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psychiatric inpatient care
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ABSTRACT: Nursing in psychiatric inpatient care is peripheral to a dominating biomedical
model of care. Efforts are being made to implement nursing models based on core values and
theories for nursing, such as recovery-oriented practices. The aim of the study was to explore
experiences of a recovery-oriented nursing programme (Steps Towards Recovery, STR) among
nursing staff in psychiatric inpatient care and their ratings of stress (Maslach Burnout Inventory
scores), quality of care (Quality of Psychiatric Care - Inpatient staff scores) and satisfaction with
nursing care (Satisfaction with Nursing Care and Work scale scores), before and after the
implementation—and compare with ratings from reference wards. A quasi-experimental and
prospective, pretest—post-test design was used. Specific questions about the nursing programme
were answered by staff at the intervention wards. Staff reported predominantly positive
experiences of the nursing programme. At follow-up, higher ratings were reported in two
dimensions of quality of care in the STR group, and lower ratings in one dimension of stress were
evident in the reference group. No differences in ratings between the STR and reference wards
were found. Staff members’ positive experiences of STR and higher ratings regarding participation
and secure environment after implementation suggest that STR is a well-accepted and promising
nursing programme. It is important to implement and evaluate recovery-oriented interventions in
psychiatric inpatient care, where a focus on symptom relief still prevails. The results indicate that
there is potential for further exploration of STR in this context.

KEY WORDS: experiences, nursing, nursing programme, psychiatn’c inpatient care, recovery-ori-
ented practices.
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et al. 2019), as can inadequate staffing levels and lack
of more than basic education in healthcare and nursing
among staff members (Salberg et al. 2019; Staniszewska
et al. 2019). Important and lasting changes having a
significant impact on the lives of consumers can be
achieved through nursing interventions, actions and
approaches based on theory and research (Gabrielsson
et al. 2020; Santangelo et al. 2018).

In recent years, recovery—oriented practices have
become a more integrated part of nursing in psychi-
atric inpatient care. These practices focus on each con-
sumers individual recovery process, not only mental
illness and symptoms as in medical models of care
(Chester et al. 2016). There are two overarching per-
spectives that can be seen in this context: clinical
recovery and personal recovery (Collier 2010). From a
nursing perspective, the focus is on the latter (Barker
2001; Gabrielsson et al. 2020), with personal recovery
described as a personal process of change (Barker
2001; Collier 2010) and seen as a unique and individ-
ual process involving change and development. Per-
sonal recovery comprises changes of attitudes, feelings,
values, goals and skills, crucial to reclaiming oneself
and living a satisfying life despite limitations in every-
day life (Anthony 1993). Nursing in psychiatric inpa-
tient care fulfils an important role in an individual
consumer’s recovery (Gabrielsson et al. 2020; De
Ruysscher et al. 2020; Salberg et al. 2018). Recovery-
oriented practices within this context imply differentia-
tion from medical models and a shift from focusing on
the diagnosis to focusing on the consumers as individu-
als. The care relationship and openness to consumer
experiences are crucial in recovery-oriented practices
(Chester et al. 2016). Clinically, such practices require
collaboration, participation and practical support to
prevent worsening of the consumer’s situation (Chester
et al. 2016; De Ruysscher et al. 2020). Implementation
of recovery-oriented practices, models of care and pro-
grammes in psychiatric inpatient care has been
reported to be feasible, albeit challenging (Coffey et al.
2019; Lorien et al. 2020; McKenna et al. 2014; Walde-
mar et al. 2016). If there is a lack of structure and sup-
port for individualized care, nursing in this acute
context will be reduced to managing risk of harm and
difficult behaviours (Frauenfelder et al. 2013; Mullen
2009). Working under such conditions with low profes-
sional autonomy can provoke feelings of insufficiency
in relation to consumers” nursing needs and can lead to
stress (Hylén et al. 2018; O’Connor et al. 2018). The
organization has been identified as an important aspect
of a healthy work environment for nursing staff and
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thus as crucial to quality of care (Tuvesson & Eklund,
2017). When the organizational structure and practice
support adequate nursing measures,
proactive approaches have been identified among
nurses and staff (McKenna et al. 2014; De Ruysscher
et al. 2020; Simpson et al. 2017).

