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Preface

This PhD thesis was conducted in the Competence Centre for Rehabilitation and Recovery in the Mental
Health Centre Ballerup, during the period of August 2013 to March 2018, under the academic supervision
of principal supervisor, Sidse Arnfred, and co-supervisors Lisa Korsbek and Bente Appel Esbensen.
The thesis was financially funded by the Mental Health Centre Ballerup, the Mental Health Services of the
Capital Region of Denmark, the Novo Nordisk Foundation, and the Capital Region of Denmark.
The thesis aims to explore how recovery-oriented practice unfolds in mental health inpatient settings and
comprises three studies independently reported in three papers consisting of: 1) a literature review of eight
research articles dealing with the concept of recovery and recovery-oriented practice in inpatient settings
aiming to investigate to what extent a recovery-oriented approach is an integrated part of such settings;
2) an interview study based on semi-structured interviews of 14 patients in two mental health inpatient
wards to explore whether recovery-orientation efforts are in any way reflected in their experience of their
care and treatment; and 3) a participant observation study conducted in two mental health inpatient
wards, 84 hours in total, to explore how recovery-oriented practice is reflected in the patients’ and health
professionals’ interactions around treatment.
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Introduction
Supporting the personal recovery of people experiencing mental illness has become an objective for mental
health services in several western countries which have made the incorporation of recovery-oriented
practice a part of mental health policies (Delaney, 2012; Glick et al., 2011; Shepherd et al., 2008; the
Regional Council, 2011). Since the late 1990s, policymakers in several western countries such as the USA
and Australia have made efforts, in collaboration with researchers and people with lived experience of
mental illness and recovery, to define and create guiding principles of recovery-oriented practice (Spaulding
et al., 2016). In 2001, the Danish Parliament that the Danish government initiate an adoption of a recoveryoriented perspective in mental health policy (Korsbek, 2017). The Mental Health Services in the Capital
Region of Denmark officially initiated the process of implementing recovery-oriented practice in all levels of
mental health treatment in 2011. Here, a vision was presented stating that all mental health treatment in
this region should be based on the principles of personal recovery. The vision emphasized collaborating
with patients in achieving personal goals and ambitions and offering treatment and care based on the
patients’ wishes, and was followed by planning and initiating strategies for promoting recovery-oriented
practices in all levels of mental health services in the region (Korsbek, 2017; the Regional Council, 2011).
Moving towards recovery-oriented practice in the mental health services is, by many, considered to be a
paradigm shift away from a one-dimensional biomedical approach to mental health treatment where the
health professional is the expert treating the patient as a passive receiver. Instead of focusing on medical
symptom relief, recovery-oriented practices aim to promote the individual’s wellbeing and resources to
gain a meaningful and satisfactory life, by promoting and supporting hope, personal goals, social inclusion
and supportive relationships in a collaboration where the individual becomes the expert (Borg et al., 2013;
Le Boutillier et al., 2011; Shepherd et al., 2008; Slade, 2009). The field of recovery-oriented practice is still in
the initial stages. This is especially true within inpatient settings where research on, and the promotion of,
recovery-oriented practice remain areas of modest effort compared to community- and outpatient settings
(Davidson et al., 2016; Parker et al., 2017; Salyers and Tsemberis, 2007; Whitley et al., 2009). The majority
of research in recovery-oriented practice in inpatient settings has focused on the patients’ views of what
supports and inhibits recovery in these settings and evaluations of educating health professionals in
recovery and recovery-oriented practices (Jaeger et al., 2015; Knutson et al., 2013; Repper, 2000; Siu et al.,
2012). Less emphasis has been given as to how recovery-oriented practice is managed depending on the
characteristics of the setting. Hence, this thesis is an attempt to add knowledge to a fledgling field of
research by seeking to explore how recovery-oriented practice unfolds in mental health inpatient settings.
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Background
Recovery
The concept of recovery emerged in the 1960s and 1970s in user movements as a response to the
dominant, stigmatizing notion of mental illness as chronic and degenerative with little outlook for
improvement (Anthony, 1993; Spaulding et al., 2016). The main notions of recovery in mental health
research literature are clinical recovery and personal recovery. Clinical recovery refers to a process in which
the individual recovers from the illness itself, and the symptoms presented from it, by gaining control over
the illness (Davidson et al., 2006; Rossi et al., 2018; Spaulding et al., 2016). In contrast to previous
conceptions of mental illness as chronic and impossible to recover from, long-term outcome studies have
shown that approximately 20-25% of people experiencing mental illness recover completely to a premorbid
state, and that 50-60% recover to a state of substantial symptom reduction and high functioning levels
(Bellack, 2006; Liberman and Kopelowicz, 2002; Silverstein and Bellack, 2008)
Personal recovery refers to a process in which the individual recovers from the social consequences of
mental illness and regains or builds a meaningful life, participating in the community and overcoming the
challenges of mental illness with or without symptoms (Anthony, 2000; Davidson et al., 2006; Deegan,
1988; Shepherd et al., 2008; Spaulding et al., 2016).
Research suggests that measures of clinical and personal recovery do not necessarily correlate, and that a
reduction of symptoms is not automatically an indicator of higher functioning levels or personal recovery
(Macpherson et al., 2016; Rossi et al., 2018). Additionally, research shows that clinical outcome measures
of recovery are negatively influenced when social and subjective values linked to personal recovery are
neglected (Silverstein and Bellack, 2008). Although it is also argued that the two definitions should be
considered complementary rather than contrasting (Rossi et al., 2018), recovery literature points to the
definition of personal recovery as the most far-reaching, profound, and inclusive. This definition takes
account of the highly subjective and non-linear process that is associated with recovery; it speaks to the
responsibility of the surrounding community of destigmatizing individuals experiencing mental illness, and
reinforces the individual’s subjective progress by sustaining the recovery process even if clinical recovery
suffers a setback (Davidson et al., 2006; Karlsson and Borg, 2017).

