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ABSTRACT

There has been much written now in the field on recovery-oriented care,
its empirical impact, and the need for systems transformation for working
with those with serious mental illness across the globe. However, there is
still a dearth of that systems level recovery transformation occurring within
inpatient settings, as opposed to outpatient, in public mental health and
effectively, as the literature reflects. There are even questions of whether
it is possible to engage in systems level recovery transformation within
inpatient settings that are so structured and set in form, while there is
more evidence of recovery transformation systemwide within outpatient
services in mental health. This article highlights challenges for recovery-
oriented systems change and how inpatient psychiatric settings within
public mental health may be experienced, including issues of power and
control, violation of basic human rights, racist experiences and overuse
of seclusion and restraints for patients with racial minority identities,
exacerbation of intersecting oppressive experiences, challenges with civil
commitment and conservatorship, arbitrary and inhumane rules, and a
strong focus still on diagnosis, medications and symptom amelioration.
Despite barriers this article advocates for continuing hope and effort into
providing systems level recovery transformation and discusses mechanisms
of change in the direction of that transformative process for systems and
providers to engage. Such mechanisms include involving senior
administration and others throughout systems towards this overall goal
and effective manners of collaborative change across disciplines. The article
details those skillful systems change strategies in leadership and practical
applications to help systems conceptualize how they may make such

transformation.

Keywords: Recovery-oriented care and systems change, serious mental
illness, inpatient psychiatric care

© 2024 European Society of Medicine 1


https://doi.org/10.18103/mra.v12i7.5386
https://doi.org/10.18103/mra.v12i7.5386
https://doi.org/10.18103/mra.v12i7.5386
https://doi.org/10.18103/mra.v12i7.5386

Introduction

Buzz words come and go but one of the recent
zeitgeists in public mental health settings, where
those with serious mental illness (SMI) receive
services is about systems change and recovery
transformation’. Systems change in the direction of
recovery-oriented care relates to the idea that
people are not just patients and they have a right
to live a life of meaning beyond the effects of
mental illness? and fostering systems level recovery
transformation (SLRT) reflects such new values and
constructs. To expand, some of the basic constructs
of recovery-oriented care include a holistic look at
the person and recovery, recovery envisioned as a
journey that is non-linear rather than focused on
symptom amelioration, developing autonomy and
choice, personal responsibility for one’s own life,
holding hope, partnering with others in recovery
with lived experience, incorporation of cultural
responsiveness, divorcing punitive measures from
mental health services, and developing valued
social roles in the community. These constructs and
such a systemic outlook are still frequently quite
different than the way most inpatient psychiatric
settings in the public sector across the globe are set
up to function with an enduring focus on symptoms,
diagnoses, medications, and “adherence” to the

medical community’s view of psychiatric problems3*.

The need for SLRT appears quite evident to many,
critical for the future welfare of those with SMI, and
for a real recovery process to occur given the
egregious accounts of trauma, deaths, sexual and
physical aggression, violation of basic human rights,
and other atrocities that occur regularly within
inpatient psychiatric settings®®’. Others may
discredit the need for SLRT and even advocate for
days when people were in more asylums and the
answer to homelessness itself is to make more
psychiatric beds®. But if the raw proclamation of the
need for SLRT seems too stark or is hard to
stomach given one’s own positionality within the

helping field, it may be worth examining. Thus, one

must contain the affect or perceive the situation in
a way that is ego-syntonic to reckon with the
inability to make change or take up the charge to
help make change; be a part of the system as it is
or seek to change it. But as Desmond Tutu? said,
“If you are neutral in situations of injustice, you

have chosen the side of the oppressor.”

Thus this article, first discusses some of the
challenges and barriers with making change related
to SLRT and how that sets a difficult stage for change.
However, this article also details the science that
values the efforts of recovery-oriented care in the
well-being for those seeking mental health services
and then explores the idea of holding hope for SLRT
within inpatient settings. The article also ends with
practical strategies and mechanisms to engage in
to foster SLRT within inpatient psychiatric settings
for those with SMI.

Some Snapshots of Inpatient Psychiatric Settings
in Public Mental Health

Since there is concern for the need to engage in
SLRT or the belief that many settings have actually
already achieved that higher goal, a snapshot of
how many inpatient settings currently look across
the globe is warranted.

Trauma

Within inpatient settings across the globe, the
quantitative and qualitative data demonstrate high
amounts of traumatizing events which occur in
many different ways. This may relate to experiencing
seclusion and restraints, witnessing others in
seclusion and restraints or having a difficult crisis,
having a lack of privacy, experiencing sexual, verbal,
and/or physical abuse, experiencing power and
control dynamics, and a number of other traumatizing
experiences that people with lived experience
report>'%1"12. Sexual trauma is also higher among
women within such settings and this is expressly
concerning given many women with SMI already

have a sexual trauma history™.
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Models Non-holistic

Despite the advancement and knowledge in
models of care that are effective such as shared-
decision making' and person-centered treatment
planning, as well as collaboration with those with
SMI in their recovery process, there is still a strong
focus in most inpatient psychiatric settings on
medical models that focus on symptoms, coercive
methods of containment, taking medications and
the medication being the primary focus of
treatment*'". This may be due to the nature of
settings having a lack of beds, short lengths of stay,
being understaffed, and innovations such as recovery
ideals viewed as harder to implement in already
distressed systems of care. Relatedly, though there
are many evidence-based treatments out there for
psychotherapy and even so for those with SMI,

they are rarely offered in the public sector™.