environment

Steps towards recovery—a recovery-oriented
nursing programme

One example of a recovery-oriented nursing pro-
gramme is Steps Towards Recovery (STR), focusing on
the individual recovery process while taking advantage
of the benefits of a group format. The programme was
first developed in a rural hospital setting in Sweden
(Folke et al. 2015b) and is based on behavioural activa-
tion (Folke et al. 2015b; Salberg et al. 2018). Beha-
vioural activation is a psychological intervention aiming
to reduce rumination and avoidance behaviour and
increase consumer participation in activities that pro-
mote positive reinforcement (Kanter et al. 2010). In
STR the focus is on developing new strategies that can
be used to regain control over life and health. Partici-
pation, a central aspect of recovery (Barker, 2001) are
the outset for STR and based on each consumer’s
resources and needs. Empirical studies provide evi-
dence indicating that nursing interventions based on
behavioural activation are beneficial for consumers in
psychiatric care, such as increased quality of life, life
style changes, higher activity levels and decreased
depressive symptoms (Banducci et al. 2013; Clignet
et al. 2012a, 2012b; Folke et al. 2015a, 2015b; Gollan
et al. 2014; Snarski et al. 2011). Results from a previous
study indicate that both consumers and nursing staff
consider STR as feasible and leading to improved qual-
ity of care (Salberg et al. 2018). The STR material
comprises work sheets, a diary for consumers and a
manual for nursing staff. By adhering to the manual in
every group session, nursing staff, in their roles as
group leaders and auxiliaries, facilitate the consumer’s
own decisions regarding actions in their individual
reCOVETY Processes.

Implementation of STR at a psychiatric clinic in
a university hospital

Before implementation, the STR material was further
developed together with a representative
employed at the hospital clinic regarding feasibility,
wording and comprehensiveness from a consumer per-
spective. See Figure 1 for the structure of the

user
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Steps
Towards Recovery
Common
Il health obstacles Plan small
Engage . Explore » and stress » and . steps
thoughts

STR is a structured, behavioural activating nursing programme. The structure of the
programme rests on a weekly schedule with daily, 30-minute group sessions every week day.
However, the method is to be seen as an overall approach in nursing at the wards. Every
session has a specific theme, including worksheets for the consumer that are involved. These
themes can be described as follows:

Engage: The theme focuses on awareness of areas that the consumer wants and needs to learn
more about or to have more participation in. Helping the person to see different areas of their
circumstance can make the step towards engaging less frightening.

Explore: This theme comprises the introduction of a diary. The diary can help the person to
identify activities or parts of the day that the person experiences as “good” or “difficult”. This
is important in the following steps of the intervention.

1l health and stress: The aim of the theme is to help the consumer understand that emotions,
thoughts and behaviours are closely connected. Further, the aim is to identify negative
patterns regarding emotions, thoughts and behaviours based on the participants’ experiences.
Attached to this theme is a model to facilitate understanding of negative patterns as well as to
identify alternative ways of handling difficult situations by breaking negative patterns.
Common obstacles and thoughts: The aim of this theme is to clarify obstacles that can
prohibit important changes in a person’s life. To be aware of possible obstacles enables the
consumer to develop tools that can facilitate handling of the obstacles if they arise.

Plan small steps: In this theme, plan for change is set up, where the focus is on small changes.
The idea is that the following weekend could be used to try these steps towards recovery.

The group sessions are open for all admitted consumers who, depending on their situation,
can choose to participate occasionally or in every group session. The atmosphere is a crucial
aspect; hence, it is discussed in the opening of every session.

Follow up on individual progress takes place during each session with the nursing staff, in
individual communication and during ward rounds. Consumers are encouraged to use the

diary as a tool to record and evaluate their steps towards recovery.

