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This paper is an initial attempt to collate the literature on psychiatric inpatient recovery-
based care and, more broadly, to situate the inpatient care sector within a mental health 
reform dialogue that, to date, has focused almost exclusively on outpatient and community 
practices. We make the argument that until an evidence base is developed for recovery-
oriented practices on hospital wards, the effort to advance recovery-oriented systems will 
stagnate. Our scoping review was conducted in line with the 2009 Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses (commonly referred to as PRISMA) 
guidelines. Among the 27 papers selected for review, most were descriptive or uncontrolled 
outcome studies. Studies addressing strategies for improving care quality provide some 
modest evidence for reflective dialogue with former inpatient clients, role play and 
mentorship, and pairing general training in recovery oriented care with training in specific 
interventions, such as Illness Management and Recovery. Relative to some other fields 
of medicine, evidence surrounding the question of recovery-oriented care on psychiatric 
wards and how it may be implemented is underdeveloped. Attention to mental health 
reform in hospitals is critical to the emergence of recovery-oriented systems of care and the 
realization of the mandate set forward in the Mental Health Strategy for Canada.
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Réforme de la santé mentale au niveau des systèmes :  
élargir nos vues sur les soins orientés vers le rétablissement
Cet article est une première tentative de colliger la littérature sur les soins axés sur le 
rétablissement de patients psychiatriques hospitalisés et, plus généralement, de situer le 
secteur des soins des patients hospitalisés dans le dialogue sur la réforme de la santé 
mentale qui, jusqu’ici, a porté presque exclusivement sur les pratiques ambulatoires et 
communautaires. Nous alléguons que jusqu’à ce qu’une base de données probantes soit 
établie pour les pratiques axées sur le rétablissement dans les services d’hospitalisation, 
les efforts en vue d’améliorer les systèmes axés sur le rétablissement stagneront. Notre 
étude de portée a été menée conformément aux lignes directrices des éléments de rapport 
préférentiels pour les revues systématiques et les méta-analyses de 2009 (PRISMA). 
Sur les 27 articles sélectionnés pour la revue, la plupart étaient des études descriptives 
ou de résultats non contrôlés. Les études abordant les stratégies d’amélioration de la 
qualité des soins offrent une évidence modeste pour le dialogue réflectif avec d’anciens 
patients hospitalisés, le jeu de rôle et le mentorat, et le jumelage de la formation générale 
en soins axés sur le rétablissement avec la formation en interventions spécifiques, 
comme le programme de prise en charge de la maladie et de rétablissement. En ce qui 
concerne d’autres domaines de la médecine, l’évidence à la question des soins axés 
sur le rétablissement dans les services d’hospitalisation et à la manière de les mettre en 
œuvre est sous-développée. L’attention portée à la réforme de la santé mentale dans les 
hôpitaux est essentielle à l’instauration de systèmes de soins axés sur le rétablissement et 
à la réalisation du mandat proposé dans la Stratégie en matière de santé mentale pour le 
Canada.
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Abbreviations
CTO	 community treatment order

EBP	 evidence-based practice

IMR	 Illness Management and Recovery

RCT	 randomized controlled trial

SMI	 severe mental illness

Highlights
•	 While preliminary, evidence exists that recovery-oriented 

care is relevant to inpatient contexts, and there are 
strategies available for implementing such practices.

•	 Advancing mental health reform in hospitals holds 
the promise of leading to better integrated and more 
effective systems of care.

The reform of mental health care systems continues to 
gain momentum internationally.1 Enhancing recovery 

is a key aspect of national mental health reforms in high-
income countries, including Canada,2 and it is one of the 
fundamental principles of the World Health Organization’s 
Comprehensive Action Plan for Mental Health.3 Recovery 
is typically referenced against severe forms of mental 
illness and, unlike recovery as remission of illness, it 
refers to the “developing of new meaning and purpose 
in life as one grows beyond the catastrophic effects of 
psychiatric disability.”4, p 14 In contrast with models of 
service provision that focus on symptoms, disability, risk, 
and compliance with treatment, recovery-based services 
consider wider outcomes, such as competitive employment, 
self-management skills, and independence.5,6

However, there are some major challenges at the systems 
level in realizing the mandates and objectives for 
recovery-oriented reform as set out by system planners 
and administrators. Here, a service system refers to a 
combination of services organized to meet the needs of a 
particular clinical population.7 The evidence for recovery-
oriented interventions, and much of the framing of recovery, 
focuses on outpatient and community-based interventions 
that target employment,8 education,9 housing,10 and models 
of outreach.11 There remains considerable ambiguity 
around how recovery-oriented mental health systems can 
successfully move from promotion of principles to the 
implementation of integrated practices.1,12–14

