patient-level strategies that
can help promote patient self-advocacy.

Elements of Psychiatric
Hospitalization that Impede
Autonomous Decision-Making

The perceived or real threat to a patient’s
autonomy and empowered decision-making
regarding their treatment are significant during
their period of hospitalization. All too often, such
hospitalizations occur against the wishes of the
patient, and they frequently involve law
enforcement along with a judicial order
remanding the individual to the custody of the
hospital for a specified period of time for
observation and/or treatment. During this period,
the individual may experience a variety of
infringements against their personal liberties and
decision-making capabilities along with degra-
dation of basic human dignities. In fact, feelings
of disempowerment and lack of control over their
treatment is a pervasive and recurrent theme
among patients hospitalized for a psychiatric
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condition (Katsakou et al. 2012). The three most
common ways in which patients’ rights and lib-
erties are restricted during a psychiatric hospi-
talization include involuntary hospitalization,
seclusion and restraint, and force or coerced
treatment, including medication and electrocon-
vulsive therapy (ECT).

Involuntary Hospitalization

The involuntary hospitalization of individuals
experiencing psychiatric symptoms has a long
history in the Unites States and throughout the
world. Despite its longstanding tradition, the
practice remains highly controversial on a variety
of moral and legal grounds (Dennis and Mona-
han 1996; Taylor and Bentley 2004), including
evidence that involuntary commitments severely
strain patient-provider relationships and further
exacerbate an already deep reluctance to seek
professional help (Danzer and Wilkus-Stone
2015; Jarrett et al. 2008).

Reported prevalence rates for involuntary
admissions ranged between 4.4 and 36 % of all
psychiatric hospitalizations in a comparative
study of the countries comprising the European
Union (Salize and Dressing 2004). The 10-year
involuntary admission rate in Israel was reported
to be 32 % of all psychiatric admissions for the
period of 1991–2000 (Bauer et al. 2007). Most
notably, a growing utilization of involuntary
admissions was observed, climbing from 23.9 %
of all admissions in 1991 to 38.1 % in 2000
(Bauer et al. 2007). This study also identified a
variety of risk factors predicting involuntary
hospitalizations, including a native-born Jewish
male, aged 18–24 or 65 and older, single, less
than 8 years of education, and diagnosis of
schizophrenia or delusional psychosis (Bauer
et al. 2007). Ironically, and unfortunately, com-
parable information on the rates and trends in
involuntary hospitalizations in the United States
is lacking (Riecher-Rossler and Rossler 1993).

A report issued by the Treatment Advocacy
Center analyzed the quality of commitment laws
throughout the United States, assigning letter
grades to each states’ quality of their inpatient

commitment laws and their utilization of those
laws (Stettin et al. 2014). Three forms of com-
mitment laws were evaluated, including those
governing inpatient commitments, outpatient
commitment, and emergency evaluations. The
evaluative scoring of the states and the various
elements of involuntary commitment varied
widely. However, no state received an overall
grade of “A” and, in fact, 17 states were assigned
an overall grade of “D” or “F”. In interpreting
their results, the authors noted, “…the quality of
the civil commitment laws in the vast majority of
states remains far below what is necessary to
provide a readily accessible path to treatment and
recovery for individuals with the most severe
mental illnesses who are unable to seek care for
themselves” (Stettin et al. 2014, p. 25).

A number of qualitative studies, the majority of
which have been conducted inEuropean countries,
has captured the emotional and psychological state
of these patients at the time of their commitment
and, later on, at the time of their discharge. At the
time of their commitment, the majority of patients
who were involuntarily admitted were displaying
acute psychotic symptoms, violent acts, or suici-
dality (Johnsen et al. 2007). Most involuntarily
committed patients retrospectively described
being unwell and/or at risk at the time of their
admission, and acknowledging their inability to
accurately assess their mental or emotional state at
the time of their admission (Katsakou et al. 2012).
In a qualitative study of involuntary psychiatric
hospitalizations, patient’s narratives revealed four
overarching experiences, including: not being
respected as a human being; not being involved in
one’s own care; receiving care that the patient
perceived as meaningless or not good; and being
an inferior kind of human being (Olofsson and
Jacobsson 2001).

Not surprisingly, individuals who are the
subject of involuntary hospitalization commit-
ment proceedings frequently express significant
feelings of distress, anger, and betrayal at the
time of their commitment. Loss of self-esteem,
identity, self-control, and self-efficacy as well as
diminished hope in the possibility of recovery
have all been reported as affective dimensions of
patients’ experiences from involuntary
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hospitalizations (Brophy and McDermott 2003;
Danzer and Wilkus-Stone 2015; Hughes et al.
2009; Rymaszewska 2007). Interestingly, a
consistent finding from this research is patients’
retrospective acknowledgement of the appropri-
ateness or justification for their forced treatment
(Danzer and Wilkus-Stone 2015; Hopko et al.
2002; Katsakou et al. 2012). In fact, it has been
reported that between 39 and 75 % of patients
who were involuntarily hospitalized for their
psychiatric illness reflected that their hospital-
izations were appropriate (Katsakou et al. 2012).

Seclusion and Restraint

In addition to the experience of involuntary
hospitalization, seclusion and restraint can be
common experiences of psychiatric hospitaliza-
tion. Restraint can involve either physical,
mechanical, or chemical impediment of the
patient, with the latter expression also referred to
as sedation. Physical restraint involves the man-
ual or mechanical restriction of movement and
physical action of the patient, including such
devices as leather cuffs and belts as well as
locked and secured hospital units (Kaltiala-Heino
et al. 2003; Lee et al. 2003; Mayers et al. 2010).
Seclusion involves the placement of the patient
in a locked room from which free exit is denied,
and is thought to provide containment, isolation,
and sensory stimuli reduction (Kaltiala-Heino
et al. 2003; Meehan et al. 2000; Mayers et al.
2010; Morrison and LeHane 1995; Wynn 2002).

The involuntary physical or chemical restraint
of the psychiatric patient and/or the forced iso-
lation or seclusion of the patient is reserved and
justified in the cases of patients whose behavior
is viewed to be extremely violent toward self or
others, or disruptive to the therapeutic milieu.
Obviously, such extreme measures are highly
restrictive and seriously undermine any sense of
patient autonomy or empowerment. Ironically,
little research has been conducted on the relative
prevalence of these practices, and there appear to
be minimal safeguards in place to ensure their
appropriate application.

As reported by Hendryx et al. (2010), 2–6 %
of all psychiatric patients will experience seclu-
sion or restraint during their period of hospital-
ization (Busch and Shore 2000), with some older
research evidence suggesting that a small pro-
portion of patients may disproportionately
account for a large amount of the seclusion and
restraint incidents (Hendryx et al. 2010). Larger
psychiatric hospitals have reported median rates
of 3.65 and 4.61 days of seclusion and restraint
incidents, respectively, per 1000 patient days.
For the patient experiencing seclusion, research
has indicated that the average duration of each
episode is approximately 17 h, and that cumu-
latively, such patients may experience 67 h of
seclusion (Hendryx et al. 2010). Within the same
study, patients were estimated to experience an
average of 22.1 h of restraints per episode, and
an average of 115.9 h of restraints cumulatively
over the hospitalization experience. As such,
research suggests that the use of seclusion and
restraint, while a relatively infrequent occurrence
among patients hospitalized with a psychiatric
condition, tends to be clustered among a small
subset of patients. Further, this research suggests
that patients may be secluded or restrained
upwards for a full day when it occurs.

Coerced Treatment

Forcing or coercing a patient to receive treatment
regardless ofwhether they have been court ordered
to an inpatient facility is a highly controversial
issue. Psychiatric patients may be pressured or
forced to engage in programs, undergo procedures
(such as electroconvulsive therapy—ECT), or take
medications against their wishes. Psychological
coercion in which the patient is pressured by
family members or friends to comply (Kuosmanen
et al. 2007; Strack et al. 2007; Strack and Schu-
lenberg 2007). Coercive treatments have been
described as intended to treat, help or cure the
patient, regardless of the level of patient resistance,
whereas coercive measures (i.e., seclusion and
restraint) are often applied to control behavior or
agitation (Kaltiala-Heino et al. 2003). Involuntary
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or forced medications, the most common form of
coerced treatment, has been seen as unnecessarily
coercive, traumatic, and even punitive
(Kaltiala-Heino et al. 2003). Olofsson and Jacob-
sson (2001) reported that approximately 1/5 of the
patients did not know the reason for being sub-
jected to coercion.

High levels of perceived coercion were found
to exacerbate the negative effects of custodial
institutionalization on personality, the patient’s
view of their inpatient hospitalization, and pre-
existing hostile-dominant traits of some patients’
personalities (Anestis et al. 2013; Danzer and
Wilkus-Stone 2015; Georgieva et al. 2012).
Patients reported experiencing fear and anger
(Lucksted and Coursey 1995; Olofsson and
Jacobsson 2001). The effects on the staff that use
coercion are unknown (Kaltiala-Heino et al.
2003). Patients also reported that coercion and
forced treatment negatively impact their rela-
tionship with the person(s) identified as initiating
the pressure or force (Olofsson and Jacobsson
2001; Lucksted and Coursey 1995). Furthermore,
studies indicate that the patient’s legal status (i.e.,
voluntary versus involuntary) was not predictive
of the patient’s perception of being coerced
(Eriksson and Westrin 1995; Lidz et al. 1995;
Rogers 1993; Stender et al. 1997).

Patients who perceived less coercion tended to
feel respected, treated fairly, and were more
involved in decision-making processes concern-
ing their treatment (Anestis et al. 2013; Danzer
and Wilkus-Stone 2015). Programs that focus on
coercion, and recognize that patients who refuse
services are not a homogenous group and that
there is a greater need to understand a patient’s
motives and reasons for the rejection, have
shown success in using alternatives to coercion
(Kaltiala-Heino et al. 2003).

Legal and Ethical Standards
of Patient Autonomy

A cornerstone of the community’s mental health
movement of the past half century in this country
and others has been rights of direct service

recipients to make meaningful, informed deci-
sions about their care, their selection of provi-
ders, and the course and methods of their
treatment. Emerging out of the civil rights
movement of the 1960s, a variety of empower-
ment and self-advocacy voices began to be
heard, including those of Ed Roberts and Judi
Huemann that lead to the formation of the
Independent Living Movement for people with
physical disabilities. For people with psychiatric
disabilities, the movement for patient empower-
ment and decision-making first began in Port-
land, Oregon by the likes of Dorothery Weiner,
Tom Wittick, and Howard Geld. Mr. Geld, more
commonly known as “Howie the Harp.” The
resulting manifesto of the psychiatric patient’s
movement was published by Chamberlain (1979)
under the title, On Our Own: Patient Controlled
Alternatives to the Mental Health System.

The growing mobilization and strength of
people with physical and psychiatric disabilities
set the stage for a number of legislative and
judicial enactments that provide a framework for
the recognition and protection of the individual
rights and privileges of all Americans, regardless
of their abilities and disabilities, including the
Americans with Disabilities Act of 1990 (ADA),
the Patient Bill of Rights of 1998, and the
Olmstead v. L.C. case of 1999. Most signifi-
cantly, Olmstead ruled that the unjustified seg-
regation of persons with disabilities violated
Title II of the ADA and required public entities
to provide community-based services when such
services are appropriate.

In 2003, the President’s New Freedom Com-
mission on Mental Health (2003) provided
additional structure for the framework of a
comprehensive, patient empowered mental
health system in America. The Commission
declared that the focus of services should be on
recovery rather than symptom management,
adding that the system presents barriers, which
all too often add to the burden of mental illnesses
for individuals, their families, and our commu-
nities. Consumers and family members are to
“have access to timely and accurate information
that promotes learning, self-monitoring, and
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accountability” and individualized plans of care
developed “in full partnership with consumers
and families”. The partnership of personalized
care outlined in the report hinges on choice of the
health care professionals on the team, what and
how care is to be provided, shared
decision-making and providing persons with the
option to agree or disagree with the treatment
plan, and making available the highest quality of
care and information to individuals and families,
regardless of their race, gender, ethnicity, lan-
guage, or place of residence. Implementing these
recommendations from the President’s New
Freedom Commission can stimulate inpatient
psychiatric facilities to become recovery-focused
and person-centered. Implementing treatment
planning processes that share decision-making
with patients, their representatives, and the pro-
vider staff of the facility, can significantly
improve patient outcomes, patient satisfaction,
staff morale, while reducing critical incidents and
hospital readmission.

Strategies for Promoting Patient
Autonomy and Decision-Making

A variety of strategies and approaches can facil-
itate the maximization of patient involvement and
empowered decision-making during periods of
psychiatric hospitalization. As noted in the pre-
ceding section, evidence demonstrates the value
of maximizing patient decision-making and
empowerment during such hospitalizations,
resulting in a more satisfied patient, reduced rates
of seclusion and restraint, and staff and patient
injuries. Furthermore, evidence suggests that
patients who experience greater decision-making
and empowerment during their hospitalization are
significantly less likely to be readmitted to the
hospital. As health care providers face increasing
scrutiny and financial penalty for patient read-
missions, maximizing patient empowerment
during psychiatric hospitalizations can be viewed
as an insurance policy against such financial risks.

In this section, we present a variety of
strategies that inpatient psychiatric facilities can
take to support the decision-making and

empowerment of their patients. These strategies
must begin with an orientation of the hospital
ward milieu that is embracing of a
strengths-based, recovery-enabled approach to
the care and treatment of people with psychiatric
disabilities. Within this recovery culture, a vari-
ety of physical, programmatic, and provider/staff
changes in policies and procedures have been
shown to maximize the empowered
decision-making of patients (Rider et al. 2000).

Similarly, there are strategies that patients,
along with their family members and other
caregivers can take to maximize their empowered
authority during a psychiatric hospitalization.
These strategies should be activated during
periods of psychiatric stability and prior to hos-
pitalization to ensure that a patient’s informed
treatment choices are duly recorded and legally
recognized.

Facility and Staff Cultural Orientation

The dichotomy of how a patient is viewed and
treated by medical personnel when hospitalized
on a medical/surgical unit compared to a patient
with a serious mental illness who is experiencing
a relapse of a chronic medical condition on an
inpatient psychiatric unit provides the backdrop
for the needed shifts in staff approach, cultural
orientation, physical plant design, programming
and policies.

Staff view patients on medical/surgical units
as having a physical injury or ailment to their
body. Typically, there is no blame associated
with their condition nor are they shamed when
they have to be readmitted for a relapse or due to
complications associated with their condition. In
contrast, staff view psychiatric patients on a
psychiatric unit who may cycle in and out of the
facility as somehow responsible for their condi-
tion. For example, the patient may be seen as
malingering, attention seeking, seeking refuge, or
non-adherent with medications or with treatment
more generally. In reality, the patient may not
have stable housing, employment, or other ade-
quate supports and services in the community
that precipitated his or her relapse.
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Patients with co-occurring substance use dis-
orders are often faced with additional stigma and
may be blamed and shamed by inpatient treat-
ment teams, community treatment staff and by
family members. Co-occurring disorders can be a
significant precipitator to an individual’s relapse
and a significant challenge to address in inpatient
settings. Inpatient staff need to recognize and
address the hopelessness that one feels when they
have relapsed. Often substance abuse is a pri-
mary issue that prompted the need for hospital-
ization, yet service and discharge planning
processes fail to recognize it as a coping mech-
anism or examine the underlying issues that need
to be addressed in a holistic and recovery-
oriented approach. Acute intoxication is likewise
one way that individuals are frequently screened
out for inpatient treatment and other services.

Reframing how patients on psychiatric units
are regarded is clearly needed. Supervisors and
co-workers need to hold each other accountable
for creating an environment that is
recovery-oriented, strength-based and patient
empowered. Consistent with the President’s New
Freedom Commission on Mental Health (2003)
report, inpatient facilities should offer patients
choice of who is on their team, what and how
care is to be provided, opportunities for shared
decision-making, an option to agree or disagree
with the treatment plan, and making available the
highest quality of care and information to indi-
viduals and families.

Gordon (2005) reported that mental health
professionals’ attitudes toward consumers’ par-
ticipation in service management, planning, and
involvement in their care and treatment adversely
impacts consumer involvement on inpatient
psychiatric units. Inpatient facilities can
empower and support self-determination by
using a person-centered or patient-centered
planning (PCP) approach. Stewart et al. (1995)
focused on six interrelated concepts in patient–
centered care: (1) exploring both the disease and
the illness experience; (2) understanding the
whole person; (3) finding common ground
regarding illness management; (4) incorporating
prevention and health promotion; (5) enhancing
the provider–patient relationship; and (6) being

realistic about limitations and issues, such as the
availability of time and resources. The interac-
tions of these concepts include patient-as-person,
clinician-as-person, shared power and responsi-
bility, therapeutic alliance, and biopsychosocial
model of health and illness.

The challenges to using a PCP approach in an
inpatient setting may include the following: the
patient’s mental status (e.g., feelings of anger,
betrayal, resentment, mistrust, lack of insight,
and substance withdrawal issues); short length of
stay and court time frames that require certain
processes to occur in an expeditious manner; a
focus on symptom reduction and discharge issues
(e.g., lack of permanent housing); and family
issues (e.g., availability during treatment team
meetings and involvement, especially if they
initiated the court ordered treatment). There are
also opportunities to reduce these obstacles and
facilitate the cultural shift to empowering
patients and families in directing their care. Peer
and family support on the units can aide in
establishing rapport and bridge the transition to
the community. Psychiatric rehabilitation and
biopsychosocial models can be incorporated in
the groups and inpatient programs. Ultimately
the staff must shift their beliefs and recognize
that the person is the expert in their own care and
the family is a strength. Shifting power and the
role of service providers to one that resembles a
“consultant” who provides information, educa-
tion and choice to support informed
decision-making and not be a decision-maker or
custodian responsible for directing and protecting
the individual is critical. The PCP process itself
promotes recovery, interdependence, account-
ability, personal responsibility, empowerment,
self-advocacy and growth. Instituting a culture
that supports the principles and practices of PCP
starts with the executive leadership who must
buy into the same philosophy.

Strength-based systems of care within hospital
settings focus on the innate wisdom and strengths
of individuals. While inpatient services are
designed to support individuals when their
symptoms put them at risk of harming them-
selves or others, the majority of patients are still
able to communicate their preferences, hopes,
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and needs. When staff assume that patients are
unable to offer valuable insight into who they are
and what helps them, they remove the patient
from being an important team member from their
treatment team. Walsh and Boyle (2009) con-
ducted focus groups to explore psychiatric
inpatients’ strategies for coping with a mental
illness and identifying opportunities for acute
inpatient psychiatric hospital services to facilitate
the patient’s recovery and empowerment. The
main areas of concern for the patients were
related to lack of information, communication,
relationships, activities, self-help, patient
involvement in care treatment plans, and the
physical environment.

The lonely hours spent while in the hospital
setting can be overwhelming and create strong
feelings of hopelessness. Being able to have a
connection to even one individual on the team
will help the patient believe they are worthy of
attention and kindness. As the relationship is
created through interactive engagement, patients
become invested in their care, their progress, and
adherence to the plan that they have contributed
to. Staff members can engage with the individ-
uals they serve on at a human level as well as at a
professional level. Further, an individual that
demonstrates a firm, unending belief that recov-
ery is possible for the patient even in the face of
overwhelming illness, is identified as the most
significant contributor to an individual’s recovery
(Detillion et al. 2004; Frankel et al. 2005).

McCann et al. (2008) examined 47 mental
health professionals’ attitudes towards consumer
participation in two inpatient psychiatric units
using the Consumer Participation and Consultant
Questionnaire. They reported favorable attitudes
toward participation in management such as
identifying quality services and having a say in
determining the delivery of services, care and
treatment, and mental health planning. However,
they were less supportive regarding matters that
directly or indirectly related to their areas of
responsibility, authority or expertise (e.g., access
to medical records, prescribing medications and
staff education) and expressed uncertainty whe-
ther consumer involvement would increase the
stress levels among staff. Recommendations

included developing guidelines for meaningful
consumer participation on inpatient units, edu-
cational preparation for mental health profes-
sionals and the need for the mental health
professionals to explore and discuss their own
beliefs and practices regarding consumer
participation.

Inpatient providers have also voiced an
internal conflict between their need to protect and
their desire to support a person’s autonomy
(Pellegrino and Thomasma 1987; Schwartz et al.
2013) and, if medicine is to achieve its goal of
healing, these duties cannot remain in conflict
(Pellegrino and Thomasma 1987). To support
empowerment and create opportunities for
patients to make decisions regarding their care,
the inpatient staff and the milieu must espouse an
orientation that is strengths-based and
recovery-oriented in their approach to the care
and treatment of people with psychiatric dis-
abilities. Participatory dialogs is one organiza-
tional strategy that has been identified as a
method to address this tension and create ave-
nues for incorporating the principles and values
of recovery to empower patients and improve
inpatient care.

Participatory dialogs have been used in
training mental health professionals and also in
research and evaluation as a method to examine
satisfaction with services. The SAMHSA (2012)
guide, Participatory Dialogues: A Guide to
Organizing Interactive Discussions on Mental
Health Issues among Consumers, Providers, and
Family Members, identified four goals: (a) to
create better understanding and mutual respect
among consumers, family members and profes-
sionals; (b) allow participants to speak from their
experiences and belief systems in a safe atmo-
sphere; (c) create partnership ventures through
compromise and consensus; and (d) change
attitudes and practices in the mental health
system

Schwartz et al. (2013) used a provider–con-
sumer dialog process to create positive changes
in professional attitudes and consumer empow-
erment by exploring the tensions and personal
values related to recovery in an institutional
setting. This consumer–provider knowledge
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exchange facilitated the development of patient–
staff partnerships to support a recovery-oriented
model of care. One of the former patients in the
Schwartz et al. (2013) study provided the fol-
lowing insight, attesting to the dichotomy that
exists within an inpatient setting: “I discovered
that the idea of consumer empowerment is diffi-
cult for the clinician, who must give up some of
his or her own power and, at the same time,
readjust the understanding of responsibility
toward the client”. Others voiced stories of feel-
ing misunderstood and needing for their experi-
ences to be acknowledged and not just their
symptoms as exemplified by the following
statement, “If you’re a crazy person and you
scream, all they hear is the scream … and you’re
pathologized for being angry and having an
emotion” (p. 114). Patients reported that they felt
that providers’ stories took down the “shields of
the profession and helped humanize the field of
psychiatry” (Schwartz et al. 2003, p. 114). The
researchers concluded that by naming and
addressing inter- and intra-personal tensions,
exploring divergence in values, openly address-
ing clinical concerns and risk, and including
people with lived experience of mental illness in
the design and delivery of services
recovery-oriented care can be facilitated within
institutional contexts.

Wadsworth and Epstein (1998) used a
two-phased approach to build routine methods
for staff at a major pubic psychiatric hospital to
seek and receive consumers’ evaluative feedback
and collaborate with the patients to make chan-
ges to services as a result of the feedback. The
first phase included a dialog to exchange expe-
riences and thinking between staff and con-
sumers. The second phase explored how staff–
consumer feedback could be incorporated into
the organizational structure and culture. The
researchers found that staff were “dismayed by
their own disempowerment within the service
services and structure” (Wadsworth and Epstein
1998, p. 359). Based on the findings, the
researchers identified four essential sites for
supported dialogs to occur: (a) organizational
decision-making forums, such as hospital pro-
gram and management meetings, board

meetings, staff selection and ethic committees,
and feedback mechanisms; (b) staff–consumer
dialog forums to examine beliefs, undiscussables
and share thinking and assumptions; (c) con-
sumer-only forums to provide emotional support
to build on strengths to participate in such dia-
logs; and (d) staff-support methods, such as for-
ums or other structures to support the staffs’
needs. Emotional responses staff wanted to speak
about included their fear, anxiety, rage, frustra-
tion and feeling of being treated badly. They felt
these areas were forbidden to discuss, as it would
dismantle their authority, and the construct
between the “us”—the health professionals who
are responsible, in control, competent—and
“them”—the sick, emotional, dependent, incom-
petent and irrational patients (Wadsworth and
Epstein 1998).

Organizational Policies and Procedures

To transform services and embed a recovery
philosophy of care, administrators and clinicians
need to partner with patients to consider how
recovery can influence an inpatient hospital’s
policies, practices and environments (Smith and
Bartholomew 2006). Modifying the development
and review process of an inpatient facility’s
policies and procedures to incorporate patient
input is another key organization strategy that an
inpatient hospital should implement to establish a
recovery-oriented culture that increases avenues
for patient empowerment, strengthens opportu-
nities for self-advocacy, and supports
self-determination and shared decision-making
processes. Critical areas that should be examined
include, but are not limited to, policies and pro-
cedures that relate to seclusion and restraint,
medication management, collaborative docu-
mentation (which levels the playing the field and
reduces secrecy when read to the patient), service
and discharging planning, critical incidents and
debriefings, and advanced directives.

Seclusion and restraint must be viewed as a
treatment failure, and policy and procedures
clearly need to be aligned with a “no force first”
philosophy. Reductions in seclusions were found
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after suggesting changes in the seclusion proce-
dure to focus on better assessment and commu-
nication (Olofsson and Jacobsson 2001) and
interventions to reduce the use of seclusion and
restraint have been shown to be effective (Hen-
dryx et al. 2010). Debriefing every incident with
the patient and staff involved is critical. In
addition, advanced directives can reduce the
number of restraints and the need for seclusion.
Staff initially may be concerned with the adop-
tion of a no force first or zero restraint approach;
however, it has been found that staff injuries
actually go down if properly implemented.

Medication management and the associated
policies should include expectations that the
patient, psychiatrist, inpatient team, peer support
specialist or advocate (upon request) participate
in the discussions and decisions regarding edu-
cation, initiation, modification or discontinuation
of prescribed medication while hospitalized and
prior to discharge. When forced medications are
required, the patient should be involved to the
greatest extent possible. Respecting the patient’s
autonomy when administering involuntary med-
ications may seem like a contradiction, although
it is possible to empathetically give the patients
the choice between oral and injectable medica-
tions (Danzer and Wilkus-Stone 2015; Vuck-
ovich and Artinian 2005).

Physical Plant and Environmental
Programming

The physical structure of inpatient unit is
important and can create barriers to
self-advocacy among patients or it can create the
kind of environment that empowers all of the
people within it to engage, interact, and
self-advocate. For the individuals being served
on the unit, the physical barrier creates an “us
versus them” environment. Patients feel sepa-
rated from staff members and they see them as
unreachable behind the glass.

An unexpected area that either contributes to
or creates barriers against good self-advocacy for
individuals who are being supported within an
inpatient unit is the physical make-up of the units

and the environment within them. Within a
hospital setting, barriers include the nurses sta-
tion being a bubble—a glassed-in enclosure
surrounding an area where nurses make notes,
review charts, and engage with other staff
members. Nursing stations that are enclosed
create both a physical and an emotional barrier
for both the staff and the patients.

The staff can remain inside their bubble and
never allow themselves to get to know the
patients on the unit. Engaging with and taking an
active role in the wellbeing of the patients can
increase satisfaction with one’s work, as they
interact and directly support individuals from
admission to hospital discharge. While the nurses
remain in their bubble, the emotional barrier
prevents them from easy access to the very
people who need them. Remaining inaccessible
within a closed space prevents the development
of relationships and reduces the chance for a
working alliance to develop between staff and the
patients. One might think that due to the patients’
severe symptoms while hospitalized, there is no
chance that a working alliance could
develop. However, evidence has shown that
severity of symptoms does not affect the devel-
opment of a therapeutic relationship and that
therapeutic relationship forms the foundation for
a working alliance (Horvath 1994).

While there is a need for safety in units, a
balance must be struck between harsh and unin-
spiring surroundings and beautifully designed
units that are pleasing to the eye and comforting to
the soul. The idea of healing spaces includes the
physical space, the staff demeanor being kind,
respectful, and hopeful, as well as a culture of
recovery in which everyone on the team believes
that recovery is possible for every patient. Spaces
that are quiet, and policies that ensure flexibility
with family visits, support the recovery of patients
and provide comfort to family members. Family
members and friends must have the same access to
loved ones as exists within hospitals providing
physical health care. The love and support from
family and friends lead to higher levels of recov-
ery as they do for patients recovering from a host
of physical health concerns. Family, friends, and
peer support workers on the unit can increase the
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number of hopeful relationships that each patient
has while in the hospital.

Having one set of standards for physical
health care needs and another for psychiatric
health care needs establishes stigma, and is a
subtle form of discrimination. “A recurrent theme
that runs through the mental health literature is
the stigma attached to mental illness…” (Curtis
et al. (2009). Identifying people with serious
mental illness as somehow inherently dangerous
or deviant has historically influenced the devel-
opment of hospital environments. While many
hospital environments no longer use a circular
structure, it is not uncommon to see a centralized
nursing station enclosed with glass from which
staff can observe the activities of patients. The
design that creates an observation point dimin-
ishes interaction, relationship, and thereby
recovery. It is important that psychiatric hospital
spaces support the privacy and independence of
the patients. Supporting independence helps
people to not lose touch with their life in the
community. Today, the need to stay connected to
the world using social media and email is
important to many people. Having computers on
each unit for patient use can assist in keeping
them connected to their social supports.

Many studies have demonstrated the health
benefits of healing spaces in a hospital setting
(Francis and Glanville 2001; Ulrich 1984; Ulrich
et al. 1991; Whitehouse et al. 2001). Soft furni-
ture, open spaces and bright sunlight can improve
the atmosphere of the hospital. Offering pleasant
garden spaces, having indoor plants, or water
features can contribute to a comforting supportive
atmosphere. At the heart of the healing space is
access to staff the reduction of barriers to rela-
tionships needed to support the patients to be able
to practice good self-advocacy.

Services and Treatment Programming

The inpatient milieu including psychological,
physical, social, political, and spiritual compo-
nents of the hospitalization experience is more

than amere predictor of patient satisfaction—it is a
central experience in the patient’s hospitalization
and has as much potential for destruction as it does
for healing and remains an important but often
neglected component of psychiatric treatment
(Thibeault et al. 2010). A concerted effort to pro-
vide awelcoming and compassionate environment
is needed as a part of the patient’s admission,
introduction, and orientation to the unit.

The admission process can be overwhelming to
anyone and especially to a patient who may be
embarrassed, scared, distraught, experiencing
severe symptoms, or brought to the hospital
against their will. Staff should be patient, speak in
a non-brisk manner, and recognize that an indi-
vidual in an acute crisis may not be able to take
in/process all the information being presented or
may have trouble reading materials received in
their admission packet. In order to support the
person in making informed decisions regarding
their care and ensure informed consent is pro-
vided, staff may need to wait until acute psychi-
atric symptoms that interfere with the patient’s
cognitive processing (e.g., thinking clearly, pro-
cessing information, paying attention or remem-
bering information) or inhibit their ability to
engage in a dialog (e.g., due to intoxication, hal-
lucinations, delusions or paranoia) have dimin-
ished. Staff should consider repeating the entire
admission process at a time when the patient is
able to fully process the information while also
allowing ample time for the patient to ask ques-
tions. Relatives and carers accompanying the
patient should also be provided information about
the hospital regulations, provision of services and
treatment, carer support services and the oppor-
tunity to ask questions (Walsh and Boyle 2009).

It is important to orient the patient to inpatient
setting by showing them around the unit and to
acquaint them with the unit’s rules and protocols.
Patients should be reassured that, in addition to
their mental health concerns, their physical
problems will be identified and addressed (Walsh
and Boyle 2009). They must also be informed of
their patient rights including the complaint
procedure.
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When appropriate, each of the members of the
inpatient team should be introduced to the patient
and their roles reviewed. Walsh and Boyle
(2009) recommended that independent support
should be provided (e.g., by an advocate, peer
support specialist) and professionals (e.g., psy-
chologists, psychotherapists, dual diagnoses
experts) should be readily available.

The inpatient program needs to provide mul-
tiple activities focused on engaging the patient
and offering a menu of services designed to
empower and support self-determination in all
aspects of care. The language used by medical
staff and the services provided should be
recovery-focused and it is essential for staff to
continuously seeking out the person’s strengths
rather than concentrate only on the deficits and
symptomology of the illness. Strategies to reduce
patients’ experiences of vulnerability and aban-
donment, and strengthen processes that create a
sense of connectedness, engagement, and affir-
mation should be instituted (Thibeault et al.
2010).

Boredom in the hospital can be detrimental to
the patient and there needs to be opportunities for
creativity that are age appropriate. Kiosks that
allow a patient to explore information at their
own pace and computer-/phone-based apps on
topics such as recovery, health and wellness, and
services available in the community can address
not only monotony in an inpatient setting but can
also be educational and empowering.

Staff should also recognize that people in
crisis often turn to a “higher power” or seek a
spiritual connection and find healthy ways to
support the individual’s needs instead of judging
or trying to assess if their quest is “good or bad”
or a byproduct of the mental illness.
Non-denominational, faith-based, spiritual and
religious materials and resources should be
available on the unit in addition to traditional
Christian-based information.

Patients report that their relationship with the
nurses and clinicians is a key aspect of the
inpatient milieu, and their person-to-person
interactions on the inpatient unit creates mean-
ing for them (Thibeault et al. 2010). Lack of
privacy, the presence of specific barriers to

movement, and physically separate spaces for
staff and patients are symbols of social separa-
tion, power imbalance, and erosion of person-
hood. Danzer and Wilkus-Stone (2015) found
that patients were more satisfied when they
experienced a hospital environment that was
warm, friendly, safe, comfortable, and accom-
modated their individual needs based on rea-
sonable rules and prepared them for discharge.
Patients reported the needed for inpatient staff to
help them settle into daily routines and get
involved in structured daily activities. Activities,
such as making art projects, taking walks, and
playing games, were reportedly helpful for
patients who were less verbal.

Another opportunity for patients to be
empowered is to provide them avenues to par-
ticipate in the decision process and negotiation of
medications at initiation, when dosages are
modified, and prior to discontinuation. Informa-
tion on the reasons why a change of medication
is being recommended should be provided, all
concerns of the patient should be addressed, and
user-friendly materials on medications also
should be provided (Walsh and Boyle 2009).
One study found that patients become highly
reluctant and refuse medications when their
autonomy is not respected during medication
processes (Danzer and Wilkus-Stone 2015).

Walsh and Boyle (2009) endorsed negotiating
the timing of discharge with each patient, with
ample time allowed for consideration of practical
arrangements regarding their returning home
(e.g., taking into account patient’s financial sit-
uation, issues with utilities, ensuring there is
adequate food at home). Discussing with the
patient a comprehensive discharge plan including
involvement family, follow up services needed
including support groups and outpatient mental
health services. Discharge planning should start
at the earliest opportunity to alleviate patients’
fears and anxiety.

Peer Support Specialists

A Peer Support Specialist can help facilitate
self-advocacy of all inpatients. A peer support
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worker is an individual who is in recovery from
mental health challenges, addiction, or a
co-occurring mental health and addiction chal-
lenge. They work with individuals in a manner
that validates the lived experience of having been
in a psychiatric hospital or otherwise treated for
mental health challenges, addiction challenges,
or co-occurring challenges of mental health and
addiction. Their job description includes spend-
ing time with individuals they are serving. They
can talk with people help them practice what they
want to say before meetings with treatment team
members, support them in those meetings, and
just be a good listening ear. The mutuality puts
them on equal footing with those they serve and
their lived experience is the key to an almost
instant relationship. Another aspect of peer sup-
port is their value as an example that recovery is
a fact, and once the people they are serving
understand that they are in recovery, it ignites an
inextinguishable spark of hope. The role,
responsibilities, and outcomes of using peer
support specialists inpatient psychiatric hospitals
is covered in great detail by Franczak and Dye
(2016) in this book.

Psychiatric Advance Directives

Enacted in 1990, the Federal Patient Self Deter-
mination Act addresses the rights of health care
users (including mental health care) to stipulate
in advance how they would like to be treated by
health care providers when they are incapacitated
and offset the perceived imbalance between
health care consumers and providers. Under this
federal law, an advance directive is defined as:
“A written instruction, such as a living will or
durable power of attorney for health care, rec-
ognized under state law (whether statutory or as
recognized by the courts of the State), relating to
the provision of health care when the individual
is incapacitated” (42 USC § 1395 cc(f)(3)).
Although this Act did not grant additional indi-
vidual rights as this is still under the authority of
state law, the federal law did require policies and
procedures on advanced directives be developed
by hospitals and other providers (including

psychiatric hospitals and other mental health
providers) and healthcare plans. The right to
accept or refuse medical treatment and have an
advance directive and/or appoint a health care
agent is mandated in state law. However, federal
and state laws do not require individuals to
complete any form of advance directive nor can
advanced directives be required as a requisite for
treatment.

The federal law also specifies mandates for
entities in order to be paid under Medicare or
Medicaid, including (1) written policies and
certain procedures with respect to advance
directives, (2) document in the patient’s medical
record whether or not the patient has executed an
advance directive, (3) comply with all State laws
regarding advance directives, (4) not condition
the provision of care or otherwise discriminate
against an individual based on whether or not the
individual has executed an advance directive,
(5) inform the individual that complaints con-
cerning implementation of these advance direc-
tive requirements may be filed with the state
agency that surveys and certifies Medicare and
Medicaid providers, and (6) provide staff and
community education on issues related to
advance directives. These mandates encompass
both medical advanced directive and psychiatric
advanced directives as individuals with mental
illness have equal rights under this law.

Within federal law, and most state laws,
individuals are allowed to combine advance
healthcare decision-making and advance mental
healthcare decision-making in one document or
they can establish separate advanced directives.
A single care agent may be appointed to address
both health and mental health care issues or two
different agents may be identified. Currently,
there are 25 states that have adapted specific
Psychiatric Advance Directive (PAD) statues.
PADs are legal documents that empower indi-
viduals to specify their wishes for future psy-
chiatric care and appoint a proxy to make
decisions should a crisis arise in which they
become acutely ill, incapacitated and unable to
express their desires. PADs allow individuals to
plan for a crisis when they are feeling well and
support the recovery process after a crisis as
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interventions received are those that work well
and are effective as specified by individual.
During times when an individual is most vul-
nerable to a loss of autonomy and in need of
assistance, PADs maintain a person’s
self-determination and ensure their preferences
are known and honored (Kim et al. 2007). PADs
give people control over their care and treatment
especially when they are not able to voice pref-
erences due to a mental health crisis. Commu-
nication between individuals and their families,
friends, healthcare professional and other pro-
fessionals is enhanced and individuals are pro-
tected from unwanted, ineffective and potentially
harmful interventions and treatments. PADs are
valuable empowerment tools as they give people
control over their recovery through their own
individual voice and personal choices.