FIG. 1 Overview of the structure for steps towards recovery.
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programme. The implementation of STR was then
designed in several steps. First, one or two staff mem-
bers at each intervention ward were given the role as
STR coach, underwent the education and then guided
and supported fellow staff members in their work with
STR, as group leaders or auxiliaries. Second, all staff
members at the five wards took part in the education,
divided into four two-hour blocks, led by two experi-
enced nurses specialized in psychiatric care. The edu-
cation covered theoretical and practical activities: the
theory of recovery as a personal process, the themes
and material as well as training in leading STR activi-
ties. Third, all coaches shared reflections, tips and
strategies at joint meetings, twice a month and ward
managers met once a month. The project leader and a
user representative attended all these meetings. Lastly,
to promote commitment to the programme, a web-
based education was designed to be used as a resource
and introduction for new employees.

Aims

The aim of this study was to explore the experiences of
the recovery-oriented nursing programme, STR, among
nursing staff, as well as their ratings of stress, quality of
care and satisfaction with nursing care and work,
before and after implementation. A second aim was to
compare these results with the ratings of nursing staff
on wards where the nursing programme was not imple-
mented.

METHOD

Design

A quasi—experimental and prospective pretest—post-test
design was used. The Revised Standards for Quality
Improvement Reporting Excellence (SQUIRE 2.0) was
used as a guideline for reporting the study (Ogrinc
et al. 2016).

Setting

The study was conducted at eight psychiatric inpatient
wards of a university hospital in Sweden. Wards were
sub-specialized in psychotic disorders, mood disorders,
pain-related conditions, substance use disorders and
forensic care. The wards accepted both voluntary and
compulsory admissions. Both males and females over
the age of 18 years were being cared for at all of the
wards, where the total number of beds was 73. The
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programme was implemented at five of the eight
wards. The three wards not implementing the nursing
programme were used as reference wards in this study,
to enable comparisons of outcomes between STR and
reference wards.

Participants

All nursing staff at the wards—nurses specialized in
psychiatric care, registered nurses and nursing assis-
tants—were invited to participate. Eligible participants
included 130 nursing staff at baseline and 128 at
follow-up. Due to organizational changes, one of the
reference wards had been closed at the time of follow-

up.

Outcome measures

Experiences of working with the nursing programme
were assessed through a total of nine questions
designed for the study. Questions assessed staff mem-
bers” earlier experiences of being a group leader, their
use of STR and overall experiences of the nursing pro-
gramme. Stafl members were also asked to rate their
experiences of the contents of the programme, the
material, their experiences of integrating the interven-
tion into nursing care and its contribution to a positive
development of nursing care at the wards. Three of the
questions where multiple choice and six were answered
on a six-point Likert scale (1-6), ranging from ‘very
bad/negative’ to ‘very good/positive’. This questionnaire
was filled out only by staff members at the intervention
wards.

Stress was assessed using the Maslach Burnout
Inventory (MBI). It is a 22-item instrument divided
into three sub-scales, each assessing one dimension of
burnout: Emotional exhaustion, Depersonalization and
Personal accomplishment (Maslach & Jackson, 1981).
The questions are answered on a seven-point Likert
scale, ranging from ‘never’ (0) to ‘daily’ (6). Higher rat-
ings on Emotional exhaustion and Depersonalization
indicate higher levels of burnout, whereas lower ratings
on Personal accomplishment indicate higher burnout.
Reliability and validity for the 22-item MBI version
have been established in several countries, in mental
health/psychiatric settings as well as in other profes-
sional settings (Maslach & Jackson, 1996; Paris &
Hoge, 2010; Poghosyan et al. 2009).

Quality of care was assessed with the Quality of Psy-
chiatric Care - Inpatient staff (QPC-IPS) scale. It is
part of a family of instruments originating from QPC
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(Schréder et al. 2010). It comprises 30 items divided
into six dimensions: Encounter, Participation, Support,
Secluded environment, Secure environment and Dis-
charge. Items are answered on a four-point Likert
scale, where answers range from ‘disagree’ (1) to ‘to-
tally agree’ (4). Psychometric tests are ongoing; how-
ever, some results have already been published,
indicating that it is a valid and useful instrument
(Lundqvist et al. 2019).