Recovery-oriented practice
Recovery-oriented practices are the practices that health professionals and others provide to support an
individual’s process of recovery (Slade, 2009). The development of recovery-oriented practice builds on
research evidence of what people experiencing mental illness point to as supporting factors in recovery
(Borg et al., 2013). Although it is described as a highly subjective, non-linear process involving setbacks and
progress, some common factors have been identified and described. In synthetizing reports and models of
personal recovery, Leamy et al. (2011) present a conceptual framework given the acronym CHIME, which
comprises characteristics of the recovery process. Factors highlighted as promoting personal recovery are:
connectedness with other people and the community; hope and optimism about the future; a positive
sense of identity; meaning in life in terms of mental illness experiences and social roles and goals; and
empowerment. Other researchers point to similar aspects as promoters of recovery (Mancini et al., 2005;
Slade, 2009; Stickley and Wright, 2011). While effective medication and symptom management strategies
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and access to mental health services are highlighted as being important to an individual's recovery (Spaniol
et al., 2002), it is social contexts, i.e. personal relationships and elements as living conditions, work,
education, financial situation, and local community that are emphasized as being crucial in the process
(Borg and Davidson, 2008; Schön et al., 2009).
There have been numerous attempts to articulate guiding values and principles of recovery-oriented
practice. Farkas et al. (2005) describe four core values associated with recovery-oriented services: 1) person
orientation; 2) person involvement; 3) self-determination/choice; and 4) personal growth. These values
require that mental health professionals acknowledge and engage with people experiencing mental illness
as whole persons with strengths, talents and interests, as well as limitations; that they engage in equal
collaboration and recognize the individual’s right to full partnership in all aspects of their recovery,
including deciding, planning and evaluating services to support their recovery; that they focus on the
individual’s right to make personal decisions and choices about aspects such as personal goals and
preferred services; and that they promote hope in focusing on the potential of growth inherent in all
individuals regardless of their current struggles (Farkas, 2007; Farkas et al., 2005). Le Boutillier et al. (Le
Boutillier et al., 2011) found four core principles of recovery-oriented practice mirroring these when
reviewing several international documents on the subject: 1) to promote citizenship by supporting people
who live with mental illness to reintegrate into society and to live as equal citizens, 2) organizational
commitment to the concept and giving primacy to recovery and focusing on and adapting to the needs of
people rather than those of services, 3) supporting personally defined recovery as the heart of the practice
by supporting people to define their own needs, goals and ambitions and shape the content of individual
treatment and care and informed choice accordingly, and 4) working relationships in which health
professionals demonstrate genuine intentions of engaging in a partnership with the people to support
personal recovery.

Research on the field
Research on recovery-oriented practice in inpatient settings suggests that the provision of recoveryoriented practice in these settings seems to be challenged (Davidson et al., 2016) Inpatient settings are
often characterized by progressively shorter admissions, high bed occupancies and quick turnovers, and
fast stabilization and crisis management are highly prioritized (Delaney and Lynch, 2008; Horsfall et al.,
2010; Storm and Edwards, 2013). Treatment is frequently described as being directed at providing fast
diagnostic assessment and medical stabilization prior to the earliest possible discharge (Cleary, 2004; Hyde
et al., 2015). A reduced number of beds, reduced length of stay at the wards and increased turnover rates
mean that the people currently admitted to mental health inpatient wards are severely ill (Hopkins et al.,
2009; Mullen, 2009). Additionally, inpatient settings are found to have a long history of a deeply engraved
power imbalance between patients and health professionals (Delaney, 2012). These factors are perceived
as challenging to promoting recovery-oriented practices as the strain between control and security on the
one hand, and dialog and choice at the other, as well as the impact of limited capacity and resources are
suggested to be diminishing the principles of recovery-oriented practices in inpatient settings (Chester et
al., 2016; Davidson et al., 2016; Delaney and Lynch, 2008). Moreover, studies find that health professionals’
uncertainties as to what constitutes recovery-oriented practices and how to apply them brings further
challenges to their promotion (Le Boutillier et al., 2014; Piat and Lal, 2012) and that this issue is particularly
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prominent in the inpatient settings (Davidson et al., 2016). However, studies also find that health
professionals, also in inpatient settings, often state that they already provide recovery-oriented practices in
their everyday work (Cusack et al., 2017; Davidson et al., 2006).
Numerous research studies have been conducted in mental health inpatient settings aiming to explore
various aspects involving important elements of relevance to the field of recovery-oriented practice, e.g.
user involvement and interaction between patients and health professionals. Among these research areas
are: the experiences of being a patient on an acute ward (Cutcliffe et al., 2015; Stenhouse, 2011);
individuals’ experiences of the inpatient care they receive (Hyde et al., 2014); the healthcare environment
on a locked ward (Johansson et al., 2006); user involvement in the admission and discharge process in and
out of acute wards (Wright et al., 2016); how discourses on mental health are negotiated in mental health
practice (Ringer, 2013); how nurses construct their practice in an acute inpatient unit (Cleary, 2004; Hall,
2004); what informs and organizes the assessment of patients in acute mental health settings (Hamilton et
al., 2004); the prevalence of trust and distrust in an acute ward (Hem et al., 2008); and the interaction
between patients and nurses in inpatient wards (Cleary and Edwards, 1999; Gilburt et al., 2008; Sharac et
al., 2010). This research highlights several issues such as low levels of user involvement, along with low
levels of interaction and trust between patients and health professionals. Siu et al. (2012) measured what
patients in acute wards consider to be important elements to their recovery, highlighting meaning in life,
hope, and general wellness. A recent clinical trial of the effects of a recovery-orientation education
program for mental health nurses in acute wards, showed no effect of the training on the recovery
orientation of care practices compared to wards, where the nurses had received no training (Zuaboni et al.,
2017). Jaeger et al. (2015) found positive outcomes on health professionals’ knowledge and attitudes about
the recovery concept after targeted modifications in a ward organization. However, they found no sign of
improved treatment satisfaction, quality of life, perceived autonomy, therapeutic relationship and hope
among patients. Other research in the field includes measurements of mental health professionals’
knowledge and attitudes towards the concept of recovery (Cleary and Dowling, 2009), mental health
nurses’ establishment of psychosocial interventions to support patients’ recovery (Mullen, 2009), and the
influence of mental health wards’ atmosphere and design on recovery-oriented culture (Curtis et al., 2007;
Middelboe et al., 2001).
Although the existing research literature within the field addresses important aspects, such as evaluating
educational efforts, measuring health professionals’ recovery knowledge and attitudes, and identifying
elements important to patients’ recovery, it seems that limited research is concerned with how recoveryoriented practice may currently unfold in such settings. In gaining insight into this issue, it seems relevant
to look into the existing research literature within the field, and, given the nature of recovery-oriented
practice, to explore how central elements of recovery-oriented practice are reflected in patients’
experiences of care and treatment and in the interactions between patients and health professionals
around treatment.
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Aim
The overall aim of the thesis was to explore the following research question:
•