Managed care health plans are required to
provide information on advanced directives at
the time of enrollment and patients are asked
whether they have an advanced directive or
provided information on advanced directives
(including psychiatric advanced directives) upon
admission to a hospital. However, when a patient
is unable to state whether they have an advanced
directive and is unable to receive information due
their mental illness, the provider should give the
information to the family or surrogate instead.
The provider is still required to give the infor-
mation directly to the patient once they are no
longer incapacitated.

PADs are a non-coercive alternative to
involuntary hospitalizations that support auton-
omy and self-determination and reduce mandated
treatment and involuntary hospitalization when a
person cannot express preferences or needs. An
advance instruction or a healthcare power of
attorney (HCPA) may be included in the PAD.
PADs are typically not developed when an
individual is in a psychiatric inpatient setting and
should be created when the individual is well and
able to indicate his or her future treatment pref-
erences with the understanding that they will be
honored during periods of decisional incapacity.

Advance instructions may include who to
contact, when to contact them, relapse factors,
preferred methods for deescalating a crisis

situation, preferences for medications, treatment
interventions that should or should not be initi-
ated, refusal of specific treatments (e.g., seclu-
sion, restraint, ECT), and choice of particular
hospitals or crisis facilities. Although some states
limit the timeframe, typically a PAD is valid until
revoked. Usually, a patient can revoke their PAD
at any time unless declared incompetent or
incapacitated, or they identify in the PAD that
they may not revoke it at times when they are in
the hospital or otherwise in a crisis. State laws
vary and typically a signature of a witness or
notary public is required, but most states do not
mandate an attorney to sign.

Some organizations have developed formats
that blend PADs with Wellness Recovery Action
Plans and crisis intervention plans. Additional
areas that may be addressed in a PAD include
what the person enjoys doing, things that relieve
stress and make the person feel better, triggers
and strategies for controlling symptoms, indica-
tors that the person is not doing well/warning
signs, current medications and those to avoid,
who to notify and contact information for service
providers, and family members and other who
the person wanted involved in their care.

The HCPA, also referred to as a healthcare
agent, healthcare proxy, or durable power of
attorney for health care, allows a second party to
act on the individual’s behalf should they
becomes acutely ill and unable to make decisions
about treatment. This representative makes
treatment decisions on the individual’s behalf
(that is, using substitute judgment for the client’s
known preferences) when they are unable to do
so (Appelbaum 2004). When possible, these
decisions are to be consistent with preferences
and choices outlined by the patient. The HCPA
requirements may also vary from state to state,
but they typically require that the individual,
witnesses, or a notary public sign the document.
In addition, there needs to be a signature indi-
cating that the appointed agent appointed has
accepted the responsibility to make mental health
treatment decisions on behalf of the patient. The
health care power of attorney and/or mental
health care power of attorney may also need to be
filed and registered with the Secretary of State in
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a form prescribed by the Secretary of State. The
National Resource Center on Psychiatric
Advanced Directives (http://www.nrc-pad.org)
has a plethora of information on PADs, including
state by state information, information for
patients and consumers, health and legal profes-
sionals, and family and friends, current research
and legal issues, and resources.

Providers document in the medical record
whether the person was provided with informa-
tion on PADs and if the advanced directive was
executed. Individuals are encouraged to carry a
copy of their PAD with them, share copies with
service providers and family members, and have
copy in a convenient location so that, in case of
an emergency or crisis, they have easy access and
can remember were to retrieve it from. PADs
should also be included in the medical record
and, with expansion of electronic medical
records, organizations should be able to flag the
person’s file to indicate that one has been
developed and shared with other service
providers.

A variety of clinical outcomes may result
from the use of PADs, including but not limited
to treatment engagement, treatment satisfaction,
treatment adherence, and working alliance.
Additional benefits of PADs include increases in
service utilization which can also positively
impact crisis early intervention and crisis man-
agement by deescalating the crisis, identifying
alternatives to hospitalization, timely notification
of clinicians and family members regarding
decomposition, or (if hospitalization is required)
improved inpatient management strategies (Van
Dorn et al. 2010).

Although advanced directives for persons
with a serious mental illness date back to the
1970s, and despite the multitude of benefits of
PADs, this process is still rarely used. In a survey
of 193 social workers, few had knowledge of
PADs, with only 5 % reported being very
familiar with advanced instructions and only
15 % reported being very familiar with HCPAs
for mental health (Scheyett et al. 2008). Van
Dorn et al. (2010) reviewed the literature and
examined four studies on the prevalence of or
demand for PADs and concluded that, although

individuals expressed great interest in completing
PADs, the rate of completion remained low.
Lack of both support and knowledge of PAD is a
barrier because the majority of individuals
require some level of assistance in completing
them (Peto et al. 2004).

Studies have shown that although individuals
with serious mental illness report great interest in
completing a PAD, the low rates of completion
have also been associated with illness-related
barriers, consumers misunderstanding of PADs,
lack of resources to complete PADs, inability to
identify a proxy decision-maker, and complexity
of the PAD process (e.g., having witnesses sign,
documents notarized, and filing with medical
record or registry). Swanson et al. (2003)
described the majority of consumers (77 %)
reported that they lacked the understanding of
how to complete a PAD on their own. In another
study, three-quarters of the 462 participants
reported barriers related to the actual PAD doc-
uments and one-third indicated barriers with
external support for PADs, including having no
one they trusted to make decisions on their behalf
(Van Dorn et al. 2006a, b).

In another study, Kim et al. (2007) found that
although study participants were enthusiastic
regarding the implementation of PADSs, they
were concerned with clinicians’ lack of knowl-
edge of PAD. Some participants even reported
being uncomfortable at even mentioning they
had a PAD as they were fearful of receiving a
negative response or receiving an involuntary
treatment while receiving hospitalization.

The clinician’s knowledge and attitude toward
PADs impacts implementation and whether the
patient’s preferences are honored or even
inquired about. Although clinical issues, includ-
ing concerns with the identified treatments, have
been acknowledged as a barrier, environmental
issues such as the inability to access the PAD or
ability to reach the HCPA during a crisis situa-
tion appear to be of more concern (Van Dorn
et al. 2006a, b). Srebnik and Brodoff (2003)
found that 90 % of clinicians surveyed would be
more likely to support directives if a clinician
endorsed the client’s competence at the time the
document was completed, although there is no
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required demonstration of competence needed
when an individual completes medical advance
directives.

Clinicians concerns that PADs will not allow
them to treat patients aligned with community
standards of care are not supported by the
empirical research. Kim et al. (2007) cited two
studies that reviewed over 340 completed PADs
and found that none refused all treatment. Fur-
thermore, the U.S. Court of Appeals for the 2nd
Circuit struck down a state law that allowed
mental health professionals to override a person’s
advance refusal of psychotropic medications.

Van Dorn et al. (2006a, b) reported that only
4–13 % of mental health patients receiving out-
patient services had completed a PAD. In another
study, the strongest predictor of the use of
advanced directives was when a surrogate
decision-maker was involved in the crisis.
Directives were over five times more likely to be
accessed for people who had repeated crises,
suggesting that use increases as patients and
clinicians become familiar with the crisis cir-
cumstances that trigger accessing directives.
Those without a substance use diagnosis were
four times more likely to have a directive
accessed and individuals without prior outpatient
commitment orders were six times more likely to
have a directive accessed. Individuals who were
identified as “higher functioning” and having
fewer hospitalizations were also more like to
have advanced directives accessed (Srebnik et al.
2003).

Despite these barriers, interventions to
increase the completion of PADs, including a
structured facilitated process using a
semi-structured manualized interview and a
computer-assisted program, have been successful
(Kim et al. 2007). Outcomes associated with
these interventions include improvement in
treatment satisfaction, working alliance, compe-
tence to make treatment decisions and reductions
in coercive crisis interventions including police
transport and involuntary commitments (Elbogen
et al. 2006; Van Dorn et al. 2006a, b). All parties
involved, including inpatient and outpatient ser-
vices providers, service recipients and family
members, need to be educated on how to

complete PADs and the positive outcomes attri-
butable to this powerful tool that supports
self-advocacy, self-determination and empower-
ment. As PADs become more popular, they
could usher in a new era of revolution in medical
decision-making, greatly increasing patient
authority over medical decisions (Hoge 1994).

Conclusion

Psychiatric hospitalization is unlike any other
form of hospitalization. Individuals who experi-
ence hospitalization for their psychiatric illness
are frequently hospitalized against their will and
can be subjected to treatment and programming
procedures to which they do not consent and/or
experience radical infringements upon their
decision-making authority. This chapter sum-
marized the extent and experience of patient’s
psychiatric hospitalizations while offering a
number of facility and patient-based strategies
that can enhance patient decision-making and
autonomy.

It is reasonable to assume that access to psy-
chiatric hospitalization will increase in the future
as a result of healthcare reform. Significant
increases have been reported in the individuals
with health insurance as a result of Medicaid
expansion and the establishment of government
subsidized health insurance plans. Similarly,
healthcare reform has required that health plans
insure parity in access and reimbursement for
mental health and substance abuse treatment,
consistent with coverage for medical and surgical
procedures for other health conditions. As a
result, it is reasonable to assume that more
inpatient facilities will offer psychiatric treatment
and that more individuals may have access to this
form of treatment as needed. As inpatient psy-
chiatric care access increases, it will be critical
that such facilities implement the types of actions
outlined in this chapter. Similarly, as more indi-
viduals obtain health insurance and gain access
to care, it will be essential that they and their
families establish the legal mechanisms that will
ensure adherence to the patient’s treatment
wishes during inpatient care.
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15Legal Advocacy

Donna Lee Elm and Jenny L. Devine

Introduction

Judge Learned Hand once remarked that “as a
litigant I should dread a law suit beyond almost
anything else short of sickness and death” (Frank
1957). What if you were in the tragic position of
having chronic legal issues and mental health
problems? Persons who are mentally ill are often
burdened with both. The mentally ill are 10 times
more likely to be imprisoned than receive inpa-
tient mental health care (Murphy 2015).
Approximately 20 % of state prisoners and 21 %
of local jail inmates have a recent history of a
mental health condition (Glaze and James 2006).
Almost every patient within the walls of state
forensic psychiatric hospitals is also a litigant in a
criminal or civil court case involving public
defenders or human rights groups. In order for
these individuals to truly begin the recovery
process, they must work toward both legal
independence and mental wellness.

Each person directs his or her process of
recovery uniquely. Mental health professionals
utilize a myriad of tools to develop wellness for
their patients, including psychotherapy and
medications. Similarly, legal advocates counsel
each individual client about their civil rights and

develop case-specific strategies to accomplish an
end goal. The legal advocate’s role goes well
beyond that of a guardian ad litem (who gives the
client a “best interests” voice), because lawyers
must attend to all legal needs of their clients even
when they are not immediately aligned with their
medical needs as patients. This imbues the legal
process with dignity, and people flourish when
they know their choices are considered and
respected. Thus, the ideal of individual rights is
not at all different from the ideal of recovery.

Even so, the practices of law and medicine
have not always shared the same perspective.
Fundamental disagreements exist between those
treating illness and those protecting civil liberties
(Bennion 2013). The “medical model” promotes
treatment as the path to recovery, even if it is by
way of involuntary hospitalizations and forced
medication. The “civil rights model” advocates
for the liberty of the individual to choose his or
her own path to recovery, even if it includes
rejecting medical treatment. Proponents of both
models believe that they are improving society
and the ultimate autonomy of the individual.
Cannot both be correct?

Attorneys ensure the civil liberties of all
individuals remain intact. In the civil and foren-
sic mental health settings, effective legal advo-
cacy efforts enable an individual’s path to
recovery by ensuring that all stakeholders meet
his or her unique needs across multiple systems.
Simply put, attorneys can knock down barriers to
meaningful medical treatment. When the role of
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the attorney is balanced with that of the mental
health professional, patients achieve the support
they need for recovery because they have
agency. In this context, agency is achieved
through individual empowerment and intact civil
rights, fostering a healthy emotional intelligence
essential for the recovery process.

Using this paradigm, one can argue in a broad
sense that both the “medical model” and “civil
rights model” can actually work hand in hand to
promote individual wellness in a free society.
This chapter will focus on the particularities of
the legal practice as it intersects with the practice
of mental health professionals. In some cases, the
treatment needs of the individual will take a
backseat to the civil liberties at stake, and the
necessity of these laws is explored. As is
appropriate considering modern state hospital
populations, the bulk of the material addresses
the forensic subjects of criminal competency,
restoration, and dangerousness, followed by a
review of the lawyer’s role in civil commitments.
Attention is given to questions of recovery
through the eyes of defense counsel and indi-
viduals facing chronic legal issues while saddled
with mental health problems.

Criminal Competency

Overview of the Competency Process

In criminal competency cases, judges and (al-
most always) lawyers are involved. Courts are
only authorized to order criminal competency
evaluations when a criminal case has been filed.
Hence the starting point of any competency
evaluation must be the Court Order directing that
it be done; it should indicate what is being
sought, whether treatment or restoration is also
anticipated, if additional evaluations (like insan-
ity, restorability to competency, or dangerous-
ness) are ordered, what the time frame to comply
is, maybe whether certain testing is required, and
often what form the report should take.

The primary purpose behind criminal com-
petency placement is expert evaluation and not
treatment. That is not to say that treatment is

undesirable for the court system, but that treat-
ment may be part of a secondary competency
restoration process instead. In some jurisdictions
(such as the federal courts), the two processes are
clearly separate (18 U.S.C. § 4241(a–d)). In fact,
federal defendants are often sent to different
facilities for the competency evaluation and the
restoration treatment. However, most states
immediately initiate treatment during any evalu-
ation placement. Practitioners involved in com-
petency forensics should familiarize themselves
with whether their jurisdiction separates treat-
ment from evaluation.

It is important to note from the start that in
competency and restoration processes, unlike
most treatment protocols, recovery of good
mental health is not necessarily the goal for all
involved. For instance, should a defendant be
found incompetent and unable to be restored,
then the criminal charges will eventually be
dismissed. The defense lawyer and/or the
defendant may desire that outcome over a con-
viction, its collateral consequences, and any
potential incarceration. Thus, a defendant who
would otherwise normally want to gain better
mental health may want to remain actively psy-
chotic during the pendency of criminal charges.

Criminal defense attorneys have a different
responsibility than treating psychiatric personnel.
The lawyers’ duty is to maximize their clients’
liberty, not maximize their health (Uphoff
1988).1 In other words, attorneys represent the
defendants’ liberty interests, not what is in their
best medical interests. That is, remaining men-
tally ill may in fact be the best path for overall
“recovery” for this defendant at this time. Hence,
the goals of criminal defense may be at odds with

1Because liberty is the primary goal for criminal defense,
the reality of the practice is that it sometimes may trump
concerns that a client may be incompetent. For example, if
a defendant who is obviously psychotic is offered a “time
served” misdemeanor plea bargain, rather than raise
incompetency (which could take 6 months in custody to
resolve), the lawyer may advise the client and allow him
or her to go forward with the guilty plea. As Uphoff
(1988) noted, for defendants “charged with minor
offenses, raising competency subjects [them] to far greater
deprivation of liberty than if [they] were convicted of the
crime.”
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the goals of the forensic treatment providers as
well as the prosecution and court. This issue will
be taken up again below when discussing forced
medication to restore competency. That is not to
say that the defense will usually try to thwart
recovery; in fact, many lawyers and defendants
will embrace restoration to competency so that
they can return to litigation or negotiation.

The strategy decision whether to try to be
found incompetent or competent is a complex
one that should have been discussed between the
defense lawyer and client. Treating personnel
should take care not to try to advise or persuade
the defendant whether to fight or go along with
competency—as that is a matter of legal advice,
and they would be interfering with the attorney’s
legal guidance as well as the defendant’s Sixth
Amendment right to counsel. This decision is not
simple because there can be collateral conse-
quences to being found incompetent and unrest-
orable as well. In some jurisdictions, there is
mandatory commitment of a person found to be
incompetent in a criminal case (18 U.S.C. § 4241
(d)); additionally, persons adjudicated incompe-
tent may lose some future rights, such as the right
to bear arms (18 U.S.C. § 922(d); Fla. Stat. §
790.25(1)). Moreover, some defendants have
actively resisted findings of incompetence
because they want to return to responsible posi-
tions once their criminal cases are behind them.
Some are concerned that it will have an adverse
impact on regaining custody or visitation with
their children. Others simply reject it because
they do not want to be considered defective or
disabled by such a finding. So deciding whether
to remain mentally ill (untreated), fight restora-
tion, or try to challenge any finding of compe-
tency is a legal decision that cannot be lightly
undertaken.

Certain history will lead to a decision to refer
a defendant for a competency evaluation. Most
commonly, a request for a competency evalua-
tion occurs after the defense attorney or arresting
law enforcement officers report that the defen-
dant exhibits bizarre behavior. Sometimes when
the defendant displays patently florid symptoms
in court, the judge will order a competency
examination, even absent any request by the

lawyers. Competency evaluations may also arise
based solely on a history of prior civil commit-
ments and criminal incompetency or insanity
findings; in an abundance of caution, referral is
sometimes made simply to “rule out” incompe-
tency at the present time.

However, a defendant’s incompetency is not
always immediately apparent. Highly functional
individuals (especially true for those suffering
from Delusional Disorders which appear rea-
sonable because they are reality-based, or those
with intellectual disabilities who have learned to
try to behave normally) may not reveal under-
lying paranoias, delusions, or cognitive disorders
for some time; alternatively, defense counsel
may not be able to detect chronic psychoses until
interacting with the client or investigating the
client’s claims for some time as well. Further,
incompetency can wax and wane; the Supreme
Court noted that “Mental illness … can vary over
time. It interferes with an individual’s function-
ing at different times in different ways” (Indiana
v. Edwards, 2008). Thus, incompetency some-
times only arises well after the case is advancing,
especially as the defendant’s stress mounts with
an imminent trial or sentencing, generating
competency evaluations well into the progress of
a criminal case.

Legal Standards of Competency

The legal basis for the proposition that an
incompetent defendant should not be prosecuted
is the Due Process clause of the Fifth Amend-
ment to the U.S. Constitution (Ryan v. Gonzales,
2013; Cooper v. Oklahoma, 1996). It is “funda-
mentally unfair” to prosecute a person whose
mental illness interferes with his or her ability to
understand and assist counsel in the proceedings.
Evaluating doctors need to know the precise
legal standard for competency in their jurisdic-
tion before starting an evaluation. The lawyers
can provide the applicable law that defines it.
Note that it may differ from the common con-
ception of competency provided below.

Virtually every jurisdiction also has statutes,
rules, or regulations that govern criminal
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competency. Typically, state competency laws
derive from the Supreme Court’s federal standard
from the Dusky case: “whether he has sufficient
present ability to consult with his lawyer with a
reasonable degree of rational understanding—
and whether he has a rational as well as factual
understanding of the proceedings against him”
(Dusky v. United States, 1960). These are seen as
two independent means of establishing compe-
tency: an individual is incompetent if he or she is
either (a) unable to understand the proceedings,
or (b) unable to assist counsel in his or her
defense (Conn. Gen. Stat. §§ 54-56d (2012)), or
of course both.

Given those options, persons may be incom-
petent even if they do not have a DSM-5 diag-
nosis. A defendant who cannot communicate due
to stroke or paralysis can be incompetent, even if
not suffering from any mental illness (United
States v. Calkins, 1990; State v. Connor, 2014).
A defendant who is developmentally disabled
may be incompetent, even if he or she falls
outside a neurodevelopmental diagnosis
(Cal. Penal Code § 1367(d)). A person who
speaks a language that cannot be translated could
be incompetent.2 Occasionally, defendants with
severe or terminal medical conditions requiring
considerable attention (such as advanced HIV or
terminal pancreatic cancer) have been determined
incompetent to assist in their defense (United
States v. Pollock, 2014). Some jurisdictions have
declared persons suffering from complete amne-
sia of critical events to be incompetent to assist
their lawyers in defending them as well (but
usually only when that is combined with other
conditions to create incompetency) (Altoonian v.
Warren, 2015; United States v. Minter, 2014;
Tysse and Hafemeister 2006).

Insanity has different standards, but the legally
significant difference between it and incompe-
tency is that there is no constitutional right to an

insanity defense, while there is a Due Process
(constitutional) right to be competent.3 This
explains some of the seemingly incongruous
exceptions that have been carved out of insanity
defenses: what constitutes “insanity” is set by
legislature or courts, whereas what constitutes
“incompetency” cannot be readily cut back due
to broad constitutional protections. Hence, a
number of jurisdictions reject an insanity defense
—no matter how psychotic the defendant was—
when the mental state arose from or during
substance abuse (Ariz. Rev. Stat. § 13-502(a));
similarly, some reject it when the psychosis
occurred during a transitory state (i.e., “tempo-
rary insanity”) (Ariz. Rev. Stat. § 13-502(a);
Colo. Rev. Stat. § 16-8-101.5(1)); additionally,
some refuse the defense when the mental
abnormality constitutes “repeated criminal or
otherwise antisocial conduct” (Bethea v. United
States, 1976). Exceptions like those cannot gen-
erally be imposed on competency assessments.

Most jurisdictions take the position that com-
petency is an objective status, not dependent on
the nature of the circumstances the defendant is
facing. However, others recognize that there can
be differing standards of competency depending
on the situation. It makes good sense that com-
petency may be higher or more specific to waive a
myriad of trial rights when pleading guilty under
a plea agreement than, for instance, to be aware of
being executed (Poythress et al. 2002). While
evaluating professionals should verify if their
jurisdiction has differing standards for incompe-
tency depending on what the defendant is facing,
following are some common competency tests
where the legal undertakings make a difference:
• Competency to testify as a witness: capacity to

receive accurate impressions of the facts and
relate them truthfully (State v. Kinney, 1987).

2The writer represented a man who was deaf from birth.
Erroneously diagnosed as profoundly mentally retarded,
he was institutionalized as a very young child and never
taught any language, including sign language, whatso-
ever. Although he was neither mentally ill nor intellec-
tually disabled, he could not assist counsel and was found
incompetent.

3Most present insanity standards are derived from the
M’Naghten Rule stating that a defendant is insane when
“laboring from such a defect of reason, from disease of
the mind, as to not know the nature and quality of the act
he was doing, or, if he did know it, that he did not know
what he was doing was wrong” (Daniel M’Naghten’s
Case 1843). However, because an insanity defense is not a
constitutionally protected entitlement, Idaho, Montana,
Utah, and Kansas do not allow it (Applebaum 2013).
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• Competency of defendant to waive Miranda
rights and answer questions without counsel:
the defendant must knowingly, intelligently,
and voluntarily decide to waive Miranda
rights (State v. Camacho, 1997).

• Competency to stand trial: the Dusky stan-
dard, “whether he has sufficient present abil-
ity to consult with his lawyer with a
reasonable degree of rational understanding
—and whether he has a rational as well as
factual understanding of the proceedings
against him” (Dusky v. United States, 1960).

• Competency to waive trial rights and plead
guilty: in addition to the Dusky standard, the
defendant must knowingly, intelligently, and
voluntarily waive his Miranda and trial rights
(Jones v. Knipp, 2013).

• Competency of a “gray area incompetent”
defendant to waive the right to counsel and
represent oneself at trial: a heightened stan-
dard of Dusky plus accounting for the bor-
derline incompetent defendant’s mental
capabilities to conduct trial (Indiana v.
Edwards, 2008).

• Competency to be sentenced: the Dusky
standard is commonly used (United States v.
Wolfson, 2008; N.C. Gen. Stat. § 15A-1001
(a)).

• Competency to be executed: “when, as a
result of mental disease or defect, he lacks the
mental capacity to understand the nature and
effect of the death penalty and why it is to be
carried out (Ford v. Wainwright, 1986; N.Y.
Corr. Law § 656; Ariz. Rev. Stat. § 13-4021;
Fla. Stat. § 922.07; Ga. Code § 17-10-60;
Ohio Rev. Code § 2949.28; Wyo. Stat. §
7-13-901).

Lawyers’ Involvement
with Competency Evaluations

Lawyers often are—and should be—involved in
competency evaluations. Some forensic practi-
tioners perceive attorneys from either side as
interfering with their work, and would prefer to
not deal with them. This is fair enough, as most

of the population would prefer not to deal with
lawyers! But generally, information from attor-
neys can be helpful, and sometimes the lawyer
can persuade his or her client to cooperate with
the evaluation or treatment.

Because one prong of the competency stan-
dard is the ability to assist counsel in legal pro-
ceedings, the competency determination must
address problems the lawyer has interacting with
the client. Generally, a forensic evaluator should
try to discuss this relationship with the defense
attorney. Admittedly, the lawyer may decline to
engage, or may consider his or her interaction
with the client to be “privileged” so
non-disclosable. But, to the extent that lawyers
are willing to discuss this with doctors, it con-
tributes to an informed opinion.

Lawyers generally are not willing to allow the
doctor to watch actual interactions between them
and their clients. First, those interactions are
confidential under the attorney/client privilege,
and attorneys as well as their clients will seldom
waive that. Second, lawyers may decline to
interact with clients at all during the pendency of
the evaluation, for fear of allegations that they
“coached” their clients to fake symptoms (People
v. Brown, 2014; Matter of Foley, 2003). Third, it
is critical that lawyers not put themselves into a
position where they become the evidence against
their clients’ liberty interests; when the strategy
is to try to establish incompetency, they do not
want favorable interactions with their clients to
establish that the clients are competent and
thereby create a conflict of interest with their
client. For the same reason, defense attorneys
will not want their letters, emails, or phone calls
with clients to be disclosed to the evaluating
physicians; it is not “hiding the ball,” but rather
legitimate protection of the attorney–client
relationship.

Incompetency as a Litigation Strategy

As mentioned, incompetency may in fact be the
litigation strategy of choice. Having the client
found incompetent and unrestorable may be the
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best outcome for the case, leading to dismissal of
charges.4

Some profoundly ill individuals both were
insane at the time of the offense and remain
incompetent without hope of restoration, and so
either option is available. But, frequently persons
determined to be incompetent will have greater
liberty options available to them than those
determined to be insane. Hence a defendant who is
committed upon a finding that he or she is
incompetent, unrestorable, and dangerous is
favored over onewho is found not guilty by reason
of insanity, placing the burden of proof on the
prosecution for the former but on the defendant for
the latter, and allowing greater conditions for early
release to the former than the latter (18 U.S.C. §
4246(a); 18 U.S.C. § 4243(d); 18 U.S.C. § 4246
(e); 18 U.S.C. § 4243(d)). Under those circum-
stances, a finding of incompetency will produce a
better liberty result than a finding of insanity.

On the other hand, insanity may be the goal of
litigation. If the mental illness is ongoing, then a
finding of incompetency could contribute sub-
stantially toward an eventual verdict of insanity.
It is also not unusual to try an insanity defense
“to the bench,” meaning to ask the judge (rather
than a jury) to decide the case; a judge who has
reviewed extensive psychological records and
reports from competency proceedings may
already be well informed as to the defendant’s
mental state by the time of trial.

Competency litigation also educates the judge
as to mental illness that constitutes profound
mitigation for sentencing. Thus, even if the
defendant will ultimately be found competent, he
may want the evaluation and report to familiarize
the judge familiar with these issues so that they
can be weighed in when formulating the appro-
priate sentence.

In some states, a person who had been found
incompetent in a criminal casemay have a “leg up”
on others when seeking to secure social services.
To help the client avoid future entanglements with

the authorities, a thoughtful lawyer may seek an
incompetency finding so as to increase the likeli-
hood of greater social services, which in turn will
help the client remain law abiding. Moreover, a
person who is found incompetent now will have a
“track record” of serious mental illness for the
future that precludes criminal prosecution, should
that person face the proverbial “revolving door” of
arrests.

Defendants do not, however, always agree
with this litigation strategy. Generally, defense
counsel wants to pursue the same case goals that
his or her client wants (Uphoff 1988). But there
are times when a lawyer is required to raise and
fight for a finding of incompetency despite the
client’s adamant resistance. “Because the trial of
an incompetent defendant necessarily is invalid
as a violation of Due Process, a defense lawyer’s
duty to maintain the integrity of judicial pro-
ceedings requires that a trial court be advised of
the defendant’s possible incompetence” (Moye v.
Warden, 2014; ABA Criminal Justice Mental
Health Standards 7-4.2). This impasse arises
most clearly with clients suffering from delu-
sions, including delusions that there is nothing
wrong with them (United States v. Gillenwater,
2013). Therefore, defense counsel may be in the
untenable position of disclosing a limited amount
of information conveyed by the client supposedly
in confidence, so as to try to get a competency
finding that the client is adamantly opposed to.
The justice system prefers ruination of the
attorney–client relationship, despite odds against
success in competency litigation, to prosecution
of an incompetent defendant.

Prosecutors likewise have a duty not to pros-
ecute persons who are incompetent. In practice,
nonetheless, they are as suspicious of claims of
incompetency as they are of pleas of insanity.
Unless it is facially apparent that the defendant is
incompetent, they typically vigorously oppose
having the defendant declared incompetent.

Determining Competency

Although this is not a forensic how to text, a few
words of caution with important implications for

4Competency restoration staff should also consider their
own ethical conflicts raised in “regarding how, and in
what ways, information could be obtained from a
defendant that might not be in the defendant’s best
interests” (Samuel and Michaels 2011).
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legal advocacy should be sounded. First, as
mentioned above, because one prong of incom-
petency has to do with the defendant’s ability to
assist counsel, serious attention should be paid to
examining and investigating the lawyer’s inter-
actions with his or her client. While the defense
attorney may decline to discuss these matters
with treatment staff, information may be avail-
able in a motion filed in court for a competency
hearing and/or a transcript of what the lawyer
stated in court during preliminary competency
proceedings. Note that evaluating professionals
should not seek to surreptitiously examine
interactions between the defendant and his or her
lawyer (for instance, by listening to their “legal
calls” or reviewing correspondence/email
between them). When seeking advice of coun-
sel is used against a defendant, the attorney–cli-
ent relationship is fractured, and the Sixth
Amendment right to counsel has been poisoned.

Records of prior criminal competency matters
and reports may be found in the courts rather
than in traditional institutions of psychiatric
medicine. Often, the lawyers can assist physi-
cians in securing copies of those records.

Even when formal time periods are not set for
the evaluation of competency and restorability,
the Supreme Court held that defendants are
entitled to a prompt determination of this (Jack-
son v. Indiana, 1973).

A sizeable number of criminal defendants are
non-citizens. Although interpreters may assist
medical staff in communicating with their
patient, language translation alone may not help
evaluators understand the defendant’s world
view and culture. It can be very beneficial, con-
sequently, to have a network of psychological
practitioners and allied professionals who hail
from different countries and cultures to consult
with when determining an immigrant’s
competency.

Often, evaluating professionals will be asked
to offer multiple opinions. It is not uncommon to
seek opinions on competency as well as insanity,
or on restorability to competency as well as
dangerousness.

Finally, much of forensic psychology focuses
on trying to uncover whether the defendant is

faking symptoms (Feuerstein et al. 2005).
Determination if a defendant is malingering can
be an important aspect of reaching a compe-
tency opinion, but it is not dispositive. The
emphasis some forensic practitioners place on
malingering is out of step with the rest of the
mental health practice (which generally does not
look for malingering to disprove a diagnosis, but
instead looks for symptoms to support a diag-
nosis); and certainly, motives to fake mental
illness outside the criminal justice system are
myriad as well (Feuerstein et al. 2005).5 A
tendency to turn first to malingering would
suggest a professional prejudice concerning an
offender population.

Furthermore, evaluators must consider that
thoroughly incompetent individuals are capable
of trying to fake symptoms (United States v.
Frazier, 2001). So just because a defendant
malingers does not mean he or she must be
competent (United States v. Gigante, 1999).

Additionally, malingering is usually defined
as intentional production of false or grossly
exaggerated physical or psychological symptoms
(i.e., malady) for a secondary gain (Rogers
2008). Nonetheless, faking being well, when the
patient is mentally ill, can be equally problem-
atic. Professionals exploring malingering should
consequently consider that it can embrace both
“fake-bad” as well as “fake-good,” and should
attend to defendants trying to appear competent
when they are not, just as they watch for the
converse. There can be as many reasons to fake
competency as is seen outside an offender pop-
ulation, especially from intellectually impaired
patients (who have learned to adapt and function)
as well as persons suffering from a serious
Delusional Disorder.

5These authors claim that forensic psychology is “unique”
due to motivation arising from pending criminal prose-
cutions. That premise has been rightfully criticized, as
seasoned nonforensic practitioners well know that there
are always motivations of some kind that impact the
reliability of their patients’ claims and symptoms. Indeed,
such motivations can arise from avoiding military duty,
obtaining financial compensation, and obtaining drugs—
in addition to evading criminal prosecution.
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Post-incompetency Detention Process

After a competency report has been issued, the
court will generally return the defendant from the
therapeutic setting to the previous detention set-
ting. If the defendant had been released to the
community before the evaluation placement, then
he or she would usually be released back to that
same status. Departure from the hospital setting
has implications for maintaining any competency
that has been achieved. A defendant who is
stable on a medication regimen may have to
contend with irregular (or no) dosing during
transportation. Furthermore, medical units in jails
do not typically stock the variety of psychotropic
medications that are available in psychiatric
medical centers; consequently, doctors in jails
may substitute other medications that may not be
as efficacious. Furthermore, defendants may elect
to decline treatment when in the jail setting. In
addition, often the jail environment is more
stressful than a therapeutic setting, so patients
who are stable in psychiatric treatment facilities
may decompensate under the stressors they face
in detention facilities. Competency can be a
fleeting state, even in the best of medical centers,
and achieving competency there does not nec-
essarily mean that it will be maintained after
leaving.

One of the inherent difficulties of competency
work is that psychological professionals are
tasked with offering opinions on whether the
defendant will be competent to proceed with
trial, when all they can do is assess or render the
defendant competent in a more
stability-conducive medical setting. In one case,
the defendant was determined to be competent
4 months before the competency hearing took
place; one judge pointed out that the Dusky
standard of competency includes “sufficient
present ability to consult with his lawyer,” and
that the dated report would not necessarily reflect
the defendant’s present mental state (United
States v. Lindley, 1985). Consequently, opinions
of competency that extend beyond the psychi-
atric placement may not be very valid or reliable.
Certainly evaluating professionals should offer a
caveat that continued competency after leaving is

dependent upon certain treatment/circumstances.
In addition, they would best serve their patients
by specifying in their reports their recommen-
dations for continued treatment to try to maintain
competency after leaving the therapeutic milieu.

Before a competency hearing is done, the
lawyers may seek to explore the facts underlying
and bases of the opinion. There is great utility in
gathering wide-ranging information that con-
tributes to a competency opinion (Philipsborn
2015; United States v. Merriweather, 2013).
Bear in mind that the competency process takes
place in a litigation setting, and it is not unusual
for parties to contest the opinions. Hence, law-
yers may want to see copies of complete medical
records (including notes from support staff and
security personnel), tests (including actual
answers and raw test data), security camera tapes,
videotaped treatment or “educational” footage
(United States v. Merriweather, 2013), normal
administrative records (such as admission,
housing, movement, discipline, commissary,
activities, meetings, religious practice, visitation,
sick call, and personal property management),
and any recorded visitation or phone calls. In rare
cases, depositions will be ordered. Doctors may
be asked for their CV’s, medical school tran-
scripts, and any training programs and authorities
they relied upon in reaching their opinions.
Treating professions should not take offense at
being challenged this way, as it is part and parcel
of an investigation step in the normal adversary
process.

A medical opinion regarding competency is
only part of what a court must consider in
coming to a legal opinion regarding competency.
While judges are informed by competency
opinions, they may not agree with them. More-
over, there often are multiple experts offering
conflicting opinions—so ultimately in those cir-
cumstances, the judge will reject someone’s
professional opinion regarding competency.

The judge may decide competency without a
formal hearing or any testimony, but alterna-
tively may want to hear from the doctors on the
stand. Witnesses should always seek to discuss
their testimony with the lawyers in advance. In
the end, if the defendant is found incompetent, he
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or she may proceed to restoration to competency
treatment, discussed further below.

Offender Population Characteristics
Relevant to Competency

Culture: There are some characteristics of the
offender population that should be borne in mind
when assessing competency. For instance, irra-
tional ideas are not necessarily part of a psychotic
process, but may instead be learned. Many per-
sons who run afoul of the laws are not fully
immersed in the predominant American culture,
and may have grown up with ideas and values
quite apart from the norm. The evaluator is well
advised to investigate the cultural, family, and
educational background of the defendant who
has bizarre ideas but otherwise appears intact.

Age: The offender population is skewed in
terms of age, with a far greater representation of
younger defendants than normal. There is a clear
decline of criminal conduct that tracks with age
(United States Department of Justice 2003). The
disproportionate number of youthful offenders is
likely due to maturity lagging behind the age of
majority: the full development of the human
brain does not occur until approximately age 25
(Giedd 2004; Giedd and Blumenthal 1999),
whereas the full legal responsibility for one’s
actions occurs generally at age 18. Consequently,
in competency assessments of youthful adults,
evaluators should consider developmental matu-
rity issues.

Compartmentalized Incompetency: Some
defendants may be rational about many aspects
of their lives, but harbor segmented delusions,
paranoias, or phobias about certain things. One
of us represented a client who had delusions of
being heir to the Ford Motor Company, and since
these thoughts did not affect his drug case,
competency was not initially raised. However,
those delusions eventually intruded into the case
when the defendant began to believe that the
prosecution colluded with Ford to deprive him of
his inheritance by falsely charging him with this
crime. At that point, his paranoia impacted his
competency to proceed to trial, and a competency

hearing ensued. This type of fragmentation is not
news to psychiatric professionals, but it has
important implications for competency. Defen-
dants who may appear rational or high func-
tioning may harbor irrational but persistent fears
about their lawyers, the prosecution, the gov-
ernment, or the police; deeper inquiries con-
cerning compartmentalized delusions should be
made when an intact-appearing defendant is
evaluated.