Satisfaction with nursing care and work was
assessed using the Satisfaction with Nursing Care and
Work scale (SNCW), which comprises 34 statements.
Responses are given on a five-point Likert scale, rang-
ing from ‘fully disagree’ (1) to ‘fully agree’ (5). The
responses result in a total score between 34 and 170
(Hallberg et al. 1994). Satisfactory reliability and valid-
ity estimates have been reported for SNCW (Brodaty
et al. 2003).

Data collection

Baseline data were collected at all eight wards from 18
April to 31 May 2017. The implementation of STR
started in five wards in October 2017. Follow-up data
were collected at both STR and reference wards from
3 February to 17 April 2020. At both baseline and
follow-up, booklets with questionnaires and consent
forms were distributed to all nursing staff members at
the wards. Signed written consent forms were collected
by the researchers. The filled-out anonymous question-
naires were placed in unmarked envelopes and left in a
box, which was emptied by the researchers.

Ethical considerations

Ethical approval was obtained from the Ethical Review
Board (2016/414 and 2019-04315). Being asked to
answer questions about one’s work can be perceived as
putting oneself at risk of being reprimanded for state-
ments that can be seen as critique towards the organi-
zation or employer. As employees are dependent on
their employing organization, they might feel obligated
to remain loyal and, therefore, be reluctant to answer
questions regarding their work. Ensuring anonymity is
thus of great importance and the reason these ques-
tionnaires did not include code numbers.

Analyses

Due to small groups and skewed distributions, non-
parametric analyses were used. Differences within the

735

groups, as well as between the groups (STR and refer-
ence wards) at baseline and follow-up were assessed
with the Chi-square test for categorical variables and
the Mann—Whitney U-test for continuous variables.
Statistical significance was accepted as P < 0.05. Since
data were non-parametric, Cohen’s d could not be used
to calculate effect sizes; instead, effect sizes (r) for
changes in the respective groups were calculated using
Rosenthal’s r (Rosenthal & Rubin, 2003). Limits for
effect sizes for non-parametric tests were set as follows:
small (0.1), medium (0.3) and large (0.5) effect (Cohen,
1988). All analyses were performed using the statistical
package IBM-SPSS 27.0 (IBM-SPSS Inc., Chicago, IL,
USA).

RESULTS

The results are based on a total of 145 assessments (75
pre and 70 post), with 89 from the STR wards (49 pre
and 40 post) and 56 from the reference wards (26 pre
and 30 post). The assessment scales were completed by
over half of the nursing staff at the wards (58% pre
and 55% post). There were no differences between the
two groups, except at baseline, where staff at the refer-
ence wards reported longer experience in their profes-
sion and in psychiatric care than staff at the
intervention wards. Due to staff turnover and organiza-
tional changes, the staff members at baseline and
follow-up were not exactly the same individuals. The
participants at reference wards reported longer experi-
ence in their profession and in psychiatric care at base-
line compared with a {follow-up. Demographic
characteristics of the participants are presented in
Table 1.

Experiences of the nursing programme at the
STR wards

Over half of the nursing staff members at the STR
wards had been involved in the programme (n = 24/
40), either as auxiliaries (n = 9), group leaders (n = 5)
or both (n = 10). Their overall experience of the inter-
vention was rated 3 or higher (scale 1-6), and most of
them rated it 5 of out 6 (Md 5.0, range 0-6). Not tabu-
lated.