Racism and Disparities in Care

Studies indicate inequities in restraint use for racial
minority groups across 4,000 inpatient stays, which
is sustained after adjusting for confounding variables™.
Similarly, involuntary commitment heightens the
unjust police force and brutality against BIPOC
individuals just as in our communities across the
globe' . The literature indicates that Black people
are still over diagnosed with disorders such as
schizophrenia in comparison to White people and
racial minorities are more likely to be on higher
doses of antipsychotics and also less likely to
receive lower-metabolic risk second generation
antipsychotics than White people'?°. Despite there
being noise about anti-racism efforts within mental
health care there is little reflection of change within
most inpatient settings?".

Seclusion and Restraint Remains Highly Used

Though there is no evidence of seclusion and/or
restraint as having a positive treatment outcome,
but rather lots of evidence of its traumatizing
nature and rather use as a containment method*"",

it is still overly relied on to control behavior in most

inpatient settings that are public and not privatized.
Though many groups in mental health and of global
human rights have done work calling for change such
as the Council of Europe, United Nations?, Substance
Abuse and Mental Health Services Administration?®
and the American Psychiatric Association?, there is
still no positionality statement on the use of seclusion
and restraint by many organizations (e.g., American
Psychological Association) and therein related
advocacy efforts and work products to effect change
at unified global levels, and federal, state, province,
community, and village levels within countries, which
might impact mental health care and the lives of

those facing such containment measures.

Lack of Beds & Incarceration more Prone than

Treatment

Most of those with SMI are in jails and/or prison
rather than in inpatient hospital settings with recovery
principles helping them live a life of meaning®. In
fact, across 24 countries there have been high rates
of those with SMI being imprisoned with a trend in
a rise of those with SMI in low-to-middle income
countries, which is concerning given the lack of
appropriate mental health treatment settings. In
jail/prison settings those with SMI are not
adequately treated, have lengthy sentences, and
are at unique risk for traumatization?. Estimates in
the United States indicate that more than 2 million
people with SMI are booked into jails annually (e.g.,
approximately 15% are men and 30% are women)
and having a SMl is a risk factor for incarceration?’28,
Additionally, there are still major problems with
those awaiting evaluation for competency to stand
trial, while their mental health deteriorates inside
locked bars, without appropriate treatment®?. They
are also frequently overmedicated and experience

lengthier incarceration than those without SMI.

Civil Commitment and Conservatorship/

Guardianship

Civil commitment and

conservatorship/
guardianship is a challenge globally. Studies show
that 38% of patients in inpatient psychiatric settings
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are admitted involuntarily globally, while 62% are
voluntary?. There is not consistent data across U.S.
states, as well as other countries, and a vast lack of
public tracking of civil commitment statistics related
to frequency of use, who is most affected, outcomes,
length of commitments, rates of overturn of civil
commitments, and trends over time®. Research
also indicates that providers involved with civil
commitment are not adequately educated on the
laws behind civil commitment with 30% of 700
psychiatrists evaluated in the United States providing
incorrect answers about the correct grounds for
civil commitment®'. Since there is not public tracking,
there is an immense challenge with people knowing
their rights regarding civil commitment, having any
ability to overturn civil commitment, and ability to
navigate such complicated legal frameworks®'.
Relatedly, a systematic review of more than 40 studies
found that compulsory community treatment did
not have a clear positive outcome on recidivism and
use of inpatient beds*. There are problems in
many countries such as there being no requisite for
a court hearing for civil commitment in a mental
health crisis such as each state within Australia
having different rules for commitment, making it
difficult for systemic and national regulation and
rights of this process®. Additionally, in Australia, in
some states, one can just have a mental health issue
or diagnosis and not be at imminent harm to
themselves or others for involuntary commitment,
which is a softer requirement than in many nations
and states. In Germany, there is now an increase in
the use of the legal law on guardianship to
involuntarily commit someone to a hospital and
then the police can act on that instead of use of
mental health law, thus making it easier for the
guardian to decide the person needs treatment
and have the authority to dictate that rather than a
psychiatric professional®. In Switzerland, there is a
high number of people that are civilly committed
and some of which is related to being older, which
canton of Switzerland they live in, and having
schizophrenia®’.