Intellectual Disability: Although courts have
held that having intellectual disabilities does not
per se mean those defendants are incompetent
(Pruitt v. State, 2005), it can clearly impact their
ability to comprehend the justice system, to keep
up with and grasp what is happening (often at
lightning speed) in trial, and to assist counsel.
Professionals should consequently delve into
how these individuals function when assessing
their competency. Most persons with intellectual
challenges have learned to cope well and cover it
up so as to secure employment or social rela-
tionships; “mentally retarded individuals use a
‘cloak of competence’ in an attempt to present
themselves as ‘normal’ (or at least more capable
than they actually are) as a means of avoiding the
stigma of being identified as mentally retarded”
(Gumm v. Mitchell, 2014). Extra care must
therefore be taken to sort out “fake-good”
attempts to portray a false sense of competency.

Amnesia: Due to heavy substance abuse,
brain trauma, or severe psychosis, a number of
defendants may genuinely experience amnesia
concerning the crime (distinguished from a
short-term memory disorder with chronic recall
problems). Recognizing that defendants’ ability
to assist counsel in their defense may be trun-
cated by retrospective amnesia, some jurisdic-
tions allow amnesia as a basis for incompetency,
concluding that “amnesia could render a defen-
dant incompetent to stand trial under some cir-
cumstances;” on the other hand, the majority of
jurisdictions have distrusted amnesia alone as a
basis for incompetency (People v. Amador, 1988;
Morrow v. State, 1982; United States v. Robert-
son, 2015; Wilson v. United States, 1968). This
may be motivated by the fact that amnesia can be
easily faked and all but impossible to disprove,
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allowing defendants an easy means of malin-
gering incompetency (Simon v. McCarty, 2015).
Nonetheless for those who in fact suffer from
retrospective amnesia, courts may create a “legal
fiction” that their lawyers can compensate for
that by educating their clients as to what occurred
during the crime (based on the police and witness
reports). That is hardly a satisfactory corrective,
as the defendant may be the only one who could
give information that can generate a defense or
undermine the charges.

Multiple Personalities: Although Dissocia-
tive Identity Disorder (DID) involving multiple
personalities occurs rarely, it is not unusual for
persons who have this condition to act out and
attract the attention of the authorities. Those suf-
fering from this disorder, even when highly func-
tional, are commonly referred for competency
evaluations due to their bizarre personality chan-
ges. Simple dissociation, and its attendant amne-
sia, does not necessarily create incompetency; in
one case, the court concluded that “a splitting of
defendant’smind into different directions”was not
likely to interfere with trial given that he was not
likely to dissociate during trial (People v. Girk,
2014; United States v. Brown, 2015). However,
deciding competency when there are multiple
personalities with different mental states (such as
child personas or alters who are psychotic) is a far
more complex undertaking. Evaluating profes-
sionals must explore which personalities are
competent, which are not, and predict which of
those may appear during trial. This is complicated
by the speed at which these patients can switch
personas (Putnam et al. 1986). Consequently,
monitoring which one is present during trial, when
pleading guilty, or at sentencing (if realistically
possible at all) may be necessary to ensure com-
petency during those critical stages of the criminal
case; note that “sustained period of identity dis-
ruption may occur when psychosocial pressures
are severe” (American Psychiatric Association
2013). Given the stressors that entering a guilty
plea or trial can generate, the possibility that a
substitute persona may emerge at those proceed-
ings is not insignificant.

One fascinating case of a psychopathic killer
who suffered from multiple personalities

illustrates the complexities of forensic determi-
nations with this illness. After finding the DID
defendant who had committed a brutal homicide
not guilty by reason of insanity, the judge com-
mitted him to the state hospital. The hospital
eventually asked the judge to release him. Psy-
chiatric staff acknowledged that he genuinely
suffered from multiple personalities, but had
concluded that he had been faking incompetency
and insanity. Analyzing his different “alters,” the
state’s expert concluded that several had psy-
chotic disorders (treatable), but only one of them
was psychopathic (not treatable). Because the
dominant personality at that time was the psy-
chopathic one, and it could remain dominant for
years, the defendant would pose a danger if
released. Consequently, he was not released from
the hospital (Ex parte Alabama Dept. of Mental
Health, 2013). Similar depths might have to be
plumbed when evaluating competency of a
defendant who suffers from DID involving mul-
tiple alters, including which personas are com-
petent, which are potentially restorable to
competency, and the likelihood that certain per-
sonas may take over at given junctures in the
court proceedings.

Restoration to Competency

Restoration Process

The court order placing the defendant in a com-
petency restoration program should spell out
what the medical center is asked to try to
accomplish, what reporting is needed, and what
time frame is allowed for this process.

Restorative treatment can be relegated to a
secondary placement, or it can be authorized
during a competency evaluation. Those jurisdic-
tions that handle it sequentially will usually
conduct a hearing to determine competency
before initiating restorative therapy. Although no
court will fault a medical institution for offering
voluntary treatment to defendants in need, whe-
ther it is expected of the evaluating facility
should be spelled out in the court’s order asking
for the competency evaluation.
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Patients returning to medical settings for
competency restoration may be more psychotic
than when they left. Because they have the right
to be present at court proceedings, they will
typically be transported to court for such pur-
poses; they may be gone for weeks or occa-
sionally months before returned for competency
restoration. It may take that long for further
expert evaluations, reports, discovery, and liti-
gation; alternatively, the defendant’s bed space in
the medical center could have been assigned to
the next person awaiting inpatient services, and
the defendant may have to wait until bed space
becomes available to return (Pemberton 2014). In
any event, there can be a clinically significant
time period before a defendant is returned to the
medical facility for restoration to competency.
Consequently, any therapeutic treatment may
have been interrupted in the interim, and the
restoration program could have a patient who is
more psychotic than he or she was when evalu-
ated for competency.

On the other hand, some creative institutions
have allowed the defendant to stay there while
appearing for the hearing by videoconference
(United States v. Baker, 1995). This has avoided
or minimized any disruption in treatment. Fur-
thermore, some fortunate defendants will have
good medical attention while incarcerated in
detention centers pending the competency hear-
ings; despite being deemed incompetent when
they left, they may return fully restored due to
efficacious treatment provided in the detention
center.

There are cases that are effectively “doomed”
for restoration, where no amount of treatment or
education can correct the problem. Typically
those with severe intellectual disabilities may not
be restored to competency, and quite a few
mental illnesses will not be sufficiently resolved
within the time constraints laws allow for
restoration. Similarly, those who have had no
beneficial impact from previous regimens of
antipsychotics will likely fare no better with yet
another round of like treatment. Further, deeply
disturbed individuals (such as those with devel-
oped Delusional Disorders or Dissociative Iden-
tity Disorders) may need years of therapy to

restore them—time that is simply not available
for these efforts. Some jurisdictions nonetheless
require commitment for restoration regardless of
its likelihood (18 U.S.C. § 4241(d)).

Constitutional rights impose a reasonable time
frame on restoration. For example, federal courts
allow 4 months whereas Washington allows only
90 days for those charged with felonies and
45 days for misdemeanors (18 U.S.C. § 4241(d)
(1); Rev. Code Wash. 10.77.086(1)). Courts also
place a high premium on avoiding delay in
resolving criminal cases, for defendants as well
as victims have rights to speedy outcomes.
Hence indefinite commitment based solely on the
defendant’s incompetence violates the Equal
Protection and Due Process clauses of the U.S.
Constitution (Jackson v. Indiana, 1972).
Nonetheless, only about half the jurisdictions set
maximum periods of time for restoration (State v.
Davis, 2008), so judges may impose their own
temporal restrictions.

Restoration Treatment

There are many paths to recovery, and many
means of restoring an incompetent defendant.
Historically it seems, the preferred path has been
pharmacological, despite the abundance of other
sound therapeutic options. Admittedly, time
limitations on restoration to competency may call
for a “quick fix” solution; but, practitioners
involved in restoration programs should consider
more creative options, especially when those do
not involve serious side-effects such as sedation,
slurred speech, distracting bodily movements, or
a declination to assert rights and make critical
decisions. In other words, because many of the
drugs being favored in restoration presently may
also impair competency, alternatives should be
considered.

Medical centers offer a therapeutic milieu.
A stable and less stressful environment in a
psychological unit can have beneficial impact on
a patient’s recovery. Providing a safe haven,
counseling, and supportive staff alone can
improve any patient’s condition. Its drawback is
that defendants who are restored by being in a
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therapeutic setting may not be able to maintain
competency once returned to a jail setting. On the
other hand, many defendants are not detained
pretrial; if they are to be returned to a home
environment, then the treatment staff can work
on a discharge plan with the defendant’s family
and outpatient providers that could provide an
environment that is therapeutic in the home upon
discharge.

Work and purposeful activity is beneficial to
recovery as well. For that reason, many hospital
settings incorporate occupational therapy and
related art therapies into their treatment regi-
mens. Aside from keeping idle hands busy and
the distraction/focus that these offer, they also
provide motivation for the patient to get better as
patients start to want to accomplish occupational
goals they are undertaking.

Educational programs can have the same
productive impact of occupational and arts
therapies. However, a word of caution must be
sounded about some “competency restoration
education” modalities. These programs started
to spread in the 1990s, ostensibly as an adjunct
to traditional restoration, seeking to better edu-
cate defendants as to the criminal system, its
procedures, and their rights (Samuel and
Michaels 2011). Based on the premise that a
competent defendant must intelligently appreci-
ate what he is facing and what will happen in
his case, they seek to educate the defendant on
those matters. Though this can be a helpful
component of restoration, in some restoration
programs “competency classes” have unfortu-
nately become the norm and main focus of
restoration rather than an adjunct to it. These
programs can be criticized for merely teaching
defendants to “parrot” answers to questions
commonly asked by judges who are deciding
whether the defendant is competent. There is
little research establishing that such training
programs in fact restore the ability to assist
counsel and appreciate and apply judgment to
critical legal decisions concerning trial; a
movement may be in the offing to take into
account more than the intellectual component of
competency, to instead consider “the client’s
appreciation of competency-related issues as

well as his reasoning processes—the defen-
dant’s functional ability” (McCoy 2011). Highly
delusional defendants, individuals with para-
lyzing depression, floridly psychotic patients,
and those with intellectual disabilities can be
taught by rote learning and simple conditioning
to state correct answers to a judge’s inquiries
such as:

Q “Do you know who your lawyer is?”
A “Yes, she is right here next to me.”
Q “Do you know what a jury does?”
A “Yes, they decide if am guilty or not.”
Q “Do you know what I do?”
A “Yes, you decide how much time I will get.”

Yet their ability to appreciate and process
what they are encountering in the justice system
may remain impaired. Dr. Kathleen Ronan has
posed the thoughtful question: “How do you
know the defendant is not simply parroting back
what you have told him rather than truly under-
stands the legal issues and can apply them?”
(McCoy 2011). Therefore, the fact that they can
state correct answers to these questions should
not be confused with whether they can process,
understand, and use this information in making
intelligent and rational decisions.

Traditional counseling or “talk therapy” may
have a role to play in restoration as well. Patients
in the debilitating grip of anxiety, PTSD, or
depression may improve even under short-term
counseling sessions with a qualified therapist
(In re N.J.M., 2010).

Treatment may need to escalate to harsher
modalities such as antipsychotic medication—
and theoretically ECT and neurosurgery (though
these options have almost never been used in
competency cases since the 1970s). Defendants
commonly start to balk at treatment when harsher
options are prescribed.

Conflicting Goals

The goal of competency restoration as far as the
court and prosecution are concerned is to restore
the defendant sufficiently so that the case can
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proceed to trial or a plea agreement. The goal of
restoration as far as the defense is concerned may
align with that. However, in some cases, the best
outcome of the case for the defendant may be a
finding of incompetency. The defense attorney
will actively fight for and protect such a finding.
That is not to say that the lawyer is trying to do
something underhanded—no ethical professional
would advise or encourage a defendant to fake
incompetency; no lawyer serious about main-
taining a bar license would raise the issue of
incompetence when he or she does not see any
indications of incompetency. But, when there is
evidence suggesting that the defendant is incom-
petent, the defense could reasonably conclude that
the goal is a judicial finding of incompetency
coupled with a finding of unrestorability.

In short, recovery (for criminal competency
purposes) may involve not recovering (for best
medical outcome purposes). The defense may
pursue this strategy in earnest from the start of
restoration. This is understandable given that the
prosecution very often distrusts psychological
defenses, and opposes them vigorously. Antici-
pating a pitched courtroom battle, the defense
must plan in advance to fight for an incompe-
tence finding.

Treatment Decision-Making

Defendants maintain the right to decide their
medical treatment unless and until a court orders
otherwise. They are not utterly stripped of the
right to refuse medical treatment simply because
they have been arrested for a crime or found
incompetent. The need to make a decision nev-
ertheless calls into question who will render that
decision; when a defendant has been deemed
incompetent, his or her ability to make intelligent
decisions is obviously questionable.

As a matter of law, however, a defendant is
allowed to decide to reject treatment meant to
restore competency (Riggins v. Nevada, 1992).
Whether mildly incompetent or floridly psy-
chotic, a restoration defendant’s refusal of treat-
ment must be scrupulously honored. Thus, when
a defendant declines recommended treatment, the

restoration program has to try alternatives
acceptable to the defendant, or seek a court order
(via a Sell hearing) to involuntarily medicate.

The more difficult problem arises when a
defendant appears willing to accept treatment, but
the lawyer feels that the defendant should refuse
it. Unlike the above scenario, the defendant’s
express wishes may not decide the matter. This
seeming incongruity arises because the decision
to refuse treatment is a matter of preserving the
legal rights guaranteed to the criminally accused,
and is not based on how competent the defendant
is factually to make medical decisions. Where the
defense attorney has concerns that undergoing
restoration treatment would harm the defendant,
hurt the defendant’s ability to assist in his
defense, or make the defendant even less com-
petent, the attorney can assert a refusal of treat-
ment on behalf of the client. When that occurs,
restoration staff should not go forward with the
defendant’s apparent voluntary acceptance of
treatment until a court decides the matter. The
lawyer’s assertion of the right to refuse treatment
suffices to trigger the Sell litigation needed for a
judge to decide this issue.

In rare and unfortunate instances, courts have
appointed a guardian ad litem to make medical
decisions for an incompetent defendant (State v.
Curry, 2009; State v. Veale, 2009). Defense
attorneys may resist that, as guardians ad litem
are not trained in criminal defense and conse-
quently may not sufficiently understand the
subtle criminal legal rights and issues that are at
stake—subject matter that criminal defense spe-
cialists are experts on. Guardians ad litem may
not appreciate, for instance, that although
administering antipsychotic medication to an
agitated psychotic individual may help him or
her think more clearly, remain calmer, and enjoy
a better sense of well-being, the sedative effect of
these drugs could be detrimental to his or her
competency to proceed with trial.

Involuntary Treatment

We open with the proposition that involuntary
treatment can be antithetical to the concept of
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recovery advanced in this text. Under the pre-
mises that an individual may best determine how
to achieve highest functioning in his or her
environment, and that self-determination is an
essential factor in psychological wellness, doc-
tors may decline to recommend forced treatment.
Note that that does not mean that a judge will
agree, and the court may disregard doctors’ rec-
ommendations and order the defendant to com-
ply, including involuntary administration of
medication if the defendant does not.

There is no “bright line” test to determine
involuntary treatment in a criminal restoration
setting. Involuntary medication decisions within
a non-offender population are normally decided
by balancing the patients’ rights to refuse treat-
ment against health and safety (of self and others)
concerns (405 I.L.C.S. 5/2-107.1). A similar
balancing is done when deciding forced medi-
cation within a criminal competency setting, but
there are more factors than those two to consider.

Generally, treatment can be forced onto a
criminal defendant involuntarily only under two
circumstances. First, if a defendant needs medi-
cation because he or she is gravely disabled or
poses an imminent risk of danger to self or oth-
ers, forced medication can be authorized through
an administrative (hospital administration, as
opposed to a criminal court) process. Some
jurisdictions set forth procedures for administra-
tive hearings in statutes or regulations, others
establish it in case law. In federal courts, this is
referred to as a Harper hearing (Washington v.
Harper, 1990; 28 C.F.R. § 549.43). The federal
courts recognize a Due Process liberty interest to
not be medicated against a person’s will, but that
is balanced against the defendant presenting a
danger to self or others, and that the medication
is medically appropriate. These administrative
hearings typically offer only short-term inter-
vention. They do not authorize long-term invol-
untary treatment, which usually must be justified
by a court order even in a noncriminal inpatient
population. Because of that, these administrative
hearings will not support the long-term restora-
tion needed to return a client to get through trial.
Harper hearings are consequently not a viable
restoration strategy.

Second, if there are no such imminent dan-
gers, defendants committed for competency or
restoration have additional rights that judges
must weigh before involuntary treatment is
given. In addition to Due Process, their Sixth
Amendment (trial) rights may be implicated by
psychotropic medication (Riggins v. Nevada,
1992). Judges must conduct a Sell hearing before
hospital staff can involuntarily medicate an
incompetent defendant (Sell v. United States,
2003). According to the Supreme Court’s Sell
decision, a judge may authorize a medical center
to administer involuntary treatment within the
competency restoration arena, but only when a
number of rights are considered. The Supreme
Court in Sell (2003) balanced these rights in a
four factor test that the government must meet:
(1) there must be “important governmental
interests” at stake; (2) involuntary medication
must “significantly further” those important
governmental interests; (3) involuntary medica-
tion must be “necessary” to further those inter-
ests; and (4) involuntary medication must be
“medically appropriate.” When refusal of rec-
ommended treatment occurs, medical staff must
inform the judge and lawyers of this impasse,
and wait for the judge to analyze these factors to
determine whether treatment can be forcefully
administered to the unwilling defendant.

One of the more important issues that a judge
must consider in a Sell hearing is whether the
side-effects of the anticipated medication may in
fact interfere with the defendant’s interaction
with counsel and assistance in his defense. While
physicians must be concerned with potential
medical side-effects of psychoactive medications,
judges must additionally be concerned with the
legal impact of those side-effects. Treatment can
interfere with court hearings as much as assist
with them. For instance, the so-called “antipsy-
chotic” drugs have some degree of sedative effect
on the patient. A defendant whose psychosis can
be controlled on Haldol may nonetheless be slow
to respond, may not grasp critical testimony, may
be sluggish while testifying (hesitation in
answering questions could be interpreted by a
jury as evidence of lying), or may sleep through
part of a trial. So even though the drug corrected

372 D.L. Elm and J.L. Devine



the underlying psychosis, it ultimately interferes
with the defendant’s right to defend him- or
herself, and assist counsel at trial.

Additionally, the second Sell factor (whether
the recommended treatment is in fact likely to
restore the defendant to competency) is not easily
established for some drugs given some diag-
noses. Medications with reliable efficacious
impact on certain diseases will best meet this
criterion. This depends upon how well the psy-
choactive ingredients correct the condition
causing the illness. Some drugs are well tailored
to certain diseases, and may pass this Sell factor
easily: for instance, Ritalin works reliably and
dramatically well—if for short time periods—
with persons having ADHD; Lithium improves
many persons suffering from Bipolar disorder;
and the antipsychotic drugs are effective on
approximately 75 % of Schizophrenics. Other
less well understood or well tailored medications,
or ones being applied off-label, may be rejected
during Sell litigation (United States v. Holden,
2014; Elm and Passon 2008).

Furthermore, physically forcing medication
on a resistant defendant may have seriously
adverse impact when he or she has certain critical
symptoms. For instance, persons suffering from
persecutory delusions that the government or
medical institution is “out to get them” will have
their “delusions” confirmed as “reality” in this
process! It will be far harder to disabuse them of
their paranoias after a squad in protective
(identity-concealing and depersonalizing) gear
physically tie them to a bed and forcefully inject
a drug.6 The experience similarly may trigger
flashbacks in persons who had suffered previous
trauma, contributing to the inception or worsen-
ing of PTSD. Furthermore, phobic individuals
may be so terrified by this procedure that they
would prefer to take their own lives rather than
face it a second time (Ferch v. Jett, 2015).
Forcefully administering treatment can thus have
grave impact on both recovery and restoration in

a sizeable portion of the criminal restoration
population.

Because so many factors are at play in a Sell
analysis, it is not uncommon for courts to impose
restrictions on a forced medication regimen. For
instance, the judge may allow it: only for a short
period of time; only if the defendant willfully
complies with court-ordered treatment; may
specify what medication (or class of drugs) may
be used; and/or may require a trial run of second
generation antipsychotics (such as Geodon) first,
and only progress to first generation (such as
Haldol) if that is unsuccessful. The Court may
also impose restrictions on what could be con-
sidered “punitive” measures. In the Sell case, it
was apparent that Dr. Sell’s noncompliance with
recommended medication was being “punished”
by solitary confinement, lack of freedom and
normal programming within the facility, and
alleged mistreatment; judges have thereafter
sometimes included in their orders limitations on
the type of “motivational” techniques that the
facility can use to try to secure the defendant’s
compliance with treatment. Restoration physi-
cians should expect judges to exercise much
greater “hands on” involvement in the treatment
plan after Sell litigation.

Defendants may also resist medication (or
competency) at trial so as to demonstrate to the
jury their mental state when not under treatment.
This occurs rarely, but may arise when an
insanity or diminished capacity defense is raised.
The defense attorney may want the jury to see for
themselves how insane or compromised the
defendant is when not adequately medicated, so
would want the defendant to remain untreated
during trial. This generates a conflict between the
constitutional right to an effective defense and
the Due Process right to be competent when
prosecuted (Commonwealth v. Louraine, 1983;
State v. Maryott, 1971; State v. Hayes, 1978).
The Louraine court held that the right to present
an insanity defense means more than the ability
to verbalize or offer an expert’s testimony about
it: “the jury are likely to assess the weight of the
various pieces of evidence before them with
reference to defendant’s demeanor. Further, if the
defendant appears calm and controlled at trial,

6No professional practicing in forensic competency or
restoration should start their work without having first
watched a video of the aggressive physical confrontation
that occurs in forced treatment.
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the jury may well discount any testimony”
regarding his insanity (Commonwealth v. Lour-
aine, 1983).

Post-Sell Hearing

If the hospital or prosecution succeeds in secur-
ing court-ordered involuntary treatment, then the
medical staff must comply whether they recom-
mended it or not. If the treatment works, then the
defendant can be returned to court for legal
proceedings to resume. However, because of the
numerous legal rights and concerns implicated, if
treatment interventions are not showing promise,
doctors should discontinue their efforts as soon
as lack of improvement is apparent.

If restoration fails to render a defendant
competent, then charges can eventually be dis-
missed. In some states, the court must dismiss
some charges when the defendant is determined
to likely remain incompetent; others give courts
discretion whether to immediately dismiss char-
ges. Montana and Missouri call for immediate
dismissal (Mont. Code § 46-14-221(3)(b); Mo.
Stat. § 522.020.11(6)); Minnesota applies that
principle to misdemeanors (Minn. R. Crim. P. §
20.01(6)(b)); and Arkansas and Hawaii allow
dismissal when the judge believes that so much
time has elapsed that it would be “unjust” to
resume a prosecution (Ark. Code § 5-2-310(C);
Haw. Rev. Stat. § 704-406(3)). However, a
number of jurisdictions would interpose one
additional procedure before releasing an incom-
petent defendant: determining whether he or she
would pose a danger to society.

Dangerousness

Dangerousness Determination Process

In some jurisdictions, the judge will seek a
forensic opinion whether the defendant poses a
danger if released, and may accordingly commit
him or her (18 U.S.C. § 4243(b); 18 U.S.C. §
4246(b)). In anticipation of this process, some
evaluating facilities offer, and some judges seek,

opinions of dangerousness during competency or
restorability evaluations.

Assessing risk of danger is notoriously diffi-
cult—just due to the unpredictability of human
behavior alone. It becomes increasing more
complex, hence less accurate, given variations in
most patients’ psychological conditions over
time, impact of changing hospital environments
and a mobile staff, vagaries of funding for treat-
ment regimens and placement centers, and
unreliability of stable placements and support
upon release (State v. Germane, 2009; Atchison
v. Cruz, 2011). Nevertheless, evaluating profes-
sionals may be tasked with offering their best
educated judgment of a defendant’s future dan-
gerousness if released from the hospital.

These are quasi-civil/quasi-criminal commit-
ment proceedings, and criminal commitments
may have different procedures or standards than
their civil counterparts (Matter of L.W., 2015).
Like civil commitment processes, defendants
retain Due Process rights and entitlement to
counsel for these proceedings. However, this
process may be overseen by criminal courts,
rather than civil or mental health courts.

Once an opinion of dangerousness is issued,
the judge will generally hold a hearing to deter-
mine dangerousness and the need for commit-
ment. As in competency and restoration
litigation, the lawyers could seek discovery of
evidence concerning dangerousness, and profes-
sional staff may be called as witnesses or experts
in this litigation.

Post-commitment Review

There have to be options to release defendants
from these commitments. Analyzing them under
Equal Protection, the Supreme Court concluded
that committed criminal defendants should get no
worse treatment than committed civil patients
(Jackson v. Indiana, 1972). Indiana, for example,
had a statutory provision for civil commitments
that allowed for release when the patient was no
longer gravely disabled or no longer posed a
danger to self or others. The criminal statute
providing for commitment of defendants found
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incompetent and unrestorable was, however,
silent as to any potential future release. In the
Davis case, for instance, the committed criminal
defendant contended he was deprived of consti-
tutional protections by this scheme (State v.
Davis, 2008). The Indiana Supreme Court
agreed. Accordingly, Indiana’s protocol was
changed to allow for release from commitment
when the defendant no longer poses any danger
or is no longer gravely disabled.

The United States Supreme Court has only
approved involuntary commitment statutes (both
civil and criminal) under the Due Process clause
when they satisfy these three requirements:
(1) “the confinement takes place pursuant to
proper procedures and evidentiary standards;”
(2) there is a finding of “dangerousness either to
one’s self or to others;” and (3) proof of dan-
gerousness is “coupled… with the proof of some
additional factor,” such as a “mental illness” or
“mental abnormality” (Kansas v. Hendricks,
1997). Thus, although different jurisdictions have
their particularized wording and laws, they
include at the least these three conditions. Some
states require more of course. California, for
instance, decided that in order to commit a
defendant who is mentally retarded, the state
must prove mental retardation, danger to self or
others, and that “mental retardation was a sub-
stantial cause of serious difficulty in controlling
dangerous behavior” (People v. Cuevas, 2013).
Mental health professionals should ask the law-
yers for the particular standards that apply to
their opinions.

Although the focus of release hearings is often
on dangerousness, defendants are entitled to
release—despite posing a serious threat of danger
—if their mental illness is resolved. After all,
release can also be premised upon remission of
the triggering mental condition (State v. Beaver,
2014). At that point it is the responsibility of the
law enforcement system, rather than the mental
health system, to control a defendant’s conduct.

Each jurisdiction has its own process, allow-
ing for review hearings periodically for the
defendant to seek release, and often allowing for
the hospital to ask for release (usually whenever
it opines it is appropriate). Practitioners should

familiarize themselves with the standards appli-
cable in their state. Defendants are also entitled
to counsel at these hearings.

Recovery Implications

Criminal defense lawyers have an obligation to
preserve their clients’ liberty interests (Humphrey
v. Cady, 1972). Recall that these lawyers may
attempt to secure their clients’ release even when
it is clearly not in their best medical or personal
interests. Defendants’ release is usually condi-
tioned upon their no longer suffering from the
mental illness or defect that led to their com-
mitment, and/or their no longer posing any dan-
ger to the community. Ironically then, the same
attorneys who had been advocating that their
clients were mentally ill (hence incompetent or
insane), and could not be restored (so charges
should be dismissed), would of necessity reverse
their tactics at this juncture.

Although they try to secure their clients’
release, they may also stay involved with the
clients post release. After all, most defendants
initially secure only conditional releases that
impose a number of terms that the defendant
must comply with (such as taking prescribed
medication, refraining from substance abuse,
remaining in a productive residence or program,
and reporting to supervising social work staff).
Often continued support and assistance from the
lawyer helps a defendant stay on track with his or
her release terms so that the defendant will not
violate those conditions. The long-range goal of
defense counsel at times is to free the defendant
from court-ordered commitment and supervision;
that is best realized by ensuring success while the
client is on a conditional release plan.

Civil Commitment

The Roots of Modern Civil
Commitment Laws

Theoretically, the modern practice of civil com-
mitment balances individual liberty interests with
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the need for involuntary psychiatric treatment. In
this ideal world, the courts and mental health
providers practice in a Goldilocks zone providing
just the right amount of Due Process and treat-
ment toward the goal of healthy independence
for all. The reality is that shifting financial and
legislative priorities constantly challenge Amer-
ica’s mental health safety net. Many state hos-
pitals struggle daily to provide meaningful
treatment and legal services to clients seeking
recovery. Despite these flawed systems, it is vital
for all stakeholders to contribute to the success of
each patient by understanding and strategically
applying involuntary treatment laws, which exist
to protect citizens and promote personal and
societal wellness.

The common law concept of parens patriae,
which originally existed as a doctrine granting
English royalty the inherent power and authority
to “parent” the people, has survived in American
jurisprudence permitting the government to pro-
tect the interests of those who cannot speak for
themselves. The most common application of
parens patriae occurs in the court’s treatment of
children, the elderly, the mentally ill, or others
deemed incompetent to manage their own affairs
(Ratliff 2000; Testa and West 2010; Alfred L.
Sapp & Son, Inc. v. Puerto Rico, 1982; Hawaii v.
Standard Oil Co. of California, 1972; Curtis
1976). In the context of involuntary treatment
laws, parens patriae operates in tandem with the
police powers granted to the states via the Tenth
Amendment to the United States Constitution,
which leaves to them expansive regulatory dis-
cretion to legislate and enforce order for the
health and welfare of the masses (Arrigo 2002;
Testa and West 2010). Together, these legal
principles provide the underpinning for modern
involuntary civil commitments. In practice, the
inherent dilemma has been reaching a balance
between the government’s obligations to ensure
the safety of the masses while preserving the civil
liberties of the individual.

Faced with the perpetual question of how best
to care for individuals with significant mental
health issues, the United States has gradually
modified its involuntary treatment laws. During
the 1700s and 1800s, oversimplified statutes

governed indefinite hospitalizations, which were
common due to a prevailing belief system that
stigmatized mental illness and presumed that the
asylum benefitted every patient (Gordon 2015).
Instead of offering shelter and support, the asy-
lum eventually became known for its abuses of
civil liberties (Gordon 2015; Testa and West
2010). Beginning in the 1950s, a shift toward
deinstitutionalization began to occur, based in
part on the efforts of mental health professionals
and civil rights lawyers working in tandem for
reform (Appelbaum 1997). Concurrently, phar-
maceutical science gave doctors an option to
manage patient care in an outpatient setting.
Further, the enactment of nationwide programs
like Medicare and Medicaid, which provided
federal funds to support community-based treat-
ment, prompted widespread closures of state
hospitals (Gordon 2015; Testa and West 2010).

Hand in hand with this deinstitutionalization
shift came the development of the “dangerous-
ness paradigm.” In the civil commitment setting,
this new legal standard was prescribed by the
Supreme Court in O’Connor v. Donaldson
(1975): “a State cannot constitutionally confine
without more a nondangerous individual who is
capable of surviving safely in freedom by him-
self or with the help of willing and responsible
family members or friends.” The Supreme Court
made clear that the state must show at least one
of the following three justifications for civil
commitment: danger to self or others, inability to
care for oneself, or the necessity of treatment to
cure a mental illness (O’Connor v. Donaldson,
1975). These parameters remain the underpin-
ning of almost every involuntary treatment
commitment law today.

Since this major shift in American mental
health policy, problems have continued to plague
the nation’s mentally ill. The positive growth of
community-based treatment providers seen in the
early days of deinstitutionalization faltered as
state and federal spending shifted to a decen-
tralized model in the 1980s, which impaired the
development of comprehensive modern mental
health services (Gordon 2015; McGuan 2009).
Scores of mentally ill Americans have since been
funneled into the prison system (Gordon 2015;
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McGuan 2009; Testa and West 2010). For others
caught in the revolving door of involuntary
commitments, meaningful mental health treat-
ment with individualized recovery in the least
restrictive setting remains an elusive goal.

Recently, perceived problems with the “dan-
gerousness” legal framework have led to an
uptick in the demand for further reform of the
civil commitment system. The change is toward a
focus on a “need for treatment” standard and
increased use of outpatient treatment (Gordon
2015; McGuan 2009; Stettin et al. 2014). Some
of these proposals are promising, and many have
been spearheaded by mental health professionals
and lawyers alike. Even so, the current state of
the law in almost every state continues to use
“dangerousness” language, and therefore all
practitioners must remain educated in these
standards and work within them to promote
health and wellness for their patients.

Inpatient Civil Commitment: Elements,
Definitions, and Due Process

Since the Donaldson case, the Supreme Court
has been quite laissez-faire in the arena of civil
commitments. Even so, certain important prece-
dent has been set by the highest court, which
continues to dictate state legislation and civil
commitment procedure. Four years after the
groundbreaking Donaldson decision, in Adding-
ton v. Texas (1979), the Supreme Court raised the
standard of proof for all involuntary treatment
commitments from “preponderance of the evi-
dence,” to “clear and convincing evidence.”
Thus, the Court required greater proof (of dan-
gerousness or grave disability) before allowing a
judge to deprive an individual of his or her lib-
erty interests by commitment. In 1982, the
Supreme Court made clear in Youngblood v.
Romero (1982) that every person has a protected
interest in freedom from confinement and per-
sonal restraint, requiring Due Process before that
civil liberty is restrained by involuntary
commitment.

Every state allows for involuntary commit-
ments of individuals who suffer from a

diagnosable mental health disorder and are a
danger to themselves or others. Not all statutes
read similarly, nor are they used uniformly across
the nation (Brooks 2007; Treatment Advocacy
Center 2011). Commonly, involuntary treatment
laws include the following legal elements: the
individual is currently suffering from a diagnos-
able mental health disorder (DSM-5) and as a
result of this disorder; the individual is a danger
to herself or others, or the individual is gravely
disabled, and the individual is unwilling or
unable to be voluntarily treated, and Assisted
Outpatient Treatment (“AOT”) is inadequate to
address the immediate risk. These statutory ele-
ments are legal and not medical in nature. State
laws or court opinions define, for example,
“dangerousness” or “grave disability;” these
terms are not intended to be flexible, nor are they
subject to interpretation by mental health pro-
fessionals on a case-by-case basis. These stan-
dards exist to promote uniformity, fairness, and
integrity to the process due each patient every
time he or she is facing commitment
proceedings.

To understand these legal elements, defini-
tions, and commitment practices, it is useful to
focus on one particular state’s Involuntary
Treatment Act. The state of Washington has a
well-developed system for handling civil com-
mitments that is typical of others found across
the country. Washington prefers that an individ-
ual receive the least restrictive means of treat-
ment possible, and allows for AOT orders when
appropriate (Rev. Code Wash. 71.05.012; Rev.
Code Wash. 71.05.145). Where inpatient com-
mitment is sought, the state must prove that the
individual (a) has a mental disorder and, as a
result of that mental disorder, (b) is gravely dis-
abled, or (c) presents a likelihood of serious harm
to themselves, others, or property (Rev. Code
Wash. 71.05.153; Rev. Code Wash. 71.05.240).
Washington’s definition of “mental disorder”
encompasses “any organic, mental, or emotional
impairment which has substantial adverse effects
on a person’s cognitive or volitional functions”
(Rev. Code Wash. 71.05.020(26)). Therefore, it
includes, but is not limited to, the following:
depression, schizophrenia, bipolar disorder,
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dementia, developmental disabilities, and trau-
matic brain injury (Rev. Code Wash. 71.05.040).

The presence of a “mental disorder” alone
cannot result in an involuntary commitment (In
re LaBelle, 1986). It must be sufficiently serious
to impair cognitive or volitional functioning,
resulting in presenting as gravely disabled or
dangerous. Washington’s “gravely disabled”
standard is met when the state can prove by clear
and convincing evidence that, as a result of the
person’s mental disorder, the person is: (a) in
danger of serious physical harm resulting from a
failure to provide for his or her essential human
needs or health or safety; or (b) manifesting
severe deterioration in routine functioning evi-
denced by repeated and escalating loss of cog-
nitive or volitional control over his or her actions
and not receiving such care as is essential for his
or her health or safety (Rev. Code Wash.
71.05.020(17)). Gravely disabled persons may
display the following examples of behavior
occurring as a result of a diagnosable mental
condition and its symptoms: individuals who are
starving themselves; individuals who are allow-
ing medical conditions to become unmanageable;
individuals who are on reckless spending sprees
or losing their homes; individuals who are not
perceiving reality or orienting themselves to
time, place, and person; or individuals who have
lost cognitive functioning or cannot remember or
retain information. These persons may suffer
from dementia and Alzheimer’s, have been
inflicted with traumatic brain injury, or are
catatonic. They can be gravely disabled under
other medical conditions as well, so long as those
fit within the parameters of the DSM-5, and the
problematic behavior is a result of those
symptoms.

Even though these gravely disabled cases can
include some factually very disturbing situations,
civil commitment remains a significant depriva-
tion of liberty that is not to be taken lightly. Even
when the patient is nonresponsive, if a civil
commitment lawyer believes that the alleged
grave disability does not meet the above ele-
ments, or that the individual can be cared for by
family and friends in a less restrictive setting, the
lawyer will actively contest commitment. In most

states, the simple fact that a person may need
treatment is not grounds for involuntary com-
mitment (Brooks 2007). Additionally, just
because a person may make questionable choices
should not result in loss of liberty. The con-
cerning behavior must not be a lifestyle choice,
but rather a result of such deteriorated thinking
based on the underlying mental condition so as to
render the person incapable of making rational
decisions (In re LaBelle, 1986). This standard
may seem cruel as it results in the release of
people whose condition may be improved by
treatment, but the Donaldson (1975) opinion
made clear that no one should be confined
against their will if they can live free in adequate
safety.