All nursing staff at the STR wards (n = 40), even
those not directly involved in the programme, rated
their experience of the nursing programme (scale 1-6).
The contents of the programme were regarded as good
(Md 4.0, range 2-6), as were the manual (Md 4.0, range
2-6) and the consumer material (Md 4.0, range 2-6).
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TABLE 1 Demographic characteristics of participants at STR- and reference wards at baseline and follow-up

. Baseline-Follow- Baseline—Follow-
Baseline Follow-up
up up
STR- Reference STR- Reference
ward ward ward ward
n =49 n =26 n = 40 n = 30 STR-ward Reference ward
n (%) n (%) P-value* n (%) n (%) P-value* P-value* P-value*
Sex 0.493 0.455 0.785 0.445
Male 15 (30.6) 10 (38.5) 13 (32.5) 8 (27.7)
Female 34 (69.4 16 (61.5) 26 (65.0) 21 (70.0)
Other - — - 1(3.3)
Employment 0.177 0.157 0.989 0.173
Permanent 43 (87.8) 26 (100) 35 (87.5) 27 (90.0)
Substitute 5(10.2) - 4 (10.0)
Hourly 1(2.0) - 2 (6.7)
Professional role 0.157 0.172 0.416 0.079
Specialist nurse 4 (8.2) 3(11.5) 4 (10.0) 7 (23.3
Registered 11 (22.4) 2 (7.7) 7 (17.5) 8 (26.7)
nurse
Nursing 33 (67.3) 21 (80.7) 29 (72.5) 15 (50.0)
assistant
M (SD) M (SD) M (SD) M (SD)
(range) (range) (range) (range)
Age 44.7 (14.9) 48.7 (12.4) 0.255 47.4 (13.3) (26-69) 42.9 (16.1) 0.258 0.415 0.215
(21-69) (29-65) (19-65)
Years in professional role 14.7 (14.9) 20.6 (13.0) 0.043 17.3 (13.3) 14.1 (15.8) 0.098 0.184 0.045
(0-43) (1-43) (1-46) (0-49)
Years in psychiatric care 13.3 (14.5) 17.4 (10.2) 0.024 11.7 (12.6) 12.0 (13.9) 0.634 0.924 0.018
(1-47) (2-36) (0-44) (0-49)

*Chi-square test for categorical variables and Mann—Whitney U-test for continues variables.

Staff members rated their experience of integrating the
intervention into nursing care as positive (Md 5.0, range
1-6) and indicated that STR, to a large extent, con-
tributed to a positive development of nursing care at
the wards (Md 5.0, range 1-6). Not tabulated.

Stress, quality of care and satisfaction with
nursing care and work

Ratings at baseline and follow-up

There were no statistically significant differences in
staff members’ ratings of stress (MBI), quality of care
(QPC-IPS) or satisfaction with nursing care and work
(SNCW) between STR and reference wards either at
baseline or follow-up. However, staff members™ rating
scores for many of the domains of quality of care
(QPC-IPS) where higher at the reference wards com-
pared to STR wards before and after implementation,
although the differences were not statistically signifi-
cant. See Table 2.

Changes in ratings from baseline to follow-up

At the STR wards, no changes were evident regarding
stress (MBI). In two of the dimensions of quality of
care (QPC-IPS), Participation and Secure environment,
higher ratings were found at follow-up, with small
(0.21) and medium (0.39) effect sizes respectively.
There were no changes regarding satisfaction with
nursing care and work (SNCW). See Table 2 (effect
sizes not tabulated).