There are similar problems with conservatorship
among those with SMI that find themselves
hospitalized involuntarily and conserved. Countries
such as Denmark, Spain, Germany, and the Czech
Republic have high conservator/guardianship rates
and in the Czech Republic there is specifically a
higher association with having schizophrenia,
being conserved, and being a woman versus a man
in the age bracket (40-59)®*. In many states in the
United States the legal statues uphold that though
a person may be conserved the conservator should
strike a balance between preserving the autonomy,
will, best interest, and decision making of the
individual being conserved while protecting the
individual and/or others from harm3*¢ which is similar
to other European countries. Despite this being the
case, in practical application of conservatorship this
is rarely true and unjust liberties for conservators
can be taken, overrunning the wishes and autonomy
of the individual with SMI, which can also make it
impossible to overturn conservatorship. Though
the Uniform Law Commission enacted the Uniform
Guardianship and Protected Proceedings Act
(UGPPA)¥ in the United States, which sought to
strengthen the protections for people who had
conservators in 1997, only seven jurisdictions adopted
this Act up to 2014%. Following this Act, some
jurisdictions required conservators to file more
regular reports of the conserved person’s condition
and evidence of need for continued guardianship,
authorized the court to have a third-party appointee
to also report on the conservatorship process,
provided limited guardianships/conservatorships
rather than full conservatorships, and authorized
removal of conservators that are not legally and
appropriately following the best interest of the one
conserved. Howeverin 2017, there was an updated
Act developed called the Uniform Guardianship,
Conservatorship and other Protective Arrangements
Act® to replace the UGPPA developed in 1997,
with recognition that it was not being complied
with well across states in multiple manners, including

granting limited conservatorships, evaluation of
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need for continued conservatorship and granting
third-party oversight, among others.

In reality, beyond the statistics, the narratives and
stories that most clinicians bear witness to when
working with those with SMI in inpatient settings in
public mental health settings is that conservatorship
is extremely difficult to overturn, many conservators
are hard to communicate with, and there are
difficulties with having one’s preferences honored.
Itis rare that systems and courts review conservatorship
and the necessity for it. If it took Brittany Spears, a
global star, an expansive length of time to regain
her personhood*, with her wealth and power, how
much chance does a transwoman who is Black,
experiences homelessness, and has a history of
substance use and sex work have to rid herself of
the chains of conservatorship, though she is now in
the community, out of the hospital, healthy, and
working?

The author is not opposing every form of involuntary
treatment or conservatorship that may help a
person from a recovery perspective and with access
to human rights, but is strongly concerned about
the way it is conducted typically on an everyday basis
globally, with a lack of transparency, ability for basic
rights, and standards. At the very least it is worth a
heavy review of how much more human rights do
systems take the liberty of vacating from their rightful
owner and requiring legal consequences of such
endeavors to obstruct basic human rights on a
global platform.

Arbitrary Rules and Lack of Privileges

Though there are some guidelines and rules that
are necessary for risk and safety within inpatient
psychiatric settings there are others that mimic
power and control dynamics and a “us versus them”
mentality. This has long been studied® but not much
has changed in the business of providing inpatient
care in public mental health. To shed light on just
a few of such rules the next sections will first discuss
the strident nature of power and control dynamics

within inpatient psychiatric settings, causing great
challenges, and then provide examples. These are
provided as a call to action for further leadership in
recovery-oriented and citizenship perspectives across
the globe. Lastly, some mechanisms for systems
level recovery transformation in mental health systems

will be offered.

Rules May be Arbitrary But Must be Abided By!

Hundreds and thousands of different rules exist
within inpatient psychiatric settings in public mental
health settings. These may exist across many different
settings or countries, with no consistency or empirical
merit and little to no evidence of their utilitarian
nature. Seemingly, this may reflect the stigma and
power and control being wielded in such settings
and the ideology that those with SMI are locked up
because there may be some fault within and a
likening to badness or immorality or criminality®.
This is easily demonstrated with the strident
obsession with rules on the smallest details within
many inpatient settings. The issues of power and
control within these settings and the destructive
nature of those dynamics has long been studied,

but little transformation has occurred globally*'42,

Technology and TV Time: Don’t Touch the Remote

Control!

There are strong elements of control by others®
and one rule that demonstrates such relates to
there being a sign up for TV time, typically, as there
is likely one tv on most psychiatric unit, if at all, and
it is highly controlled by others. Relatedly, this may
be one of the only things centered in a barren milieu,
lacking most amenities, as a means to entertain
patients, but yet espousing conflict and greater
control*#*4 However, patients may not be able to
use the remote control during their set time to use
the TV or pick what they watch, creating a symbolic
sign of revoking control to the point of not trusting
individuals to push a button in such a simplistic but
powerful and ironic way. If one is in a medical
hospital there is typically a TV with a remote that is
always there, day or night to use at one’s will (e.g.,
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one can watch golf, a romantic movie, cartoons, or
the news, etc.). On an inpatient psychiatric unit, the
content is likely to be highly censored, presenting

an artificial and somewhat infantilizing environment.

Though most of the world cannot exist now without
a cell phone most all inpatient psychiatric settings
in public mental health do not allow people to have
their personal cell phone, thus cutting them off from
everyday life by being able to stay in contact with
friends, review their social media, set their schedule,
set timers for important events, read news, email
for work and/or connection, check on their medical
issues, and the list goes on. Ironically, this has also
only minutely been studied regarding the true risks
versus benefits of allowing inpatients to maintain
cell phones on their person®. In this study in New
South Wales, where 85 % of the country does not
allow cell phone use within psychiatric inpatient
settings, the benefits posed by people in recovery
of having their cell phones were primarily about
maintaining social connection and the staff's focus
and concern primarily was on that cell phone
autonomy was a violation of rules, despite patients
noting it may be a basic human right and help them
with social connection and thus their mental well-

being.