The presence of a mental disorder alone also
does not establish dangerousness. Unlike the
gravely disabled standard, which relies on a
danger of harm due to passive behavior, this
provision relies on that danger from active con-
duct by the patient (In re LaBelle, 1986). The
individual must present with a likelihood of
serious harm. Washington’s dangerousness
standard is met when the state can prove by clear
and convincing evidence that as a result of the
person’s mental disorder, there is a substantial
risk that: (a) physical harm will be inflicted by an
individual upon his or her own person, as evi-
denced by threats or attempts to commit suicide
or inflict physical harm on oneself; (b) physical
harm will be inflicted by an individual upon
another person, as evidenced by behavior which
has caused such harm or which places another
person or persons in reasonable fear of sustaining
such harm; (c) physical harm will be inflicted by
an individual upon the property of others, as
evidenced by behavior which has caused sub-
stantial loss or damage to the property of others;
or (d) the individual has threatened the physical
safety of another and has a history of one or more
violent acts (Rev. Code Wash. 71.05.020(25)).

Recent and tangible factual evidence of these
elements must be present, which often includes
suicidal or homicidal threats, or criminal acting
out (where law enforcement benevolently deci-
ded the better course would be commitment
rather than arrest). This may mean that the
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evidence of the problematic behavior used to
determine commitment is often established by
some non-medical assessment by a lay person or
police; these lay witnesses are not trained mental
health professionals, and their evidence conse-
quently may not be the most useful information
for proving dangerousness or grave disability.
Hence, many states allow courts to also consider
the individual’s recent history when determining
dangerousness, including information from
recent civil commitments or treating physicians
(Rev. Code Wash. 71.05.012).

If the person is likely to be arrested if released
from the involuntary treatment hold, lawyers will
often attempt to convince the patient to agree to
the civil commitment in lieu of facing criminal
charges. However, if the individual is likely to
face freedom should they be released from the
hold, these dangerousness commitments can
often result in contested hearings with testimony
not unlike criminal trials.

It should be noted that even in the civil,
nonforensic arena, people face significant social
stigma and collateral consequences if involun-
tarily civilly committed. Even a short 14-day
commitment can cost people their jobs or hous-
ing, or displace them from a comforting schedule
of activities or interaction with friends and fam-
ily, which may be invaluable to that person.
Involuntary commitment also carries potential
future criminal consequences, for example, in
some jurisdictions those who were committed
can be arrested if they later possess a firearm (18
U.S.C. §922(g)(4)). Therefore, although the
individual could benefit from treatment, he or she
may vigorously contest commitment for reasons
far beyond those contemplated by mental health
professionals. Again, it is the lawyer’s job to
advocate for liberty, which may or may not
always be in line with an individual’s path to
recovery.

Once a mental health professional has identi-
fied an individual whomeets commitment criteria,
the involuntary treatment process begins with an
initial detention. In Washington, this is a 72-hour
hold period that cannot last longer without patient
consent or a court order (Rev. Code Wash.
71.05.180; Rev. Code Wash. 71.05.240). Though

some individuals never need more than the
three-day hospitalization, so do not see legal
advocates, most persons in initial detention are
moving into the commitment process, so end up
with counsel. The court appoints a lawyer to rep-
resent any individual facing a 14-day (or longer)
civil commitment (Rev. CodeWash. 71.05.150(2)
(c)). The attorney visits the client and advises him
or her of Due Process rights and what to expect in
this process. Often, the lawyer will seek informa-
tion about the circumstances surrounding the
current detention, as well as the individual’s
background and life circumstances. It should be
noted that attorneys are often referred to by the apt
title of “counselors at law,” and the civil commit-
ment legal practice involves a lot of active listen-
ing and redirection, professional interactions
commonly associated with therapeutic “counsel-
ing.” If the client is able to communicate a decision
regarding commitment, he or she will either con-
sent to it or request a contested hearing (Rev. Code
Wash. 71.05.240). When the client is unable to
speak for him- or herself, the attorneymust request
the appointment of a guardian ad litem to speak for
the client. This should be minimized, as even the
most disabled patients should guide their own
legal representation if they can communicate at all
(In re Detention of J.S., 2007).

The legal representation of persons facing
civil commitment is both necessary and impor-
tant. Because Due Process is a constitutional
mandate, it behooves mental health professionals
to assist lawyers, even when they are on opposite
sides of commitment litigation. To that end,
hospital and treatment center staff should con-
sider the following: (1) providing confidential
areas for attorney–client visits that are also safe
and accessible by security; (2) accommodating
lawyers when they request access to medical
records and copy machines; and (3) engaging in
candid conversations with legal advocates about
relevant recovery topics, including social ser-
vices, and community resources, and other
long-term plans for the client beyond the narrow
four corners of the commitment petition. In the
end, even when medical staff “loses” a commit-
ment hearing, the patient’s rights were protected,
and the doctors will have contributed to devising
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the best outpatient treatment plan for their
patient.

All is not adversarial in the civil commitment
setting. When the client chooses to comply with
treatment, the legal advocate may be more will-
ing to work hand in hand with the mental health
professional. But, before this can occur, attorneys
need to be able to safely and timely assess the
client’s legal situation. Staff efforts to hamper
this process would only create more litigation;
cooperation with discovery for the lawyer may
thus avoid a pitched court battle. Additionally,
because civil commitment cases move quickly,
lawyers do not have time to mediate any conflict
with staff before they are expected to compe-
tently advise the client and appear in court.
Consequently, when lawyers have easy access to
clients and records in a safe and confidential
environment, they have more time to work with
treating doctors, family, and community support
systems to further the recovery needs of the
patient.

When the client wants to fight commitment, or
when conciliatory efforts fail, the court holds an
evidentiary hearing and makes findings of fact
and law determining whether the person is
released or hospitalized. In Washington, a 90-day
petition for inpatient treatment is available for
individuals who continue to meet commitment
standards even after the initial period of deten-
tion, and still cannot be served by less restrictive
conditions in the community (Rev. Code Wash.
71.05.300). At this stage, Due Process is
heightened, and so a jury trial may be requested.
For these trials, legal advocates can also hire
their own experts (Rev. Code Wash. 71.05.300).
Further 180-day proceedings are rare and have
somewhat different procedures, such as exclud-
ing commitments for individuals who are a harm
to self (Rev. Code Wash. 71.05.320(2)).

Patient Rights

Once committed, patients continue to have
rights, which are codified in state law and the
federal mental health patient’s Bill of Rights (42

U.S.C. § 9501; Rev. Code Wash. 71.05.220).
Relevant to this topic is the patients’ continuing
rights to the following:
• appropriate treatment and services in a setting

most supportive of their personal liberty,
which should only be restricted to the extent
necessary consistent with all relevant laws
and court orders;

• regular review of their individualized treat-
ment plan to include reassessment of whether
inpatient treatment is necessary;

• patient participation with that treatment plan
with accessible explanations thereof;

• protection from certain treatment modalities,
including experimentation, unless permitted
by law;

• freedom from restraints and seclusion unless
in an emergent well-documented situation;

• humane conditions of confinement, including
privacy and confidentiality with access to
records and visitors with limited exceptions;

• grievance procedures for patients to
self-advocate without fear of retaliation; and

• referrals to case-appropriate community pro-
fessionals upon discharge.
While these standards are all exercised in

slightly different ways throughout the nation’s
hospitals, they must be posted in the wards where
patients can access and review them (42 U.S.C. §
9501(3)(D)). The monumental Donaldson (1975)
case arose not only in response to the lack of Due
Process at the commitment stage, but also due to
Donaldson’s subsequent 15-year restraint with
virtually no liberties within the facility itself. The
Court was shocked by the continual denial (with-
out explanation) of Donaldson’s repeated requests
for ground privileges, occupational training, and
opportunities to discuss his treatment plan. Patient
rights are an integral piece of the commitment
process, without which the fundamental ideals of
treatment toward recovery crumble.

Involuntary medication in civil commitments
continues to present challenges. While the law
regulating involuntary medication of a criminal
defendant is well defined in the forensic context,
it is less well developed in the civil context.
“Forced meds” in the civil commitment setting is
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not governed by any Supreme Court case, and so
there is a great variation in how different states
handle it. Nonetheless, all must at least overcome
the “compelling state interest” standard (Hinton
and Forrest 2007). Generally in Washington,
patients have a right to refuse antipsychotic
medicine unless the failure to medicate is deter-
mined to result in a likelihood of serious harm or
substantial deterioration and there is no less
intrusive course of treatment (Rev. Code Wash.
71.05.210; Rev. Code Wash. 71.05.215; Rev.
Code Wash. 71.05.217). ECT may only be
administered upon a court order after full Due
Process and proof shown by clear and convinc-
ing evidence that it is necessary (Rev. Code
Wash. 71.05.217; In re Schuoler, 1986).

Beyond the “Dangerousness”
Standard

After Donaldson (1975), many states constructed
narrow statutes including specific language
tracking the Supreme Court opinion. However,
exceptions exist, such as in Arizona, which has a
“need-for-treatment” standard as opposed to the
typical “danger to self or others” requirement
(Ariz. Rev. Stat. § 36-540(A)). Commitment will
be ordered in Arizona even when a person can
still meet basic survival needs and exhibits no
violent or suicidal tendencies if they are found to
be “persistently or acutely disabled” (Ariz. Rev.
Stat. § 36-501(31)). This is defined as a severe
mental disorder meeting the following criteria:
• If not treated has a substantial probability of

causing the person to suffer or continue to
suffer severe and abnormal mental, emotional,
or physical harm that significantly impairs
judgment, reason, behavior, or capacity to
recognize reality.

• Substantially impairs the person’s capacity to
make an informed decision regarding treat-
ment and this impairment causes the person to
be incapable of understanding and expressing
an understanding of the advantages and dis-
advantages of accepting treatment and
understanding and expressing an under-
standing of the alternatives to the particular

treatment offered after the advantages, disad-
vantages, and alternatives are explained to
that person.

• Has a reasonable prospect of being treatable.
Thus, immanency and dangerousness are not

required in Arizona, which casts a broader net
and impacts the liberty interests of more indi-
viduals. This type of statutory language has
been widely advocated for by mental health
professionals—and for good reason from their
perspective—as it may serve to protect more
people and treat patients before actual harm or
an arrest occurs. However, if history is any
indication, the shift back to an over-reliance on
parens patriae and the police powers of the
states to involuntarily commit people only
because they need treatment can result in a
myriad of civil liberties abuses that the Supreme
Court has specifically precluded. A measured
approach is needed to ensure that Due Process
and patient rights remain intact, while the abuses
of the past are not repeated and relitigated in an
infinite loop.

The emerging push to better utilize “assisted
outpatient treatment” laws or “AOT” is perhaps
less polarizing to civil libertarians and mental
health providers. New York’s “Kendra’s Law” is
an AOT statute backed by a state mandate for
counties to “operate, direct and supervise an
AOT program” (N.Y. Mental Hyg. Law § 9.60).
Thus, involuntary treatment courts in New York
have far more less restrictive options when
fashioning commitment orders because AOT is
funded and available. This assists new patients as
well as individuals reintegrating into society after
a lengthier inpatient commitment. While AOT
impacts civil liberties (because discharged
patients are still under court orders mandating
treatment, and violation may result in returning
to hospital placement), the restraints on freedom
of movement, privacy, and other constitutional
concerns are mitigated in this setting. In Wash-
ington, individuals facing violation of their AOT
have the same right to notice, hearing, and
counsel as a person facing initial commitment
(Rev. Code. Wash. 71.05.230; Rev. Code. Wash.
71.05.240). Thus, AOT provides an opportunity
for greater liberty while ensuring that Due
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Process remains intact should the individual’s
mental state worsen.

Whether or not a state has a “dangerousness”
or “need-for-treatment” statute, or is utilizing
their AOT laws to their fullest extent, the mental
health community faces challenging populations
who need treatment, but do not fully meet the
definitions for the “severe mental disease or
defect” requirement. These individuals include
persons suffering from personality disorders,
eating disorders, and disorders involving addic-
tion (Testa and West 2010). The DSM-5 may
resolve some of these concerns by removing the
“Axis II” label and relying more heavily on the
impact of symptoms. Mental health professionals
should expect to see litigation regarding those
DSM-5 changes over the coming years, if not
already in some localities.

The Goals of Civil Commitment

Despite the frequent adversarial relationship of
lawyers and mental health professionals in civil
commitment courts, these two groups also have a
history of working together on systemic change.
In fact, the ultimate goals of mental health pro-
fessionals and lawyers in the involuntary treat-
ment setting are not so different (Rev. Code.
Wash. 71.05.010). Mental health advocates have
always looked to put an end to the inappropriate,
indefinite commitment of the mentally ill; legal
advocates have worked to try to find the best
treatment options for clients as well. Mental
health providers aim to provide prompt evalua-
tion and short-term treatment of patients; lawyers
want to provide effective advocacy quickly so as
to avoid continuances and unnecessary involun-
tary detentions. Mental health advocates often
hope to safeguard individual rights of patients
just as much as lawyers, and extend those sen-
sitivities into the realm of forced medications and
controversial treatment modalities. Hospitals
want to provide continuity of care and attorneys
want to maintain communication with clients,
mental health professionals, and family to
accomplish their client’s unique end goal. Mental
health advocates are actively promoting and

encouraging community-based care, just as law-
yers advocate for the recovery path of the client’s
choosing. Mental health professionals are inter-
ested in protecting the public safety; civil com-
mitment lawyers are always educating the client
on both short-and long-term impacts of legal
decisions while enabling choices leading the
client away from future involuntary detention in
hospitals or jails. In all of these ways, these two
groups have more in common than it may seem
at first glance.

Conclusion

Despite efforts in the latter half of the twentieth
century to shift mental health treatment into the
community, more than 200 state hospitals remain
open and serve a diverse patient population
(Fisher et al. 2009). All of these patients have a
constitutionally protected interest in their liberty
and specific Due Process rights associated with
their detention. Doubtless they also have medical
needs that must be addressed before reaching a
state of wellness. Doctors and lawyers may have
different roles to play in the lives of these
patients, but everyone is working toward an
overarching goal of recovery in a free society.

The modern Hippocratic Oath (Miles 2004)
champions the circumvention of “those twin
traps of overtreatment and therapeutic nihilism,”
and urges “that warmth, sympathy, and under-
standing may outweigh the surgeon’s knife or the
chemist’s drug.” The Oath encourages seeking
assistance “when the skills of another are needed
for a patient’s recovery,” reminds that illness
“may affect the person’s family and economic
stability,” and inspires a sense of social respon-
sibility “with special obligations to all my fellow
human beings.” Similarly, the Preamble to the
American Bar Association’s Model Rules of
Professional Conduct (ABA Model Rules of
Professional Conduct, Preamble (1), (6)) states
that “[a] lawyer, as a member of the legal pro-
fession, is a representative of clients, an officer of
the legal system and a public citizen having
special responsibility for the quality of justice.” It
continues:
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As a public citizen, a lawyer should seek
improvement of the law, access to the legal sys-
tem, the administration of justice and the quality of
service rendered by the legal profession. In addi-
tion, a lawyer should further the public’s under-
standing of and confidence in the rule of law and
the justice system because legal institutions in a
constitutional democracy depend on popular par-
ticipation and support to maintain their authority.
A lawyer should be mindful of deficiencies in the
administration of justice and of the fact that the
poor, and sometimes persons who are not poor,
cannot afford adequate legal assistance. Therefore,
all lawyers should devote professional time and
resources and use civic influence to ensure equal
access to our system of justice for all those who
because of economic or social barriers cannot
afford or secure adequate legal counsel.

Collectively, these professional vows and
guidelines are inspiring and complimentary.
Together, mental health providers and legal
advocates can mold a genuine yet practical vision
of a mental health system providing justice and a
path to recovery for all.
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16Stigma and Recovery

Kathy Bashor, Susan Junck, Colleen McGregor
and Cheryl Anderson

Introduction

One of the strongest deterrents to seeking mental
healthcare is the stigma associated with mental
illness in our society. Johnstone (2001, p. 201)
stated, “People suffering from mental illness and
other mental health problems are among the most
stigmatized, discriminated against, marginalized,
disadvantaged and vulnerable members of our
society.” Stigma is a pernicious form of dis-
crimination that has broad effects on the lives of
those seeking treatment, their families, and care-
givers. One in four of us will personally experi-
ence mental illness in our lifetime. We are all
likely to deal with mental illness at some point in
our life journey, whether with a family member, a
loved one, a friend or professional colleague,
neighbor, or with ourselves. The effects of stigma

on an individual, their families and their friends
can be overwhelming (Wahl 1999; Wahl and
Harman 1989). As individuals living with mental
illness experience the full brunt of the disease,
their loved ones experience the ramifications of
the disease, right along with them. Denial, anger,
fear and sadness are just a few of the emotions
experienced by individuals with mental illness—
the experience is much like being on an emotional
roller coaster. The difficulties associated with
living with mental illness are magnified by one’s
experience with rejection and discrimination,
which are consequences of stigma.

Deegan (1993) and Reidy (1993) provided
their personal experience with stigma and how it
impacts self-esteem, empowerment, hope, and
sense of recovery. Accompanying the roller
coaster of emotions, people who have intimately
experienced mental illness encounter various
challenges that complicate their lives caused by
the stigma that surrounds mental illness, such as
lack of social support, housing, employment, that
negatively impact their mental health treatment
(Borinstein 1992; Corrigan 2004; Link and
Phelan 2001; Link et al. 1997; Overton and
Medina 2008). Furthermore, mental illness
knows no boundaries and, like any other illness,
does not discriminate based on race or ethnicity.
The stigma of mental illness affects all ethnic
groups and cultures and it is necessary to
understand that culture has a direct impact on the
stigma attached to mental illness. In fact, in
certain cultures individuals are less likely to seek
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mental health treatment based on their cultural
beliefs surrounding mental illness, such as Lati-
nos, Asians, and African Americans (Anglin
et al. 2006). Discrimination, prejudice, and
stigma also have a negative impact that may lead
to mental health issues in minority populations.
Kidd et al. (2011) described the powerful impact
of prejudice and social stress, and its impact on
the mental health of lesbian, gay, and bisexual
populations. Likewise, Williams and Williams-
Morris (2000) identified how racism affects the
mental health of African Americans.

The Surgeon General (2015) reported that
more than 43 million adults in our country
struggled with mental illness in the past year.
Half meet the criteria for a diagnosable mental
health condition at some point in their lives; one
quarter by the age of 14, and more than 20 mil-
lion adults have an alcohol or drug abuse prob-
lem. Yet, in spite of how common mental illness
and addiction are in our families and in our
communities, prejudice and barriers to accessing
care still keep too many people from getting the
treatment they need. Earlier, Kessler et al. (2005)
reported that researchers have noted there is a
worldwide epidemic of individuals with psychi-
atric problems not seeking treatment.

One of the main barriers to seeking and
accessing care is the stigma that occurs when one
reports or is identified as having a mental illness.
While most people who experience a mental ill-
ness do not have to enter an inpatient hospital
setting, those who do, experience the most potent
form of stigma. The individual, their families,
and friends all are affected by the experience.
The person can be traumatized by the sudden
lack of independence, will likely remember many
aspects of the experience and may need to
identify it on a variety of applications for licen-
sure, health care, housing, and/or employment.
While the American with Disabilities Act
(ADA) has prevented many of these overt forms
of discrimination, stigma plays a subtler role and
creates discriminatory practice that are not under
the control of ADA regulations. This is one of
the reasons that the Surgeon General identified
stigma as one of the most pressing issues
affecting public health. There is nothing

shameful about having mental illness and there is
nothing weak about reaching out for help; how-
ever, no other medical condition experiences the
degree of stigma that mental health experiences.

Stigma has the harmful consequence of
diminishing motivation to enroll and participate
in many forms of treatment. Aakre et al. (2015,
p. 125) identified that “when the individual
receives a mental health diagnosis and/or iden-
tifies as a person with a mental health condition,
these stereotypes become personally relevant.
This puts the person at risk for ‘self-
concurrence’, or believing that the stigmatizing
attitudes are true of him or herself. This is
self-stigma.” Self-stigma is a major deterrent to
seeking behavioral health care and is based on
the negative attitude that many individuals have
regarding the likelihood of improvement or the “I
am so damaged that I can’t he helped.” In a
survey conducted by the American Psychological
Association (Miller et al. 2006), 76 % of poten-
tial consumers had low confidence in the
expected outcomes of services. The self-
stigmatizing attitude has been nurtured by por-
trayals of mental health services by the media, in
the workplace, school settings and by the very
professionals who provide care. The attitude that
“therapist’s know best” have made many con-
sumers feel helpless and that improvement, if it is
to occur at all, is long drawn-out arcane process
based only on the skills of the therapist (Corrigan
et al. 2009). Self-stigma results in negative
judgments we levy against ourselves based on
devalued group identities (Scheyett 2005). This
attitude is in conflict with what research has
indicated to be the most important predictor of
successful outcome: engagement and participa-
tion in treatment (Orlinsky et al. 1994).

Myers described two forms of stigma.
According to Myers, enacted stigma is exterior
and refers to discrimination against people with a
psychiatric illness because of their perceived
unacceptability or inferiority. Felt stigma is inte-
rior and refers to both the fear of enacted stigma
and a feeling of shame associated with having a
mental illness. Myers described enacted stigma as
systemic, including the lack of parity in health
insurance coverage, employment discrimination,
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housing discrimination, and denial of insurance
coverage for preexisting conditions. Felt stigma is
how the shame and guilt that the person experi-
ences can impact the person’s willingness to seek
or remain in treatment, or to reveal issues to their
treatment professionals.

The cognitive and emotional reactions to
stigma resemble the effects that have been
duplicated in behavioral research studies on the
phenomenon of learned helplessness (Seligman
1977). Learned helplessness is the person’s
inability to see any effective solution to an
environmental stressor. It is caused by a series of
experiences in which the person learns that
nothing they do matters to change the stressful
situation and the belief that your actions will be
futile. Learned helplessness can be prevented if,
before the experience with helplessness occurs,
the person learns that his/her actions can make a
difference. Unremitting learned helplessness can
lead to hopelessness and depression.

A major problem in combating stigma is the
lack of public awareness of the advances made in
the field of psychiatry and behavioral health over
the past several decades. Too often, perceptions
are guided by the media which portrays psychi-
atric inpatient hospitals as “snake pits” or that all
patients are undergoing intensive, five-day-a
week psychoanalysis or experience arcane treat-
ments, such as lobotomies. Vast ignorance con-
tinues to exist in society with respect to the
advances made in psychiatry and other mental
health fields, which coupled with the pervasive
stigma attached to having a mental illness pre-
vent people from recognizing, seeking, and
receiving the help they need (Fung et al. 2010).
Further complicating matters is the myth that the
American character should embody one of
strength and self-reliance and being able to take
care of ourselves. This false perception continues
to take precedence over the concept that mental
illness is a biological illness that is treatable and
not self-induced (Fink and Tasman 1992).

The way that mental illness is portrayed in the
media and the entertainment industry has sig-
nificantly contributed to stigma. Stigma (like
beauty) is in the eye of the beholder, and a body
of evidence supports the concepts of stereotypes

of mental illness (Byrne 1997, 2000; Philo 1997;
Townsend 1979). Goffman (1961, 1963) descri-
bed the difference between a normal and a stig-
matized person as a question of perspective, not
reality. Public (or social) stigma is the awareness
of stereotypes that the public and society holds
about people who are living with mental ill-
nesses. In movies, this often means portraying
characters with mental illness as physically vio-
lent and unpredictable. A salient example is the
1978 movie, Halloween, in which the villain is a
patient who escaped from a mental institution
and terrorizes everyone he encounters. Public
stigma also involves prejudice, or ascribing to
stereotypes that foster negative emotional reac-
tions, such as fear and avoidance. With the rapid
evolution of media, it has become a powerful
tool for most of us to learn, to understand, to seek
advice, and obtain knowledge.

Research has shown that many people get
their only information about mental illness from
the mass media (Wahl et al. 2002). What they see
and hear influences their thoughts and opinions.
Mental Health America (1999; formerly the
National Mental Health Association) reported
that, according to a survey for the Screen Actors’
Guild, characters in prime time television por-
trayed as having a mental illness are depicted as
the most dangerous of all demographic groups:
60 % were shown to be involved in crime or
violence. Most news accounts portray people
with mental illness as dangerous. The vast
majority of news stories on mental illness either
focus on other negative characteristics related to
people with the disorder (e.g., unpredictability
and unsociability) or on medical treatments.
Absent are positive stories that highlight recov-
ery of many persons with even the most serious
of mental illnesses (Wahl et al. 2002).

Inaccurate and stereotypical representations of
mental illness also exist in other entertainment
media, including music, novels, and cartoons
(Wahl 1995). The media can perpetuate stigma,
giving the public narrowly focused stories based
on stereotypes; however, the media can also be a
useful means to challenge and replace these
stereotypes. Contrary to what is often portrayed
in the media, people with psychiatric disabilities
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are far more likely to be victims than perpetrators
of violent crime (Appleby et al. 2001). In spite of
this, Watson et al. (2004) reported that police and
correctional officers often have attitudes that
people with mental illness are dangerous.
Researchers at North Carolina State University
and Duke University found that people with
severe mental illnesses—schizophrenia, bipolar
disorder, or psychosis—are two and half times
more likely to be attacked, raped, or mugged than
the general population (Hiday 2006; Hiday et al.
1999, 2001, 2002; Phelan et al. 2000; Townsend
1979). Partially due to the media, many people
associate individuals with mental illness with
psychopathic or what is now known as socio-
pathic personality disorder. This condition rep-
resents only 1.2 % of individuals with mental
illness. In fact, the vast majority of criminal acts
are committed by individuals who display
instrumental criminal acts, designed to obtain
money or revenge (Mulvey 1994).

Over time, the media has slowly become
conscious of these harmful portrayals. In 2013,
the Associated Press added an entry on mental
illness to its Stylebook to help journalists write
about mental illness fairly and accurately. And,
in recent years, Hinshaw (2005, 2006), Hinshaw
and Cicchetti (2000), Hinshaw and Stier (2008)
noted, screenwriters have made an effort to por-
tray more humanized characterizations of indi-
viduals with mental illness. For example, Carrie
Mathison on Showtime’s Homeland who has
bipolar disorder, Bradley Cooper’s character in
Silver Linings Playbook and John Nash, the
Nobel Prize-winning economist, with
schizophrenia in A Beautiful Mind. In each case,
the portrayals are more realistic and hopeful, and
show that individuals can attain valued lives.

What we do know today is that stigma is not a
new problem. Stigmatization of people with
mental illness has continued throughout history
in the United States (Araujo and Borrell 2006)
and can be traced as far back as ancient Greece.
The word originated from markings or brandings
placed on Greek slaves to clearly separate them
from the common, free man. Goffman (1961,
1963), an early scholar, defined stigma “a mark
of disgrace.” This perception of individuals with

mental illness reduced their value as human
beings and labeled them as being “less than” in
society. In ancient civilizations, mental illness
was thought to have been caused by supernatural
forces serving, largely, as a punishment for sins.
These afflicted individuals were allowed to live
free as part of society, just as long as they were
not dangerous.

Today, while progress has been made, from a
societal as well as system perspective regarding
the views, acceptance and treatment of people
with mental illness, much work still remains to
demystify perceptions, engage with and educate
the general public and health care professionals,
and build capacity for complete inclusion. Efforts
to combat stigma are focused on reinstilling
hope, supporting resiliency, and providing dig-
nity to those who have been and continue to be
deprived the right to fully participate in society
(Corrigan and Watson 2002). These principles
can be realized is inpatient settings when staffs
have appropriate training and supervision.

The Dynamics of Stigmatization

Stigma and discrimination associated with men-
tal illness is an epidemic that impacts peoples’
lives in a chronic and severely debilitating
manner. People who suffer from mental illness
are challenged doubly. On the one hand, they
struggle with the symptoms and disabilities that
result from the disease. On the other, they are
challenged by the stereotypes and prejudice that
result from misconceptions about mental illness.
As a result of both, people with mental illness are
robbed of the opportunities that define a quality
life: good jobs, safe housing, satisfactory health
care, and affiliation with a diverse group of
people. Although research has gone far to
understand the impact of diseases, it has only
recently begun to explain stigma in mental illness
(Brohan et al. 2010). Much work yet needs to be
done to fully understand the breadth and scope of
prejudice against people with mental illness.
Fortunately or unfortunately, social psycholo-
gists and sociologists have been studying phe-
nomena related to stigma for several decades and
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what is known is that stigma is often internalized
by individuals, and is even fostered by some
health care professionals (Reavley et al. 2014;
Stuber et al. 2014). This ethics-laden issue acts as
a barrier to individuals who may seek or engage
in treatment services.

The report Respect Costs Nothing is a survey
that was conducted to identify how people with
experience of mental illness have faced dis-
crimination and the impact such discrimination
has had on their lives (Mental Health Founda-
tion, 2004). Respondents to this survey identified
discrimination associated with mental illness in
all aspects of their lives. The report highlights
that fear of further discrimination often prevents
people from participating in many activities. In
addition, internalizing stereotypes about mental
illness discourages people from pursuing dreams
or goals. Lucksted and Drapalski (2015) descri-
bed the pervasive effects of stigma, as “Much
like breathing in polluted air, it is very hard to
not take in at least pieces of societal prejudices
like racism, sexism, classism, homophobia, and
mental illness stigmatization” (p. 99).

The impact of stigma is twofold, public
stigma, which is the reaction that the general
population has to people with mental illness and
self-stigma, the prejudice which people with
mental illness turn against themselves. Both
public and self-stigma may be understood in
terms of three components: stereotypes, preju-
dice, and discrimination. Stigma about mental
illness seems to be widely endorsed by the gen-
eral public in the Western world. Studies suggest
that the majority of citizens in the United States
(Link 1987) and many Western European nations
(Bhugra 1989) have stigmatizing attitudes about
mental illness. Furthermore, stigmatizing views
about mental illness are not limited to unin-
formed members of the general public; even
well-trained professionals from most mental
health disciplines subscribe to stereotypes about
mental illness (Keane 1990, 1991).

Several themes describe misconceptions about
mental illness and corresponding stigmatizing
attitudes. Media presentations typically portray
those with mental illness in three ways: people
with mental illness are homicidal maniacs who

need to be feared; they have childlike perceptions
of the world; or they are responsible for their
illness because they have weak character (Gab-
bard and Gabbard 1992). Results of two inde-
pendent factor analyses of survey responses of
more than 2000 English and American citizen’s
parallel the Gabbards’ observations (Brockington
et al. 1993). The survey revealed that the public
had the following perceptions of people with a
mental illness: (a) fear and exclusion—persons
with severe mental illness should be feared and,
therefore, be kept out of most communities;
(b) authoritarianism—persons with severe mental
illness are irresponsible, so life decisions should
be made by others; and (c) benevolence—per-
sons with severe mental illness are childlike and
need to be protected.

Although stigmatizing attitudes are not lim-
ited to mental illness, the public appears to dis-
approve of persons with psychiatric disabilities
significantly more than persons with related
physical illness (Corrigan et al. 2000). Severe
mental illness has been likened to drug addiction,
prostitution, and criminality (Albrecht et al.
1982). Unlike physical disabilities, persons with
mental illness are perceived by the public to be in
control of their disabilities and responsible for
causing them (Corrigan et al. 2000). Further-
more, research respondents are less likely to pity
persons with mental illness, instead reacting to
psychiatric disability with anger and believing
that help is not deserved (Socall and Holtgraves
1992). The behavioral impact (or discrimination)
that results from public stigma have been
examined in many studies and has shown that the
public will withhold help to some minority
groups because of corresponding stigma (Weiner
et al. 1988). A more extreme form of this
behavior is social avoidance, where the public
strives to not interact with people with mental
illness altogether and it takes four forms: with-
holding help, avoidance, coercive treatment, and
segregated institutions.

People with psychiatric disabilities living in a
society that widely endorses stigmatizing ideas,
internalize these ideas and believe that they are
less valued because of their psychiatric disorder.
Self-esteem suffers, as does confidence in one’s
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future (Allport 1979). Given this research, mod-
els of self-stigma need to account for the dele-
terious effects of prejudice on an individual’s
conception of him or herself. However, research
suggests that, instead of being diminished by the
stigma, many persons become righteously angry
because of the prejudice that they have experi-
enced (Chamberlin 1998). This kind of reaction
empowers people to change their roles in the
mental health system, becoming more active
participants in their treatment plan and often
pushing for improvements in the quality of ser-
vices (Corrigan et al. 2000).

Low self-esteem versus righteous anger
describes a fundamental paradox in self-stigma
(Corrigan et al. 2000). Models that explain the
experience of self-stigma need to account for
some persons whose sense of self is harmed by
social stigma versus others who are energized by,
and forcefully react to the injustice (Corrigan
2004, 2011; Corrigan et al. 2000, 2002, 2009,
2013; Corrigan and Lundin 2001; Corrigan and
Penn 1999; Corrigan and Rao 2012). In addition,
there is yet a third group that needs to be con-
sidered in describing the impact of stigma on the
self. The sense of self for many persons with
mental illness is neither hurt, nor energized, by
social stigma, instead showing a seeming indif-
ference to it altogether.

Attitudes Toward Mental Illness
and the Power of Stigma

An issue that people consider before consulting a
mental health professional, or encouraging
someone else to do so, is the stigma many people
experience by reporting that they are in “therapy.”
When people engage in counseling or therapy
from a psychiatrist or psychologist, they have to
realize that they may have to answer challenging
questions when they are posed on a job applica-
tion or interview, applications for occupational or
professional licensure, a driver’s license,

applications for health or life insurance, and/or
questions posed on school and college applica-
tions such as, “Have you ever had psychiatric or
psychological therapy?” When a person applies
for a job, or an occupational licensure or driver’s
license, or for an insurance policy, or admission
to an educational program, or even better—wants
to serve our country as a member of a jury or to
enter the military, will often be required to answer
questions about their health status. When people
answer such questions, candidly and honestly,
admitting to having received psychiatric or psy-
chological help, the result all too often will be loss
of important opportunities.

Answering “yes” to such questions often
results in rejection for employment, licensure,
admissions, acceptance, denial, and even services
to one’s country. Sometimes the person will be
forced to ask their therapist to file a report when
they apply for a license, become insured, or
required by Child Protective Services to reunite a
family. If, on the other hand, the person conceals
their experience of psychiatric or psychological
therapy by answering “no,” thereafter they will
have to worry, and for good reason, that they will
be found out and the “cover-up” revealed (Cor-
rigan et al. 2012).

Many people who would benefit from mental
health services opt not to pursue them or fail to
fully participate once they have begun. Not sur-
prisingly, Swarbrick and Roe (2011) identified
the adverse impact that stigma has on the persons
willingness to take psychotropic medications.
Stigma yields two kinds of harm that may
impede treatment participation: It diminishes
self-esteem and robs people of social opportuni-
ties. Although the quality and effectiveness of
mental health treatments and services has
improved greatly over the past 50 years, many
people who might benefit from these services
choose not to obtain them, or do not fully adhere
to the treatment regimens once they are begun
(Fung et al. 2010). Stigma is one of several
reasons why people make choices to avoid the
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label of mental illness that results when people
are associated with mental health care (Liv-
ingston and Boyd 2010).

Stigma and discrimination continue to be a
reality in the lives of people suffering from
mental illness and prove to be one of the greatest
barriers to regaining a normal lifestyle and
overall health. Negative attitudes about mental
illness often underlie stigma, which in turn, can
cause people affected to deny symptoms, delay
treatment, be excluded from employment, hous-
ing or relationships, and interfere with recovery.
Furthermore, these societal attitudes that view
symptoms of psychopathology as threatening and
uncomfortable are frequently the catalysts that
foster stigma and discrimination toward people
with mental health problems. Such reactions are
common when people are brave enough to admit
they have a mental health problem, and they can
often lead to various forms of exclusion or dis-
crimination, either within social circles, the
workplace or in the military. Hoge et al. (2006)
reported that the percentage of military personnel
experiencing mental health concerns who utilize
behavioral health services could be as low as
23 %. Gould et al. (2010), Kim et al. (2010),
Ben-Zeev et al. (2012) and the Mental Health
Advisory Team (2009) identified stigma as the
most prominent reason that military personnel do
not seek mental health care.

Where Did the Stigma of Mental
Illness Begin?

Stigma is not a new problem and has a history
that dates back to the age of what were called
asylums. While these asylums no longer exist in
their previous form, they represent society’s
efforts to deal with mental illness in what they
thought was a humane approach by segregating
people with mental illness from others. While
long-term segregation is no longer the general
approach, there continues to be a social separa-
tion between those with mental illness and oth-
ers. The separation no longer needs a physical

location; it now consists of a mental attitude
known as stigma.

Mental Illness and the Age
of the Asylum: A Historical Perspective

The public mental health system is experiencing
new challenges in a rapidly changing environ-
ment. Health care reform, economic restraint,
complex civil commitment laws, and the need to
ensure civil rights have placed pressures on the
capacity and adequacy of state psychiatric inpa-
tient hospitals. Today, most people with mental
illness are served successfully in community
settings; however, at times, those with the most
serious mental illness need inpatient care pro-
vided in community outpatient or community
inpatient psychiatric hospitals. While there is no
broad consensus on what the role community
inpatient psychiatric hospitals play in the con-
tinuum of care, the National Association of State
Mental Health Program Directors (NASMHPD
2014) reported that psychiatric inpatient hospi-
tals, including state psychiatric hospitals, play a
vital role in the continuum of recovery services.

In order to fully understand the effects of
stigma on individuals with mental illness, we
need to examine the roles that psychiatric inpa-
tient hospitals have played in the past and pre-
sent. It is important to have an understanding of
the history and the context of the mental health
system in the United States, and to understand
how and why state and community psychiatric
inpatient hospitals function as they do in the
present day. State psychiatric hospitals were
originally established to reform how persons
with mental illness received care. It was done
with humanitarian motives. In colonial times,
persons who were considered “demented” were
placed in local jails or almshouse if no relative,
loved one, or neighbor could care for them. With
limited funding and oversight, these environ-
ments became riddled with abuse and neglect.