On the reference wards, a decrease in one dimen-
sion of stress (MBI), Emotional exhaustion, was evi-
dent, with a large effect size of 0.50. A decrease in
the dimension Depersonalization, not statistically sig-
nificant, with a small effect size of 0.24, was found.
No changes were evident in this group regarding
quality of care (QPC-IPS). In ratings of satisfaction
with nursing care and work (SNCW), a small
decrease, not statistically significant, with a small
effect size of 0.23, was found. See Table 2 (effect
sizes not tabulated).
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TABLE 2 Stress, Quality of care and Satisfaction with nursing care TABLE 2 (Continued)
and work at baseline and follow-up within and between intervention -
wards and reference wards Outcome Reference
measure STR wards wards
Outcome Reference Dimensions Md (range) Md (range) U-value*  P-value
measure STR wards wards
Dimensions Md (range) Md (range) U-value*  P-value Pre 10 (6-16) 12 (6-16) 448.0 0.059
Post 12 (3-16) 12 (4-16) 459.0 0.167
Stress—MBI U-value 772.0 332.5
Emotional exhaustion* P-value 0.170 0.469
Pre 13 (2-47) 21 (5-40) 383.5 0.082 r 0.15 0.10
Post 14 (0-35) 12 (0-33) 502.5 0.247 Satisfaction with nursing care and work—SNCW
U-value 811.0 1425 Pre 70 (30-94) 71 (41-109) 557.0 0.718
P-value 0.433 <0.001 Post 69 (34-115) 66 (54-116) 582.0 0.971
r 0.09 0.50 U-value 780.5 276.0
Depersonalization® P-value 0.238 0.094
Pre 4 (0-20) 4 (0-20) 494.5 0.764 r 0.13 0.23
Post 3 (0-13) 2 (0-11) 468.0 0.114
U-value 803.0 247.0 Abbreviations: MBI = Maslach ~ Burnout Inventory; QPC-
P-value 0.390 0.076 IPS = The Quality of Psychiatric Care—Inpatient staff; r = Effect
r 0.09 0.24 size, Rosenthals’ r; SNCW = Satisfaction with Nursing Care and
Personal accomplz’sh771(mtJr Work scale.
Pre 36 (17-48) 37 (26-46) 4415 0.323 Bold values indicate p< 0.05.
Post 36.5 (23-48)  37.5 (2048)  540.0 0.476  High rating = higher risk of burnout.
U-value 800.0 317.5 F Low rating = higher risk of burnout.
P-value 0.378 0.621 § Mann-Whitney U-test.
r 0.10 0.07
Quality of care—QPC-IPS
ETLCOUTLt@r DISCUSSION
Pre 24 (12-32) 25 (14-32) 537.0 0.386
Post 26 (16-32) 27 (17-32) 472.0 0.170 This study aimed to explore the experiences of a
U-value 9075 322.0 recovery-oriented nursing programme among nursing
P-value 0.686 0.368 taff. Il thei t £ st ali f
- 0.04 012 staff, a%: we. as .1611' ra .mgs of stress, quality of care
Participation and satisfaction with nursing care and work, before and
Pre 21 (13-31) 23 (14-31) 5180 0.279 after implementation. As a reference for clinic-wide
Post 24 (8-33) 22 (8-28) 480.0 0.203 changes over time, wards not implementing the nursing
g'vil“e (3 20253 33:137(7) programme were included in the study.
r_v ue 0'21 0'] 0 The results indicated that over half of the staff
Support ' ' members at the STR wards were actively involved in
Pre 14 (5-16) 13 (8-16) 602.5 0.908 working with the nursing programme. They predomi-
Post 14 (6-16) 15 (8-16) 535.5 0.540 nantly reported positive experiences, as in previous
U-value  837.5 307.5 research on STR (Salberg et al. 2018), where the pro-
P-value 0.314 0.244 . ) aluated in a simil Jinical o b
- 011 0.16 gramme was evaluated in a similar clinical context but
Secluded environment in a smaller local hospital setting. Nursing staff
Pre 10 (5-12) 10 (3-12) 5715 0.634 reported positive experiences of the contents and inte-
Post 10 (7-12) 9.5 (6-12) 505.5 0.329 gration of the programme into nursing practice and the
U-value  930.5 369.5 contribution to improvement of nursing care was rated
P-value 8231 83?5 as high. These results are in line with previous studies,
r LUz B . . . .
) L where positive experiences of implementation of
Secure environment X . K R . i K
Pre 7 (4-11) S (6-16) 459.0 0.071 recovery-orlented practices in psychlatrlc inpatient care
Post 8 (5-12) 9 (4-11) 520.5 0.425 have been reported (Lorien et al. 2020; Salberg et al.
U-Valueg 528.5 302.0 2018; Waldemar et al. 2016).
P-value”  <0.001 0.0211 Nursing staff at STR wards reported an increase in
r 0.39 0.17 . . . . . . .
) their ratings of quality of care in the dimensions Partic-
Discharge o )
ipation and Secure environment. Because of the study
(Continued) design and sample, no conclusions can be drawn
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regarding any direct cause-effect relationship. How-
ever, the reports on increased consumer participation
are a positive outcome, based on the direct link to the-
oretical perspectives for recovery-practice (Chester
et al. 2016) and for nursing in psychiatric care (Barker,
2001; Peplau, 1991). Hornik-Lurie et al. (2018)
reported that a positive change in staff members™ per-
ception of consumer participation was evident after
training in recovery-oriented practices. Furthermore,
staff members’ experiences of consumer participation
correspond to previously presented results of con-
sumers reporting an increased involvement in care and
planning after participation in a nursing intervention
similar to STR (Salberg et al. 2018). A programme like
STR is an important factor in targeting social disen-
gagement and passivity among consumers, previously
described in this clinical context (Folke et al. 2018;
Lindgren et al. 2015; Molin et al. 2016; Sharac et al.
2010). Care at a psychiatric ward cannot be a demar-
cated zone in health care, change is needed. Person-
centred support and possibilities to begin and continue
the individual recovery process should be provided.
The strong biomedical perspective in psychiatric care
may aggravate initiatives to adapt to a more person-
centred care, since reduction of symptoms often are
considered the primary outcome. Hence, a psychiatric
inpatient care where recovery-oriented nursing, based
on evidence, is self-evident and integrated into nursing
practice is crucial. Recovery-oriented practices like
STR can give emphasize to the importance of nursing
and thereby be a foundation for adaptation to person-
centred care.