How does recovery-oriented practice unfold in the mental health inpatient settings, as reflected
in the existing research literature and in the experiences of patients and interactions between
patients and health professionals?

The overall research question of the thesis was explored through three sub-studies with the following aims:
•

To review the literature on recovery-oriented practice in mental health inpatient settings,
investigating to what extent a recovery-oriented approach is an integrated part of such settings

•

To explore whether recovery-orientation efforts are in any way reflected in the patients’ experience
of their care and treatment in a mental health inpatient setting

•

To explore how recovery-oriented practice is reflected in the interactions between patients and
health professionals around treatment in mental health inpatient settings

Materials and methods
In this section, I present the study designs of each of the studies followed by a description of the
epistemological framework of the thesis, my position as the researcher, a terminology of central terms
used, and detailed descriptions of the setting, participants, data generation and analysis procedures
employed in the thesis.

Study designs
Study I
Study I consisted of a literature review aiming to review the state-of-the-art literature on recovery-oriented
practice in inpatient settings to investigate to what extent a recovery-oriented approach is an integrated
part of such settings. A literature review seeks to identify what has been accomplished in the existing
published research literature, allowing for consolidating, summing up, identifying gaps, and/or building on
the research findings in different forms (Grant and Booth, 2009). In this literature review, I intended to
consolidate the findings of the research literature I could locate according to the aim of the study.

Study II
In Study II, I employed a qualitative design using semi-structured in-depth interviews as proposed by Kvale
and Brinkmann (2009) of patients in mental health inpatient settings to capture their experiences of
treatment and care, using an interview guide based on core elements of recovery-oriented practice
including life goals, diversity of treatment, choice and individually tailored services (O’Connell et al., 2005).
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Semi-structured in-depth interviews allow the researcher to obtain deep answers to questions within a
subject from the participants as experts on the issue. They are thus useful in seeking to explore the
subjective world of the participants and unfold their subjective experiences of the treatment and care in
the setting (Guest, Namey and Marilyn, 2013; Kvale and Brinkmann, 2009).

Study III
In Study III, I employed a qualitative design drawing on a focused ethnographic method, as described by
Hammersley and Atkinson (2007), and conducted participant observations following the procedures as
proposed by Spradley (1980) using a focused observation guide based on core elements of recoveryoriented practice, including life goals, involvement, diversity of treatment and choice (O’Connell et al.,
2005). A hallmark feature of an ethnographic approach is the perspective that human behavior and culture
are complex and composed of, and influenced by, multiple factors. The essential core of the method is to
discover culture constituted by meaning systems people use to organize their behavior and to understand
themselves and others communicated directly or indirectly through actions and language (Spradley, 1980).
It emphasizes an understanding of the insider perspective of those who naturally act in the field and gives
access to situations and actions so routine-like for the people in a setting that they would be otherwise
difficult to capture (Guest, Namey and Marilyn, 2013; Hammersley and Atkinson, 2007; Spradley, 1980).