In the 1840s, and during the time period
known as the Age of Asylums in the US, Dorthea
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Dix, a schoolteacher from Cambridge, Mas-
sachusetts and an advocate for better treatment
for people with mental illnesses, helped establish
the construction of asylums. Dix led a movement
to establish a national policy for caring for per-
sons with mental illness and for federal lands to
be set aside across the county dedicated to asy-
lums as outlined in the 12–225,000 Acre Bill.
The movement emphasized the need for humane
care based on compassion and moral treatment,
rather than ridding the person of demonic pos-
session through corporal punishment. Care
would be provided in asylums rather than hous-
ing people in jails, poorhouses, or having them
live on the streets. Dix testified before the leg-
islature in 1844 to the conditions individuals with
mental illness suffered living in inhumane con-
ditions, often without heat, water, bathrooms,
and bound by chains. The stigma of being
mentally ill was such an unfavorable quality that
society did not feel it necessary to treat these
individuals humanely.

Madness was seen as a domestic problem to be
taken care of by families or parishes. If families
could not care for their loved ones, they were sent
to other family members for private seclusion.
Further, due to the shame and stigma of having a
family member with mental illness, many fami-
lies hid their mentally ill relative in cellars and
cages, or were abandoned altogether. During this
time, society practiced social distancing by sep-
arating individuals from their families who bore
the “mark of disgrace.” The effect on individuals
with mental illness was deep, with an increase in
the number of asylums. Care for individuals with
mental illness transferred from families to asy-
lums and further distanced people from the nat-
ural supports of their families.

Individuals living in asylums were taken care
of by people who were often poorly trained and,
in some cases, unsympathetic to mental illness.
Further, asylums were not a place of treatment
for individuals who were suffering from mental
illness, but merely a place to house the mentally
ill, keeping them isolated and out of mainstream
society. The living conditions in asylums were
deplorable, with no sanitation, no engagement
with the outside world, and food was often

sparse. If individuals were given treatment for
their afflictions, it followed the best practices of
the times, which included bloodletting and ice
cold baths. It was not until later that treatment
options expanded to include shock therapy and
lobotomies. Individuals and their families had
neither voice nor choice in their treatment.

While the legislation Dorthea Dix advocated
for passed theHouse and Senate in 1854, President
Franklin Pierce vetoed the bill stating that the
responsibility for care of persons with mental ill-
ness should be placed on the states, not the federal
government. States were left to rely on state tax
dollars to fund these facilities. Despite this veto,
Dix’s advocacy led to the establishment of 32
psychiatric inpatient hospitals in 18 states. The
implications of this veto and placement of this
responsibility on states have had long lasting fiscal
and philosophical effects that are still felt today.

The Deinstitutionalization Movement

Beginning in the 1950s, there was an effort
throughout the United States to remove
long-term patients from psychiatric facilities and
place them in community-based treatment pro-
grams. The impetus of this deinstitutionalization
movement came from a convergence of several
social forces. First, with the successes in treating
soldiers traumatized by their experiences in
World War II, psychiatrists became optimistic
about their ability to effectively treat mental
disorders outside of hospital settings. Second,
there was a growing feeling that the abusive
conditions found in most state psychiatric hos-
pitals, and the negative effects of long-term
institutionalization, were at least as harmful as
the chronic mental illness itself. Many came to
believe that the civil rights of people with mental
illness were being violated. Third, fiscal conser-
vatives in the government were concerned with
the enormous expense of caring for patients in
large institutions. Finally, in 1954, the discovery
of chlorpromazine (Thorazine), the first effective
anti-psychotic medication, made it reasonably
possible to manage the care of persons with
chronic mental illness outside the hospital. All
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together, these forces brought about a dramatic
shift in admission and discharge practices at state
and county psychiatric hospitals.

While this initiative could have had a positive
impact on stigma in the community, the services
that were needed to treat these individuals were
not readily available, leading many to home-
lessness and jails (Butterfield 1998). The net
effect was an increase in the community’s per-
ception that individuals with serious mental ill-
ness could not adapt to the community and
needed to be isolated in segregated settings.
While improvements have occurred in the
availability of some services, there continues to
be gaps that pose significant barriers to commu-
nity integration.

According to Jencks (1994) the deinstitution-
alization movement in the United States has been
an utter disaster. Jencks (1994) reported that good
care is expensive, whether it takes place in a hos-
pital or in the community and deinstitutionaliza-
tion saves big money only when it is followed by
gross neglect. Furthermore, Jencks added the term
deinstitutionalization, as it is applied in the United
States, is a misnomer and a more accurate way to
describe what took place would be dehospitaliza-
tion. Long-term patients were discharged, while
short-term inpatient care increased. Care for those
suffering from chronic, serious mental illness did
not change, but rather just the patterns of care. For
many patients, they were merely reinstitutional-
ized and placed back in settings such as nursing
homes and board-and-care facilities while others
were relegated to temporary shelters and
single-room occupancy (SROs) hotels (Jencks
1994). Perhaps the worst development of this time
period would be the criminalization of mental ill-
ness and the front row seat the criminal justice
system had taken on replacing the old state hos-
pitals (Lamb and Weinberger 1998). Citing jail as
possibly “ourmost enduring asylum,”Briar (1983)
noted that, “when traditional pathways of care are
blocked, the local jail becomes the recycling sta-
tion for some deinstitutionalized persons. Like the
old asylums, the jail increasingly functions as the
one place in town where troubled persons can be
deposited by law enforcement and not be turned
away.”

In addition, since the 1980s, homelessness
and criminalization amongst persons with serious
mental illness has become increasingly prevalent
and has been cited as a significant consequence
of the gaps in policy shift from institutional to
community-based care. Studies demonstrate that
persons with serious mental illness are ten to
twenty times more likely than the general popu-
lation to be at risk for homelessness (Sharfstein
2000). For example, Steadman et al. (2009)
found rates of current serious mental illness for
recently booked jail inmates were 14.5 % for
men and 31.0 % for women across the jails and
study phases. These percentages further reinforce
the substantial prevalence of inmates entering
incarceration with serious mental illnesses
(Sharfstein and Dickerson 2009).

The 1950s were also overshadowed by an
ununiformed public perception of mental illness.
Social scientists began to address questions
concerning lay persons’ understanding of mental
illness and how they reacted to people who suf-
fered from mental illness. The results were dis-
heartening in that the studies revealed an
uninformed public orientation toward mental
illness and a social fabric that was inundated with
negative stereotypes, fears, and rejection (Phelan
et al. 2000). Indeed, based on interviews with
over 3000 Americans, Star (1952, 1955, 1957)
concluded that there was a strong tendency for
people to equate mental illness with psychosis
and to view other kinds of emotional, behavioral,
or personality problems in nonmental health
terms as “an emotional or character difference of
a non-problematic sort” (Star 1952, p. 7).

Further, it was because mental illness was
defined in such narrow and extreme terms that the
public feared, rejected, and devalued people with
mental illnesses (Crocetti et al. 1973; Gove 1982).
Regardless of the source of these negative atti-
tudes, their presence was well documented.
Nunnally (1961, p. 46), for example, found that
people were more likely to apply a broad range of
negative adjectives such as “dangerous,” “dirty,”
“worthless,” “bad,” “weak,” and “ignorant” to a
person labeled as “insane” or “neurotic” than to an
“average” person. Similarly, Star (1952, 1955)
found that many Americans, in using their own

16 Stigma and Recovery 395



words to describe their understanding of the term
mental illness, included characteristics such as
dangerousness and unpredictability. Cumming
and Cumming (1955), in their study of two com-
munities in Saskatchewan, found that most people
preferred to avoid close personal contact with
someone who had been mentally ill and that the
researchers’ efforts to change those attitudes were
met with anxiety and hostility. Not surprisingly,
Yarrow et al. (1955) found that fear of stigma was
a serious concern for wives of psychiatric patients.

The public’s negative orientation toward
mental illness also extended to the professionals
who treated it. Nunnally (1961) found that the
public evaluated professionals who treat mental
disorders significantly more negatively than
those who treat physical disorders. Star (1957)
found that the idea of consulting a psychiatrist
enjoyed little public endorsement, with few
people knowing anyone who had met with a
psychiatrist or who they thought might be helped
by a psychiatrist. As one respondent bluntly put
it: “I don’t think I’d have to go to anybody to tell
me I was crazy to just hold my hand and talk to
me for twenty dollars an hour. If they didn’t have
any more sense than to go to a psychiatrist they
ought to be put in a nut house” (Star 1957, p. 3).
Jennings et al. (2015) concluded, “When indi-
viduals perceive that others would view them
negatively for seeking treatment, they may
endorse similar stigmatizing beliefs toward
themselves, and subsequently prefer handling
problems on their own rather than seek treatment.
Thus, heightened stigma may make individuals
feel that they should handle problems themselves
rather than seeking professional help.”

These findings were discouraging to mental
health professionals and researchers for several
reasons. They implied that public education
efforts regarding mental illness had produced
little effect. They implied that persons identified
as mentally ill might suffer extreme rejection and
stigmatization. In addition, they implied that
many people would fail to seek mental health
treatment that might benefit them.

According to the groundbreaking first Sur-
geon General’s Report on Mental Health (1999),
in the 1950s, the public viewed mental illness as

a stigmatized condition and displayed an unsci-
entific understanding of mental illness. Survey
respondents typically were not able to identify
individuals as mentally ill when presented with
vignettes of individuals who would have been
said to be mentally ill according to the profes-
sional standards of the day. The public was not
particularly skilled at distinguishing mental ill-
ness from ordinary unhappiness and worry, and
tended to see only extreme forms of behavior
(i.e., psychosis) as mental illness. Mental illness
carried great social stigma, especially linked with
fear of unpredictable and violent behavior. With
the advent of new pharmaceuticals that made it
possible to moderate the extreme behavior of
many who were institutionalized, it was thought
that allowing patients to leave and be treated in
the community would be more humane. Unfor-
tunately without the necessary community
resources, this hope was not realized.

The Community Mental Health Centers

The history of the consumer/survivor movement
began in the 1960s, when President Kennedy
signed the Community Mental Health Center Act
and moved people with mental illness out of
institutions and into community settings. The
intention of the act was to deinstitutionalize
people with mental illness and place them into
community settings where they could receive
local services. These community mental health
centers developed as an important part of our
mental health system and formed an important
core of a growing community mental health
movement. However, they were never ade-
quately funded and so were never able to provide
community-based mental health care for all those
who had been deinstitutionalized. Deinstitution-
alization reduced the population of state and
county mental hospitals from a high of about
560,000 in 1955 to well below 100,000 by the
1990s. While deinstitutionalization eliminated
over 90 % of former state psychiatric hospital
beds, an adequate community-based mental
health system has not been created, even today
(Sigurdson 2000).
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On July 30, 1965 Medicare, a federal single
payer system for those over 65 and, after 1972
for those with a disability, was created. Its
companion program Medicaid was also created
to cover long-term care for the elderly and others,
and care for mothers and children who met
income guidelines. Unfortunately, to this day,
Medicare discriminates against mental health
coverage, charging 50 % co-pay for mental
health care while charging 20 % co-pay for
medical and surgical care. In addition, there was
no Medicare coverage for pharmaceutical care
outside the hospital setting for the first four
decades of the program. As Medicaid moved to a
managed care model, additional challenges
emerged in serving this population. Limits on the
number of psychiatric appointments and lengths
of stay in hospital settings continue to exist.

The continued growth of a wide variety of
pharmaceuticals led to an increased reliance on
pharmaceutical care rather than hospital care for
mental health as well as medical and surgical
care. After the failed 1992 national health care
reform effort, managed care became the standard
way to organize care, including mental health
care. This business model of mental health treat-
ment helped further medicalize mental health care
by disconnecting it from support services. The
rise in reliance on pharmaceutical care, combined
with managed care led to a decrease in other
forms of therapy and support for those who were
deinstitutionalized. In fact, it would not be an
understatement to say that pharmaceutical com-
panies took on a growing role in defining care
options. In mental health, this lead to the collo-
quialism, “off his meds,” to refer to someone who
was exhibiting symptoms of psychiatric illness.

In speeches tomedical societies in the1940sand
1950s, Bill Wilson, the founder of Alcoholics
Anonymous, noted the important role played by
leading psychiatrists in the development of AA.
Yet, there developed a split between the treatment
of mental illness and the treatment of substance
abuseandaddiction.Thevaryingstigmaassociated
with these two sets of disorders, and the public’s
and the health care community’s failure to under-
stand their interrelationship, lead to a situation
where patients with co-occurring mental illness

and substance abuse or addiction were bounced
back and forth between these systems because
neithersystemwasfullyable to treatbothdisorders.
This is now changing due to the new brain science
that is clarifying the underlying disease processes
at work and making possible the identification of
effective dual-diagnosis treatments.

After the Vietnam War, military veterans
fought for years to gain the recognition of the
diagnosis of posttraumatic stress disorder, PTSD,
as a diagnosable and treatable mental health
disorder. Later it was recognized that PTSD
could also affect other sufferers of trauma, sexual
assault, and torture. During the conflicts in Iraq
and Afghanistan, it was recognized that combat
and operational stress are treatable disorders and
that their immediate treatment can lower rates of
PTSD in warriors who experience the stress of
life in the combat zone. In addition, military
health care providers are seeing the importance
of traumatic brain injury (TBI) and this is leading
to the recognition of the importance of treatment
of this disorder throughout the health care sys-
tem, and a reduction in the stigma that our
wounded warriors felt when they returned home.

Consumer movements, like those that lead to
the recognition of PTSD, have also grown up with
a number of other mental health disorders. Con-
sumer organizations, and organizations of family
members of those with mental illness, have
played an important role in recent years in raising
awareness among policy maker and health care
leaders in the need to treat mental illness. The
consumer/survivor movement continues to
advocate for many of these same consumer rights,
such as (a) An individual’s rights to safe medi-
cation and other treatment, (b) Being given the
facts needed to make informed choices about
one’s own care, (c) The right to choose the care
one receives, and (d) The right to be heard in the
development of government policy and programs.

The Consumer–Survivor Movement

One set of initiatives that has addressed stigma
has been the development of the consumer–sur-
vivor movement. Their efforts to inform the

16 Stigma and Recovery 397



public about the mental illness, their insistence
on equal rights and their advocacy for appropri-
ate services has had a positive impact on reduc-
ing stigma. These groups have called attention to
erroneous media portrayals of mental illness,
health insurance inequalities, inhumane prac-
tices, and inadequate community care.

The consumer/survivor movement started in
the 1970s in response to decades of inadequate
care in hospitals and the community. During this
time, state hospitals across the country were
being closed and people who were released
began meeting in groups to share feelings of
anger about the abusive treatment they experi-
enced while they were there, and their need for
independent living. Eventually these groups
coalesced with the common desire for personal
freedom and radical system change, and a liber-
ation movement began (Zinman 2009). The
groups that were part of this movement devel-
oped key principles. Members were against
forced treatment, against inhumane treatment
such as certain medications, lobotomy, and
electroconvulsive therapy, against the medical
model, and in favor of consumer involvement in
every aspect of the mental health system. The
groups’ members, who described themselves as
“psychiatric inmates,” were primarily located on
the east and west coasts.

The groups had militant names like Network
against Psychiatric Assault, Insane Liberation
Front, and Mental Patient Liberation Front.
Group members developed a communication
vehicle called “Madness Network News,” and
held the annual “Conference on Human Rights
and Against Psychiatric Oppression” at camp-
grounds and college campuses.

Since the 1970s, there has been fierce debate
over whether deinstitutionalization has been a
direct cause of homelessness among persons with
chronic mental illness who comprise only about
one-quarter to one-third of the entire homeless
population. Although the deinstitutionalization
process began in the mid-1950, a disproportion-
ate number of mentally ill persons only began to
appear among the homeless population in the
mid-1970. This lag of twenty years makes it
impossible to claim that deinstitutionalization

was the sole cause of homelessness among per-
sons with chronic mental illness. The prevalence
of housing and employment discrimination made
it impossible for many people discharged from
hospitals to overcome poverty, one of the pri-
mary factors in homelessness.

Second, as originally planned, deinstitution-
alization was to take place in conjunction with
the establishment of community mental health
programs that would take on the responsibility
for the treatment of persons with chronic mental
illness. President Kennedy signed the Commu-
nity Mental Health Center Act in October 1963,
which allocated federal funds to community
clinics if they provided a full range of services,
including outpatient, inpatient, and crisis services
to persons with mental illness. However, these
comprehensive community mental health centers
were never adequately developed, and neither
were the supportive services (e.g., housing and
rehabilitation programs) that are necessary for
maintaining individuals in the community. Thus,
neglect in the community took the place of abuse
in the asylum and stigma continued to grow as
the community witnessed more individuals with
serious mental illness living in the community
without the services they needed.

The Self-help/Peer Support Movement

In the 1980s, the groups became more stream-
lined and its members began the process of
reentering the world that they felt had previously
betrayed them. The mental health system began
funding self-help//peer-support programs and
drop-in centers, such as On Our Own in Balti-
more started in 1981, Berkeley Drop-In Center in
1985, Ruby Rogers Drop-In Center in Cam-
bridge, Massachusetts in 1985, and Oakland
Independence Support Center in 1986. The fed-
eral National Institute of Mental Health Com-
munity Support Program funded consumer/
survivor-run programs. Statewide consumer-run
organizations, such as the California Network of
Mental Health Clients, began in 1983. Rights
protection organizations were developed and
there were gains in protective legislation.

398 K. Bashor et al.



More consumers/survivors began to sit on
decision-making bodies.

Client-Run Systems Change

The 1990s saw the fruition of changes sought in
the mental health system in the previous decade
with consumers being employed in the mental
health system and in self-help programs,
including in management level jobs. Growth
emerged in self-help/peer-support programs with
system-level funding from federal sources, which
resulted in the establishment of two
consumer/survivor-run technical assistance cen-
ters supporting self-help programs (Allen et al.
2010). During this time the consumer/survivor
involvement was noticeable at most levels of the
mental health system, and client-run research
began. The same principles as the earlier days
were expressed in positive terms, such as
self-determination and choice, rights protections,
stigma and discrimination reduction, holistic
services, self-help/peer-support programs,
involvement in every aspect of the mental health
system—“Nothing about us without us”—and
the concept of recovery, which encompasses all
of the above.

Important developments in mental health
occurred during the 1980s and 1990s to include
the growth and impact of self-advocacy service
recipient movement (Sledge et al. 2011). This
critical movement in social justice began with the
establishment of self-help groups and further
expanded and formalized in the 1990s toward
organized advocacy, peer-services, and roles and
services within the state and in federal initiatives
(Steadman et al. 2009). The 1999 Surgeon
General’s Report on Mental Health and the 2003
President’s New Freedom Commission Report
on Mental Health sought service recipient input
and found that, “nearly every consumer of mental
health service expressed the need to fully par-
ticipate in his or her plan for recovery. Service
recipients and families told the Commission that
having hope and the opportunity to regain con-
trol of their lives were vital” (Susser et al. 1997).

Another development during this period was
the amendment of the American with Disabilities
Act (1990). The United States Congress found
that “(1) physical or mental disabilities in no way
diminish a person’s right to fully participate in all
aspects of society, yet many people with physical
or mental disabilities have been precluded from
doing so because of discrimination; others who
have a record of a disability or are regarded as
having a disability also have been subjected to
discrimination; (2) historically, society has ten-
ded to isolate and segregate individuals with
disabilities, and, despite some improvements,
such forms of discrimination against individuals
with disabilities continue to be a serious and
pervasive social problem; (3) discrimination
against individuals with disabilities persists in
such critical areas as employment, housing,
public accommodations, education, transporta-
tion, communication, recreation, institutionaliza-
tion, health services, voting, and access to public
services; (4) unlike individuals who have expe-
rienced discrimination on the basis of race, color,
sex, national origin, religion, or age, individuals
who have experienced discrimination on the
basis of disability have often had no legal
recourse to redress such discrimination; (5) indi-
viduals with disabilities continually encounter
various forms of discrimination, including out-
right intentional exclusion, the discriminatory
effects of architectural, transportation, and com-
munication barriers, overprotective rules and
policies, failure to make modifications to existing
facilities and practices, exclusionary qualification
standards and criteria, segregation, and relegation
to lesser services, programs, activities, benefits,
jobs, or other opportunities; and (6) the contin-
uing existence of unfair and unnecessary dis-
crimination and prejudice denies people with
disabilities the opportunity to compete on an
equal basis and to pursue those opportunities for
which our free society is justifiably famous, and
costs the United States billions of dollars in
unnecessary expenses resulting from dependency
and nonproductivity” (Sect. 12010).

In most recent history, the Mental Health
Parity and Addiction Equity Act of 2008 reflects
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reduced discrimination against people with
mental illness with the understanding that finan-
cial and treatment requirements for mental illness
and substance use disorders can be no more
restrictive than those of medical or surgical
benefits. Further, the passage of the Affordable
Care Act (ACA) of 2010 may help expand access
to mental health services. However, the Health
Information Technology for Economic and
Clinical Health (HITECH) Act of 2009 does not
include psychiatric hospitals and community
mental health centers as eligible recipients for the
Electronic Health Records (EHRs) stimulus
payments that general hospitals can receive.
Further, there was a growing understanding of
the relationship between children’s and adult
mental health and the effects of early childhood
trauma on the person’s entire adult life.

The Decade for Recovery, Wellness
and the Mental Health Services Act

In the 2000s, systems culture change has occur-
red at all levels of the mental health system as a
result of consumer/survivor involvement. The
Mental Health Services Act (MHSA) has
consumer/survivor values embedded throughout,
such as voluntary promotion of self-help/peer
support programs, involvement of
consumers/survivors at all levels of the mental
health system, inclusion of consumers/survivors
to train the mental health work force, and pro-
motion of recovery as a goal. The Substance
Abuse and Mental Health Services Administra-
tion’s (SAMHSA 2012) National Consensus
Statement on Mental Health Recovery reflects
basic consumer/survivor principles. Generally
speaking, consumer/survivor-run programs and
peer support are essential components of most
mental health programs (Zinman 2009).

Many people never get to hear or experience
the message that people with mental illnesses can
and do recover. Staff who work in inpatient
psychiatric settings are particularly challenged to
see individuals who they have served living
successfully in the community. Mental illness is
an illness, just like diabetes and any other chronic

diseases. People with mental illnesses can
recover and go on to lead happy, healthy, pro-
ductive lives. They contribute to society and
make the world a better place. People can often
benefit from medication, rehabilitation, therapy,
self-help or a combination of these.

One of the most important factors in recovery
is the understanding and acceptance of family
and friends and the community. The experience
of support from friends, family, and professionals
combat stigma by creating hope. The evocation
of hope can be the most important and central
element of recovery by proactively addressing
situations that can be changed in a positive
manner. Related to this is an acceptance of sit-
uations that cannot reasonably be altered despite
one’s efforts. Measures of hope have been found
to correlate with a broad range of positive out-
comes. Summarizing this literature, Snyder con-
cluded that “high hope persons have a greater
number of goals, have more difficult goals, have
greater happiness and less distress, have superior
coping skills, recover better from physical injury,
and report less burnout at work.” In fact, inspir-
ing hope is the practitioner’s first duty to the
client and major contribution to treatment.

Promising Developments in Mental
Health

Many promising developments emerged during
the twenty-first century and psychiatric treatment
has become highly specific by diagnosis or age
groups, enabling treatment to be more individu-
alized with more emphasis on choice. Service
recipients and family members have become
more educated, informed, engaged, and involved
in shared decision-making. Particularly since
1990, advances in brain science, brain scans,
growing understanding of brain biochemistry,
advances in psychological therapy, electrical
brain stimulation, and the role of the genome in
brain development and functioning are bringing
important new understandings to health care
providers, policy makers, and the public. The
concept of recovery has become more infused
philosophically into care, and peer-supported
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services have increased, contributing to the
recovery process for people with serious mental
illness.

In addition, evidence-based practices have
emerged and treatment and options continually
improve. The U.S. Supreme Court’s Olmstead
decision and the American Disabilities Act have
also been important developments that under-
score people living and being treated in the
community wherever possible and at a fraction of
state psychiatric hospital care costs. The recog-
nition that mental health is integral to overall
well-being has begun to drive the integration of
mental health, addiction, and primary health care
with an increased focus on overall health and
wellness for people with mental illness. Fur-
thermore, harmful, inhumane practices such as
seclusion and restraints are being reduced and
facilities are being held accountable for those
practices. Frank and Glied (2008) have attributed
improvements in the care for mental illness to
people with mental illness being able to receive
disability income and housing supports, greater
care options and choice, newer medications that
are easier to tolerate and prescribed appropri-
ately, and more people with serious mental ill-
ness being treated successfully by primary care
physicians.

Capacity Building for Recovery

Changing the Culture and Building
the Continuum of Recovery Supports

Stigma and discrimination manifest themselves
in many ways, and these barriers will need to be
eliminated or significantly reduced for individu-
als seeking behavioral health care and gaining
access to comprehensive care. Stigma needs to be
eliminated not only toward individuals with
mental health or substance abuse service needs,
but also across professional groups, such as
between primary care providers and behavioral
health providers.

Inpatient psychiatric hospitals are a vital part
of the continuum of care and should operate as

recovery-oriented and integrated facilities with
connections to a robust set of community support
services. The conditions in psychiatric hospitals
and the need for humane treatment, however,
have been an underlying theme driving reform
over history. Since the late 1990s, the
NASMHPDs has focused on national efforts to
reduce coercive environments and practices to
change the culture of violence that has existed in
many inpatient psychiatric hospitals. Through
such changes, many inpatient psychiatric hospi-
tals have significantly altered their culture and
reduced the use of seclusion and restraints.

Changing the environment, climate, and cul-
ture of the inpatient psychiatric hospitals are
paramount to providing effective care. The cul-
ture of the psychiatric hospitals should be
recovery-oriented, trauma-informed, culturally
and linguistically competent and appropriate,
transparent, hopeful, respectful, holistic, peer
infused and supported, and driven by meeting the
needs of the people served in inpatient psychi-
atric hospitals while addressing and maintaining
the utmost in safety for the people being served,
staff, and the community. Such cultures can
create environments where those individuals
being served heal and staff thrives.

Regardless of the reason for being admitted to
the hospital or a person’s behavior in the hospi-
tal, all people being served in inpatient psychi-
atric hospitals should be considered to be in the
process of recovery and the focus should be to
engage the person in their care and empower
them to participate in making decisions about
their care, with the ultimate goal of helping each
person manage his or her own illness. This
approach is similar to treating people with other
chronic health care conditions, such as diabetes,
high blood pressure, or congestive heart failure.

Inpatient psychiatric hospitals and the services
provided should be respectful, person-centered,
and recovery-oriented. Recipients of services
should be integral in the process of recovery and
should be served in the most integrated and least
restrictive environment possible. This paradigm
shift in thought and practice is complicated,
however, by the fact that states and other key
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stakeholders have varying definitions of recovery.
In response to the need for defining this important
and fundamental concept, the SAMHSA (2012)
developed a working definition of recovery that
includes the following guiding principles:

Recovery emerges from hope. The belief that
recovery is real provides the essential and moti-
vating message of a better future—that people
can and do overcome internal and external
challenges, barriers, and obstacles that confront
them. Hope is internalized and can be fostered by
peers, families, providers, allies, and others.
Hope is the catalyst of the recovery process.

Recovery is person-driven. Self-determination
and self-direction are the foundations for recovery
as individuals define their own life goals and
design their unique path(s) toward those goals.
Individuals optimize their autonomy and inde-
pendence to the greatest extent possible by lead-
ing, controlling, and exercising choice over the
services and supports that assist their recovery
and resilience. In doing so, they are empowered
and provided the resources to make informed
decisions, initiate recovery, build their strengths,
and gain or regain control over their lives.

Recovery occurs via many pathways. Indi-
viduals are unique with distinct needs, strengths,
preferences, goals, culture, and backgrounds,
including trauma experiences that affect and
determine their pathway(s) to recovery. Recovery
is built on the multiple capacities, strengths, tal-
ents, coping abilities, resources, and inherent
value of each individual. Recovery pathways are
highly personalized. They may include profes-
sional clinical treatment, use of medications,
support from families and in schools, faith-based
approaches, peer support, and other approaches.
Recovery is nonlinear, characterized by continual
growth and improved functioning that may
involve setbacks. Because setbacks are a natural,
though not inevitable, part of the recovery pro-
cess, it is essential to foster resilience for all
individuals and families. In some cases, creating
a supportive environment can enable recovery
pathways. This is especially true for children,
who may not have the legal or developmental
capacity to set their own course.

Recovery is holistic. Recovery encompasses
an individual’s whole life, including mind, body,
spirit, and community. This includes addressing
self-care practices, family, housing, employment,
education, clinical treatment for mental disorders
and substance use disorders, services and sup-
ports, primary healthcare, oral healthcare, com-
plementary and alternative services, faith,
spirituality, creativity, social networks, trans-
portation, and community participation. The
array of services and supports available should
be comprehensive, integrated, and coordinated.

Recovery is supported by peers and allies.
Mutual support and mutual aid groups, including
shared experiential knowledge and skills, as well
as social learning, play an invaluable role in
recovery. Peers encourage, engage other peers,
and provide each other with a vital sense of
belonging, supportive relationships, valued roles,
and community. Through helping others and
giving back to the community, one helps oneself.
Peer-operated supports and services provide
important resources to assist people along their
journeys of recovery and wellness. Professionals
can also play an important role in the recovery
process by providing clinical treatment and other
services that support individuals in their chosen
recovery path. While peers and allies play an
important role for many in recovery, their role for
children and youth may be slightly different. Peer
support for families are very important for chil-
dren with behavioral health problems and can
also play a supportive role for youth in recovery.

Recovery is supported through relationship
and social networks. An important factor in the
recovery process is the presence and involvement
of people who believe in the person’s ability to
recover, who offer hope, support, and encour-
agement, and who also suggest strategies and
resources for change. Family members, peers,
providers, faith groups, community members,
and other allies form vital support networks.
Through these relationships, people leave
unhealthy and/or unfulfilling life roles behind
and engage in new roles (e.g., partner, caregiver,
friend, student, and employee) that led to a
greater sense of belonging, personhood,
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empowerment, autonomy, social inclusion, and
community participation.

Recovery is culturally based and influenced.
Culture and cultural background in all of its
diverse representations including values, tradi-
tions, and beliefs are keys in determining a per-
son’s journey and unique pathway to recover.
Services should be culturally grounded, attuned,
sensitive, congruent, and competent, as well as
personalized to meet each individual’s unique
needs.

Recovery is supported by addressing trauma.
The experience of trauma, such as physical or
sexual abuse, domestic violence, war, and dis-
aster, is often a precursor to or associated with
alcohol and drug use, mental health problems,
and related issues. Services and supports should
be trauma-informed to foster physical and emo-
tional safety and trust, as well as promote choice,
empowerment, and collaboration.

Recovery involves individual, family, and
community strengths and responsibility. Indi-
viduals, families, and communities have
strengths and resources that serve as a foundation
for recovery. In addition, individuals have a
personal responsibility for their own self-care
and journeys of recovery. Individuals should be
supported in speaking for themselves. Families
and significant others have responsibilities to
support their loved ones, especially for children
and youth in recovery. Communities have
responsibilities to provide opportunities and
resources to address discrimination and to foster
social inclusion and recovery. Individuals in
recovery also have a social responsibility and
should have the ability to join with peers to speak
collectively about their strengths, needs, wants,
desires, and aspirations.

Recovery is based on respect. Community,
systems, and societal acceptance and apprecia-
tion for people affected by mental health and
substance use problems, including protecting
their rights and eliminating discrimination, are
crucial in achieving recovery. There is a need to
acknowledge that taking steps toward recovery
may require great courage. Self-acceptance,
developing a positive meaningful sense of

identity, and regaining belief in one’s self are
particularly important.

Conclusion

There are a number of ways in which inpatient
psychiatric facilities can support the reduction of
stigma. Creating an environment that supports
recovery principles identified by SAMHSA is a
significant first step. Another is involving peers
in recovery in the hospital workforce. Peer sup-
port services are an integral part of assisting in
individual’s recovery process and need to be
made available to all service recipients in inpa-
tient psychiatric hospitals. Peer support special-
ists and care coordinators should be made an
equal member of the treatment team.

It is important to note the fact that an inpatient
psychiatric hospital is not a person’s home. The
focus of inpatient psychiatric hospitals needs to
be on assimilating individuals back into the
community quickly when they no longer meet
inpatient criteria. Cultivating and fostering part-
nerships among inpatient psychiatric hospital
personnel, service recipients, and community
service providers is vital in the assimilation back
to community and should be an on-going process
that is integral to the individuals transition and
discharge plan, and includes the community
services that would be most helpful to the indi-
viduals transition back to community life.
Leadership and a well-trained, professional and
paraprofessional workforce are paramount in
ensuring comprehensive, high quality care is
timely, appropriate, and accessible to individuals
who receive care in a state psychiatric hospital
and the continuum care remains intact upon
discharge and re-assimilation back into the
community (Salgado et al. 2010).

There are also a number of specific programs
that have been developed to combat stigma.
Corrigan (2011) described a number of methods
that are effective in marketing campaigns. Yanos
et al. (2011, 2012) have introduced narrative
enhancement and cognitive therapy techniques
that are used in groups to treat internalized

16 Stigma and Recovery 403



stigma. Russinova et al. (2014) developed a
peer-run antistigma photovoice intervention.
Many of these techniques could be used in
inpatient settings for individuals.

The National Alliance of Mental Illness
(NAMI), an organization at the forefront of
advancing mental health in this country, can be a
major resource for hospitals and patients within
hospital settings. NAMI has a plethora of sup-
ports, services, and treatment options for indi-
viduals who have to contend with a serious
mental illness. Across the country, NAMI has
thousands of trained volunteers that bring
peer-led programs to a wide variety of hospital
and community settings. With the unique
understanding of people with lived experience of
mental illness, these programs and support
groups provide free education, skills training,
and support.
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17Enhancing Resilience and Sustaining
Recovery
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Introduction

People who suffer the devastating and long-term
consequences of serious mental illnesses were
historically viewed as permanently and irre-
versibly impaired. Over the last several decades,
recovery from serious mental illness has become
accepted as a realistic process and a desired out-
come for individuals who have experienced a
serious mental illness. The national mood and
understanding by policymakers, practitioners,
advocates, and people in various services has
shifted dramatically away from the maintenance
and symptom management approach. Both inpa-
tient and community-based services are now
focused on providing people with skills, social
connectedness, and hope to build a happy and
successful life while coping with the very symp-
toms that previously incapacitated them. To be
sure, the process can be long and arduous, but new
medications, methodologies, and evidence-based
practices have repeatedly demonstrated that indi-
viduals can live independent, successful, and

happy lives in their communities when the person
is given the opportunity to learn new skills and
balance those with the cyclical nature of his/her
mental illness. Should the person encounter a
“rough spot,” practitioners and supports are
available and accessible to assist and maintain
hope while the person deals with the difficulties at
hand, such as recurrent symptoms, physical and
emotional stress, confusion, fear of failure, and the
impact of discrimination and/or stigma.

While the philosophical approach to preventing
and treating mental illness has changed, the
recovery principles require helping a person with
mental illness maintain his/her recovery through-
out his/her lifetime. A person who has embraced
his/her personal recovery journey must continue
this journey regardless of the environment, the
experiences and the daily stress of being a pro-
ductive member of a community. The individual
must wake up every day and cope with all he/she
encounters. The individual must build and main-
tain new skills. He or she must adjust current skills
and knowledge to deal with unexpected life
changes. The person must also seek and utilize
current or new resources and draw upon people
who can andwill support the individual’s recovery
effort. This is commonly called “resilience” and it
is fundamental to every person when confronted
by a challenge and/or traumatic event. The media
are rife with examples of people who have over-
come seemingly insurmountable odds to lead
productive and happy lives. What is their secret?
Research has revealed that each person has an
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innate ability to respond to stress and act to sta-
bilize the situation and his/her life, despite trauma
and the limitations imposed by a drastically altered
life. In many cases, the person develops new skills
and resources to overcome his/her limitations and
resume a happy, productive life.

Someone in recovery will have to respond to
many situations, all of which have the potential
to disrupt the daily routine and/or push the per-
son toward a relapse. Stress causes a person to
undertake actions to reduce and/or ameliorate the
stress. Sometimes the actions are successful;
other times the actions fall short. Resilience is the
ability to overcome the disabling aspects of
mental illness and find ways to sustain recovery
over time. Each person draws upon a bank of
skills that assist the person to overcome the
adversity. These “asset accounts” are places
where the person metaphorically deposits
resources to draw upon at a later date. The asset
bank accounts focus on the following domains:
biological, psychological, social, and spiritual
(Franczak and Moore 2014). Taken together they
provide the individual with internal resources
that are unique and accessible at all times.
Research shows that resilience can be promoted
by specific interventions leading to a positive
evaluation of one’s self, a sense of continued
growth and development, the belief that life is
purposeful and meaningful, the possession of
quality relations with others, the capacity to
effectively manage one’s life, and a sense of
self-determination (Fava and Tomba 2009). It
can be built and/or replenished as the person
continues in recovery and masters techniques to
help overcome adversity.

While the President’s New Freedom Com-
mission on Mental Health (2003) report and the
Substance Abuse Mental Health Services
(SAMHSA 2010) definitions of recovery men-
tion the concept of resilience they do not provide
any elaboration on the concept or describe how
recovery and resilience are related. While there is
an extensive and growing body of research on
both recovery and resilience, they appear in dif-
ferent literature streams that do not seem to
merge in any cogent fashion. Many of the articles
on recovery appear in psychosocial rehabilitation

journals while the body of research on resilience
appears in a wide variety of academic journals
and textbooks. In the resilience area, Reich et al.
(2010), Kent et al. (2014), Masten (2014), and
Reich (2015) have collected, summarized, and
analyzed an extensive body of research on resi-
lience that is relevant to assisting the develop-
ment of the individual’s skills to self-manage
their health care and life in general.