Material Possessions are Not Important.

There are all types of material possessions which
one cannot have within an inpatient setting due to
the risk of harm to self or others when people may
have a suicide risk or may have aggression. However,
most frequently this is not reviewed per patient and
typically this gets taken to an extraordinary manner.
When one is locked within an inpatient setting,
belongings, rightfully so, take on a new and very
important meaning. Relatedly, an ethnographic
study of the meaning of material possessions within
inpatient settings highlighted strong meanings both
in terms of wellness and relationship to others that
is worth examining for its implications for recovery*®.
Despite this knowledge, even small material

possessions like a bracelet, with a breakable, short

elasticity may not be allowed, even though it is a
soothing object for a patient. Magazines and snacks
may not be allowed either, among others.

Food: Don’t Eat too Much, too Little, Save it, Share
it, or Complain About it.

Food is a basic need of survival and also a source of
comfort, culture, and healing for people. It does not
take much imagination to perceive that if a patient is
locked up that food is important, vital, and comforting.
However, this aspect of inpatient settings can be
quite punitive. One study indicated how patients
felt their food intake and the manner in which they
were supposed to consume it was highly controlled,
prison-like, and held arbitrary rules®”. Many inpatient
settings do not have healthy, desirable, culturally
appropriate, large enough portions, or satisfying
options for food intake according to inpatients. Also,
it is highly monitored in that there are structured
times for meals and snacks. Frequently there are
also strict rules about not sharing food, not storing
food for later, not buying food from others, and
breaking such rules may lead to a volatile event®.
Relatedly, if a family member or friend brings food
the family member may be restricted from making
it themselves but have to order it from a food
service, denying cultural comfort. Some units also
demand that the food can only be consumed then,
at that time and any leftovers discarded, and cannot
be shared with fellow patients. As one can imagine
many conflicts on inpatient units occur due to the
overregulation of food, a basic need and a comfort.

Timing: It's our Schedule not the Patients.

Time is not the patient’s own within inpatient settings.
It is owned by the schedule of the “therapeutic
milieu.” Medications are given at a certain time,
vitals are as well, breakfast, lunch, and dinner times
are set (sometimes being expected to eat dinner
quickly for shift change)**’. Relatedly if patients
can not adhere to these basic structures, medications
frequently cannot be given later, when one wakes

up after a long nap, or another meal provided when
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ready to eat, in contrary to typical medical
hospitalization.

Level Systems: Earn Levels for Rights.

To prove one’'s merit on many inpatient settings
there are also level systems that researchers are
now questioning since the set-up of these models
are infantilizing, punitive, and may just indicate
how willing a patient is to abide with arbitrary rules,
rather than an indicator of psychiatric improvement
or wellness™. If a patient is not meeting expectations
to gain levels they are typically deemed noncompliant
and are likely not allowed to do things such as get
fresh air, have visitors, go on outings, or have other
special privileges (which would be basic rights in a
medical hospital and in many prison settings they
would be basic human rights).

Shower Up!: Despite the Lack of Privacy & Trauma

Histories.

One way of monitoring the mental health of
individuals within inpatient settings ironically
relates to their frequency of showering or not. This
also may relate to moving up in levels. Ironically,
when people do not feel well and may be depressed
and/or have other mental health problems their
activities of daily living may decline but units may
have a coercive dynamic around these activities of
daily living®'. Many inpatient settings have multiple
roommates in a room and there also may not be a
durable door due to safety features, for fear of
ligature risk, and many patients do not wish to take
showers. It may be due to the lack of privacy, noted
by many with inpatient experience who note a lack
of privacy as traumatic>*® or many other reasons
such as psychosis or paranoia of water, past sexual
trauma, etc. But in reality many people do not take
frequent showers when in a medical hospital as they
are also out of their comfort zone, but differently, the
measurement of showering or not, does not deem
one well enough or not to be discharged. This
measurement of the increased wellness of individuals
seems worthy of reexamining in light of the rationale
of why people may have difficulty showering within

such inpatient psychiatric settings and due to the fact
that they may need other supports (and psychological
safety) to perform their hygiene.

Milieu Therapy: Take Your Meds, Get Vitals, and
Go to Groups!

In many inpatient psychiatric settings one of the
primary mechanisms to get discharged is to “comply”
with taking medications as prescribed and this is
frequently noted as being medication adherent™.
In fact, a review of studies does show statistically
significant differences for those who took medication
willingly versus those who received involuntary
medication (termed coercive medication in some
of the literature)®*®. Another road to discharge is
engagement in the therapeutic milieu and attending
groups. In fact the author at times has born witness
to patients being very direct with other patients
about the basic cliff notes on being discharged,;
“take your meds, tell the docs you will keep taking
them when you get out, and attend the groups.” It
is extremely rare, for individuals to be hospitalized
psychiatrically and be able to sustain the avoidance
of taking medications in most psychiatric hospitals.
Frequently, involuntary medications are likely to be
sought via a court hearing, if a patient is unwilling to
take medications, and such hearings are difficult for
a patient to win>*. The longer some patients disagree
on taking medications they may face involuntary
administration with an injection, at the hands of a
court order, and/or longer hospitalizations, as many
are there to get “stabilized” and the medical model

remains predominant in most countries®.