Arguably, the most obvious impediment to the 
implementation of mental health reform at a systems level 
is the lack of clear, evidence-based, and practical direction 
for hospitals. Despite its accounting for about one-half of 
all mental health and addictions expenditures in Canada,15 
the literature provides little guidance on how inpatient care 
could be improved, with no systematic reviews and few 
randomized trials. Hospitals continue to apply models of 
care that predate the recovery movement.14,16 While practices 
are highly variable across settings, there are consistent 
accounts of coercive practices, a lack of safety from staff 
and co-patients, a general process of dehumanization, loss 
of motivation, and an atrophy of self-care skills.14,17,18

Our paper is an initial attempt to collate the literature on 
psychiatric inpatient recovery-based care and, more broadly, 
to situate this very large care sector within a dialogue that, 
to date, has focused almost exclusively on outpatient and 
community practices. An argument is made that until a base 
of evidence is developed for recovery-oriented practices 

on hospital wards, the effort to advance recovery-oriented 
systems will stagnate.

Method
Our review was conducted in line with the 2009 Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses 
(commonly referred to as PRISMA) guidelines.19 A broad 
list of terms related to advancing recovery-oriented care on 
inpatient units was compiled and used as standalone key 
terms or combined with others to create key search terms. 
These included the following: “recovery,” “recovery oriented 
care,” “advancing care,” “changing” “improving,” “client 
centered,” “patient involvement,” “patient engagement,” 
“mental health reform,” “education,” and “nursing”; 
and “inpatient,” “psychiatry,” and “mental illness.” 
Five databases were searched: MEDLINE, PsycINFO, 
Healthstar, EBM Reviews, the Cochrane Database, along 
with secondary searches conducted via Google Scholar. 
All database searches were limited to abstract-level, peer-
reviewed, English-language articles published between 
1950 and 2013. Further manual searches from reference 
lists were conducted, as well as recommendations by the 
research team.

Extracted papers focused on improving the quality of stay, 
clinical practice or structural systems (for example, training 
and management) related to patient care on inpatient 
psychiatric units, including forensic and secure units (Figure 
1). Editorials, grey literature reports, letters, books, and 
book chapters were excluded—a review of which is likely 
warranted in and of itself. Among the 27 papers selected 
for review, most were descriptive or uncontrolled outcome 
studies. Only 4 studies employed controlled designs.

Results

Problems and Barriers to Change
Seven papers focused on describing the challenges involved 
in advancing mental health reform on inpatient units, and 
were based primarily on cross-sectional surveys of staff and 
patients. The emphasis of patients in this context was the 
desire to have their needs heard and respected, being treated 
in a manner that is person-centred and ethical,20 and their 
highlighting of wards as being typically characterized by 
poor access to information and compulsory aspects of care.21 
Also highlighted was the poor quality of physical space in 
most inpatient settings, which often limited the ability of 
staff to implement care in a manner that effectively engaged 
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key supports, such as family- and otherwise-provided safe 
and stimulating environments.20,22

Other problems noted in these studies included highly 
variable and difficult-to-monitor nursing practices,23 very 
limited individualized care planning, patient engagement, and 
shared decision making, all within the context of increasingly 
shorter stay and high-acuity settings that emphasize risk 
management and stabilization.12,24 These challenges are 
exacerbated by the low morale observed on wards, with up to 
40% of psychiatric nurses dissatisfied with their jobs25 and, 
compared with community mental health workers, evidence 
of generally greater pessimism and less optimism about the 
potential for recovery of their clients.14

Are Recovery-Oriented Wards Better for Clients?
In contrast with the strong emphasis on recovery-oriented 
care in policy, public, and advocacy forums, the literature 
suggesting that recovery-oriented wards are more effective 
is very sparse. In part, mental health reform is about a 
greater recognition of patient rights and the provision of 
more individualized, culturally competent services. In this 
light, the rationale for advancing care is more one of ethics 
than of evidence. Similarly, patient engagement aspects of 
recovery-oriented care, such as the cultivation of hope and 
alignment around goals, are common factors of psychiatric 
interventions. A large body of work exists across a range 
of mental health interventions to suggest that common 
factors are an important determinant of clinical outcome.26 
Our review found only 2 studies that have directly 
examined factors associated with the recovery orientation 
of psychiatric wards. One suggested that when effectively 
engaged in a recovery-oriented conceptualization of their 
illness (compared with purely medical and custodial 
perspectives), inpatient clients have a better quality of life, 

better engagement in treatment, and fewer social problems.27 
Another strong association was between client satisfaction 
and staff efforts to convey empathy and actively engage in 
teaching about medication, illness self-management, and 
stress management.28