In this chapter, we describe the difference
between recovery and resilience. We explore the
importance of creating supports and services that
support both recovery and resilience, the rela-
tionship between the concepts of recovery and
resilience and those of locus of control,
self-efficacy, and self-management which include
health literacy and health activation, and we con-
sider the role the inpatient hospital can play in
supporting both recovery and resilience. The dif-
ference between the concepts of recovery and
resilience is clearly articulated in a document
prepared as part of the St. Luke’s Health Initiatives
(Hughes 2003). Hughes described the current
health care approach as one having the ultimate
goal as recovery. This approach “proceeds through
diagnosis and treatment based on science, evi-
dence and best practices. Illness, pathology, needs
and deficiencies are identified, treatment and ser-
vices are provided and patients are restored to
health” (Hughes 2003, p. 5). The current process is
designed to effectively promote recovery from
illness or injury. Resilience on the other hand is
described as the “harmonious integration of mind,
body and spirit within a responsive community”
(Hughes 2003, p. 6). Resilience implies growth
and sustainability that makes the person stronger
andmore capable of dealing with the next stressful
event that is bound to occur. Zautra et al. (2010a)
broadly defined resilience as “an outcome of suc-
cessful adaptation to adversity” (p. 4). Resilience
necessarily implies exposure to an adverse event,
illness, injury or threat, and includes two major
components: recovery and sustainability (Zautra
2009; Zautra et al. 2010a). While recovery is
necessary for resilience, it is not sufficient for
long-term sustainability and growth.

Another difference between recovery and resi-
lience in the mental health arena is that the original
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concept of recovery primarily addressed recovery
from substance abuse and mental illness, while
resilience addresses a more holistic healing and
health care delivery process. Decades earlier, the
World Health Organization (1948) defined health
as a complete state of physical, mental, and social
well-being, and not merely the absence of disease
or infirmity. In July 2006, the Medical Directors
Council of the Association of Mental Health
Directors released a report titled Morbidity and
Mortality in People with Serious Mental Illness
(National Association of State Mental Health
Program Directors 2006) that detailed how people
with serious mental illness served by our public
mental health systems die, on average, at least
25 years earlier than the general population. The
report further indicated that the mortality and
morbidity were due to conditions that could have
been effectively treated if the person had received
and participated in the physical health services that
were available.

Based on these findings, SAMHSA (2014b)
expanded the recovery concept to include well-
ness that covered a more inclusive and holistic
view of health. SAMHSA defined health and
wellness not as the absence of disease, illness, or
stress, but the presence of purpose in life, active
involvement in satisfying work and play, joyful
relationships, a healthy body and living envi-
ronment, and happiness. Swarbrick (2006)
developed a health and wellness model that
SAMHSA adapted and includes these eight
dimensions of wellness
1. Emotional: Coping effectively with life and

creating satisfying relationships.
2. Environmental: Occupying pleasant and

stimulating environments.
3. Financial: Being satisfied with current and

future financial situations.
4. Intellectual: Recognizing creative abilities

and finding ways to expand knowledge and
skills.

5. Occupational: Getting personal satisfaction
and enrichment from one’s work.

6. Physical: Recognizing the need for physical
activity, healthy foods, and sleep.

7. Social: Developing a sense of connection and
belonging, and having a well-developed
support system.

8. Spiritual: Expanding our sense of purpose
and meaning in life.
Since the report was released, the question of

how to address these additional dimensions of
health and wellness has been at the forefront of
many public mental health systems. One com-
mon approach has been to integrate the physical
and mental health care systems so that individ-
uals do not have to navigate distinct provider
systems to obtain care for their mind and body.
There is no identified gold standard or best
approach to integration, but there are many
experiments occurring across the country that
may yield effective models. When a person
enters an inpatient hospital setting, he/she is
typically in a setting that provides integrated care
where both the mental and physical conditions
that are in need of care are identified. In fact, this
may be the most integrated treatment he/she will
ever receive. When he/she leaves the facility, the
responsibility for developing and maintaining
healthy behavior ultimately rests with the person,
the support of the outpatient clinical team and the
person’s natural support network. This is partic-
ularly challenging for individuals who are dis-
charged from psychiatric hospital settings where
many individuals may have gained stability of
their positive symptoms, but many retain residual
negative symptoms and cognitive deficits
(Mosolov et al. 2012). Nevertheless, the hospital
treatment team can begin identifying and
addressing the issues, skills, and abilities that
eventually will improve the person’s abilities to
understand and actively manage his/her own
health care. During the discharge planning pro-
cess, the hospital treatment team needs to ensure
that the resources that can support the person to
continue their recovery journey are identified. In
many cases, the person is not capable of navi-
gating the typically complex community behav-
ioral health system without the support of
advocates, family members, and skilled naviga-
tors (Franczak 2013).
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While health systems can attempt to commu-
nicate, coordinate, collaborate, and integrate, the
individual needs to become an informed and
active participant in his/her health care. Duncan
(2005) reported that five decades of scientific
studies identified the client as the single most
potent factor, contributing to a positive health
outcome. Individuals have to develop what Ban-
dura (1982) called self-efficacy or what the health
field currently calls self-management. How to
assist and support individuals has been the goal of
many of the investigators who have been
involved in recovery and resiliency research as
well as those involved in health care reform.
Manderscheid (2014) noted that there are several
competing concepts, such as “self-management,”
“engagement,” and “health-activation,” but none
of these labels adequately describes the full range
of skills being practiced by those who have
developed this capacity. People who have lived
and experienced their own recovery and wellness,
and who have had to protect their own resiliency
when confronted with stress, trauma, and symp-
tom reoccurrence, have learned the skills we
describe in this chapter. Health-activated people
are at the forefront of a new social movement.
They are able to implement their own recovery
and wellness so effectively because they have
learned and honed specific skills that increase
their subsequent resiliency.

When providing peer support training to
individuals with a serious mental illness, we have
found a clear difference between those individuals
who have been able to attain the notable goal of
recovery from those who are able to demonstrate
what the literature has described as resilience
(Franczak and Barshter 2015). In both cases, the
person typically shows a reduction in positive
psychiatric symptoms, but individuals who
demonstrate resilience also exhibit self-efficacy
and mastery of their chronic condition, and
demonstrate improvements in their negative
psychiatric symptoms as well. Resilient individ-
uals exhibit growth in a number of emotional,
cognitive, and social areas and are generally more
aware of the subtleties of their chronic illnesses,
understand triggers, and signs of remission, know

the most effective treatments for their specific
condition and, most importantly, become more
active participants in their own care and daily
decisions to manage their illness. They also
demonstrate mastery of their emotional reactions
to stressful events. For resilient individuals
stressful events are handled as part of daily life
and the human experience and do not typically
cause significant ongoing distress or symptom
remission. For resilient individuals there is
growth from the experience that is used to man-
age their chronic illness, maintain functional
behaviors, and develop healthy social relation-
ships in the face of the everyday stressors we all
experience. We believe that while recovery is
certainly a significant milestone that needs to be
celebrated, building resilience should be the
ultimate goal of supports and services.

Bonanno (2004) described recovery as a grad-
ual return to pre-event levels of functioning,
whereas sustainable recovery (resilience) is the
capacity to quickly regain equilibrium following a
potentially traumatic event with little to no dis-
ruption in functioning. While Bonanno (2004)
believed that resilience is different from recovery,
Luthar et al. (2000) proposed that recovery is a
domain of resiliency. Based on our experience,
recovery appears to be a stage of resilience and, as
stated previously, necessary for resilience but not
sufficient. Some individuals who attain recovery
frommental illness or substance abuse never attain
resilience, but can lead functional lives using
ongoing system and family supports (Franczak
and Dye 2004). For these individuals, remissions
may be more likely, depending upon the level of
stress in their environment and the supports they
have in the community. Theremay be long periods
without symptomatology or functional impair-
ments. For others, recovery can be fleeting and is
constantly being challenged by having to deal with
stressful events. The environment in which the
person lives plays a major role in supporting
recovery and resilience. Many of the current
assessments (e.g., ASAM, LOCUS, and CALO-
CUS) have a dimension that measures what is
termed “recovery oriented environments,” which
is used to identify the extent to which the
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environment is supportive of the person’s recov-
ery. Many environments are not supportive and
some are clearly toxic.

Stress and Trauma

One issue that resilience research has identified is
the role of stress on physical and mental health,
well-being, quality of life, recovery, and resi-
lience. According to the American Psychological
Association (2015) there are indisputable data
showing that stress has a profound effect on
health status and longevity. For example, Sch-
neiderman et al. (2005) found that when stress is
unremitting, the long-term effects can damage
health and, moreover, the relationship between
psychosocial stress and disease is affected by the
nature, number, and persistence of the stressors,
as well as by the individual’s biological vulner-
ability, psychosocial resources, and learned pat-
terns of coping. Among the many factors that
create stress, two that are frequent for individuals
with mental illness are trauma and illness. When
the illness is a chronic condition or the trauma is
unresolved, stress can be unremitting.

The World Health Organization (WHO 2005)
identified chronic disease as conditions of ill
health that accompany the individual for a long
period of time, produce incapacity, or residual
disability caused by irreversible pathological
alterations, demand rehabilitation, and follow-up
over a long time, and may present periods of
improvement and periods of worsening in acute
stages. A more recent definition by Goodman
et al. (2013) identified chronic conditions as
those that last a year or more, require ongoing
medical attention and/or limit activities of daily
living such as physical medical conditions,
behavioral health problems, and developmental
disabilities. Many forms of mental illness and
substance abuse are chronic health conditions of
a cyclic nature that require continual attention in
order to identify and mitigate the potential for
remission and relapse.

The frequency of chronic illness in the general
population is startling. The California Health
Care Foundation (2015) estimated 11.4 million

adults in California (41 %) have one or more of
five chronic health conditions. Of the 11.4 million
with chronic health conditions, 8.2 million (30 %
of all adults in the state) have just one condition,
2.6 million (9 %) have two, and 0.6 million (2 %)
have three to five chronic conditions. Serious
psychological distress affected 2.2 million
(7.9 %). In addition, a significant number of
individuals with a serious mental illness also have
multiple physical health chronic conditions
(Alegría et al. 2003; Parks et al. 2006). Persons
with mental illness are more likely than others to
suffer from physical health problems, including
chronic diseases such as diabetes, cardiovascular
disease, obesity, asthma, epilepsy, and cancer
(Freeman et al. 2010; Glasgow et al. 2002; Leucht
and Burkard 2007). Recently Cook et al. (2015)
undertook health screenings on 457 adults with
serious mental illnesses for eight common medi-
cal comorbidities and health risk factors. They
also collected data on self-reported health com-
petencies, medical conditions, and health service
utilization. Compared to non-institutionalized US
adults, markedly higher proportions screened
positive for obesity (60 %), hypertension (32 %),
diabetes (14 %), smoking (44 %), nicotine
dependence (62 %), alcohol abuse (17 %), drug
abuse (11 %), and coronary heart disease (10 %).
As a result, the life expectancy of those with
serious mental illness is roughly 25 years less
than that of the average individual (Parks et al.
2006). This is partially due to the fact that many
individuals with mental illness have unhealthy
lifestyles (Brown et al. 1999).

Understandably, the costs for patients with a
number of chronic conditions have caught the
attention of government funding agencies and
health care insurers (Ehrlich et al. 2010). In 2008,
spending for patients with two chronic conditions
averaged $13,146 per patient per year, twice as
much as for those with only one condition
($6573 per patient per year). At $27,763 per
patient per year, spending on patients with three
or more chronic conditions was four times the
level of spending for patients with one chronic
condition. Parekh (2011) reported that individu-
als with chronic diseases take only 50 % of the
prescribed doses of medications and not follow
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referral advice, and 75 % do not keep follow-up
on appointments.

One of the factors that impacts cost is whether
the person actively works to manage their chronic
conditions. Hibbard et al. (2013) found that
patients with the lowest health activation levels
had predicted average health care costs that were
8 % higher in the first year and 21 % higher in the
first half of the second year than the costs of
patients with the highest activation levels. The
Center for Advancing Health (2010) reported that
advances in medicine, technology, and health care
services promise increases in the length and
quality of life for many Americans. However,
obtaining the benefit of these advances to prevent,
manage, and cure disease depends increasingly on
individuals’ energy, knowledge and skills,
regardless of whether they are sick or well. This
situation is partially due to the failure of the
treatment team in engaging the person in care
planning. Bohanske and Franczak (2010) descri-
bed the extensive research evidence supporting the
critical role that the person receiving care plays in
achieving positive health outcomes. Moreover,
many models of care fail to realize or take
advantage of this finding by not fully engaging the
person in treatment planning. This may change as
the Center for Medicare and Medicaid Innovation
(2011) announced that supporting patient
engagement efforts will be factors in scoring
applications for Accountable Care Organizations
(ACOs). Understanding how the health care sys-
tem can increase recovery and cultivate engage-
ment, encourage self-management and resilience,
even in the presence of a chronic condition, has
become a more pressing issue because organiza-
tions that deliver inpatient services will be facing
financial disincentives.

Another issue confronting individuals with
serious mental illness is that the majority have
experienced trauma in their past and, for some,
on a recurring basis (SAMHSA 2014a). Spitzer
et al. (2009) found that traumatic stress increased
the risk for mental illness and also increased the
symptom severity of mental illness. This
increased impact of the trauma is the result of
both the event itself and how the person experi-
ences the event. In some cases, trauma

exacerbates behavioral dysfunction and ulti-
mately compromises community functioning,
happiness and success. In severe situations,
traumatic events may be a contributing factor to
hospitalization and chronic illness long after the
traumatic event took place. Inpatient psychiatric
hospital recidivism can often be linked to the
reliving of the thoughts and emotions related to
the traumatic events.

Elliott et al. (2005) recognized the importance
of positive adaptation and resilience. Elliot
identified that “trauma informed care embraces a
per-spective that highlights adaptation over
symptoms and resilience over pathology”
(p. 467). Trauma-informed care has become an
approach that is closely allied with recovery and
resiliency practices for people having serious
mental health conditions (SAMHSA 2014a).
Trauma-informed care focuses on helping the
person recognize the traumatic event(s) and
understand how past trauma can negatively
impact many aspects of a person’s emotions,
thoughts, values and world view, and community
integration and wellness. Trauma-informed care
assists the person in addressing the debilitating
aftereffects of trauma and help the person cope
with the social, psychological, and biological
realities of his/her life. New skills are developed
and old, unsuccessful coping mechanisms are
discarded. Trauma-informed care can assist the
individual by utilizing his/her strengths and
assets to build resilience and maintain hope. It
includes helping the person to understand the
role that trauma has played in his/her life, how
he/she has coped with the trauma and how it has
impacted current thinking or behavior. It pro-
vides the person with new self-care options,
opportunities to form new relationships and net-
works, and reinforces the notion that the person
is the expert in managing his/her own life.

Personal Mastery, Locus of Control,
and Resilience: One Size Does Not
Fit All

Personal mastery is one mechanism an individual
can use to develop resilience. Reich (2015)
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observed, “well-being can be positively influ-
enced by being in more control of your life and
less distressed if you give up trying to control the
uncontrollable. Humans are highly adaptable, and
switching to accommodation and acceptance is a
systematic pathway to achieving your goals even
when the world puts up what might otherwise
seem uncontrollable” (p. 259). One issue critical
to building resilience is that “one size does not fit
all.” For some individuals, it is based on having
the person control of all the stressful events that
are experienced. For others, it is the ability to
accept the circumstances that cannot be changed
and to move on. For yet others, it is having the
social support of others that strengthens their
resilience. Extensive research and clinical prac-
tice have consistently shown that a key to this
ability is the importance of the individual’s belief
in his/her ability to control the events that affect
his/her life. The concept of perceived control (or
its numerous variants) has been succinctly cap-
tured by Rodin (1986, p. 141): “Perceived control
refers to the expectations of being able to partic-
ipate in making decisions and engaging in actions
in order to obtain desirable consequences and
avoid unfavorable ones.”

Since the inception of the locus of control
concept by Rotter (1966), this way of thinking
about human adaptation has infused entire areas
of the social sciences. Treated either as a stable
character trait or as a process of dealing with life
events, the evidence is overwhelming in showing
that having this personal belief is related to
higher levels of mental and physical health.
Conversely, individuals who believe that they
cannot control the events and outcomes of their
lives are at risk for such conditions as depression,
anxiety, and low levels of activation, such as
learned helplessness (but see below). Both facets
of control would appear on the face of it to have
valuable insights into models of therapeutic
intervention and specifically training principles
of self-management. In fact, the largest body of
research and practice on perceived control is
found in the health care field.

Research has shown that people who have
high perceived control beliefs, “internals” (in the
language of this research) engage in greater

levels of health-enhancing activities (exercise,
illness prevention activities, and information
gathering), and report fewer activity limitations
due to health issues. In fact, they report better
health—they have fewer heart conditions, they
are more successful in lowering cigarette con-
sumption and sustaining that reduction, and they
have lower incidence of PTSD, and tended to
live longer as shown in one national survey in
German adults. In addiction treatment studies,
people in alcohol treatment programs tend to
score higher on the “external” control dimension
compared to carefully matched controls not in
treatment. Even among casual drinkers, those
who scored higher on external control drank
more than people who scored higher on control.
Externally scoring alcoholics in treatment
reported higher levels of depression than inter-
nally scoring participants.

On the other hand, more complex research
designs have been able to examine the relationship
between one’s control beliefs and environments
judged asmore controlling versusmoreopen. Thus,
in a study of the effectiveness of psychotherapy,
Kilman et al. (1975) showed that high external
people responded well to highly structured therapy
regimens, while higher internal people responded
with more avoidance and were less cooperative in
structured therapy. Brownell (1982) showed that
internals performed more effectively in an experi-
mental task when their participation was important
to the task, whereas externals performed more
effectively when the structure was outside of them
in the experimental arrangements and when their
own control was less important.

This entire issue concerning the match
between the person’s control beliefs and the
openness or structuredness of that person’s
environment, the so-called Person X Environ-
ment congruence issue, is a relatively under-
studied subject in the practice literature. It
requires us to think about how controlling or
flexible we are in adapting to our own environ-
ment. It opens up entirely new ways to think
about treatment and support. While the evidence
described above leads one to assume that
believing in one’s ability to control one’s world
leads to better mental and physical health,
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nevertheless that model may not fit all situations
well. For example, in the world of therapy and
treatment for addictions, the usual care model is
one in which “patients” are “helped” to recover.
The implication of this model is that patients will
get “better” if they are induced to develop a
greater sense of personal mastery. But helping
them do this, in fact, may not be helpful. For
example, some people may not respond posi-
tively to therapeutic attempts to have them adopt
higher levels of independence because the
self-reliance encouragement may not fit with
their own personal control and mastery beliefs.
This also suggests the possibility that there is a
downside to control. For example, some people
may respond positively to being encouraged to
rely on external forces, such as other people
rather than themselves, at least for some tempo-
rary period in their life. Getting people to adopt
taking medications for their improvement may in
fact just be encouraging reliance on external
rather than internal personal forces.

Inpatient psychiatric hospitals are highly
controlled environments where some individuals
(externals) will respond quickly to the structure
while others (internals) may not respond as well.
Upon discharge, those individuals with high
perceived control would theoretically be the
persons in charge of their health care while those
individuals who rely on external control would
need a support network to assist them in making
decisions. In many cases, sufficient supports are
not available for many individuals who leave
hospital settings. For people who rely on external
control, unless the person is both health literate
and health activated, the likelihood of changing
unhealthy behaviors is slim unless they are
enrolled in programs that effectively engage,
educate, and support the person. For individuals
who rely on internal controls, unless they have
higher healthy literacy and are health activated,
change is also unlikely.

The question of relying on other people was
pursued in two studies of rheumatoid arthritis
patients (Reich and Zautra 1995a, b). Married
couples responded to questionnaire items asking
about the extent to which the spouse of the
patients encouraged their wives to be independent

(“Told her she should make her own decisions,”
“Encouraged her to be more self-reliant”) or to be
more reliant on him (“Suggested that she be more
reliant on others,” “Suggested that she let others
take more responsibility for solving her prob-
lems”). Participants also responded to a stan-
dardized measure of personal control beliefs as
well as outcome measures of adjustment and
well-being. The results showed that patients with
high levels of personal control beliefs showed no
statistical relationship between their spouses’
behavior and their outcomes; internal control
beliefs reduced one’s sensitivity to the behavior
of the spouse. However, those with low levels of
personal control beliefs (i.e., the externals) were
more highly responsive to their spouses. They
reported poorer levels of well-being if their
spouses had been encouraging independence,
especially if they were older and in poor health.
Conversely, if they were younger and or in rela-
tively better health, then independence encour-
agement had more positive effects on their
well-being. Dependence encouragement in fact
had positive effects on adjustment for patients
who had recently experienced a downturn in their
health, but negative effects if they had experi-
enced their illness for a longer period of time,
presumably because they had more time to adjust
to the stresses of their illness.

This pattern of results was also found in a
sample of cardiac patients and spousal caregiv-
ing. Helgeson (1993) found that spousal protec-
tiveness had positive benefits at the initial stages
of illness, but in later stages of recovery and
adjustment, it tended to have negative effects. So,
encouraging independence or dependence may
have both positive and negative consequences
depending on the “fit” of the personal control
beliefs of the person and the social environ-
ment’s treatment of control issues. This model
has not been tested in samples of mental health or
addiction “patients” nor in mental health or
addiction treatment studies, so its generalizability
is unknown at this point, but it seems promising
to attempt to examine more extensively in Per-
son X Environment fit situations.

The notion that dependence may have positive
effects despite what we know about the value of
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higher levels of believing in one’s own control
may well provide useful insight into the Alco-
holics Anonymous (AA) model of recovery.
Among other beliefs and actions, the AA model
requires that a participant admit to a lack of
control over his/her alcoholism, addiction, or
compulsion and to recognize a higher power that
can restore sanity. Both of these seem to directly
violate the principles of control supported so
consistently in the research and clinical practice
literature—that one can gain from asserting one’s
personal control. Although there are a number of
questions about the effectiveness of AA, millions
attest to its effectiveness and have been doing so
for decades.

The seeming logical inconsistency with regard
to internal and external control can be resolved by
expanding the definition of “control.” Rothbaum
et al. (1984) have carefully pointed out that in fact
control has various facets or components. The
kind of internal control, internality, we have
described here is what they label as “primary
control.” They characterize primary control as
“bringing the world into line with our needs.” But
this has to be contrasted with “secondary con-
trol,” or bringing “oneself into line with your
world.” Thus, in the AA model, to bring yourself
into line with the realization that you cannot
control your addiction and that you can willingly
give yourself over to a higher power is in itself a
form of control; it reflects your self-chosen will-
ingness to give over control to a supportive
external agent, a shift to secondary control. In this
sense of personal control, then, acceptance of the
uncontrollable would appear to be a valuable first
step in attaining a better sense of control in one’s
own life. The resolution of the seeming contra-
diction between the AA model and the personal
control beliefs model is not a deep contradiction.
The resolution simply requires an expansion of
our understanding of control beliefs, per se. This
model of the resolution of the seeming contra-
diction has not been tested extensively; however,
the power of secondary control per se as a form of
acceptance as prescribed in the AA model is a
useful expansion of our thinking. It does explic-
itly suggest the power of employing both primary
and secondary control ways of thinking and how

people can successfully guide their own adjust-
ment to the stresses in their lives.

While many of the studies in this tradition
tend to be questionnaire/survey based, one
coherent body of research on intervention studies
tested a number of techniques that enhance per-
sonal control beliefs. Most of these studies
employed what might be called psychoeduca-
tional techniques. Investigators typically involve
presenting participants with educational materials
that explain personal control concepts and offer
suggestions as to how to employ them in their
own personal daily lives. The classic studies
(e.g., Rodin and Langer 1977; Schulz and
Hanusa 1978) involved nursing home residents.
Other approaches engaged community-residing
adults. These studies investigated control prin-
ciples and control-enhancing activities in which
they compared outcome results against closely
matched comparison samples that did not receive
control-enhancing instructions. In the dozen
studies in this tradition, the evidence consistently
shows improvement in a wide range of outcome
variables (Reich 2015). Only a few of these
studies assessed preexisting beliefs in personal
control. Of these, Reich and Zautra (1990)
showed that those with external beliefs were
more likely to report improved mental health
following the control-enhancing treatment.

These intervention studies are useful for
revealing a key aspect of therapeutic treatment
effects, namely, they suggest that greater atten-
tion should be paid to control beliefs versus
control-related actions. Mazzucchelli et al.
(2010) performed a meta-analysis of 20 studies
that related different measures of life satisfaction
with a set of behavioral intervention techniques,
which are commonly used in therapeutic treat-
ments. The key technique was behavioral acti-
vation (BA) techniques. When compared to other
treatment conditions, BA was significantly rela-
ted to a number of measures of positive
well-being. In a similar approach, Jacobson et al.
(1996, 2001) compared the effectiveness of var-
ious components of standard cognitive behavior
therapy (CBT), perhaps the most empirically
well-supported therapy in contemporary practice.
Separate experimental treatments showed that the
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behavioral activation component (BA) was just
as effective on a number of outcome variables as
the full CBT treatment. Indeed, BA was shown to
be the key component in the overall effectiveness
of CBT. Thus, having clients do such simple
tasks as monitoring daily activities and com-
pleting daily tasks is considerably less costly and
more efficient than the full CBT treatment in
achieving equal degrees of treatment success.
What remains to be shown is that BA is also
infused with personal control beliefs. Many
aspects of our daily activities directly impact our
personal control beliefs, while other aspects of
daily activities are responses to externally arising
causes beyond our own control. These aspects of
activation of control beliefs are in need of much
deeper exploration. This is especially relevant to
the therapeutic situation, which is especially
under the control of the therapist and/or the
therapeutic situation. The evidence so far sug-
gests that there is value in infusing personal
control principles into our current models of
therapeutic models and resilience-building efforts
with patients. Current interest in teaching the
principles of self-management should be able to
gain from expanding the focus incorporating
both internal and external control principles.

The evidence is powerful in suggesting the
value of this approach, but studies have revealed
that the issue is a complex one. There are
important differences in the specific definitions
and characterizations of the concept of personal
control itself and evidence shows that it is critical
to employ and Person X Environment model of
how the person’s particular beliefs match, or do
not match, the controlling events in that person’s
environment. Therapy is an environment, and
mental illness, alcohol and drug addictions define
complex parameters within which control beliefs,
internal or external, exert their effects.

The Evidence for Resilience

The term resilience was originally used in engi-
neering where metals are subject to stress in
order to determine the force required to bend or
break the metal. Resilience as a mental health

concept was popularized by studies of children
who had experienced adverse conditions and yet
had no enduring developmental, emotional,
psychological, or functional impairments (Felitti
et al. 1998). Masten (2014) described resilience
as “ordinary magic” that occurs naturally and is
based on ordinary resources and processes.
Masten et al. (1990) and Masten (2014) defined
resilience as the “the capacity of a dynamic
system to adapt successfully to disturbances that
threaten system function, viability or develop-
ment” (p. 10). The occurrence of trauma or the
emergence and ongoing presence of chronic
medical or psychiatric illness are expressions of
disturbances that disrupt the adaptive system.

Evidence taken from personal accounts of
people confronted with traumatic situations, yet
surviving and growing from them, repeatedly
points to innate actions that some people engage
into overcome adversity and move forward in
their lives (Kent et al. 2014). Research also
suggests that every person must experience a
certain optimal dose of stress in order to develop
resilience and adaptive responses. Fortunately or
unfortunately, the world provides us with a host
of daily opportunities for stress. There are
countless examples of children who were raised
in extreme poverty, wartime conditions, and so
on, who grew up showing no negative effects
from the extreme conditions they experienced.
The ability to overcome extreme doses of
adverse events can be promoted and learned.
However, to some extent overcoming adversity is
dependent upon a person’s attachment relation-
ships (Masten 2014). Having a strong sense of
attachment and support is a key to a person’s
ability to overcome trauma and stress. This may
take the form of a family member, mentor, tea-
cher, clergyman, or others who can be supportive
in times of need.

There is extensive evidence that building
resiliency skills can improve health outcomes.
For example, Cal et al. (2015) conducted a
review of the literature on resilience and chronic
disease published during the 20 years from June
1993 to June 2013. The review reported a neg-
ative relationship between resilience and
depression, anxiety, incapacitation, and
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somatization. The review also demonstrated an
inverse correlation between resilience scores and
the progression of illness (i.e., activity of the
disease, control of glycemic level, and severity of
depression), and an association between resi-
lience and quality of life as well as health pro-
motional behaviors. The authors concluded that
resilience was directly related to health out-
comes, and that it was necessary to develop
preventive interventions that fostered protective
factors for resilience to be developed that could
improve health outcomes. Connor and Davidson
(2003) reported that when there was an increase
in resilience, it was associated with greater
treatment improvements in primary care outpa-
tients, general psychiatric outpatients, and in
patients treated for generalized anxiety disorder
and posttraumatic stress disorder.

Historically, inpatient treatment focused on
symptom abatement as the primary criterion for
managing and discharging a patient. The advent
of shorter hospital stays, whole person healthcare
and person-centered care have shifted the focus
of treatment to assisting the patient to manage
both the symptoms and care planning for his/her
life outside of the institution (Vijayalakshmy
et al. 2006). Unfortunately, when a patient is
discharged from a hospital, there is a high like-
lihood that he/she will experience stress simply
by returning to a situation that may have, at least
in part, led to the hospital stay. How the person
anticipates, reacts to and overcomes that stress
may determine future recidivism and/or com-
munity tenure.

New approaches involve the patient, the entire
treatment team and other stakeholders in a
proactive group planning process to build and
execute treatment and discharge planning. Psy-
chiatric rehabilitation practices buttress this
approach—engaging the person in a shared pro-
cess, recognizing the person as the primary
decision-maker about his/her healthcare and
giving the person choices that are based upon
his/her assets, abilities, and social supports
(Palmer-Erbs and Anthony 1995). By providing
the person with skills, abilities, and resources to
use following discharge, successful transitions to
the community can be achieved. The new

approach recognizes that recovery is possible and
that inpatient treatment should be geared to
support this as an outcome.

While the process of recovery is designed to
return a person from a state of illness to home-
ostasis or equilibrium, resilience is a process that
sustains homeostasis and builds strength to
endure and overcome the next stressor or cycle of
a chronic illness (Zautra and Franczak 2014).
Resilience is more than regaining homeostasis, as
there is evidence demonstrated by new learning,
growth, and development resulting from adver-
sity. This resilience process allows the individual
to be transformed by going through the adverse
experience (Zautra et al. 2010b). Sterling and
Eyer (1988) introduced the concept of allostasis
or the ability of an organism to maintain stability
under changing conditions. This concept is par-
ticularly pertinent when we experience stress.
Wingfield (2003) described allostasis as a fun-
damental process through which organisms
actively adjust to both predictable and unpre-
dictable events. Resilience has been similarly
defined as a construct that describes the person’s
capacity to respond positively to adverse situa-
tions, even when these pose a potential risk to
his/her health or development (Luthar et al.
2000). Individuals who deal with trauma or
chronic illness live with frequent stress and
expend considerable energy on maintaining or
recovering homeostasis or achieving allostasis.
However, there is a physical cost to allostatis.
Allostatic load refers to the cumulative cost to the
body of allostasis. Allostatic overload refers to a
state in which serious physical or mental
pathology that can occur when allostasis is not
relieved (Sterling 2004). For individuals who do
not have the skills, abilities or resources to
reduce, eliminate or adapt to stress, their allo-
static load can reach critical levels. Many indi-
viduals with a serious mental illness have not
developed the adaptive skills to deal with stress
in healthy ways and often resort to smoking,
excessive drinking and eating, illegal drugs, and
other high-risk behaviors to reduce the anxiety
caused by stress. These same individuals often
lack social supports that for most people are an
important source of relief from stressful events.
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The result of high allostatic load may contribute
to a number of physical and mental illnesses and
eventually lead to physical or mental health
hospitalization.

Building Resilience

While some individuals experience Masten’s
(2014) “ordinary magic,” the question of whether
it is possible to build resilience in individuals that
are not so fortunate has been the subject of
extensive scientific research. When the individ-
ual has available skills, abilities, supports and
resources, allostasis can be achieved without the
strain of allostatic load. But what are the skills,
abilities, supports, and resources that characterize
resilient individuals? Skodol (2010) described a
resilient individual as a person who has a strong
sense of self, as evidenced by self-esteem,
self-confidence, self-efficacy, self-understanding,
a positive future orientation. The resilient indi-
vidual has the ability to manage negative
behaviors and emotionally believes in his/her
abilities to effectively manage life’s challenges
and situations. This conception of a resilient
person is very similar to someone who has
developed self-management skills, a concept
described in the physical health literature.

Folkman and Lazarus (1985) suggested that
building resiliency skills requires strengthening
the person’s ability to develop self-management
skills in order to cope with and master the
stressful events in life that we all experience. Von
Korff et al. (1997) stated that providers needed to
assure that individuals receive behaviorally
sophisticated self-management support that gives
priority to increasing patients’ confidence and
skills so that they can be the ultimate manager of
their illness. In order to manage their own health
care, individuals need knowledge, skills, abilities,
and the motivation to do so.

Zautra et al. (2010b) found that sustainable
resilience capacities were not developed in a short
period, but are built over time, and require time and
a focus (often a refocus) on strengths not weak-
nesses, and rest on improved self-organization,
self-control (mastery), and social connection.

Reich and Zautra (1981) reported that with
increases in well-being, individuals could cope
more effectively with future negative experiences.
While this development may be undertaken alone,
in many cases, it involves a reliance on others
through social support networks (Demos 1989).

A variety of programs have emerged that
promote the skills noted above. For example, the
Stanford Chronic Disease Self-Management
Program, the SAMHSA Illness Management
and Recovery Toolkit, a variation of the
SAMHSA Whole Health Action Management
program, Mindfulness Training and the Social
Intelligence program can be used. While each
individual program does not deal with all of the
potential resiliency skills identified by research,
in combination, they address the majority of
them. In addition, having a variety of programs
allows individuals to select a program that best
fits their learning style. This would be in line
with the Person X Environment fit issue dis-
cussed earlier. These programs can all be adapted
for use in inpatient settings.

We have identified two abilities that are crit-
ical for resilience and self-management—the
ability to understand health care issues and the
motivation to act on this knowledge to develop
healthy lifestyle habits. Hibbard et al. (2013)
proposed that the role of an effective
self-manager required a high level of knowledge,
skill, and confidence. Two areas that have
received particular attention are the individual’s
ability to understand health information, or
health literacy, and the motivation to use the
information to take action and how these two
skills interact (Smith et al. 2013). Having the
health knowledge without taking action is inad-
equate and taking action without knowledge is
purposeless. A famous quote from Wolfgang
Goethe (Saunders 1906) captures this linkage
very well “Knowing is not enough, we must
apply. Willing is not enough, we must do.” The
ability to grow and mobilize biological, psycho-
logical, social, and spiritual assets is a key to
recovery and resilience, and a key ability to
sustaining wellness after discharge from an
inpatient unit. Increasing a patient’s ability to
understand health information and supporting the
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person in using resiliency skills when stress
and/or symptoms arise can augment inpatient
care.

Health Literacy: Basic knowledge about
medical conditions and its treatment approaches
are fundamental to being an active participant in
care (Peerson and Saunders 2009; Salyers et al.
2009; Institute of medicine 2004a, b). The rela-
tionship between poor literacy skills and health
status is now well recognized (Nutbeam 2008).
Nielsen-Bohlman et al. (2004) defined health
literacy as the degree to which individuals can
obtain, process, and understand the basic health
information and services they need in order to
make appropriate health decisions. Furthermore,
these investigators also indicated that health lit-
eracy also depends upon the skills, preferences,
and expectations of health information providers
including the doctors, nurses, administrators,
home health workers, the media, and many oth-
ers. Ultimately, literacy develops from a con-
vergence of education, health services, and social
and cultural factors that bring together research
and practice from diverse fields. The World
Health Organization (WHO 2005) defined health
literacy as the cognitive and social skills that
determine the motivation and ability of individ-
uals to gain access to, understand, and use
information in ways that promote and maintain
good health. This definition includes motivation,
abilities, and skills as essential elements of
helping the individual to develop and sustain
healthy behaviors.

Kirsch et al. (1993) reported on the results of
the National Assessment of Adult Literacy Sur-
vey in which only 12 % of adults have proficient
health literacy. Slightly more than nine out of ten
adults lacked the skills needed to manage their
health and prevent disease. Fourteen percent of
adults (30 million people) had levels that were
below basic health literacy. Low literacy was
linked to poor health outcomes, such as higher
rates of emergency rooms and hospitalization
and less frequent use of preventive service
leading to higher healthcare costs (Baker 2006;
Baker et al. 2002; Howard et al 2005). Many
individuals with a serious mental illness fell in
the category of low health literacy, with some

due to the cognitive impairments caused by the
illness, some others due to poor overall literacy,
and yet others due to refusal to accept their ill-
ness (Dickerson et al. 2005).

When they asked patients to repeat back what
the physician told them, Schillinger et al. (2004)
found that 50 % gave inaccurate responses.
When asked to “Describe how your physician
wanted you to take this medication,” 50 % of the
patients could not repeat the instructions. Crane
(1997) conducted an exit interview with 314
patients treated and released from an emergency
room, with instructions from their health care
professional. Crane reported that of 314 patients
treated and released from an emergency room,
only 59 % correctly repeated the instructions
they received from their health care professional.
Spanish speaking patients scored significantly
lower on all questions. In the Medicare program,
Williams and Heller (2007) found that only about
30 % of older people reported feeling that they
possessed both the motivation and skills to par-
ticipate fully in their care.

In another study, Hibbard et al. (2007) eval-
uated whether individuals could understand and
were motivated to make health changes. They
reported that while 23 % of respondents had
adopted new behaviors related to their health
care, they were not confident they could maintain
them in the face of stress or a crisis. The
responses of the remaining 77 % ranged from
thinking they could remain passive recipients of
care (12 %) to not having basic facts or being
able to understand their recommended regimens
(29 %) to having some facts, but lacking the
confidence and skills to act on them (36 %).

Bodenheimer et al. (2002) found that educa-
tion alone was generally not sufficient for effec-
tive patient self-management of chronic disease
due to the challenges individuals experienced in
applying the information they acquired in the
context of their daily living and the barriers to
care they experienced. Increased training in
problem solving and coping skills appears to be
necessary. While inpatient treatment settings can
provide significant education regarding the ill-
ness and how the individual can identify triggers
and early warning signs of remission, acting on
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this knowledge requires another aspect of
self-management.