The reports from nursing staff of a positive change
in Secure environment could be regarded as an
important aspect of enabling the persons being cared
for to feel safe. Hence, STR may contribute to creat-
ing a more predictable and meaningful nursing care.
In previous research, a predictable treatment and
care process has been described as necessary for con-
sumers to feel safe in psychiatric inpatient care
(Pelto-Piri et al. 2019). Safety is described as an
important prerequisite for recovery in psychiatric care
by both consumers (De Ruysscher et al. 2020; Stanis-
zewska et al. 2019) and staff (De Ruysscher et al.
2020). From a consumer perspective, experiences of
safety can be enhanced by nurses supporting of per-
sonhood and treatment as an equal, instead of nurs-
ing solely focusing on risks (Cutler et al. 2020).
Furthermore, focusing on recovery in nursing care
can be utilized in strategies to reduce the risk of
aggressive behaviour (Lim et al. 2017). In conclusion,
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nursing focusing on recovery can support mainte-
nance of a safe environment in the psychiatric wards
(Lim et al. 2019), also indicated by the results of this
study.

There were no changes from baseline to follow-up
in stress or satisfaction with nursing care and work at
the STR wards. This is in contrast to results in a study
where staff at psychiatric inpatient wards, after imple-
mentation of a recovery-oriented concept, rated satis-
faction with working conditions and contentedness, as
well as ward atmosphere, higher than a control group
(Rabenschlag et al. 2014). At the reference wards,
there was a decrease in one of three dimensions of
stress, Emotional exhaustion. A tendency towards a
decrease in the dimension of Depersonalization was
also indicated, though it was not statistically significant.
It would be interesting to consider what might have
led to these changes over time, but as this was a natu-
ralistic clinical study, we can only speculate on that.
Furthermore, the staff members at baseline and follow-
up were not exactly the same individuals. One differ-
ence was that staff members at the reference wards
had longer experience in their profession and in psy-
chiatric care at baseline than at follow-up. In previous
research, higher stress levels have been linked to senior
staff’ having a heavy responsibility for consumer well-
being (Johansson et al. 2013). However, other results
have indicated less stress (Foster et al. 2021) in more
experienced nurses thanks to the development of resili-
ence skills (Foster et al. 2020).