How Can Psychiatric Inpatient Wards  
Be Improved?
Most papers (n = 17) identified in the scoping review focus 
on specific strategies to enhance recovery-oriented care on 
psychiatric wards. These included papers overtly referencing 
recovery and those containing components of recovery-
oriented care, even if not overtly identified as such (for 
example, empowerment and illness self-management). The 
types of papers in this area ranged from studies of outcome to 
very broad, descriptive works addressing models of practice 
that were not tied to process or outcome data. For example, 
the Tidal Model, aligning with practice commentary that 
focuses on developing stronger relationships between staff 
and clients, proposes a client empowerment approach to 
nursing practice.29,30 It emphasizes a holistic assessment and 
an individualized, empathetic approach to care that focuses on 
providing only the level of support necessary.29 The authors 
of the Tidal Model frame their efforts as a social movement, 
addressing equity rather than an intervention strategy that is 
validated through scientific study. This was one of several 
reports of general programs of training and practice designed 
to enhance the degree to which inpatient care is client-centred, 
empowering, and based on approaches that emphasize 
various ways of identifying individualized tools where 
recovery can be better supported. Such approaches include 
scripting of clinical interactions and designing physical 
spaces,31 the Good Lives Model,32 which is a strengths-based 
approach, grounded in personal goals and an emphasis on 

Figure 1  Search strategy
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community integration, and papers generally recommending 
recovery-oriented programming and the means to hold 
clinicians accountable for such practices.16,22,33–37 While not 
suggesting that they are outside the bounds of scientific 
inquiry, these latter approaches were not examined with 
respect to impact other than in some instances examining the 
level of knowledge uptake in trainings.

While it is difficult to assess the impact or potential impacts of 
such approaches, several groups have examined the outcomes 
of initiatives ranging in scope and focus. Examples of more 
specific, circumscribed interventions include an RCT in which 
a year-long series of facilitated conversations between inpatient 
providers and former patients with schizophrenia resulted in 
improved attitudes toward, and knowledge about, recovery 
and recovery-oriented practice, with some modest indications 
of improved practice.38 Another study,39 examining outcomes, 
found that staff education in areas of recovery and wellness, 
goal-setting, and coping resulted in pre–post improvements in 
client functioning.

Four studies41–44 were found that document more extensive 
programs of service development, 3 of which were 
conducted with varying degrees of controlled designs. 
Forums for ward staff to engage in reflective practice 
groups with an equal representation of people with SMI, 
paired with skill development through role plays and 
ongoing mentorship, revealed significant improvements 
in teamwork, the implementation of recovery-oriented 
services, and staff competency in providing holistic care.40 
An uncontrolled pre–post design study41 demonstrated 
improvements in staff attitudes and client satisfaction after 
the implementation of a program that included mentoring in 
recovery-oriented skills, tailoring care to client goals, and 
incorporating treatments, such as Liberman’s independent 
living skills modules and Mueser’s IMR groups. In line 
with this finding, there is evidence that specific practical 
trainings in interventions, such as IMR and motivational 
interviewing, when accompanying more generic trainings 
in recovery-oriented care, lead to stronger improvements 
in recovery orientation.42 The IMR program is particularly 
salient given its evidence base and its explicitly recovery-
oriented curriculum, which emphasizes establishing 
personal recovery goals, improving coping skills, building 
on strengths, and self-advocacy.43 More difficult to interpret 
is the impact of a year-long quality improvement initiative 
targeting recovery-oriented care. While improvements 
were found in the recovery orientation of services, and staff 
perceptions of the initiative being effective, there were no 
improvements in clients’ quality of life.44

Discussion
In contrast with the intensive examination of recovery-
oriented care as it applies to outpatient clinical practice 
domains, research in this area, as it pertains to psychiatric 
wards, is markedly underdeveloped. This discrepancy is all 
the more striking considering the expense and degree of use 
of inpatient care by people with mental illness. At a pivotal 
point of clinical engagement, many patients are exposed to 

historical models of care, with very little guidance to be 
found in the research literature as to how such settings may 
be improved. However, there is some modest evidence for 
strategies, such as ongoing reflective dialogue with former 
inpatient clients,38 role play, and mentorship in training,40 
and training in which general strategies are tied with 
training in specific clinical interventions.42