Efforts to improve health literacy have led to
the conclusion that health information has to be
reduced from a technical level to the literacy
level of the person receiving the information and
it has to be repeated and confirmed with the
person on each encounter (Glasgow et al. 2003;
Osborne 2004; Pignone et al. 2005; Seubert
2009). Professionals in inpatient settings need to
incorporate these findings in their provision of
mental health services.

Patient Activation: Karoly (2010) proposed
that resilience or successful adjustment to
adversity could be written in the language of
goal-guided self-regulation. He suggested that
resilience could be seen as the effective operation
of self-regulatory processes under conditions of
stress or transition or, alternatively, as the result
of especially well-developed self-regulatory
functions under stressful circumstances. A very
similar concept is Patient Activation in which
individual takes action to improve his/her health
particularly when health is challenged by an ill-
ness. Von Korff et al. (1997) and Wagner (1998)
found that chronic care management programs
needed to develop interventions that assisted
patients with acquiring knowledge, skills, moti-
vation, and confidence to make effective deci-
sions to manage their health.

Hibbard and colleagues (2008, 2009, 2010)
recognized that individuals were increasingly being
asked to manage their health by making daily
decisions that affect their health outcomes. Individ-
uals are required to make many daily choices about
leading a healthy lifestyle. Many individuals, par-
ticularly those with a serious mental illness, ignore
their physical health and never or rarely see their
physical health care provider except in emergency
rooms. Others may see their health care provider a
few times a year, receive health care advice and then
take or leave it. Alegría et al. (2008) found that
patients who received activation and empowerment
interventionswere over twice as likely to be retained
in treatment and over three times as likely to have
scheduled at least one visit during the 6-month
follow-up period. Similarly, intervention partici-
pants demonstrated 29 % higher attendance at

scheduled visits than comparison patients. Hibbard
et al. (2013) found that patients with higher health
activation scores had nine out of thirteen better
health outcomes, includingbetter clinical indicators,
more healthy behaviors, and greater use of preven-
tive screening tests—as well as lower health care
costs when measured two years later. Hibbard et al.
(2013) found that patients with the lowest activation
levels had predicted average costs that were 8 %
higher in the base year and 21 % higher in the first
half of the next year than the costs of patients with
the highest activation levels, both significant
differences.

Hibbard et al. (2004, 2005) and Green et al.
(2010) developed the Patient Activation Measure
(PAM) which measures the person’s role in the
care process and the knowledge, skills and con-
fidence they need to manage his/her health.
Research has shown that PAM scores correlate
with health outcomes and costs over time, and
changes in assessed activation detected by PAM
lead to expected changes in outcomes and costs
(Mosen et al. 2007). Furthermore, individuals
who are more active in their health care have
better outcomes and measurable cost savings
than individuals who are less active (Greene and
Hibbard 2011). Hibbard et al. (2007) have
characterized patient activation as a develop-
mental process that consists of four stages: the
provider believing that the patient’s role in care is
important; the person having the confidence and
the knowledge necessary to take action; the
person taking action to maintain and improve
his/her health; and the person staying the course
even under the stress of adverse life conditions.

How to activate patients to change poor health
behavior that worsen chronic conditions and
deteriorate health in general has been the subject of
considerable research. Much of the activation
research and development of interventions are
based on the work of Bandura (1982). The concept
of self-efficacy is defined as the belief people hold
about their capabilities to perform specific
behaviors and their ability to exercise influence
over events that affect their lives. Self-efficacy
beliefs determine how people feel, think, motivate
themselves, and behave. Self-efficacy is a core
element of self-management. Self-management
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and self-management support are now considered
evidenced-based practices in primary health care
and are an essential ingredient of the Chronic Care
Model (Glasgow et al. 2002, 2003;Wagner 1998).
Bodenheimer et al. (2002) described self-
management support as the means by which
individual practitioners and the broader health care
system support patients in self-management. The
Institute of Medicine (2003) defined self-
management support as the systematic provision
of education and supportive interventions by
health care staff to increase patients’ skills and
confidence in managing their health problems,
including regular assessment of progress and
problems, goal setting, and problem solving.

Self-management includes the tasks that indi-
viduals must undertake to live well with one or
more chronic conditions. These tasks include
having the confidence to deal with medical man-
agement, role management, and emotional man-
agement of their conditions. The IOM (2003)
endorses the completion of a patient-generated
“action plan” as a key feature of a self-
management program. This process assists in
developing short-term goals (1–2 weeks) to help
patients initiate changes and achieve success in
managing their condition effectively. They further
identified that the key to good action planning is
that the planned actions are generated by the
patient, and not the provider. One approach that
has been used in the mental health and substance
abuse field to improve self-management has been
the use of psychiatric rehabilitation.

Psychiatric Rehabilitation Principles
and Practices

Inpatient treatment has historically focused on
symptom abatement as the primary criterion for
managing and discharging a patient. The devel-
opment of self-management skills is not consid-
ered a formal element of discharge planning;
however, many teams have undoubtedly specu-
lated about whether a patient had the skills,
abilities, or supports to follow through on the
treatments team’s recommendations. In many
cases, treatment team members are very accurate

in their impressions of whether someone has the
self-management skills necessary to live effec-
tively with a chronic illness. Public psychiatric
inpatient settings are frequently seen as the
treatment setting of last resort for people who
have not responded adequately to services
available in the community or private sector
(Salyers et al. 2007). The advent of shorter hos-
pital stays, financial penalties for frequent read-
missions, whole person health care and
person-centered care has shifted the focus of
treatment. Beginning in the 1990s, some hospi-
tals initiated new approaches to assist the hos-
pitalized person in managing both the symptoms
and planning for his/her life outside of the facility
(Bopp et al. 1996; Vijayalakshmy et al. 2006).

Tools have been developed to measure the
application of recovery-oriented practices in
inpatient settings (O’Connell et al. 2005). The
Recovery Self-Assessment (RSA) has been used
to assess the recovery promoting aspects of the
environment. The score is based on the percep-
tions of providers, people in services, and sig-
nificant others. Salyers et al. (2007) used the RSA
to compare recovery attitudes in community set-
tings to those of an inpatient facility. They found
that, as expected, inpatient staff members gener-
ally scored lower than staff members of
community-based organizations. However,
recovery practices have made their way into
inpatient treatment systems, and are providing the
patient with flexibility and encouragement to
engage in the development of skills that can be
translated into success in his/her postdischarge
world. Shorter hospital stays have brought about
a realization that a discharged patient has not
completed his/her treatment when they leave the
hospital, but needs to continue recovery, master
skills, and use knowledge to overcome the limi-
tations of a behavioral health disorder. This is a
model of community-based recovery and the field
of psychiatric rehabilitation is aimed at providing
the former patient with hope and the mastery of
skills for the challenges of community living.
Individuals who achieve recovery have taken the
first step to develop resilience. Continuing the
journey involves developing or fine-tuning a
number of skills that support dealing with the
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stresses that exists in the dynamic environment of
our typical communities.

The preparation for self-management of
symptoms while overcoming daily challenges
can begin while the person is still in the hospital.
New approaches involve the patient, the entire
treatment team, and other stakeholders in a group
planning process that builds and executes
proactive discharge. Engaging the person in
his/her care is a shared process that recognizes
the person as the primary decision-maker about
his/her healthcare and provides choices that are
based upon his/her assets and abilities
(Palmer-Erbs and Anthony 1995), as well as
providing the person with resources to use fol-
lowing discharge. For some individuals (exter-
nals), the involvement of others can be an
extremely important element of the planning
process. Helplessness and hopelessness are
overcome with a sense of accomplishment,
challenge, and commitment to change the cir-
cumstances that had led to a hospital admission.
In the language of resilience, this means the
development of skills, assets, and supports to
lessen allostatic load.

In the 1970s, psychosocial rehabilitation
became a field of study within the behavioral
health field (Anthony and Farkas 2009). It cap-
tured the principles that practices be consistent
with the research findings on self-management,
recovery, and resilience. These principles have
been employed throughout the world in struc-
turing program services. In addition, the princi-
ples include the provision that patients be
provided with health care information and
receive support for patient activation. During the
late 1970s, professional organizations and uni-
versities began to codify the following principles
for the development and delivery of services.
A sample of the principles relevant to
self-management and resilience are listed below

Principle 1: Psychiatric rehabilitation practi-
tioners convey hope and respect; practitioners
believe that all individuals have the capacity
for learning and growth.
Principle 2: Psychiatric rehabilitation practi-
tioners recognize that culture is central to
recovery, and strive to ensure that all services

are culturally relevant to individuals receiving
services.
Principle 3: Psychiatric rehabilitation practi-
tioners engage in the processes of informed
and shared decision-making and facilitate
partnerships with other persons identified by
the recipient of services.
Principle 4: Psychiatric rehabilitation prac-
tices build on the strengths and capabilities of
individuals.
Principle 5: Psychiatric rehabilitation prac-
tices are person-centered and address the
unique needs of individuals, in ways that are
consistent with the individuals’ values, hopes
and aspirations.
Principle 7: Psychiatric rehabilitation prac-
tices promote self-determination and
empowerment. All individuals have the right
to make their own decisions, including deci-
sions about the types of services and supports
they receive.
Principle 8: Psychiatric rehabilitation prac-
tices facilitate the development of personal
support networks by utilizing natural supports
within communities, peer support initiatives,
and self- and mutual-help groups.
Principle 9: Psychiatric rehabilitation prac-
tices strive to help individuals improve the
quality of all aspects of their lives including
social, occupational, educational, residential,
intellectual, spiritual, and financial.
Principle 10: Psychiatric rehabilitation prac-
tices promote health and wellness and they
encourage individuals to develop and use
individualized wellness plans.
Over time, additional documents elaborated

on the principles as the systems of care changed
and innovative approaches emerged (Anthony
and Farkas 2009). They emphasized the impor-
tance of maximizing individual choice, engage-
ment, hope, the management of symptoms, and
build self-management skills.

The practice of psychiatric rehabilitation and
the process of recovery and building resilience
are based on the belief that every person who
suffers a behavioral health disorder has the innate
ability and capacity to move beyond the disorder
and reestablish his/her life within a community of
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choice. This fundamental principle upholds the
idea that practitioners, support staff members and
family are required to “do with, not for.” In other
words, the practitioner works in partnership with
the person, utilizing practices to support the
individual’s skill building, resource management,
assessment and planning, advocacy and net-
working in a proactive, shared process. This
model is predicated upon the belief that the
person is the best person to manage his/her
recovery journey and that the building of resi-
lience is best completed within the local com-
munity. Indeed, this model holds that the person
is the one who defines the process and the out-
come. This journey is not made without chal-
lenges and setbacks. In fact, failure is a necessary
element in the journey that represents an oppor-
tunity for growth. This is ultimately how a per-
son’s resilience is grows, adapts, is tested and
supported.

As hospitals become aware of and accept
recovery principles and practices, the primary
obstacle to implementing them is staff member
attitudes and skills (Anthony and Farkas 2009).
Staff members are at a significant disadvantage in
observing individuals living successfully in the
community. Staffs only see these individuals at
the worst stage of an illness and rarely get to see
those individuals who have achieved recovery
and resilience. The ability of staff to modify
traditional ways of thinking about inpatient
treatment and to adjust traditional treatment
methods to account for the unique qualities of
each person is required for successful treatment
during hospital stay and following discharge
(Pollard et al. 2008). Psychosocial educational
model can provide lasting benefits for psychiatric
patients, in symptom management, reduction of
psychiatric hospital readmission rates, and
improved quality of life. These principles were
introduced into inpatient settings through the
creation of “treatment malls.”

Treatment Malls: Concepts such as treatment
malls have demonstrated that even in the most
restrictive inpatient environments, patients can be
engaged in shared decision-making even in the
most restrictive inpatient environments (Webster
et al. 2005). Treatment malls offer an array of

group activities that engage the patients and all
staff members in dialog, planning, and brain-
storming with a focus on the person’s unique
attributes and abilities to overcome stress and
adversity. Treatment malls provide a
self-directed learning experience that meets the
person-centered needs of the participants (Bal-
lard 2008). Individuals move into and out of
units, classes, and activities with the guidance of
staff members who encourage and mobilize the
person. Activities are designed to replicate, to the
greatest extent possible, real-life and
community-based events and settings. The
treatment mall is designed to improve a person’s
activation, provide new information, resources,
improve his/her participation in activities of
choice while inpatient and postdischarge.

There are limitations in the treatment mall
concept. The greatest challenges are the cur-
riculum that is often homemade, not updated
routinely, and often do not use evidence-based
practices. In many cases, it is difficult to discern
the intent of the program or its efficacy. More-
over, people who have long hospital stays get the
same program for months. In short, programs
people continuously enter and leave the program
in ways that interfere with monitoring progress
and addressing specific needs of the individual,
such that it leads to boredom and poor atten-
dance. In addition, it is difficult to organize the
treatment mall activities due to the short lengths
of stay that many individuals experience, the fact
that individuals are admitted to the facility and
enrolled in the program on an ongoing basis
making to it difficult to follow a progressive
curriculum in a group format. Addressing the
person’s specific needs in a structured program
can also be difficult, and measuring and reporting
progress to the team can also be challenging.

Several hospitals have developed treatment
mall programs and have adjusted their operations
and workforce to provide recovery-oriented ser-
vices. Although the data are still being collected
some general themes have emerged (Forgeron
2009). For example, staff members must be
adequately trained and must actively support
recovery-oriented services. Patients should have
choice, encouragement, and positive feedback to
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generate hope, positive self-regard, and empow-
erment. Daily interactions between patients and
staff members are focused on optimizing the
patient’s strengths and aspirations. The inpatient
hospital must minimize reliance on the traditional
hospital unit and be able to promote the need for
patients to move about within the facility to
access preferred services and activities. Services
address those aspects of daily life that support
community success and tenure—housing, voca-
tional training, social contact, physical health
management, self-advocacy and communication,
legal matters and family support, among others.
Preliminary outcome data point to a decrease in
recidivism among former patients who complete
the various treatment modalities. The positive
outcomes are enhanced when recovery-oriented
activities are continued in community-based
services (Kauffman 2000; Webster et al. 2005).

Community Programs that Promote
Recovery and Resilience

Several community programs provide and pro-
mote recovery programs. For example, Marc
Community Resources, in Mesa, Arizona has
implemented several programs that are designed
to increase the resilience of the participants.
Although Marc is a community-based program,
they serve many individuals who were recently
discharged from hospital settings. The programs
and protocols that they provide can easily be
adapted to inpatient settings. Of course, they
have been most fortunate in developing a rela-
tionship with the Resiliency Solutions Group at
the Arizona State University and their leading
researchers in the resilience field.

The Marc resilience model is based on the
following overarching bank account metaphor
(Franczak and Moore 2014). Analogous to bank
accounts, individuals develop and store assets
and capital in physical, psychological, social, and
spiritual accounts. In the physical account, indi-
viduals add value by having good nutrition,
exercise, practicing good hygiene, developing
health literacy, maintain a healthy weight,
avoiding smoking, and so on. Individuals also

inherit or lose physical capital through genetics.
Excessive drinking, smoking, overeating, poor
nutrition, and other unhealthy behaviors with-
draw capital from their physical account. In the
psychological account, people build capital by
developing problem solving or coping skills,
building, and maintaining self-esteem, using
stress reduction techniques, using their gifts and
strengths, and finding meaning in daily life.
Withdrawals from accounts occur when prob-
lems are seen as personal pervasive failures that
lead to a loss of self-esteem, and the individual
experiences helplessness or hopelessness. In the
social account, people build capital by interacting
with others and the community, developing and
maintaining friendships, and in volunteering and
enjoying the rich diversity in the people around
them. Capital is withdrawn when people isolate,
avoid contact with friends and family, and see
social situations and the community as some-
thing to be avoided. In the spiritual account value
is by creating a sense of purpose. According to
Dingle (2014) spirituality grounds people, gives
meaning, and can tie our suffering into the
greater good of all. Spirituality is a means that
can transform physical/emotional “defeats” into
successes and tie the person to community, cul-
ture, and the self. Spirituality manifests our
human nature: we are more than our cognitions,
we are more than our biology, we are more than
our social supports, we belong to something
greater, and we stand for something more. This
quote by de Chardin (1999), “We are not human
beings in search of spirituality, we are spiritual
beings in search of humanity” highlights the
importance of spirituality in the quality of our
life.

Similar to today’s bank accounts, the physi-
cal, psychological, social, and spiritual accounts
are linked so that withdrawals or deposits in one
account can affect the others. For example, when
we lose a close relationship with a family
member or friend, it can influence our psycho-
logical and our physical accounts. We may have
lost someone who was important to our
self-esteem. We can become troubled by how we
can regain the person’s attention. Depending on
the severity of the loss, we may lose sleep over
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the matter or change our eating habits or engage
in other unhealthy habits, such as over eating or
drinking. When a chronic physical illness is
diagnosed our self-esteem and problem-solving
abilities may be taxed to their limit while we try
to understand how this illness will impact our
daily well-being. We may begin to avoid contact
with family and friends, as we deal with the
stress of this life change.

This model of resilience depends on using
each of these accounts to both restore and sustain
our ability to accept and embrace the “new nor-
mal.” This approach inquires not only about
whether the program helped repair damage and
speed recovery from hurt, but whether those
helped now know more about what to do, should
they be hurt again. We all know that the world
contains numerous challenges that often emerge
when we least expect them. A resilient person
has developed the adaptive skills to identify
challenges and to adjust problem-solving meth-
ods to new or novel situations. The resilient
individual uses assets and capital from all of their
accounts to successfully navigate new chal-
lenges. It is important to have a balanced set of
assets, as reliance on a single category of asset
will create challenge when we have a significant
withdrawal from that asset. For example, when
we have a significant challenge to our health, the
biological account may be tapped out. If we do
not have assets in the other categories, we have a
limited array of skills to use to retain our
resilience.

In order to assist individuals in building assets in
their biological, psychological, social, and spiritual
accounts, service providers can use a variety of
available evidence-based programs that are
designed to assist the individual in making deposits
into their accounts. For example, the Marc Com-
munity Resources currently use the Stanford
Chronic Disease Self-Management program, the
SAMHSA Illness Management program, the
WHAM program (modified), Mindfulness-based
interventions, and Social Intelligence programs.
Otherprograms, suchas theGRITprogram, canalso
be utilized. These programs are tailored to the needs
and preferences of the person, and can also be used
in inpatient settings. Staff members receive basic

training in stages of change (Prochaska and DiCle-
mente 1986), motivational interviewing (Miller and
Rollnick 2012; Rollnick et al. 1992, 2007), behav-
ioral activation (Lewinsohn 1975), and specific
training in the program methodologies. Fidelity
testing is also conducted to ensure that personnel
implement the protocols with consistency.

Holistic Health and Wellness
Programs

Stanford Chronic Disease
Self-Management Program (CDSMP)

The CDSMP is a hands-on psychoeducational
and practical method to build psychobiological,
social, and spiritual assets. The CDSMP or
Healthy Living Workshop is a 6-week
self-management workshop that meets once a
week, for two and a half hours. The 6-week per-
iod can be adjusted to suit inpatient settings. Two
trained peer leaders facilitate each workshop by
using an established curriculum developed by
Lorig (1999, 2006). The peer leaders receive four
days of initial training and are then observed by a
trained instructor in order to ensure fidelity to the
program model. The workshops are interactive
and encourage discussion.

CDSMP addresses both health literacy and
health activation. Materials cover chronic ill-
nesses and issues that may impact a life of
quality that is lived with an illness. Each person
then develops an individualized plan to manage
his/her particular chronic condition and reports
back on his/her progress at each session. Barriers
to progress are identified, and methods to over-
come these are considered. The program is
available in English, Spanish (Tomando Control
de su Salud), and a wide variety of other lan-
guages. In an inpatient setting, the workshop
scheduling may need to be adjusted to meet short
and long lengths of stay. The length of the ses-
sion may also need to be modified when working
with individuals who have cognitive impairments
or are unable to sustain attention for long periods
of time. With these slight accommodations, the
formal CDSMP is applicable to individuals with
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a serious mental illness. Druss et al. (2010) have
developed the HARP that a modified version of
the CDSMP to be used specifically with indi-
viduals with mental illness.

The CDSMP workshop topics include identi-
fying and managing symptoms, goal setting,
action plans, managing stress, problem solving,
dealing with difficult emotions, nutrition, under-
standing medications, making informed treat-
ment decisions, increasing strength and stamina
through better fitness, and using your mind to
manage symptoms. CDSMP is based on three
underlying assumptions: (1) regardless of the
chronic condition, people have similar problems
and concerns and face similar challenges;
(2) people can learn the skills needed to better
manage their disease and the day-to-day issues
they face; and (3) people who understand and
take control of their condition will be healthier
and happier (Lorig et al. 1994).

The Center for Disease Control and Prevention
(2010) has reviewed the findings of the Stanford
Chronic Disease Self-Management Program
(CDSP) with respect to physical, emotional and
health-related quality of life, and health care uti-
lization and costs. It has concluded that CDSMP:
(1) has strong beneficial effects on physical and
emotional outcomes, and health-related quality of
life; (2) consistently results in greater
energy/reduced fatigue, more exercise, fewer
social role limitations, better psychological
well-being, enhanced partnerships with physi-
cians, improved health status, and greater
self-efficacy; (3) reduces healthcare expenditures
(Lorig et al. 1999, 2001); (4) is effective across
socioeconomic and educational levels; (5) is used
with various ethnic groups in the US and inter-
nationally; and (6) reduces healthcare expendi-
tures sufficiently to pay for itself within the first
year (Lorig et al. 1999, 2001).

Goldberg et al. (2013) developed a variation of
the Chronic Disease Management Program called
“Living Well” that is tailored for individuals with
mental illness. They found that participants
showed significant post-intervention improve-
ments across a range of attitudinal (self-efficacy
and patient activation), behavioral (illness
self-management techniques), and functional

(physical and emotional well-being and general
health functioning) outcomes. They also found
evidence of continued improvement in health-
related locus of control and reports of healthy
eating and physical activity and a notable decrease
in use of the emergency room for medical care.

Whole Health Action Management
Program (WHAM)

The Whole Health Action Management Program
(WHAM) (SAMHSA 2002), published by
SAMHSA-HRSA Center for Integrated Health
solutions (www.integration.samhsa.gov), is
another program that has proven useful in
assisting people with behavioral health difficul-
ties to self-manage their healthcare. This program
is based on recovery principles and practices, and
it uses peer workers to engage and work with the
participants. The structured curriculum trains
people to manage chronic physical health con-
ditions and mental health concerns to achieve
whole health. It includes training skills in health
literacy and health activation. Peer support
workers facilitate discussions among health care
service recipients in an active process to modify
negative behavior and attitudes that undermine
health. WHAM builds on the person’s strengths
and assets to enhance positive emotions, atti-
tudes, and activities that impact both physical
and mental health outcomes. The curriculum is
designed to assist the person in formulating a
whole health goal for self-management. It
incorporates ten health and resiliency factors:
stress management; healthy eating; physical
activity; restful sleep; service to others; support
network; optimism based on positive expecta-
tions; cognitive skills to avoid negative thinking;
spiritual beliefs and practices; and a sense of
meaning and purpose.

The second component of WHAM is designed
to maximize mind–body resiliency. Individuals are
engaged in a series of discussions and activities to
strengthen their abilities to rise above the debili-
tating aspects of chronic disease. Included are
hands-on activities and psychological approaches
to improve relaxation, reduce stress, and minimize
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negative self-talk and use spiritual strength.
WHAM has identified five keys to whole health
success: person-centered goal setting; weekly
action planning; creating a daily/weekly personal
log; one-to-one peer support; and weekly peer
support group.

WHAM has demonstrated that people who are
supported in managing their self-care on an
ongoing basis are less likely to relapse and are
better able to cope with the cyclical nature of a
chronic disorder. There are limitations to imple-
menting the WHAM program in an inpatient
setting. The use of paraprofessional peer workers
is considered fundamental to this model. While
the use of peers in an inpatient setting is not
available in some locations, there is no reason
why it cannot be.

Illness Management and Recovery
(IMR)

The Illness Management and Recovery (IMR) is
another evidence-based practice endorsed by
SAMHSA. This practice actively engages people
who are in recovery in a process of teaching
information and training skills that include psy-
choeducation, motivation, cognitive behavioral
strategies, behavioral restructuring for medication
adherence, relapse prevention, coping strategies
for stress reduction, and managing persistent
symptoms. Toolkit workbooks are provided to
services and practitioners. A computer-based
version of IMR has been developed and pilot
tested recently (Wright-Berryman et al. 2013).
Moemi et al. (2013) have adapted the tool for
international use and computerized tools are also
available and offer the computer savvy easy
access to IMR information.

Preliminary data from these programs suggest
that patients in a recovery-oriented settings aremore
actively engaged and participate more frequently
and fully while hospitalized than in traditional set-
tings. Implementation of evidence-based practices
such as IMR requires a significant front-end cost,
mainly in the training of personnel and application

of new training modalities and materials. After
start-up, costs are similar to those of traditional
inpatient facilities. There are demands on personnel
in transitioning to recovery models. The practices
involve staff members and patients alike in some
anxiety-provoking changes in behavior, daily
scheduling, daily tasks, and documentation of ser-
vices. The anxiety and stress of implementing a
treatment mall or IMR program is largely felt at the
front end while the facility is redesigned, the staff
members are trained, and new materials and activi-
ties are developed and initiated. Patients do not
exhibit any increase in violence or disruptive
behaviors during this period. For example, violence
actually decreased among a forensic population in a
study that compared a treatment mall approach to a
civil-committed population using a traditional
model of treatment. (Holland et al. 2005).

Resilience-Building Models
and Activities

Mindfulness

The practice of mindfulness provides a flexible
tool that can be used in various settings to help
people overcome the debilitating effects of
chronic disorders. Mindfulness is the nonjudg-
mental awareness of thoughts, feelings and per-
ceptions in the present moment. It has significant
positive effects on health and wellness, on pain
reduction, psychiatric and psychological distress,
and stress-related symptoms (Shapiro and Carl-
son 2009). The methods of mindfulness origi-
nated in Eastern wisdom traditions. Mindfulness
has attracted current psychological research and
is increasingly used in cognitive behavioral
strategies for health and wellness and for per-
sonal transformation (Didonna 2009). Thirty
years of research have demonstrated that
mindfulness-based stress reduction effectively
reduces medical, psychiatric, and psychological
symptoms across a wide range target behaviors
(Singh et al. 2008). Although mindfulness-based
approaches vary in their components, they

17 Enhancing Resilience and Sustaining Recovery 429



typically include one or more of the following: a
personal meditation practice based on concen-
tration and/or contemplative meditation exer-
cises, behavioral practices (e.g., loving kindness,
compassion, and generosity), cognitive strategies
(e.g., reflection on the transitory nature of events
and the emptiness of self), and empathic strate-
gies (e.g., happiness and accepting suffering). All
of these techniques are viewed collectively as
elements of training the mind. Although research
is beginning to explore the mechanisms by which
mindfulness works, it is thought that its effects
are mediated through attention regulation, body
awareness, emotion regulation, and change in
perspective on the self (Hölzel et al. 2011).

Mindfulness-based approaches have resulted
in a proliferation of research that attest to repli-
cable clinical findings across disorders and set-
tings. The effectiveness of mindfulness is
demonstrated across a range of clinical and non-
clinical issues: psychiatric disorders (personality
disorders, eating disorders, addictive behaviors,
PTSD, psychosis, and OCD, depression), physi-
cal health and wellness (e.g., pain, obesity,
smoking, and migraines), medical problems (e.g.,
cancer, heart disease, diabetes, and hypertension),
and behavioral issues (e.g., parenting, aggression,
and fear) (Didonna 2009).

Kabat-Zinn (1990, 2003) introduced Mindful-
ness-Based Stress Reduction (MBSR) to the clin-
ical community at the University ofMassachusetts
Medical School’s Stress Reduction Clinic. This
program has served as a model for many others.
This program is based on a form of meditation
known as mindfulness. The standard MBSR
course consists of eight weekly two and a half
hours classes and a full-day retreat. The program
components can include guided instruction in
mindfulness meditation practices, gentle stretch-
ing, and mindful yoga, group dialog and mindful
communication exercises to enhance awareness in
everyday life, individually tailored instructions,
daily assignments, and practice materials.

Participants can also be taught mindfulness
observation of thoughts, a standard mindfulness
procedure for observing thoughts, and the lan-
guage used to express thoughts Participants are

taught that they are not their thoughts and that
their desires are merely transient thoughts that
can be used to observe “desire” thoughts and let
them go. Participants are taught a four-part series
of mindfulness procedures that enable them to
disengage from their thoughts. The mindfulness
procedures require (1) a focus on successive
thoughts, (2) to observe the beginning, middle,
and end of each thought, (3) observe thoughts as
clouds (“thought clouds”) and passing through
awareness, and (4) observe desires as thought
clouds without (a) pushing the thoughts away,
(b) engaging with the thoughts, or (c) becoming
emotionally attached to the thoughts.

Social Intelligence

As social animals, humans seek and utilize social
assets throughout their lives. Many inpatient
settings foster less than ideal social skills that do
not translate well to outside setting. Many people
discharged from a hospital have few skills in
self-advocacy, clear communication, assertive-
ness and social integration. The Social Intelli-
gence (SI) Institute assists individuals,
organizations, and communities develop healthy
human connection and counter detachment, dis-
engagement and disregard of one another. A past,
punctuated by painful social interactions and a
current style of self-serving defensiveness and
distrust often preclude dialog. Social conflict
ensues as people fail to humanize their interac-
tions. Thus polarized, individuals and commu-
nities struggle to find themselves and get beyond
the loneliness within and lack of empathic con-
cern for others. The SI Institute provides a new
narrative framework beyond self-interest, a nar-
rative not of “me” but “we,” which embraces the
value of understanding one another, and of acting
with others in mind to nourish healthy relation-
ships. The training programs are designed to
guide participants to more thoughtful reflection
about their own needs, a greater understanding of
the complexity of their social worlds, and
increased flexibility in adapting to their social
difficulties by program activities.

430 M. Franczak et al.



Individuals of all ages facing difficult life
transitions, and those who care for them, can
benefit from the curriculum. Individuals with
serious mental illness and/or substance abuse
disorders often have challenges in relating to
others. Their struggles to connect in positive
ways to family, friends, and coworkers have
often included mistreatment and bias. Profes-
sional and nonprofessional caregivers may ben-
efit from SI training to support capacities for
empathetic concern and continued job satisfac-
tion in helping others.

The program is based on four fundamental
principles: (1) neuroplasticity—the capacity for
change at any age; (2) individual uniqueness—no
two people are alike, each deserves to be
understood fully and without stereotypes;
(3) awareness of unconscious automatic pro-
cesses that often dominate social interactions;
and (4) humanization—people are not objects or
a collection of body parts but are sentient beings
deserving of attention. Based on these principles,
training can lead to higher levels of social
maturity in personal and professional life.

SI training is a ten-hour program that can be
completed individually or in groups with facili-
tation. The basic program consists of 7 modules
that are covered over 42 sessions.

Module 1: Neuroplasticity. This module
addresses brain development and the life-long
capacity to form new neuro-connections that
guide future social relations. (6 lessons)
Module 2: The Unconscious and Uncon-
scious Brain Mechanisms. This module
describes how the brain processes informa-
tion about the self and others and by how it is
guided by individual schemas and cognitive
biases. Greater awareness of the utility and
fallibility of these ways of thinking and how
to improve the understanding of ourselves
and others. (8 lessons)
Module 3: Mind Reading. The foundation
for this module is the ability to identify the
feelings and thoughts of another person, and
to respond to those feelings and thoughts in
appropriate ways. (7 lessons)

Module 4: Them. This module addresses
how thoughts and behavior toward others are
shaped by the brain’s automatic categoriza-
tion and by the groups to which we belong.
We instinctively display favoritism toward
those who are like us, and biases toward those
who are different. (8 lessons)
Module 5: Face-to-face Conversations. This
module focuses on the ebb and flow of
smooth social interactions and the funda-
mental importance of getting outside of our
own heads and connecting with other people.
(7 lessons)
Module 6: The Past. This module addresses
how our backgrounds and past experiences
influence the ability to form quality relation-
ships, to feel comfortable with others, and to
love and be loved. (4 lessons)
Module 7: SI is about Choice. This module
shows that we are not destined to repeat old
patterns of relating. We can consciously
choose to change ways of relating through
both awareness and effort. (1 lesson)
The SI Institute is dedicated to making the

program accessible to audiences around the
world using latest technology to present the
training online with highly educational and
engaging videos, sets of reflective questions in
order to increased self-awareness, hands-on
activities to try out concepts, and actions to
practice and build new habits.

A recent study showed that individuals who
completed the SI course through the Social
Intelligence Institute improved on a number of
key indicators of social and emotional intelli-
gence, including improved social skills and
social information processing, increased sensi-
tivity to others’ emotion and perspective taking,
and improved empathy, self-monitoring, and
psychological well-being (Zautra et al. 2015a, b).
The Social Intelligence Institute has tested the SI
training program in several settings that included
individuals with serious mental illnesses and peer
counselors. The SI program enhanced students’
sensitivity to others and increased confidence in
their ability to successfully navigate social
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relations. In addition, trainees reported that the
materials were very helpful in both their profes-
sional and personal lives.

Goal-Directed Resilience in Training
(GRIT)

For persons with seriousmental illnesses, themost
common effects of long-term stress are seen in
recurrent inpatient hospitalization and poor com-
munity survival. The Goal-directed Resilience in
Training (GRIT) model has demonstrated positive
impact on people who have experienced trauma
and stress that resulted from widely different life
events (Kent and Davis 2014; Kent et al. 2014,
2015). There are two overarching strengths that
assist people during and after these events: (1) ap-
proach or engagement in their situations in ways
that keep the person well, and (2) social related-
ness or connection with other people. Approach/
engagement covers experiences of interest,
curiosity, appreciation, and noticing beauty.
Social relatedness consists of experiences of
empathy, compassion, appreciation, and noticing
beauty. These two basic strengths were extrapo-
lated from real-life examples of people who
experienced severe trauma and overcame it.
The GRITmodel consists of four modules that aim
to transform past pain and suffering [Module
(1) Rebuilding Approach/Engagement; Module
(2) Rebuilding Social Connectedness, Bonds,
Affiliation; Module (3) Transforming Distress and
Trauma with Resilience Skills; and Module
(4) Building a Good Life].

The program starts by asking participants to
set aside their most painful or distressing expe-
rience. These will be encountered later. Partici-
pants are encouraged to identify and explore an
episode in which they are cherished or loved or
they cherished or loved someone or something
else. Participants are to turn to this episode when
they are distressed during the course of the pro-
gram, to help them be calm and be able to do the
work of the program. The two core resilience
skills are then applied to participants’ lives. The
approach/engagement module covers experi-
ences that demonstrate interest, curiosity,

appreciation, and noticing beauty. Participants
are asked to find examples of these in their own
lives, particularly childhood and early adulthood.
They are asked to notice the responses of their
five senses during episodes of interest, curiosity,
and other expressions of engagement. This
allows them to reexperience at emotional, cog-
nitive, physiological levels these engagement
experiences. Social connectedness module cov-
ers experiences of empathy, compassion, help-
ing, friendship, and love. Participants are again
asked to identify social connection experiences
of empathy, helping, friendship, and love from
their lives, with an emphasis on childhood and
early adulthood. They are asked to reexperience
them and note the responses of their five senses.
In the transformation module, these strengths are
applied to distress, trauma and pain by facing
them with engagement (interest, curiosity, etc.)
and/or social relatedness (empathy, helping, etc.).
In the last module participants apply the skills of
engagement and social relatedness to building a
good life for themselves, a life that contains
engagement and social connection and has
expanded beyond distress and trauma. Thus, the
person learns new skills to overcome pain and
suffering, and concurrently explores new
engagement and social environments. Classroom
activities and homework assignments seek to
expand the person’s awareness of and reexperi-
ence of resilience skills, and provide opportuni-
ties to learn how to apply the new skills to
overcome distress and to lead a richer and fuller
life. GRIT ends with incorporating new learning
into a design for a good life for each participant.

Conclusion

The growing emphasis on reducing health care
costs, reducing inpatient hospital utilization,
length of stay, and decreasing readmission, as well
as increasing health and wellness in community
settings has sharpened the focus on preventive and
wellness-based treatment methodologies. While
recovery- and resilience-based treatments have
flourished in many community mental health
centers, and are promoted through national policy
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and research initiatives, inpatient services have
been challenged to adopt new techniques. The
hesitancy lies at multiple levels including: the cost
of retooling inpatient units; the cost of identifying,
recruiting and training the hospital workforce;
overcoming fear and uncertainty among health
care workers and the fact that they are working
with individuals who are highly symptomatic
upon admission. All these obstacles notwith-
standing, current thought increasingly points to the
need to import some of the recovery/resilience
theories and practices into inpatient settings.

There is an abundance of data and rationale
for incorporating resilience-oriented activities to
patients in inpatient settings as a means to assist
them in becoming more actively involved in their
treatment and wellness. Traumatic experiences,
debilitating symptoms, and long-term reactions
to stress significantly undermine the best efforts
of many patients. Nevertheless, many find a way
to overcome these limitations through resiliency
skill building, practicing skills, and developing
new internal and external resources. Although a
person may learn many new skills as part of
his/her recovery, it is incumbent upon the person
and his/her health care workers that they become
comfortable and conversant with the language of
resilience and wellness within a long-term
perspective.

Health literacy is a necessity for it allows a
person in treatment to better understand and
communicate needs, preferences, strengths, and
abilities as part of an ongoing process to plan for
a healthy lifestyle and improve happiness over
the long term. Health activation is another
essential ingredient to this new approach as it
points to the person’s willingness and abilities to
mobilize resources, make key decisions and
understand consequences of actions taken by
both the person in services and the key practi-
tioners in his/her life.