Epistemological framework
The thesis draws on the epistemological framework of social constructivism. A social constructivist
assumption is that the human world differs from the physical world and therefore must be studied in a
different way (Patton, 2001). In a social constructivist stance, the reality of human perception is defined as
a construct that develops in the interaction between people and the subjective meaning they ascribe to it.
In this sense, reality as it is perceived by people is not static or a natural entity given in advance, but
something that changes over time and by perspective. It is constructed through interactions taking place in
a specific historical and social context. The way we experience our surroundings is as subjects that
experience and recognize objects and other subjects. Social constructivist studies thus deal with the
multiple realities constructed by people and the consequences that these constructs have on people’s lives
and interactions (Patton, 2001). The knowledge generated in this thesis is not considered as a permanent
reality that is discovered, but rather as knowledge constructed in the interaction of the specific setting,
contexts, participants, myself as the researcher, and the perspectives and methods of the thesis. The
experiences of the patients explored in Study II, and the interactions between patients and health
professionals explored in Study III, are, accordingly, also representations of subjects experiencing
something, themselves and each other and ascribing meaning to it with their actions, perspectives and the
social contexts in which they occur.
A main supposition of social constructivism is that how we recognize and experience things, and thereby
the reality that presents itself, could have been different and that it changes over time. However, theories
within social constructivism also consider a social setting within a period of time as relatively fixed and
governed by social norms. While knowledge is arbitrary in principle, it is somewhat fixed in the concrete
situations as the concrete situations reflect what is accepted as meaningful in that context and point in
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time (Patton, 2001). The clinical practice in a mental health inpatient setting is a construct based on certain
norms and perceptions of those who experience and interact in it. Therefore, a clinical practice may have
multiple forms and present itself in different ways. However, the clinical practice does exist and it does
have tangible consequences for the people who encounter and interact in it. The experiences of the
patients explored in Study II are not just subjectively delimited expressions, they are an expression of a
certain social context – a practice – that takes place. The interactions between patients and health
professionals are, equally, an expression of this social context and practice and the self-understandings
embedded in it (Thorgaard, 2009). The knowledge constructed in this thesis contributes through an insight
into a way a practice presents itself, in the experiences and interactions of the people in it, in relation to
the concept of recovery-oriented practice in the context of mental health inpatient settings.

The researcher’s position
As with all scientific research, my position as the researcher is relevant to address, particularly given the
qualitative study designs, where I did not only plan and conduct the research, but was also the very tool
constructing the data and interpreting the results (Polit and Beck, 2010; Shenton, 2004).
I have a background as a mental health nurse and have working experience from a mental health
emergency ward and a mental health locked ward as both registered nurse and assistant head nurse at the
same mental hospital in which this thesis was conducted. I also have experience as working as a research
assistant in a randomized controlled trial measuring the effect of a recovery-oriented program in mental
health outpatient clinics. My master’s thesis involved a study of social processes related to personal
recovery. Moreover, I have personal experience with the mental health services by being a close relative to
someone who has been a patient in mental health in- and outpatient settings. Consequently, I came with
experience and prepositions regarding both the setting and the concept of recovery-oriented practice when
beginning this thesis.
As I recognized that my background brought certain presumptions that influenced my choices and could
potentially also influence my analysis and interpretation of the results, my supervisors and I strove to
identify and explicate my thoughts and presumptions while commencing the study and throughout the
entire process. This made it possible for me to become – and stay – aware of my own personal prepositions
in the choices I made during its progression and keep the analysis process and interpretations of the results
grounded in the data (Lincoln and Guba, 1985; Polit and Beck, 2010).

Terminology
Mental health treatment
In this thesis, the terms ‘mental health treatment’, ‘treatment’ and ‘treatment and care’ are used in
correspondence with the Mental Health Services of the Capital Region of Denmark’s definition of treatment
(Eplov et al., 2010) and the principles of recovery-oriented practice, to refer to the services provided within
mental health treatment in inpatient wards to support patients’ recovery encompassing a wide range of
health-promoting activities including therapeutic, medical, and psychosocial services.
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Patients
Within the literature and research field of personal recovery and recovery-oriented practice, the term
‘patient’ is not commonly used to refer to persons who experience mental illness and use the facilities of
mental health hospitals. It can even be perceived as controversial, with many negative connotations
referring to a role as passive receivers of biomedical treatment (Speed, 2006). When writing this thesis, I
considered which terminology to employ. Terms such as ‘people with lived experience’ or ‘people in
recovery’ and terms such as ‘service users’, ‘users’, ‘consumers’ or ‘clients’ are recognized and widespread
within research in mental health (Speed, 2006; Torrey, 2011). However, these terms have been criticized
for bringing misguiding connotations that do not reflect the power positioning between patients and health
professionals in the inpatient settings and do not take into account the significant number of people who
are ‘using’ the services against their will (McLaughlin, 2009; Torrey, 2011). During the data generation for
this thesis, I realized that health professionals, local management, senior management, relatives, and the
people who were staying on the wards exclusively used the term ‘patient’ in referring to those staying at
the hospital, both in writing and in conversations. Therefore, despite recognizing the negative connotations
and with the risk of reproducing an objectifying language, I use the term ‘patient’ in this thesis to mirror the
language of the setting investigated.