Efforts Toward Health Care Reform in  
Inpatient Care Outside of Psychiatry
Looking beyond psychiatry, there are substantial bodies 
of research examining strategies for better attending to 
psychosocial aspects of inpatient care. This includes 
multiple RCTs, in fields such as oncology and cardiology, 
which aim to improve the experience of treatments, 
improving psychosocial aspects of care, emphasizing 
quality of life, and focusing on independence and adapting 
life around illness in a manner that echoes the concept 
of recovery in mental health. The success of service 
improvement approaches outside psychiatry seems to rest 
heavily on staged, well-integrated, interdisciplinary work 
supported strongly by leadership.

Examples of specific EBP approaches include the 6-stage 
process developed by French,45 which includes locating the 
problem, reviewing the literature and one’s own practice, 
applying research findings, quality assurance activities, 
team involvement and collaborative work, and cost analysis. 
Much of this work requires empowering unit staff, including 
nurses and physicians, in taking a leadership role on change 
in an organization, a continued program of education and 
feedback, and improving communications with patients. 
The key factor here is that each of these activities is linked 
to measures of patient outcome.

Examples of successful approaches to improving clinician–
patient interactions, in which a great deal of work has 
been done in inpatient oncology, has included the use of 
videotaping patient and nurse interactions to identify 
facilitating or blocking behaviours.46–48 Such intensive 
trainings, which emphasize experiential learning around 
effectively engaging patients, have been rigorously 
investigated and found to improve the quality of inpatient 
care and have contributed to the development of EBP 
models.

In addition to these specific types of EBP approaches, 
change in the health sector has been embedded in broader 
policy agendas. One area in which we see this happen in 
a systematic way is in the oncology field in the United 
Kingdom, where many of these requirements were written 
into the UK Cancer Plan.49 This led to the evidence-based 
Transforming Inpatient Framework for Spread, aimed at 
providing a framework of indicators for good practice at a 
local level.50
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Points of Controversy
The haziness that attends the concept of recovery, 
specifically, and mental health reform, more broadly, 
leads to many professionals believing that it does not 
apply to inpatient units, where people are in crisis or are 
otherwise seen as unable to directly collaborate in care 
planning.51 Both a problem of unclear definition and 
simplistic interpretation, such a perspective does not 
acknowledge that just as with situations in which people 
are medically incapacitated, respectful, comprehensive, 
culturally competent, and individualized care can still 
occur. Much more controversial are the implications of 
mental health reform for a less medicalized understanding 
of SMI, with medications being found to have less impact 
than previously believed and social determinants of illness 
onset and course being more firmly established.52,53 This 
has numerous implications for professional roles in clinical 
decision making as well as for staffing models (for example, 
reconsidering staff complements on units being dominated 
by nursing.)

Locating the Ward in a Recovery-Oriented System
Few would argue that there is no need to provide intensive 
support, including caretaking and prescriptive treatment, 
when a person’s life is, or the lives of others are, at risk. The 
problem, as noted above, lies in the application of historical 
models of care that broaden the normal–abnormal divide 
and in hospital care mandates extending beyond addressing 
overt dangerousness and incapacity.16 Indeed, insomuch as 
ward practices in many contexts are historical, so are the 
critiques about them. For example, the sociologist Erving 
Goffman in his seminal work Asylums,54 an ethnography of 
a psychiatric institution completed in the 1950s, comments 
extensively on the manner in which inpatient care was 
highly stigmatizing, coercive and overly restrictive, and 
stripped people of their nonillness identities. Subsequent 
work in this period went on to further explore the problems 
of depersonalization, loss of identity, and the loss of a sense 
of responsibility for one’s life,55 with the suggestion that 
the more wards were isolating and lacking opportunities for 
social engagement, the more withdrawn and the lower the 
community functioning of the people on them.56,57 These 
points of research and critique moved across scientific 
forums (perhaps most famously in the Rosenhan study55), 
played an important role in catalyzing consumer-survivor 
activism,58 and have been extensively explored in popular 
media; for example, in the films One Flew Over the 
Cuckoo’s Nest (1975) and Girl, Interrupted (1999). As 
such, this topic, as it is situated in the language of recovery-
oriented care, may be thinly addressed, but key aspects of it 
have a lengthy and highly contentious history in psychiatric 
service provision.