Whatever You do: Don’t be Interested in Sex!

Though many people with SMI face chronic and
lengthy hospitalization experiences related to
increased symptoms and other intersecting
experiences such as homelessness, trauma, intimate
partner violence, and substance use there are little
to no mechanisms to address the health of these
individuals' sex life®. Itis as if sexuality is nonexistent;
the idea or stigma frequently is that if people
experience SMI they are asexual or should be and
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sexual activity or interest may be negatively viewed.
There is little literature on how inpatient settings
develop healthy mechanisms to address healthy
sexual activity, discuss it with their patients, explore
concepts such as consent, sexual identity, and sexual
activity, though many with SMI are prone for risky
sexual behavior and see it as an unmet need™. Though
individuals may end up on a unit for a long time, the
unspoken rule seems to be, 1) justdon‘tdo it, 2) don't
talk about it, 3) and don’t partner with another patient
and try to have consensual sex with them, and 4)

there is not a space to talk about your sexuality.

Just be a Good Patient While Inpatient!: That is
Your Role.

The idea that individuals with SMI might feasibly go
from inpatient units to maintain a current job, obtain
a job, do volunteer work, attend an intensive
outpatient program, etc. is frequently obsolete and/
or rare?'. Most settings do not offer normative daily
activities if hospitalized that hold valued social roles
and a normalcy of life, thus further disconnecting
people from society and disenfranchising them as
citizens. Instead, the focus is predominantly on being
a patient within that time frame. Relatedly, strong
themes of boredom and that patients feel like they
have nothing to do (but watch television) reiterate
across many studies®*#°_|f individuals have a job
and/or such a structured life before admission to the
hospital it may be devastated after hospitalization,
as many lose activities, jobs, and connections. One
recent study, showed that as many as 30% of patients
who were hospitalized for a psychiatric emergency,
who were employed at the time of admission, did not
return to work after discharge from the hospital®.
Thus hospitalization can decrease the citizenship
status of those with SMI and further marginalize
them with increased poverty and unemployment

status®®.

The Possibility — or Not - of SLRT in Inpatient
Psychiatric Settings

One of the next big questions as we think about SLRT
for many of us, is recovery-oriented care possible

across all systems and within the most difficult spaces,
such as inpatient settings? In other words, is there
room and are there avenues to affect change or
could it be too difficult or impossible? It seems that
we know from the literature that it is already a difficult
process and it has been difficult to see much, if any

SLRT within most inpatient settings®.

If SLRT is so hard to facilitate and seems so impossible,
why is it so hard? Most of the people that work in
mental health care organizations go to work and are
well meaning people. Yet, such bizarre and unhealthy
dynamics still occur within inpatient settings, causing
trauma instead of healing®. So why are systems so
stuck and why is it hard to make true SLRT occur in
everyday services?

What the Science Says

Literature on Systems Level Recovery

Transformation

Unfortunately, the literature is quite limited on SLRT
within inpatient psychiatric settings. Little is known
about many settings that have successfully made
changes and a systemic review of relevant
quantitative and qualitative studies with organizing
themes around definitions and understandings of
recovery within these settings, current practice, and
challenges were reviewed?'. The results of this
review highlighted the limited number of inpatient
recovery-oriented implementation science
occurring and the finite extent to which SLRT is
adequately integrated into public mental health.
Such studies bring up concerns about whether
recovery can possibly be integrated into these
settings. Most positive outcomes and transformation
have been limited to outpatient settings and

practice®?6061,

Some of the challenges noted in SLRT within inpatient
settings are understaffing making changes too
difficult, crowded wards and insufficient beds, rapid
patient turnover, high acuity levels, and unpredictable
situations leaving settings prone to rely more heavily

on foundational medical model procedures that
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rely primarily on symptom resolution, containment,

diagnosis, and medicationg?62:6465,

Systems Change is Never as Easy as it Seems/
Layers of the Onion

Understanding systems, diagnosing systemic
problems with change, and what it takes to foster
transformation is incredibly complex. As Berg®
unpacks this complexity it takes multiple layers of
analysis to adequately understand all of the dynamics
that may be at play in maintaining a system as it is or
in facing barriers to change. It is imperative that the
interconnectedness of us all is understood, including
group dynamics, and despite a good strategic plan
the complexity of delivering change is bent on how
what affects one, affects all, and the ability for SLRT.
So though many may think the system may not change
because there is that one director who oversees the
nursing department who is still stuck in the medieval
ages, it is always more than what it seems and not
just at the individual level of analysis of the problem.
This is evident because as the layers of the onion are
peeled back there may be realization that the director
only blocks change due to their fear that if she supports
a new initiative the only nurses she has will quit and
understaffing and burnout is already a crisis. But
outwardly, this is not apparent and instinctually this

director would like to support innovative change.

At other layers of analysis of the system, especially
within inpatient settings, those seeking SLRT have
to think about the layers of trauma that covers all
within a system that has been operating in unhealthy
reenactments of trauma for years (due to enforcing
inequitable rules of power/control of those with
and without mental illness), leaning on Wachtel’s
cyclical psychodynamic theory®” and realize that
many individuals are far past a burnout stage and
are traumatized. In fact, the literature reports that
those providers working in inpatient psychiatry
experience higher levels of burnout than in other
parts of the medical field®®¢°.