Setting
Studies II and III were conducted in a mental health hospital located in a suburb of the Capital Region of
Denmark. At the time of the study, the mental health hospital consisted of six outpatient clinics and eight
inpatient wards, of which three were locked wards and five were open wards.
Two inpatient wards were included for the study: an open ward and a locked ward. The two wards had a
bed capacity of, respectively, 20 and 16 patients, and received patients within a broad spectrum of
psychiatric diagnosis categories. The professional group of both wards consisted of a head nurse, a
psychiatrist, a psychologist, registered nurses, nurse assistants and a secretary. The locked ward had a peer
support worker and a physiotherapist employed full time, working under the same conditions as the nurses
and nurse assistants. In addition, physiotherapists, who were assigned to both wards, came daily and
worked with either a group of patients or patients individually. Medical doctors and social workers were
also assigned to both wards, and came to the wards daily, participating in treatment meetings, and having
consultations with patients individually. Both wards had nurse- and nurse assistant students, and medical
students came to the ward regularly. The head nurse and psychiatrists of the wards constituted the local
ward management. A detailed overview of the health professionals in each ward, patient categories and
average admission time can be found in Table 1.
The open ward had single rooms for all patients, with the exception of one room that could be shared by up
to three patients. All rooms had their own toilet with shower. Situated next to the entrance to the ward
was a large living room with sofas and soft chairs, a TV, a computer with Internet access, a stereo, a large
conference table, and a bookcase with games and books. The living room had direct access to a large
outdoor area with grass, trees, and a terrace with a table and chairs. Also in the living room were doors into
the head nurse’s office, the consulting psychiatrist’s office, the medication room, the staff wardrobe, and a
washing room. Next to the living room was a staff office with walls of glass; a somewhat large room, with a
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large conference table, computers, laptops, and bookcases with folders. On the wall was a large
whiteboard with the names of all patients and some information about each of them. Next to the staff
office was the eating area, which was an area with five tables with chairs, where all meals took place. There
was also a small refrigerator were patients could store food.
Table 1: Setting specifications
Patient category

Average admission
time
Bed capacity
Health
professionals

Open ward
People with psychiatric diagnoses, i.e.
schizophrenia, affective disorders, and
personality disorders, with symptoms leading
to a state of disability.
This includes voluntary patients, involuntary
patients and forensic patients.
34 days

Locked ward
People with psychiatric diagnoses, i.e.
schizophrenia, affective disorders, personality
disorders, with symptoms leading to a severe
state of disability.
This includes voluntary patients, involuntary
patients and forensic patients.
13 days

20 inpatients
Registered Nurses: 10
Nurse assistants: 12
Psychiatrists: 1
Psychologists: 1
Secretaries: 1
Nursing and nursing assistant students

16 inpatients
Registered Nurses: 16
Nurse assistants: 13
Psychiatrists: 1
Psychologist: 1
Secretaries: 2
Recovery mentor: 1
Nursing and nursing assistant students

Other health professionals who were partly
assigned to the ward:
Medical Doctors
Social workers
Physiotherapists
Medical doctor students

Other health professionals who were partly
assigned to the ward:
Medical Doctors
Social workers
Physiotherapists
Medical doctor students

The locked ward had fewer rooms. Some were shared by two patients with a screen on wheels between
the beds. The rooms each had their own toilet and shower, and a flat-screen TV hanging on the wall.
Right by the entrance of the ward was a “front desk office”. It consisted of a large piece of furniture with
built-in computer screens. There were no walls to the front desk office, as it had been built recently to
enhance the staff’s presence among the patients. Next to this was a gym room with fitness equipment.
Down the hall was a large living room with numerous sofas and a TV, and an eating area with tables and
chairs, where all meals took place. From the eating area there was access to a closed terrace for smoking.
The ward also had access to a small outdoor area with fences around it. Next to the living room was
another staff office, a somewhat small room with a desk to stand by, folders, and a large whiteboard with
patients’ names and information. There were no glass walls in the staff office. The ward also had an office
for the head nurse, an office for a nurse-secretary, and a staff toilet. The consulting psychiatrist and
psychologist had offices outside of the ward.
At the time of the study, the mental health hospital had begun initiating different efforts at implementing a
recovery-oriented practice as part of an overall vision of basing all treatment on the principles of personal
recovery. In 2013 and 2014, all health professionals at the hospital had completed educative workshops
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aimed at providing information on personal recovery and recovery-oriented practice. The workshops were
carried out by a person in recovery and a health professional, and all health professionals from each ward
participated together in the workshop as a group. The hospital had also introduced new standards in
documentation records with a field for documenting the patients’ personal goals in the treatment to
emphasize patient involvement. The hospital had also recently begun employing peer support workers in
some of the wards. The peer support workers were people in recovery employed to emphasize a recoveryoriented approach on the wards and to be role models for the patients. Thus, it was in the early stages of
implementation.

Access to the setting
Access to the setting was initially secured through the senior management of the hospital, who gave
permission for the study to be conducted on the included wards. The senior management informed the
local management and facilitated the contact between myself and the local management with which I held
meetings to present myself and the study. Although the senior management were the initial gatekeepers to
the setting, I considered the local management of the wards to be the main gatekeepers who I depended
on, as they were my direct source to the setting. As suggested by Hammersley and Atkinson (2007),
gatekeepers are crucial when approaching the setting, as they can either provide access, or block it if they
are not comfortable with the researcher’s presence or question their intentions. I therefore strove to be
very explicit about the study and the purpose behind it to establish trust, and to stress that I was not here
to evaluate their work or was in any way required to report back to the senior management. The local
management then informed all health professionals about the study, and invited me to a staff meeting, one
for each ward, where I presented myself and explained the aims and methods of the study.