Nonetheless, promising strategies exist for changing ward 
practice to maximize collaboration and empowerment, 
and, when temporarily restricting freedoms, providing care 
informed by advanced directives. The rationale for such a 
movement lies in the large bodies of evidence suggesting 

that exposure-based strategies that embrace measured risk, 
such as supported employment,8 have far greater impact 
than custodial services that actively or passively discourage 
autonomy and lower the life expectations of people with 
mental illness.

Enhanced inpatient practices would then, in turn, need to 
connect effectively with recovery-oriented interventions 
in the community to move systems, rather than services, 
forward. Typically, such transitions are fraught with 
the challenge of poor communication between in- and 
outpatient providers working in siloed systems, along 
with high rates of relapse, particularly in the first month 
postdischarge.59 This has led to the development of 
transition-focused interventions, several of which embed 
recovery principles in the use of peer support and the 
emphasis on community engagement,60,61 or in the use of 
rehabilitation-focused partial hospitals that facilitate earlier 
discharge and reduce admissions.62 Such interventions show 
considerable promise in reducing rates of rehospitalization 
and improving community participation.63 However, should 
hospitals more effectively engage in efforts toward mental 
health reform, the challenges of transition out of hospital 
may be considerably reduced. First, there would be a less 
radical shift in the model of care, with recovery-oriented 
hospital care more seamlessly merging with outpatient and 
community care. Second, should people with mental illness 
perceive inpatient care as being less highly aversive,16 they 
may access hospitals earlier in the progression of acuity, 
rather than as a last resort when a full-blown crisis requires 
emergency hospitalization owing to safety concerns. Such 
a scenario may lead to more effective clinical engagement, 
briefer periods of hospitalization, and more effective 
transitions back into the community. Therein lies the 
recovery-oriented system of care—one that better reflects 
policy mandates2 and practice recommendations.63

Unfortunately, in many contexts, the inverse of the 
recovery-oriented systems solution would seem to have 
been enacted. Rather than updating and improving inpatient 
practices and connecting them to enhanced outpatient care, 
there is a trend toward narrow, coercive, and restrictive 
approaches reaching out into community contexts in the 
form of assertive outreach strategies and CTOs.64 In this 
manner, the contemporary, so-called, institution is much 
less bound by hospital walls. In parallel with the concerns 
that custodial approaches in hospitals are derived from 
sources other than evidence-based and ethical practices, we 
see practices, such as CTOs, being taken up at a pace that far 
outstrips the dubious evidence about their effectiveness, at 
least as they are currently being employed.65–67 This is only 
the latest divisive turn in the decades-old dilemma about 
how to effectively and ethically provide services for people 
suffering from SMIs in a context where the discussion of 
mandates and systems are overshadowed by a focus on 
interventions.68
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Areas Requiring Further Study and Consideration
Aside from the general need for the development of a body 
of inpatient practice research that could complement those 
developed in other areas of medical intervention, there are 
several specific questions that need to be addressed. For 
example, will the rigorous study of the implementation 
of recovery-oriented care on psychiatric inpatient units 
demonstrate better outcomes in care quality and efficiency? 
Aside from strategies at a unit level for advancing care 
quality, how can service improvement best be rolled out at 
the hospital level in a manner that addresses the complexities 
of interdisciplinary teams, staff job dissatisfaction, multiple 
stakeholders, including the criminal justice system, and 
entrenched cultures of custodial care delivery? Lastly, there 
would seem to be a need for some scrutiny of the role of 
decision makers. From national strategy to hospital mission 
statement, there is clear evidence that many decision makers 
have adopted the language and values associated with mental 
health reform. However, a recent study of Canadian policy-
maker perspectives on mental health reform noted that most 
do not see the relevance of recovery-oriented reform in 
hospital settings.69 Further, recovery-oriented system change 
was viewed as something to be left to direct service providers 
to address, with acknowledgement of the promise of a, so-
called, new breed of professionals entering the care system.69 
Internationally, the challenge in implementing recovery-
oriented systems in high-income countries, one which has 
persisted in many North American settings for 20 years 
or more,4 attests to the need for more direct involvement 
by policy-makers. With better evidence to guide inpatient 
practice and better integrated services that embody the 
principles of recovery and recovery-oriented care, the vision 
of the Mental Health Strategy for Canada may be realized, 
and the impacts of mental illness upon fiscal, social, and 
human capital may be considerably reduced.
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