Hope is another ingredient that is essential to
successfully navigating one’s path toward com-
munity living and a healthy lifestyle. The patient
must have a firm belief that his/her life will
improve, that he/she can overcome the debili-
tating effect of a major mental illness and that the
simple act of trying to get well is, in itself,

uplifting. Enhancing and using one’s resilience
assets is essential to this process and an explo-
ration of these assets with the patient is a key to
mobilizing them in the inpatient unit and
preparing them for discharge.

Several practices and techniques can be used to
build a person’s resilience and recovery before
he/she leaves the inpatient setting. Some of these
are emerging or evidence-based practices
endorsed by policymakers and funding sources.
Others are basic intervention strategies designed to
improve communication, increase self-awareness,
build hope and improve communication with
practitioners and others. Ultimately, a person’s
lifestyle choices and health often revolve around
making choices and moving forward. In addition
to stabilizing the positive symptoms of mental
illness, supporting the development of
self-management skills is one of the most impor-
tant activities that hospitals can offer the person.
Introducing these choices and assisting a person to
make healthy choices before leaving a hospital is
aimed at optimizing the patient’s transition back
into the community and improving the likelihood
that the person will remain relatively healthy,
happy and independent for the rest of his/her life.
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Introduction

Great inroads into implementation of
recovery-oriented practice have been made in
many behavioral health systems. There are also
many barriers to implementation as well as gaps in
our knowledge about outcomes. Whether the
impetus for this has been concern over
evidence-based practice, civil rights, regulatory
initiatives, and/or funding, this approach to pro-
vision of behavioral health services is becoming
the standard. After all, it is difficult to argue with
the goals of connectedness, hope, identity, mean-
ing, self-determination, and empowerment. The
premise is that all persons should have the
opportunity to have productive, meaningful, and
responsible lives in the community.

The focus has been on inpatient care, which
by definition involves treatment for persons who
are the most ill and most vulnerable. Often this
care is involuntary and therefore presumably not
compatible with “recovery”. Hopefully, it is clear
that regardless of the nature of the setting, the
philosophy of recovery has to be the foundation

for the involved person’s interaction with the
behavioral health system (Davidson et al. 2016).
If the caregivers do not believe that people in
their care can improve their lives and function-
ing, then there is no hope.

In this context, it is important to distinguish
recovery from “recovery-oriented care” in that
recovery is an unassailable and personal process
that an individual goes through, and recovery-
oriented care relates to the roles and responsibil-
ities of behavioral health systems in providing
care for persons with psychiatric disabilities
(Davidson et al. 2006). Sowers (2005) compared
system transformation to a process that is parallel
to an individual’s recovery, and correctly stated
that it was a challenging process that requires, “…
vigilance, dedication, skill, patience, humility,
and a great deal of hard work.” Sowers also
stipulated that the organization has to be open to
receiving help, specifically from persons in
recovery as partners. The shift to this type of care
requires that treatment goals identify and build
upon an individual’s assets, strengths, and areas
of health and competence. In addition, the pur-
pose is to support the person in managing his or
her condition while regaining a meaningful and
constructive life, and sense of membership in the
broader community (Davidson et al. 2006).
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Impetus Behind Recovery
Transformation

The President’s New Freedom Commission on
Mental Health (2003) stated that, “Recovery is
possible for everyone with serious emotional
disturbances to … live, work, learn, and partici-
pate fully in their communities,” but that unfor-
tunately for many supports and services to make
this possible “remain fragmented, disconnected,
and often inadequate.” Unfortunately, the report
concluded that the mental health system in the
United States was not oriented to the most
important outcome for the people it serves, which
is the hope of recovery. It was determined that
available evidenced-based care was not pene-
trating into the community and many people did
not have access to quality individualized care,
therefore reducing the opportunity they had for
obtaining recovery.

It also stated that successful transformation
within the mental health system required two
principles. First, that care provision must be
centered on real and meaningful choices for
service-users, and not requirements of bureau-
cracies. Second, that care must increase coping
abilities, facilitate recovery, and foster resilience,
not just manage symptoms. In addition,
service-users will contribute to the development
of a recovery-oriented system by participating in
planning, evaluation, research, training, and ser-
vice delivery.

To aid in transforming the mental health
system, the President’s New Freedom Commis-
sion on Mental Health (2003) made the following
recommendations: (a) Develop an individualized
plan of care for every adult with a serious mental
illness and child with a serious emotional dis-
turbance; (b) Involve service-users and families
fully in orienting the mental health system
toward recovery; (c) Align relevant Federal
programs to improve access and accountability
for mental health services; (d) Create a Com-
prehensive State Mental Health Plan, and
(d) Protect and enhance the rights of people with
mental illnesses.

The Institute of Medicine Committee on
Crossing the Quality Chasm, Adaption to Mental

Health and Addictive Disorders (Institute of
Medicine [IOM] 2006) also included statements
that people with mental illness can recover as
defined above even though the illness itself may
not be cured. Unfortunately, they outlined the
discrepancy between what research supports as
evidenced-based care and what actually occurs,
which has serious consequences for treated
individuals, their families, and our society. They
referenced studies that indicated only 27 %
adherence with established practice guidelines
for the most common disorders. They listed some
of the primary barriers to the provision of quality
care as follows: departures from known standards
of care, variations in care in the absence of
standards, failure to treat severe mental and
addictive diseases, and lack of coordination
among systems of care.

The IOM (2006) stipulated that service-users
must be involved in decision-making, not just in
individual care decisions, but in the development
of systems of care. They outlined several concrete
steps to reduce stigma by placing supported
decision-making in policy and practices, involv-
ing service-users in service design, administra-
tion, and delivery, and supporting illness
self-management programs. They stated that this
should be embedded into the culture of an orga-
nization. Organizational leaders should demon-
strate support of service-user decision-making in
their interactions with employees; that the indi-
vidual’s right to make treatment decisions should
be the default policy of the organization unless
there is apparent danger; and this should permeate
policy and procedure documents, mission state-
ments of the organization itself.

Finally, though not necessarily in regulation,
recovery-oriented care has permeated the
philosophies of government regulatory bodies in
the United States, such as the Centers for
Medicare and Medicaid Services in the United
States (Smith 2007) and governmental mental
health strategic plans in many other western
countries, including but not limited to Canada
(Kirby and Keon 2006; Mental Health Com-
mission of Canada 2009, 2012), England (HM
Government 2009, 2011), New Zealand (Mental
Health Commission 1998, 2012), and Australia
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(Australian Health Ministers 2009) in relation to
oversight of behavioral health systems of care.
On review of these different strategic initiatives,
there are multiple permutations of definition,
focus, and level of incorporation of recovery
concepts (Slade et al. 2012). There are cultural
differences that can affect the development of
these concepts such as the staunch American
insistence on individualism versus other cultures’
more collectivist view, structures of existing
publicly funded healthcare entities, extent of
nongovernmental advocacy organizations, and
historical paths regarding civil rights (Amering
et al. 2012; Bradstreet and McBrierty 2012;
O’Hagan et al. 2012; Oades and Anderson 2012;
Ostrow and Adams 2012; Piat and Sabetti 2012).

In some countries, such as Australia and New
Zealand, the focus is shifting where recovery is
being subsumed under positive psychology or
general well-being (O’Hagan et al. 2012; Oades
and Anderson 2012). This is carried even further
with the melding in New Zealand with the Maori
worldview of health and well-being, including an
emphasis on extended family, as well as spiritual,
physical, and psychological health (O’Hagan et al.
2012; Turia 2010). In the years since the govern-
mental adoption of recovery-oriented mental
health care, there have many political and eco-
nomic upheavals that have changed direction of
government sponsored health-care initiatives.
One common theme that can be seen in these
efforts is that, actual uptake of recovery-oriented
concepts at the level where professionals are
interacting with service-users can often miss the
mark (O’Hagan et al. 2012; Oades and Anderson
2012; Piat and Sabetti 2012), or as stated by Oades
and Anderson (2012) in discussing the relatively

successful transformation in Australia: “There are
significant limitations of the capacity of strategic
initiatives to shape ground-level uptake of desired
workplace practice. When values are espoused at
the organizational level, or more broadly at the
policy level, the risk is that these become distant,
generic statements that are imposed on services
and their staff. Value statements are unlikely to be
experienced as meaningful in terms of translating
the recovery vision into practice, or in answering
the question how do we, as staff members,
approach our work with individuals if we are to
promote their recovery journey?”

Change Management

There are many ways of transforming organiza-
tions. For example, Kotter (2007) presented
several common major errors associated with
organizational change in business organizations,
but these errors are salient to behavioral health-
care systems as well (see Table 18.1). We dis-
cuss these errors in the context of implementing
recovery-oriented care in behavioral healthcare
systems.

Urgency

Although there is clear service-user, advocacy,
and governmental support behind the recovery
movement, the issue is how to motivate leaders,
managers, and frontline staff in behavioral
healthcare organizations, including state and pri-
vate inpatient psychiatric entities. All players
within the organization must be on board with the

Table 18.1 Eight errors in organizational transformation

1. Not establishing a great enough sense of urgency

2. Not creating a powerful enough guiding coalition

3. Lacking a vision

4. Under-communicating the vision by a factor of ten

5. Not removing obstacles to the new vision

6. Not systematically planning for, and creating, short-term wins

7. Declaring victory too soon

8. Not anchoring changes in the organization’s culture

Adapted from Kotter (2007)
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change, and will have to give up the
often-comfortable status quo. So, how is this
going to make things better for them and the
people who receive services from the organiza-
tion? Kotter (2007) stipulated that change requires
leadership, and that the leaders must make the
“status quo seem more dangerous than launching
into the unknown.” Commensurate with our own
experience in system change projects, new lead-
ership is often required to accomplish this.

Guiding Coalition

In addition to the leadership, managers, and
clinical staff of a healthcare organization,
service-users must be involved throughout the
development of recovery-oriented systems from
planning, evaluation, research, and training to
service delivery (IOM 2006; US Department of
Health and Human Services 2012). This core
coalition has to provide the organization with the
momentum and energy to see the transformation
process through to completion. If not, either
those who oppose change, or the entropy inher-
ent to organizations, will overcome this effort
(Kotter 2007). Opposition to change may be
active or passive-aggressive, with those opposed
to the change indulging in the blame game and
fault finding with the change agents.

Consumer choice should be incorporated in
all types of planning processes including, but not
limited to treatment, service, transition, and
development of recovery plans. The documents
and processes should emphasize the identifica-
tion and use of a person’s strengths to design a
plan to overcome their difficulties. Finally, sys-
tems of care should promote holistic approaches
to health maintenance and recovery development
that recognize the impact and interaction of
cooccurring illnesses and the need to address
them concurrently. Principles of recovery can be
applied to diverse processes that disrupt mental
health and can provide a common thread by
which the return to mental health may be
orchestrated. Respect for service-user participa-
tion, and efforts to obtain meaningful input from
them, are hallmarks of recovery-oriented

environments. This input should be solicited
even when service-users are most debilitated and
opportunities to make choices should be pro-
vided whenever possible (Sowers 2005).

Mission/Vision

The guiding coalition must create a vision of the
final product that is understandable and easy to
convey. It must appeal to service-users, other
stakeholders, and organizational staff. Without
this vision, the transformation process can
devolve into competing and incompatible initia-
tives (Kotter 2007).

Farkas et al. (2005) outlined the critical
dimensions in establishing recovery-oriented,
evidenced-based programs, with the hope of
bridging the gap between traditional evidence-
based practice and the vision of recovery. In
addition to the overall picture of administration,
they gave detailed requirements for structures
such as mission statements, policies, procedures,
record keeping, quality assurance, and employee
selection, training and supervision. They stated
that a values-based approach is applicable to all
behavioral healthcare settings, and that this can
significantly alter a person’s individual experi-
ence within the program during his or her per-
sonal process of recovery.

The values Farkas et al. (2005) felt were
key to supporting the recovery process included
person-orientation, person-involvement, self-
determination, and growth potential. To be
person-oriented, a program must focus upon the
individual rather than “the case”, encouraging the
person’s strengths, talents, interests, and recog-
nizing limitations. For persons to be involved,
the program must acknowledge the right to full
partnership in designing, planning, implement-
ing, and evaluating the service. The program
must recognize the person’s right to make deci-
sions about all aspects of their goals, outcomes,
services utilized to achieve these outcomes, and
when they will be engaged in services. Finally,
the program must accept the capacity of indi-
viduals to recover no matter the state of disability
they are in, i.e., in crisis in a hospital.
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Promoting citizenship requires supporting
individuals with mental illness to fully reintegrate
into society as equal citizens. Contained within
this domain are concepts such as viewing people
as individuals who are not defined by their diag-
nosis or associated treatments. Also, this involves
respecting and actually advocating for individu-
als’ human rights, inclusion in community life,
and support of meaningful and purposeful lives
and occupations (Le Boutillier et al. 2011).

Teaching by Example

Simply adding the phrase “Recovery is possible
for everyone” to the letterhead of the organization
will not accomplish this significant and difficult
transformation. The leadership must actually
believe in this transformation and let this convic-
tion permeate their every action within the orga-
nization. If their actions, including policies,
procedures, and practice within the organization
are not consistent with the message they are con-
veying, the result will fuel organizational nihilism
at every level (Kotter 2007). Person-centered,
recovery-oriented care is focused on helping
individuals build meaningful lives, not on the
bureaucratic goals of a clinical organization. This
requires a paradigm shift where care recipients
are equal partners with care providers (Slade
et al. 2014).

These values must permeate the structural
components within the organization to provide a
framework for recovery efforts. A system of care
adapts to the needs of people instead of what
services are available, including mission/vision,
quality improvement programs, open access to
services, and workforce planning (Farkas et al.
2005; Le Boutillier et al. 2011). The mission
identifies intended recovery-based outcomes in
behavioral terms, such as regaining employment,
community membership, success, satisfaction,
empowerment, well-being, self-esteem, and
finally mitigating symptoms that interfere with
these goals. Policies reflect respect for

individuals using the service that espouses
person-orientation, self-determination, and the
potential for individual growth. Procedures
ensure that these policies are implemented in a
meaningful way and give detailed instructions to
staff who provide services within the organiza-
tion (Farkas et al. 2005). Organizational com-
mitment requires creating a work environment
and service structure that are conducive to pro-
moting recovery-oriented practice. Practitioners
must support individuals to personally define
their recovery. This is the core of the organiza-
tion and not an “add-on” to existing services.
Individuals define their own goals, dreams, and
plans to shape the care provided to them, not the
other way around. This incorporates inclusion
and respect for individuality, informed choice,
peer support, strength-driven planning, and
holistic care (Franczak and Dye 2016; Le
Boutillier et al. 2011; Singh et al. 2016).

An aspect that is often ignored in healthcare
organizations during the process of developing
recovery-oriented programs is record keeping.
Are the records designed and maintained in a
matter that makes them easily accessible to the
person receiving the services? Do they reflect the
person’s strengths, talents, and interests, as well
as his difficulties? To take this even further, is the
person able to comment in writing on the con-
tents of a record? Furthermore, the physical
environment where services are provided gives
significant cues to those engaging in services. Of
course, in hospital settings, there are many reg-
ulatory and safety concerns that have to be met,
but service-users can give input into decoration,
design, and physical plant resources in order to
provide a welcoming and supportive environ-
ment (Farkas et al. 2005).

Within the organization, the employee train-
ing programs should ensure there is sufficient
understanding of recovery concepts and of
service-users perspectives and aspirations (Mabe
et al. 2016). Professionals within the organiza-
tion must have adequate exposure to
service-users in nonclinical settings and exposure
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to recovery models, and the organization’s
training standards and competency requirements
should reflect these values (Sowers 2005).

Elimination of Obstacles

Assuming there is adequate leadership, vision,
and communication, the process can still fail if
obstacles to change are not removed, whether
they are imagined or real (Kotter 2007). Are
there policies and procedures that remain in place
that contradict the effort? Has the organization
retained old processes that interfere with the
recovery philosophy? Does the organization have
the resources to implement this potentially
labor-intensive effort? Are there still managers,
or influential frontline employees, in place who
do not support the effort?

The people working within the organization
must deliver service in a manner consistent with
these values. Healthcare employees can be sig-
nificant facilitators or, unfortunately, barriers to an
individual’s recovery. It is critical that employees
have the basic knowledge, skills, and attitudes to
promote recovery. Ideally, employee candidates
who have personal experiences with their own
recovery and/or mental health issues should be
sought and included in organizational develop-
ment (Franczak and Dye 2016). Furthermore, in
keeping with person participation, service-users
should be involved with selection criteria, inter-
viewing, and the hiring process. Finally, ongoing
staff development and supervision must encour-
age recovery-oriented knowledge, attitudes, and
skills, including meaningful opportunities to meet
individuals in recovery (Farkas et al. 2005).
Finally, a working relationship entails a sincere
belief on the part of service providers that indi-
viduals, and their families, can reach their poten-
tial and shape their own future. A working
relationship supports recovery with genuine part-
nership and instills hope (LeBoutillier et al. 2011).

With specific regard to inpatient care, it is a
mistake to assume that recovery concepts cannot
be applied for the population receiving services
(Davidson et al. 2016). Though much of the lit-
erature focuses on persons with schizophrenia

and other psychoses, many pro-recovery inter-
ventions have been examined for a wide variety
of other populations in acute crisis. Also,
although treatment leading to amelioration of
symptoms is important, this approach addresses
only one aspect of a person’s individual journey.
The treatment we provide can unfortunately
become a barrier to self-determination and com-
munity integration. In order for mental health
systems to support individuals in their personal
journeys, we will have to move away from care
dominated by institutions, drug therapies, and
coercion. Another paradigm shift is discarding the
idea that the goal of treatment is to make people
“normal”, rather than helping include them as
equal members of our society. This means creat-
ing inclusive communities where everyone is
accommodated, and not imposing artificial soci-
etal restrictions on how people live (e.g., dis-
charge to the community is predicated on day
program attendance as the available “group
home” requires this) (Slade et al. 2014).

One shift that may have to occur for members
on the treatment team in the hospital is evaluating
success for individuals on valued social roles
such as residential stability, employment, and
relationships, rather than the traditional view of
symptom reduction and relapse rates. The tradi-
tional treatments we provide are just one com-
ponent of how we can help individuals on their
life’s journey. In this conceptualization, our
clinical focus on diagnosis, symptoms, and defi-
cits actually can further stigmatize people instead
of supporting them in their strengths, and aspi-
rations that most people desire: stable housing,
employment, and meaningful relationships
(Bashor et al. 2016). This underlies the belief that
people with mental illness are fundamentally
similar to everyone, not patients who need treat-
ment before they can get on with their lives.
Examples of this dichotomy include, “housing
first, no preconditions versus supported-housing”
or “individual community job placement with
appropriate supports versus sheltered work-
shops”. This means supporting people’s access to
potential relationships where they can learn rela-
tionship building skills, both the positive aspects
and the associated pitfalls, rather than focusing on
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social-skills training classes. In this view, “people
with mental illness don’t need treatment—they
need a life. Treatment may contribute to the
process of striving for a life worth living, but it is
a means, not an end” (Slade 2012).

Short-Term Successes

This transformation will take time, months to
years, not days or weeks. It is human nature to seek
feedback on efforts and few are able to delay this
gratification in the interest of long-term outcomes.
If the energy behind the effort is not maintained,
many in the organizationwill lose interest andmay
even join the naysayers in sabotaging the initia-
tive. In designing the transformation effort, the
change leaders must establish periodic, obtain-
able, short-term goals. These accomplishments
must be communicated to everyone involved in
the effort, and rewards given that are realistic
within the organization (Kotter 2007).

Similar findings were found in a study on
successful implementation of translational
research and evidence-based care in healthcare
settings (Stetler 2003). For example, in this
study, it was noted that this effort must be “in-
stitutionalized” so that it becomes part of both
the organizations and employees’ “way of doing
business.” The core components of a health
system, including leadership, feedback systems,
resources, capacities, competencies, and culture
must be assessed for congruency of the goal, i.e.,
evidenced-based care or, in this case,
recovery-oriented care. That is, the leadership of
the organization must reinforce the culture of
recovery or efforts will fail if their actions are
incongruent with the messages being conveyed.
In addition, employees must be provided with the
tools and supports to deliver this type of care
(Stetler 2003).

Consolidation and Reinvigoration

It can be a mistake to declare victory too early in
the battle. Successes should be celebrated, but

the reality is that an actual cultural change usu-
ally takes years. The new organizational structure
can be fragile during this time, and can slide back
into the “old ways” of doing things. Sowers
(2005) outlined elements with associated mea-
surable indicators that would help ensure the
quality of recovery-oriented transformation
efforts. In these measures, Sowers stipulated that
the organizational budget must allow for ade-
quate resources to support service-user partici-
pation in administrative processes governing the
organization and to create employment opportu-
nities within the organization. Service-users and
family members should be enlisted to participate
in the decisions regarding resource allocation and
service development. There also should be sig-
nificant representation of persons in recovery on
organization’s treatment and support staff. In
addition, persons in recovery should be involved
in quality improvement efforts as equal partners
and they should receive adequate compensation
for the services they provide, just as the profes-
sional participants do. This recognizes the value
of collaboration in establishing stable recovery
environments. Stakeholders, including
service-users, must be involved during the plan-
ning, development, and implementation of qual-
ity assurance programs. For example, outcomes
that could be selected by service-users would be
their personal goal attainment or satisfaction with
services and processes (Farkas et al. 2005).

Solidifying the New Culture

Once the recovery transformation is successfully
completed, these processes must continue as the
new “norm” instead of succumbing to degrada-
tion once the initial pressures for the change
stop. Those involved must be shown how this
change has improved the functioning within the
organization and how their contributions made
this possible. Moreover, new managers and
leaders who join the organization must believe in
recovery-oriented processes.

With the advent of recovery-oriented services
across a broad spectrum of behavioral healthcare
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systems in North America, Europe, Australasia,
and some parts of Asia, it has been noted that
often agencies incorporate appropriate catch
phrases in their organizational documents, such
as mission statements and policies, but often fall
short of actually changing practices. The
Recovery Self-Assessment (RSA) was developed
to evaluate the degree to which organizations
have implemented recovery-oriented care and it
has components tailored for various stake hold-
ers, including administrative directors, providers,
persons in recovery, and significant others
(O’Connell et al. 2005). They identified princi-
ples common to recovery and practices associ-
ated with these principles. From this, five factors
were identified including: Life Goals, Involve-
ment, Diversity of Treatment Options, Choice,
and Individually Tailored Services. Life Goals
looks at the extent to which the organization
helps persons develop and pursue individually
defined goals, such as employment and educa-
tion. Involvement examines the extent to which
persons in recovery participated in the develop-
ment and provision of programs/services, staff
training, and advisory board/management meet-
ings. Diversity of Treatment Options indicates
the extent to which an agency provides linkages
to peer mentors and support, a variety of treat-
ment options, and assistance with becoming
involved in nonmental health activities. Choice
looks at the extent to which service recipients
have access to their treatment records, staff
refrain from using coercive measures to influence
choice, and decisions of service recipients are
respected by staff. And finally, Individually Tai-
lored Services reflect the extent to which services
are tailored to individual needs, cultures, interest,
and the building of community connections.
There are other assessment tools, and it is
important to determine whether the one chosen is
valid regarding the service structure, population
demographics, and cultural context (Williams
et al. 2012). In the final analysis, the organization
is responsible for formally evaluating its imple-
mentation efforts to ensure adequate penetrance
of the desired concepts and outcomes.

Examples Systems Transformation
Efforts

There are a large number of system transforma-
tion efforts documented in the literature on
recovery and recovery-oriented services. Famil-
iarity with this literature will provide organiza-
tions that intend to implement recovery-oriented
services with the strengths and limitations of
various approaches to systems change. While a
comprehensive review is beyond the scope of
this chapter, we present a few selected examples.

Connecticut

Davidson et al. (2007) reviewed a successful
recovery-oriented transformation within the
behavioral health system for the state of Con-
necticut that began in 2000. They saw this
change as a shift from the medical model to a
disability/civil rights model. Instead of focusing
on “compliance”, people with serious mental
illness were encouraged to pursue their hopes
and dreams. This entailed a shift from providers
providing treatment and rehabilitation, to the
system supporting people in their own efforts in
overcoming their illness and in rebuilding their
lives.

As part of this process, people with psychiatric
disabilities described what recovery would look
like for them, then they derived what practices and
supports would be needed to promote this con-
ceptualization of recovery, and finally how pro-
grams and systems needed to be structured and
managed to provide this care. They determined
that recovery-oriented systems must be included
at all levels of care and there is no “wrong door”
for accessing the system. In this initiative, they
solicited input from people who were in recovery
for developing the core values and then incorpo-
rated these values into the policy framework.
There were several key themes in the core values
they developed with service-users. People
receiving services must have a say in the types of
services that are provided and their choices
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respected, which includes involvement in boards,
committees, and other decision-making bodies. In
this system, service-users defined their goals and
their choices were respected. They then focused
on building workforce competencies and skills
that were recovery-oriented, culturally diverse,
and relevant. They also realigned their fiscal and
administrative policies to recovery-oriented prin-
ciples to support these programs. And finally, as
with any successful change effort they established
a formative evaluation system to monitor the
status of the transformation and made adjust-
ments, as needed. From these new systems, they
were able to develop instruments for measuring
recovery-oriented care, environments, and provi-
der competencies. These instruments were then
used in the next phase of monitoring, adjustment,
and fine-tuning.

Of course, there were challenges associated
with this effort and they shared several lessons.
One mistake that could be extrapolated from their
experience is to view inpatient hospitalizations as
discrete episodes of illness rather than from the
longitudinal perspective where people will
require different levels of care at different times
in their illness. Sometimes they will require more
intense interventions such as hospitalization, and
at times not. There has to be communication and
fluidity among different services rather than the
fragmented care that sometimes occurs. For
persons that require periodic hospitalization,
appropriate respectful relationships can mitigate
some of the barriers to recovery-oriented care in
times of crisis. This also encourages reliance on
community-based resources, even outside the
mental health system, hopefully encouraging
normalization and reducing the impact of peo-
ples’ illness on their lives (Davidson et al. 2007).

People with mental illness fluctuate between
the different stages of recovery during periods of
their illness. Also, due to the heterogeneity of
serious mental illness, people will progress at
differing rates and accomplish varying degrees of
recovery. Though the severity of a person’s ill-
ness during hospitalization may preclude some
basic tenets of shared decision-making tem-
porarily, many will move past this and return to
healthier functioning in the community (Duncan

et al. 2016). The care provided during the inpa-
tient episode should be seen as a part of a con-
tinuum, not an insulated microcosm, and
recovery principles must infuse interventions at
this time and be carried forward (Davidson et al.
2006; Liberman 2008). As Davidson et al. (2006)
stated, “In terms of acute episodes, recovery
doesn’t start after the episode resolves, nor can it
be put on hold while the person is receiving
treatment. From the person’s perspective, it is
rather that the acute episode has temporarily
disrupted his or her ongoing process of recovery
(or it may be an anticipated part of the process),
and care received during this period can more or
less promote or undermine that process.”

Implementing Recovery Through
Organizational Change (ImROC)

This transformation effort began in 2008, and
was designed to manualize recovery-oriented
systems change efforts in England, which can
be reviewed in a series of detailed position
papers published by the Sainsbury Centre for
Mental Health and Mental Health Network of the
National Health Service Confederation (Sains-
bury Centre 2009). In these documents, the
concept of recovery is developed further with an
emphasis on “personalization” and shifting the
power differential from clinician-driven services
and treatments, to service-user choice in
building/rebuilding their own lives. This effort
began with a large body of stakeholders who
were invested in recovery initiatives, but did not
have an overall consistent model for develop-
ment of a comprehensive recovery-oriented sys-
tem of care. They developed a list of what they
saw as the top ten organizational challenges
associated with recovery-oriented system trans-
formations (see Table 18.2). This was visualized
as an immediate framework for systems change
that could be used by all stakeholders, including
the National Health Service, local private and
government bureaucracies and administrations,
services users, and carers.

One goal of this methodology was for stake-
holders in individual localities to develop what
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recovery-oriented services meant for that specific
area, or the vision, before moving on to strategies
for change, targets, and measurement. In estab-
lishing priorities for change efforts, they felt it
was important for the organization to first assess
what stage of change it was in, specifically ter-
med “engagement”, “development”, or “trans-
formation”, ranging from the initial presence of
philosophical support for efforts, to actual trans-
formation of policies, processes, and practices
imbedded at every level. Following this assess-
ment, the organization would need to prioritize
challenges salient to the organization, with the
idea that conquering all 10 at one time would be
unrealistic (Sheperd et al. 2009). There were
several subsequent briefings included in this
effort that cover details of various aspects of
recovery implementation at the organizational
level, which are briefly described below.

Recovery Colleges described innovative
recovery education centers that have been pilo-
ted, which shift from the deficit-driven treatment
model of day programs to a strengths-driven
educational model. This is an attempt to “move
beyond the narrow focus on symptom reduction
to helping people to rebuild lives that they find
satisfying, meaningful and valued” (Perkins et al.
2012).

Recovery, Personalization and Personal
Budgets described the initiative to personalize
public funding for persons receiving care, relying
on the lived experience of individuals rather than

the traditional clinician-driven assignment of
treatment options (Alakeson and Perkins 2012).
The goal of this effort was to give persons more
control over the resources so they had more
choice and freedom to pursue their own ambitions
and aspirations as full citizens (see Table 18.3 for
steps involved in developing a personal budget).

Recovery, Public Mental-Health, and Well-
being introduced the concept of Health and
Well-being Boards, which organize funding
projects for community well-being, elements of
which often fall outside the traditional clinical
focus on healthcare resources (Boardman and
Friedli 2012). This would include social resour-
ces, such as education, transportation, housing,
employment, and leisure activities. Recovery is
seen as an element of this, but the goal is to work
beyond the traditional boundaries of behavioral
health systems, providing opportunity for full
citizenship and a “life beyond services.” The
hope is to address social inequalities, violence,
racism, stigma, and exclusion, all of which affect
both physical and mental health adversely. The
eventual change that is hoped for is where pro-
fessional services are available, but are in the
background, and conditions are created where
public attitude is improved, barriers are reduced,
and healthy connections are supported.

Recovery: A Carer’s Perspective is in refer-
ence to persons who provide unpaid supports to
family members or friends who would have dif-
ficulty managing without this help (Machin and

Table 18.2 11 key organizational challenges

1. Changing the nature of day-to-day interactions and the quality of experience

2. Delivering comprehensive, user-led education and training programs

3. Establishing a Recovery Education Unit to drive the programs forward

4. Ensuring organizational commitment, creating the culture

5. The importance of leadership

6. Increasing personalization and choice

7. Changing the way we approach risk assessment and management

8. Redefining user involvement

9. Transforming the workforce

10. Supporting staff in their recovery journey

11. Increasing opportunities for building a life beyond illness

Adapted from Sainsbury Centre (2009)
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Repper 2013). The guide provides direction on
accessing supports available in England, includ-
ing tackling stigma and discrimination, under-
standing the personal impact of this role, family
interventions when needed, carer peer support,
and education around carer issues

Peer Support Workers: Theory and Practice
and Peer Support Workers: A Practical Guide to
Implementation outline both the philosophical
basis and practical steps required for peer support
in mental healthcare organizations (Repper 2013a,
b). In the first document, Repper (2013b) dis-
cussed the replacement of marginalization and
exclusion through the companionship, empathy,
and empowerment that peers can provide.
This includes the different forms and roles of
peer support, from informal relationships to
government-supported staff positions in health-
care organizations. The core principles of peer
support relationships include: mutual sharing of
experiences; reciprocity (not expert/patient);
being nondirective; recovery focused on inspiring
hope, taking back control of individual challenges,
and having access to opportunities the person
values; strengths-based care planning; inclusion;
progressive (in the shared journey of discovery);
and negotiation of mutual emotional safety (Rep-
per 2013b). In the second document, Repper

(2013a) discussed the practical steps involved in
incorporating peer support workers in the organi-
zation, including preparation (e.g., peer workers,
existing employees, definition of roles, job
descriptions), recruitment (e.g., advertisement,
benefits, applications, interviews, human-resource
issues), employment (e.g., selection, orientation,
supervision, maintenance of well-being), and
ongoing staff development (e.g., career coaching,
training, and wider systems change).

The Team Recovery Implementation Plan: A
Framework for Creating Recovery-Focused Ser-
vices outlined a process where recovery ideas are
embedded into the functioning and practice of
care teams (care providers and recipients) utiliz-
ing the skills and resources of everyone involved
(Repper 2013c). This process has four key ele-
ments, including an overview of the resources
available, benchmarking of progress in imple-
menting recovery-focused practice, prioritization
of action items, and a method for systematic
review and resetting of goals. This is seen as a
ground-level effort, rather than a set of organi-
zational top-down prescriptions. This allows staff
and care recipients to identify progress, under-
stand each other’s perspectives and limitations,
problem solve, develop solutions, and share
responsibility for implementation of action plans.

Table 18.3 Seven step personal budget process

1. The first step is for individuals to complete an assessment or self-assessment questionnaire that identifies areas
where they need support

2. The assessment generates a score that is linked to a resource allocation system (RAS) to produce a personal budget
amount. The RAS ensures that resources are allocated in a fair and transparent way to individuals according to need

3. The personal budget amount provides the starting point for developing a recovery support plan, which identifies the
goals a person has for his or her recovery and how those goals could be met. People can plan by themselves, with the
support of friends and family, with peer support or with a professional broker. There is no set menu for support,
allowing people and their supporters to develop highly personal, creative solutions

4. The support plan is approved on the basis of being financially and clinically appropriate. Since there is no fixed
menu, approval should focus on the likelihood that the support plan will contribute to a person’s recovery

5. Individuals can exercise as much or as little direct control over the money in their personal budget as they choose.
They can receive it as a direct payment which they manage, they can use a third party to manage the money on their
behalf or it can be held by a provider or commissioner

6. With decisions about the money made, the services and supports in the plan can be put in place, either by the person
themselves or by the organization that holds the budget in collaboration with them

7. A person’s support plan is reviewed on a regular basis and its effectiveness is judged on the basis of whether the
goals identified in the plan are being met and the person is progressing in their recovery. If a person’s needs change
significantly, they will complete a new self-assessment and will be allocated a new personal budget amount

Adapted from Alakeson and Perkins (2012)
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Risk Safety and Recovery argued for a more
collaborative approach while conducting risk
assessments in the individual’s context and the
development of person-centered safety plans
(Boardman andRoberts 2014). It also helps clarify
the differences and tensions between positive
risk-taking (as a basis for developing confidence,
skills, and competence), dramatic risk (e.g.,
self-harm, suicide, violence, homicide), and safety
promotion in general. This contrasts with the tra-
ditional risk assessment process that is driven by
professionals utilizing population-based risk
assessments, which then subsequently defaults to
restrictive interventions.

Making Recovery a Reality in Forensic Set-
tings addressed the inherent barriers to recovery-
oriented care for individuals who have offended
and are involved in the forensic system (Drennan
and Wooldridge 2014). They provided guidance
on implementing these concepts in a meaningful
fashion while addressing prevalent challenges.
They also described current best practices and
hopeful progression of the criminal justice sys-
tem, in general.

Finally, Supporting Recovery in Mental Health
Services:Quality and Outcomes summarized their
efforts to develop and/or implement existing
quality measures to help organizations deter-
mine if they have fully realized recovery-
oriented concepts (Sheperd et al. 2014). This was
in the context of funding initiatives of the National
Heath Service in England, in addition to other
financial and political pressures, but of course
many of the pressures are generalizable at least in
the Western world. Difficulties mentioned inclu-
ded the cultural specificity of many of the mea-
sures that were available, i.e., tools may have been
developed in the United States and were not vali-
dated for use in England. In addition, there is the
over riding concern of taking recovery away from
the people who really own it as it is “embedded in
their unique and individual lives.” They reviewed
the differences between individual versus orga-
nizational quality measures and the validity of
existing measures. At the individual level they
distinguished recovery-promoting relationships
(staff/care-recipient) and pro-recovery practices
(e.g.,WRAP, strengths rather than deficits focused

care). Regarding organizational performance, they
outlined four domains, which included quality of
recovery-supporting care, achievement of indi-
vidual recovery goals, subjective measures of
personal recovery, and achievement of socially
valued goals.

In summary, these examples illustrate the
commonalities across system transformation
efforts as well as the steps that can be taken to
individualize the process that meets local condi-
tions. The essence of these approaches seems to
be that above all, input of the individuals with
mental illness is paramount and the changes
should flow from their perceptions of their needs
so that they can reclaim meaning in their lives
rather than be satisfied with clinician-driven
treatment for the illness.

Conclusion

This chapter provided a glimpse of the intensity
of effort required to transform systems where
they truly assist persons with mental illness on
their paths to recovery. The focus has been on
inpatient care, but this is only a small part of the
continuum of interventions behavioral healthcare
systems provide. Many of the traditional
methodologies for treatment are still necessary
elements that need to be used judiciously, such as
validated psychosocial interventions (Jackman
2016; Myers 2016; Phillips 2016), psychotropic
medications (Van Sant 2016), involuntary treat-
ment (Elm and Devine 2016), and intensive
inpatient care (Barber 2016; Myers 2016).
Unfortunately, these same modalities have also
historically created environments where persons
are isolated, stigmatized, disempowered, and
actually harmed (Bashor et al. 2016; Elm and
Devine 2016; Spaulding et al. 2016).

The philosophy and science behind recovery
and recovery-oriented care are still being debated
and developed, but as with many disenfranchised
populations there is a moral imperative for our
societies to embrace full membership for all
(Davidson et al. 2016; Spaulding et al. 2016).
Although services can be recovery-oriented,
recovery itself refers to what people with
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psychiatric disabilities can do for themselves to
manage their illness and therefore return to a
meaningful life. Recovery belongs to people with
different abilities, and they have to define what it
means to them and to lead the way in changing
our behavioral healthcare systems (Franczak
et al. 2016; Spaulding et al. 2016). This involves
developing a positive vision of recovery-oriented
care and working collaboratively with other
stakeholders to develop a shared sense of where
people in recovery and providers collectively are
headed in this transformation. Finally, this effort
cannot be an add-on to existing services, sup-
ports or behavioral healthcare systems; rather, it
has to be the overarching goal.
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