As discussed, there were no statistically significant
differences between STR and reference wards in any
of the outcome measures. However, it is interesting to
consider possible reasons why ratings from nursing
staff at the reference wards were higher before and/or
after implementation in many of the domains of quality
of care (though the differences were not statistically
significant). Wards were enrolled in the implementa-
tion of STR based on the decision of the ward man-
ager; it is possible that the nursing care at wards not
enrolled was already of high quality, explaining the
higher ratings. Another possible explanation might be
that knowledge about the implementation at the STR
wards led to a deeper, clinic-wide understanding of the
need to focus more on the individuals’ recovery in
nursing practice, leading to lower ratings of quality of
care.

The identified changes within the groups are not
easily explained solely by the implementation of the
nursing programme, as no conclusions can be drawn
on cause-effect relationships. The lack of decrease in
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stress in the STR group may be tentatively explained
by the initial stress of working with new methods, as
discussed by Koivunen et al. (2013). It could also be
argued that the implementation of STR was too small a
change to have an effect on nursing staff members sat-
isfaction with nursing, or that other aspects of the
working environment affected the ratings. As described
earlier, forming and maintaining care relationships is a
crucial component of recovery-oriented practices. How-
ever, transitioning from an advisory or illness expert
role to a collaborative relationship is difficult and the
culture and conventions of a prevailing biomedical
model can be intractable (Chester et al. 2016). Some
previously identified challenges when implementing
recovery-oriented practices include organizational logis-
tics, competing demands and care culture (Cusack
et al. 2017; Hornik-Lurie et al. 2018; Lorien et al.
2020; McAllister & McCrae 2017; Waldemar et al.
2019). In a recent review, the authors concluded that
there were several factors impeding implementation of
mental health recovery into services and for transfor-
mation to happen there was a need for more general
changes across the whole organization (Piat et al.
2021).

Limitations

More distinct results could have been achieved with
intragroup analyses within the subgroups. However,
the number of participants was low and due to staff
turnover and organizational changes, the participants
before and after implementation were not exactly the
same. Hence, such analyses were not feasible. The
wards enrolled in this study were all sub-specialized,
but differences between the wards were not explored
further in this study. Further, the coronavirus pan-
demic led to strained working situations at the wards
during implementation, which might have affected the
ability to work in accordance with STR.

The consumer perspective was not represented in
this study, hence there is an obvious lack of consumer-
focused evidence for STR. There are, however, ongoing
evaluations where the experiences of consumers who
has taken part of STR is in focus, both regarding the
programme and how it has affected their care and
recovery process.

CONCLUSION

Nursing staff predominately reported positive experi-
ences of STR. Moreover, consumer participation and
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secure environment, both important aspects of the
individual recovery process, were rated higher after
implementation. These results are promising and indi-
cate that there is potential for further exploration of
STR as a recovery-oriented programme in psychiatric
inpatient care, focusing on the individual recovery
process while taking advantage of the benefits of a
group format. The programme itself can, however, be
seen as a contribution to enhance the autonomy of
nursing in psychiatric care and creates a forum for
empowering consumer’s personal recovery. The results
show that is it possible to work with a focus on the
individual recovery process without waiting for medi-
cal care decisions from the physician. Stating the
importance of autonomous nursing in the context of
psychiatric inpatient care is needed to achieve high
quality care.

RELEVANCE FOR CLINICAL PRACTICE

Recovery, as a personal process of change, is a core
concept for nursing in psychiatric care. Implementation
of recovery-oriented nursing into psychiatric inpatient
care enables incorporation of theory and evidence-
based practice into clinical nursing. It can contribute to
higher quality of care through enabling nursing with
focus on the resources and needs of the individual con-
sumer. Hence, support and guidance for nursing staff
are crucial, as refocusing from an advisory or expert
role to a more collaborative nursing care can be
demanding, especially in a culture where nursing is
described as peripheral and the biomedical model of
care is dominant.
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