Participants
Recruitment of participants in Study II
I included patients who were staying in either of the wards at the time of the interviews. The only exclusion
criterion was patients that were staying at the ward due to forensic admission, i.e. as a forensic admission
involving measures that go beyond ordinary admissions (Calcedo-Barba, 2006). Although my inclusion
criteria were wide, research ethics required me to seek advice from the health professionals on the wards
before recruiting participants. This was partly due to the principle of informed consent, and the principle of
not causing harm to the participants (Northern Nurses´ Federation, 2003; World Medical Association,
1964). I therefore asked the health professionals before inviting a patient if in doubt as to whether
including that person could cause mental distress and regarding whether I could rely on their informed
consent. This procedure risked gatekeeping (Hammersley and Atkinson, 2007), i.e. that health professionals
intentionally kept me from recruiting eligible participants. However, the health professionals never advised
against recruiting any patient, which is why I am certain that gatekeeping was not exercised.
In recruiting for participants I sought variation in terms of gender, age, duration of admission and ethnicity.
When inviting a patient to participate, I presented myself and provided detailed information about the
study. Subsequently, if the patient agreed to participate, the interview was scheduled the following day.
Although I intended to recruit all participants from the two included wards, challenges arose and changed
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the plan. First, I did not succeed in recruiting participants from the locked ward. Only one patient from the
locked ward agreed to participate; however, I discontinued the interview and withdrew the participant
from the study due to his mental state. All other patients from the locked ward declined to participate.
Secondly, I ran out of patients to invite in the included open ward within the timeframe allowed. Therefore,
three of the participants (participants 12, 13 and 14) were recruited from the neighboring ward, which was
an open ward similar to the included, the only practical difference being that the ward had less bed
capacity, with 16 beds.

Participants in Study II
In total, 25 patients were invited to participate, of which 18 agreed, and seven declined. Of the 18 who
agreed to participate, two cancelled due to mental distress, and one cancelled because he was discharged
from the ward before we could conduct the interview. Another participant was excluded during the
interview as I questioned his informed consent. Thus, 14 participants were included in the study, totaling
seven females and seven males, aged 18-59 years, with an average of 34 years. The duration of their
current admission ranged from 1 week to 7 months, with an average of 6 weeks. The participants had
received different diagnoses within the spectrum of schizophrenia, depression, psychosis and bipolar
disorder. I did not succeed in varying the participants in terms of ethnicity, as only one patient with a
background other than Danish agreed to participate. A complete overview of participant characteristics can
be found in Table 2.
Table 2: overview of participant characteristics
No.
1
2

Gender
Male
Female

Age
40
59

Psychiatric diagnosis
Schizophrenia
Paranoid psychosis

Approx. duration of stay
1 week
6 weeks

3
4
5
6

Male
Female
Male
Female

37
22
22
18

Schizophrenia
Schizophrenia
Schizotypal disorder
Schizoaffective psychosis

5 weeks
7 months
4 weeks
4 weeks

7

Male

38

Schizophrenia

3 weeks

8

Female

30

Bipolar disorder

4 weeks

9

Male

34

Paranoid psychosis

8 weeks

10

Female

61

Bipolar disorder

2 weeks

11

Female

39

Depression

1 weeks

12

Male

32

Depression

1½ weeks

13

Male

35

Depression

6 weeks

14

Female

43

Depression

1 week

Participants in Study III
Participants in the participant observation study consisted of patients staying at the wards at the time of
the observations, health professionals employed there, and other people on the wards such as visiting
relatives. Total health professional participants included: 26 registered nurses, 25 nurse assistants, two
psychologists, two psychiatrists, one peer support worker, one physiotherapist and an unknown number of
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medical doctors, physiotherapists and social workers who were affiliated to both wards with daily
attendance and tasks on the wards.
There were no inclusion or exclusion criteria as regards the patient participants. However, given the fact
that some patients in inpatient settings are there involuntarily and/or undergo coercion, forensic
admissions and compulsory treatment, the voluntariness of some participants could be questioned. I did
not access the patients’ records and did not have approval from the Danish Data Protection Agency for this.
Therefore, I did not necessarily know which patients were voluntary and which were not. I also considered
that excluding patients from this category would depict an inaccurate picture of the clinical practice. I
therefore chose not to exclude any patients from the participant observations, unless, of course, they did
not want to participate. Instead, I excluded certain situations from the participant observations. These
included situations in which a patient would receive compulsory treatment, or was subjected to coercion in
the form of physical restraint.

Data generation
Literature search (Study I)
To find international scientific state-of-the-art research literature about recovery-oriented practice in
mental health inpatient settings, I performed a systematic literature search (Bartels, 2013; Korsbek et al.,
2006) designed in collaboration with my supervisor. We based our search design on a pilot search to
determine what search terms to use, and chose databases covering a broad professional field of scientific
literature of relevance to the subject. We also narrowed the search terms into three primary subject areas:
mental health; inpatient settings; and recovery. Concepts such as empowerment, user involvement and
hope are central aspects of the concept of recovery and we therefore discussed whether including these
and similar concepts would have benefitted the literature search. However, we reached the conclusion that
this could lead to conceptual misrepresentations in terms of how to define which other concepts to include
and which not to include.
The inclusion criteria were as follows: qualitative and quantitative studies in the period 2000-2014, carried
out in adult mental health inpatient settings, and/or using informants from adult mental health inpatient
settings, e.g. mental health staff working in inpatient settings, and/or patients currently or formerly
admitted to inpatient wards; studies aimed at investigating a recovery-oriented practice in the context of
mental health inpatient settings defined by an explicit reference to the concept of recovery.
The exclusion criteria were as follows: studies that included forensic mental healthcare wards, alcohol and
drug treatment wards, and child and adolescent wards, or were conducted with a mix of informants from
inpatient settings and community services without distinguishing the informants in the results. Quality
improvement studies with the exclusive aim of describing or evaluating specific interventions were also
excluded.
In January 2015, I searched the following databases: MEDLINE via PubMed; PsycINFO; CINAHL; The
Cochrane Library; Web of Science; and Embase. The literature search was conducted systematically as a
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keyword Boolean search combining keywords with OR and AND, and by using truncations after each search
term (Jenuwine and Floyd, 2004). The search terms used are listed in Table 3.
Table 3: List and combination of search terms
1. Mental health