Other levels of analysis might tell the story that many
people who seem resistant to change welcome

more supervision and training to try innovative and
more recovery-oriented and person-centered ways
of working with individuals. Despite the desire,
those opportunities may rarely be offered in public
mental health settings, therefore, limiting psychic
energy, motivation, and the tools individuals feel

they can wield to support people in recovery.

Holding Hope in Recovery Transformation and
Systems Change

Despite it being ridiculously hard, difficult, and
arduous with systemic barriers, it is worth trying and
the literature on shifting systems with more recovery-
oriented care and less coercion in settings indicates
hope for better outcomes®. The rationale is that the
situation is still desperately in need of change and
if hope is extinguished for the capacity to change,
then our society is walking away from all of us.
Because individuals are all interconnected; the way
we value one human is the way we value each of us.
As Dr. Martin Luther King said it best in 1965, “All I'm
saying is simply this: that all mankind is tied together;
all life is interrelated, and we are all caught in an
inescapable network of mutuality, tied in a single
garment of identity. Whatever affects one directly,
affects all indirectly”’°. The way communities, nations,
and countries care for those that have the least, are
the most marginalized, and are experiencing the
most distress says the most about each of us and

our societies.

How Does Science Provide us Hope?

Science does indicate recovery-oriented care makes
a big difference™. We also have years of science
that gives huge hints of the negative impact of
hospitalization related to suicidality, since people
are at such heightened risk of suicide when they
leave the hospital and researchers are now
questioning whether hospitalization itself is
iatrogenic for individuals and fosters suicidality’.
With such knowledge, it seems imperative to
continue to transform systems to improve and be

more recovery-oriented.
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There is also science that letting people with their
experiences lead their treatment and engage in
person-centered treatment planning makes a huge
difference, which is now an evidence-based practice’.
Shared decision making also makes a difference
and increases patient involvement in the recovery
process and enhances decision making’?. Relatedly,
using person-centered models and evidence-based
practices such as motivational interviewing, rather
than a punitive and coercive approach to seeking
something called “medication adherence” and
traditional goals actually increases treatment
engagement'®. Trusting, collaborative relationships
with providers, valued social roles such as jobs,
education, and hobbies makes a difference in
recovery, mental wellness, and meaning making in
life for those with SMI#7>. There is also quantitative
data that reports positive behavioral supports with
a recovery-oriented foundation decreases aggression,
lessens the likelihood of incarceration, and decreases
harm to the self and others on inpatient settings®.
There is an increasing and overwhelming amount
of science that backs up the need to do mental health
care quite differently and that it can make a difference,
which is hard to ignore.

Let's Make “Good Trouble”

As John Lewis instigated the idea of “good and
necessary trouble”’¢ it is time for providers and
witnesses of the situation in the mental health field
to make good trouble. It is imperative that all
stakeholders press towards change. One of the
critical elements of SLRT is entwined with a social
justice component that recognizes making shifts in
our mental health systems is about the basic human
rights for all to have equitable resources and services
and the full rights of citizenship™. Engaging from such
a perspective can make healthier systems, people,
and societies.

Next the article will present some mechanisms for
nudging the system towards SLRT in some practical
ways using advocacy and social justice skills from a
leadership perspective.

Strategic and Skillfulness to be Effective with
Systems Level Recovery Transformation

Being strategic at SLRT may feel uncomfortable,
but that may indicate change is occurring and
homeostasis is always more comfortable. Advocacy
for SLRT will definitely rock the boat but the evidence
indicates a need for an inherent shift. Being skillful
and strategic with advocacy for systems change is
fundamental for effectiveness and can amount to
many different strategies but many of those include:
1) finding allies to support the cause and help to
speak up in meetings, therefore creating more
support for shifts in care, 2) meeting individually with
people who may be on the borderline of supporting
positive shifts in care and need the space to process
the possibilities, 3) asking for both top down and
bottom up, as well as the middle out support and
allies from all directions of systems, 4) strategically
finding mechanisms that pull in senior administrators
with power and fiduciary support that could provide
a pathway for SLRT by identifying ways their projects,
academic work, and/or goals could fit within and
map on SLRT (though they may otherwise would
have no interest), 5) understanding that change will
also require allyship and support across communities
outside of mental health such as social agencies,
housing supports, employment agencies, judicial
systems, and 5) taking pilot data on small initiatives
that have positive outcomes to show evidence of
impact for further support.

Lead with the Concept that Change is Possible

This author has seen unbelievable change in public
mental health settings happen that tells an amazing
story of how a system bent backward to do the
right thing and support SLRT because it only made
sense and it made a huge difference in someone’s
life®. Individuals have gotten out of institutionalization
of 5-10 years, individuals have overcome personal
management of suicidal thoughts and started their
life again by getting back to work and in touch with
their children, and others have reintegrated into the

community, with valued social roles and education.
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Does recovery and systems change happen? It does
and can happen, but it takes organizers, people not
willing to give up, from the ground up, from the top
down, from the middle out, and all hands-on deck
to make it happen’’. It takes dismantling layers of

the onion and all parts of the community.