2. Inpatient settings

3. Recovery

mental health* OR
psychiatry* OR mental
illness* OR mental
disorder* OR mental
disease* OR mental
problem* OR
psychiatric service*

inpatient* OR inpatient
care* OR bed patient* OR
inpatient ward* OR
inpatient unit* OR inpatient
hospital* OR state hospital*
OR state hospital ward* OR
state hospital unit* OR
acute care* OR acute ward*
OR acute unit*

recover* OR recovery* OR
recovery-oriented* OR
recovery oriented*

AND

AND

The literature search resulted in 2,527 articles, of which 678 were duplicates. I screened the titles of the
remaining 1,871 articles and excluded 1,671. Then, my supervisor and I screened the remaining 178 articles
by abstract independently before meeting and discussing our results where we excluded 135 articles. We
then repeated the procedure when screening the last 43 articles by full text. Here, we excluded 35 articles –
thus eight articles remained. The main reasons for excluding articles were: studies not exploring mental
health services; studies not conducted in mental health inpatient settings; studies not exploring recovery or
recovery-oriented practice; and studies using informants from both inpatient settings and community
services without distinguishing the informants in the results.
I then proceeded to assess the scientific quality and relevance of the eight included articles by using the
Critical Appraisal Skills Program (CASP) with the appropriate CASP checklists for the different types of
studies, including checklists for assessing respectively qualitative studies, reviews and quantitative studies.
CASP is a checklist developed for systematically appraising the methodological rigor of scientific research
studies (Singh, 2013).
All of the eight included articles were assessed as having sufficiently high quality, and thus all eight articles
were included for analysis. The articles are reports from research studies conducted in the United States,
the United Kingdom, Canada, Australia, and Ireland from 2004 to 2014. They include: one quantitative
study (Tsai and Salyers, 2010), six qualitative studies (Aston and Coffey, 2012; Chen et al., 2013; Cleary et
al., 2013; Gwinner and Ward, 2013; McKenna et al., 2014; Walsh and Boyle, 2009), and one literature
review (Kidd et al., 2014). A list of the included articles complete with research aims, informants and
methods can be found in Table 1 of Paper I.
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Figure 1: Flowchart of the inclusion process

Semi-structured interviews (Study II)
I conducted the semi-structured interviews in July and August 2015.

Interview guide
To build an interview guide that allowed me to explore the participants’ experiences of treatment and care
within the subject of recovery-oriented practice, I consulted the Recovery Self-Assessment (RSA) scale
(O’Connell et al., 2005). I chose to let the interview guide inspire by this scale as it was highlighted as being
suitable for examining practice (Burgess et al., 2010; Williams et al., 2012). The RSA scale was developed by
researchers in collaboration with mental health professionals, directors, people in recovery, and relatives of
people in recovery. It was developed as a tool to measure perceptions of the degree of a program’s or
organization’s recovery-orientation (O’Connell et al., 2005). RSA is based on five factors with 36 different
items that encapsulate the central aspects of a recovery-oriented practice: #Life goals; #2 involvement; #3
diversity of treatment options; #4 choice; and #5 individually tailored services. The RSA scale is attached in
the Appendix. I did not employ the RSA scale to measure the recovery-orientation of the included inpatient
wards, but rather as a tool to guide the data generation within principles of recovery-oriented practice.
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Only four of the five RSA factors were used in the guide. These were: #1 Life goals; #3 Diversity of
treatment options; #4 Choice; and #5 Individually tailored services. Factor #2 Involvement primarily
revolves around the organizational level, and I therefore omitted it from the interview guide. The
interviews began with two introductory questions: 'How long have you been staying here at the ward?’ and
‘Please tell how has it been for you to be here?’. The additional questions consisted of open-ended,
explorative questions inspired by the RSA factors. The questions were designed to lead the conversation
into the topic and constructed to enhance the opportunities for detailed and textured responses (Kvale and
Brinkmann, 2009). The interview guide is attached in its complete form in the Appendix.