Hold Hope: For People in Recovery and for

Ourselves and Our System

One of the fundamental tenets of recovery-oriented
care is holding hope and fostering that for each
individual’s recovery process?. That means maintaining
hope as a team and organization and continuing to
review how the system can partner with individuals
to build valued social roles, empower autonomy,
make personal choices, and make shifts to facilitate
a recovery process. Forinstance, incorporating peer
support more widely across organizations, may be
more useful than reconsidering medication changes,
once again, for people who face lengthy
hospitalization. The evidence for peer support shows
extensive and integrated effects of peer support
implementation related to wellness, empowerment,
recovery, and positively impacting whole health

care systems in transformation’®.

Holding hope and being a social justice advocate
also means communicating that to the team (we
believe this person is recovering and has strengths
and capabilities) and we can partner with them. So
in essence to foster SLRT there has to be a parallel
process with all teams that holds hope and helps
staff process difficult affect related to feelings like
patients may not be improving, while balancing
hearing concerns and noting the strengths of
individuals and their ability to recover. This also
includes reinforcing and validating staff when they
do something consistent with SLRT to make a

difference to a patient’”.

Find Allies and then Build the Movement Out

When thinking about a charge to engage in SLRT it
is fundamental to find allies. This means connecting

with like-minded colleagues, connecting around

initiatives, sharing the load, building positive
relationships, and foundations that develop energy
towards systems change. As SLRT allies connect,
ironically more people will get on board and over
time it is inevitable that it may be harder for more
archaic forms of mental health care to take space.
Ironically, individuals that may have been oppositional
to SLRT are likely to shift over to the movement as
it serves them less and they may see the positive

outcome of systems change.

Parallel Process in Detail: Envisioning Systemic

Strengths and Belief in Change Process

Fostering SLRT means that leaders are also thinking
about how staff are valued and focus on taking care
of staff. Too many times, as mentioned, staff have
experienced years of trauma within mental health
care and have become overworked, experienced
burn-out, are not recognized for their skillful efforts,
and may become complacent to the work and mission
of an organization, with good reason’®. To offer SLRT
the staff have to be taken care of, heard, validated,
and reinforced positively for their movement towards
letting go of systems of power and control, while
enhancing shifts towards collaborative, person-
centered and humane efforts with individuals who
experience SMI*’?. For example, when a staff member
and/or members are effective at avoiding a power
struggle with a patient about medications, taking a
shower, and/or going to groups, but instead chooses
to ask them to go get some fresh air and play checkers
because they know this person has not come out
of their room for a week, they are practicing recovery-
oriented care. They are valuing the relationship
and building collaborations, respecting personal
responsibility for a person’s recovery, and just
supporting autonomy and community. Therein,
that gives leadership that is focused on SLRT the
opportunity to thank the staff member personally
for being so effective and reinforce such acts by staff.
This author has seen this repetitively, that instead
of focusing on ineffective staff behavior, but noticing

SLRT, consistent behavior and positively reinforcing
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that, staff become more recovery-oriented and
effective. All humans love to be respected and
valued for what they do. Then they engage in even
more SLRT.

Change May Happen Slowly

As a system embarks on SLRT, within an inpatient
psychiatric setting, change will always be slower than
anticipated. The gestalt of the whole planis to turn a
system that is quite concretized over many years, with
many people, much history, and with many policies
in a vastly different direction so it will take time. This
means dealing with personal affects, personal egos,
and feelings of fruitlessness on things called action
items, projects, and quality improvement projects,
while taking a long game approach.

On Being Astute and Decentralizing Ego

One of the most fundamental aspects of moving
the needle with SLRT is avoiding letting ego get
caught up in the process. This means supporting
SLRT that is effective without concern for credit, an
award, publications, or promotion. It has to be a life
passion for individuals that see the call for enacting
social justice, recovery, and citizenship for those
with SMI™. The reality is that many people that are
most effective at SLRT are good at connecting the
right people, managing people and managing up,
and even helping change happen, regardless of
any credit they receive. For people that want to see
a different system their passion is driven by the
potential impact for persons that face injustices at
the hands of mental health systems and egos have
no place in that. For example, it may involve working
strategically from a strengths-based perspective
with a colleague, senior colleague, or person with
lots of power in the organization who has previously
been opposed to change and blocked SLRT. In this
manner, one can create an opportunity to involve
that person by noticing their strengths and what
they bring to the table to make SLRT happen and
be at peace with them receiving external credit for
what they initially opposed. One has to reckon with
the concept that: 1) It may only happen if a particular

person is behind it and does not block it and 2) If
that person is a part of the process and able to see
themselves as guiding the process and receives
notoriety for the process. A win for SLRT is a win in
the right direction.

New Eyes on the System/Trainees

In this author's perspective having new trainees
filtering in and out of her inpatient setting has
constantly helped new questions be asked, kept a
focus on why things are being done a certain way,
and also helped maintain a responsibility to seek
out finding ways to integrate and adapt evidence-
based practices and stay current on enacting SLRT.
Another effective tool for the system is to take data
on new SLRT approaches® as the data of doing
something innovative that is non-coercive, person-
centered, and strategically SLRT that has positive
outcomes will get more buy-in. Showing a team
effective data that reflects shifts from coercion and
control to strengths-based care, and promotion of
patient autonomy in all aspects of their treatment,
creates more allies and builds the SLRT movement?®.

Don’t Stop Asking Questions/Perspective Taking

As lightly mentioned above new people in the system
sometimes ask many questions because they are
innocently trying to learn how to work in that setting,
have very diverse prior work experiences, and are
not concretized into the systemic onion yet. So just
like trainees keep asking a lot of questions it is
fruitful for teams to generate an openness to ongoing
questions and this can be a form of advocacy.
Questions are also quite different than authoritatively
declaring immediate change. Instead it helps all
answer the basics of why medical teams do what they
do and how it works, or does not work. It also helps
all in a diversity of meetings to engage in perspective
taking, developing a dynamic and green light to
ask questions, which can lead to SLRT. In this pursuit
of generating a question asking atmosphere it is
great to get comfortable with being laughed at or
challenged.
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Ironically, within the inpatient setting that this author
works those very strategies of asking questions
helped change a level system and privileges based
on earning personal rights and freedoms, as well as
them being vacated as a form of punishment or
“opportunity to learn from poor behavior”, to
privileges and rights freely provided, unless there
were imminent safety concemns. The setting found
that this shift led to more overall positive behaviors,
less physical and verbal aggression, and growth
than the prior model.

One consultant that works with systems change
within large educational settings talks about using
basically five constructive questions to help those
in leadership foster systems change and support
flexibility for growth. They are the following: 1) Where
are we now?, 2) Where do we want to go?, 3) How
will we get there?, 4) How will we know we are getting
there?, and 5) How will we sustain the focus and
momentum?®? These questions have been very useful
for this author in SLRT.

External Reviews and Consultants

Systems and the services provided can always
improve so building teams that gets used to external
reviews, new experts on training in new methods
or treatments, and consultants can foster a stronger
environment of flexible growth. In this author’s work
with building a Behavioral Intervention Service one
of the fundamental elements has been to incorporate
and bring in external consultants and reviews of
very complex and challenging cases, as needed?.
These cases might involve learning how the system
can help decrease physical, verbal, and/or sexual
aggression that historically has been dealt with
primarily with more coercion, control, and ultimately
forms of seclusion and/or restraint. As teams get
used to consulting with experts this enhances self-
growth, trying new things, shifting away from what
feels comfortable and/or safe and starts to build
systemic muscles and strength in fostering SLRT.
Again setting aside ego is fundamental in these

times.

Diligence & Never Give up: Accept Mistakes
Will Happen Along the Way

As mentioned above SLRT is the long game.
Therefore, it takes grit, fortitude, and endurance. It
also does not mean that one has to devote their
whole life to inpatient work in the public sector but
it means holding space for what one can do with
the time they are able to devote to the cause, not
giving up on the idea that change is possible (and
that it does not all begin and end with one person),
and how they perceive their role in the mission.
This mission will take years and generations just like
any other social movement. One's role and ability
to be part of different aspects of the mission may
change but it is vital to never conceptually give up
on the possibility of the mission and SLRT. Relatedly,
it may seem overwhelming to tackle all the change
that may be needed for SLRT to occur but as a
system tackles a few of these challenges and barriers,
with success and positive outcomes, it will make a
pathway for other positive changes - as it also
demonstrates to staff and a system the impact of
such change.

It is essential to accept that mistakes will happen
along the way. It is part of the process of stretching
a system and if no mistakes are being made then
change is not happening. So though new strategies
of skillful SLRT may be embarked on it is important
to not get discouraged with mistakes or failures.
Those are frequently the biggest learning moments
for how to make systemic shifts. Process such failures
and struggles with allies and mentors and there are
always learning lessons. At such times it is also helpful
to reflect on the wins. These may be any number of
things but could include remembering times when
the team partnered in helping build a life of more
personal meaning for a person in recovery, noting
shifts in care over time (decreases statistically in

379 reading a

seclusion and restraint use on a unit)
thank you note, or reviewing data that reflects positive
gains from SLRT. Such gems of SLRT can help maintain

energy and passion for SLRT and social change.
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Conclusion

In conclusion, SLRT has many challenges as noted
throughout this article that make it difficult and very
challenging to implement SLRT within inpatient
settings, but it seems vital to the well-being of the
recovery of individuals as they define and to reduce
the traumatizing nature of mental health systems to
continue to work fervently towards these goals of
SLRT. There are also mechanisms and ways to
skillfully work towards SLRT that do work. It seems
most appropriate to leave readers with two quotes
that can sum up many of the ideas in this article
best. “Do not let what you cannot do keep you from
doing what you can do,”8" and “It's at the finishings
that you must come to terms with the idea that
perfection is a necessary goal, precisely because it
is unattainable. If you don't aim for perfection, you
cannot make anything great. And yet, true perfection
is impossible... it's not perfect, you have to make
your peace with that. How? Well, you sit at your board,

you lay out your tools, and you start again.”®
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