Interview procedure
The interviews followed the structure for semi-structured in-depth interviews as proposed by Kvale and
Brinkmann (2009). This structure includes: introductory questions; follow-up questions; probing questions;
specifying questions; direct questions; and indirect questions to unfold and explore the participants’
descriptions of their experiences. Probing questions were asked in an open manner that encouraged the
participants to share their experiences and perspectives, and consisted of explorative questions that were
based on the participants’ responses while simultaneously being linked to the topic of the interviews. I
asked both direct and indirect clarifying questions during the process in order to ensure I understood what
the participants meant by their descriptions and expressions.
The form of this type of interview is similar to having a conversation – a familiar way of interacting with
other people, which enhances the possibility of building rapport and empathy between the researcher and
the participant (Guest, Namey and Marilyn, 2013). Furthermore, it allows for the researcher to rephrase
questions if the participants do not follow them, ask clarifying follow-up questions, and follow the lead of
the participants’ descriptions in asking more explorative questions (Kvale and Brinkmann, 2009).
The interviews took place on the wards where the participants were currently admitted. To maximize
rapport and confidentiality and in regards of the potentially sensitive subject of the interviews, the
interviews took place in the participants’ rooms, in a private, undisturbed, and informal fashion allowing for
the participants to sit or lie whichever way they felt comfortable. During the interviews I strove to create a
relaxed atmosphere, brought coffee, and told the participants we could take breaks if and whenever they
needed. Overall, the interviews proceeded without any major challenges. However, the participants
seemed to be in various mental and emotional states, and talked of being affected by different symptoms
and medical side-effects. This was reflected during a few of the interviews where, for instance, one of the
participants told stories of what seemed to be psychotic experiences.
All interviews were recorded on a Dictaphone and lasted from 30-75 minutes, with an average of 53
minutes. The audio files from the interviews were transcribed verbatim by an assistant. I read through all
transcripts while simultaneously listening to the audio files from start to finish, ensuring the accuracy of the
transcripts.
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Observations and informal interviews (Study III)
I conducted the participant observations in December 2014 to January 2015, for a total of 21 days, 84 hours
in total, 14 days in the open ward and 7 days in the locked ward. Prior to this, I had a week of pilot
observations to become familiar with the process and the setting.
Observation guide
The RSA scale (O’Connell et al., 2005), previously described in the section Interview guide, also inspired the
observation guide. Here, I identified the factors and content of the RSA relevant to interactions between
patients and health professionals regarding treatment, and integrated them into explorative questions to
guide my observations (Table 4). As proposed by Spradley (1980), the participant observations involved an
interplay between grand tour observations and mini tour observations. Grand tour observations involve the
most general features of the observed situation, giving an overall impression of the proceedings.
Dimensions of grand tour observation include the space (the physical space), actors (the people involved),
activity (the actions people do), the event (the event taking place), time (the sequence of time), goal (what
people are trying to accomplish) and feelings (the emotions felt and expressed). These dimensions are not
equally important for every situation but provided a guide for making rich field notes of the social situations
I observed. Mini tour observations focus on smaller specific units of what has already been discovered, and
involve more detailed observations and descriptions of, for example, the goals or the feelings of the
situations.
Table 4: The observation guide
RSA factor

Content

Life Goals

In what ways and contexts do the patients define personal goals and evaluate progress?
In what ways and contexts are the patients’ personal goals part of their treatment and
care?
In what ways and contexts is the development of patients’ leisure interests and hobbies a
focus of the treatment?
In what ways and contexts are criteria for discharge/transferal defined and discussed with
the individual patient?
In what ways and contexts are patients presented with, and able to choose from, a variety
of treatment options?
In what ways and contexts are the patients’ choices and preferences listened to and
followed?
In what ways and contexts are patients given the opportunity to choose and, if desired,
change psychiatrist, nurse etc. or unit?

Involvement
Diversity of treatments

Choice

Observed situations
Based on the observation guide and my pilot observations, I chose to observe a large variety of situations
where the interactions took place. I therefore participated in many different situations during different
shifts including daytime, evenings and weekends. The observed situations include:
•
•
•

Daily conferences held in the staff office between health professionals
Morning and evening meetings held between patients and their primary health professional
Planned consultations between two or more health professionals, for example medical doctors,
psychiatrists, nurses, healthcare workers, psychologists, physiotherapists and social workers
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•
•
•
•
•
•

Planned consultations between health professionals, for example social workers, psychiatrists and
nurses, and patients
Informal conversations and interactions between patients
Informal conversations and interactions between health professionals
Informal conversations and interactions between patients and health professionals
Planned activities on the wards such as exercise and group sessions, meal times and other activities
such as watching TV in the living room
Medication distribution

Occasionally, I would follow the same participant throughout the day and participate in whatever
happened to them on that day. For example, sometimes I spent part of or a whole day with one patient
participating in the same activities as they did, some days with the psychiatrist, and thus participated in the
patient consultations for that day, some days with the psychologist, one day I with a social worker, and
some days with a nurse or nurse assistant.

Observer role
My role as an observer was a combination of passive participant and moderate participant (Spradley,
1980). Primarily, I was present in the setting, as an observer, without contributing to any decisions,
discussions or activities regarding patient treatment and care. In situations such as doctor-patient
consultations, I had no active participation in the events other than observing them. However, I did
participate actively on some occasions. For instance, I often conversed with participants in the setting as a
way of conducting informal ethnographic interviews, while, in some cases, I helped patients with practical
matters, if none of the health professionals were available, such as unlocking the door to the kitchen or
laundry room, or telling a patient where their primary nurse was, if I happened to know it. On one occasion
a patient from the locked ward badly wanted to leave the ward for a walk, but could not do so because no
health professionals had the time to join him, and he was not allowed to leave the ward alone. I ended up
joining him, with consent from the head nurse, so he could go for a walk.
I did, nonetheless, participate in the situations, whether actively or not. The presence of a researcher can
have an important influence on the setting in terms of the participants acting differently according to what
they assume to be appropriate in the eyes of the researcher (Hammersley and Atkinson, 2007). I
anticipated that the health professionals, in particular, would have a reaction to it. In the beginning of the
participant observations, I noticed several times that some health professionals used language that I
considered might be, intentionally or not, a direct consequence of my presence. For instance, during a
consultation between a patient and a health professional, the health professional told the patient “we do
recovery here” and pointed towards me. Although I cannot be sure of it, I suspect statements like this
would have been said differently had I not been present. However, the health professionals seemed to
gradually adjust to my presence, and I sensed that they quickly returned to their normal habits and
routines.
Being a researcher in one’s own field comes with both advantages in terms of insider-knowledge that can
allow for an easy access and acceptance in the setting, and disadvantages in terms of risking overlooking
important features of a situation due to unrealized assumptions (Dwyer and Buckle, 2009; Hammersley and
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Atkinson, 2007; van Heugten, 2004). My background as a mental health nurse benefitted me and made it
easy for me to access the setting: I understood the terminology used by the health professionals, I could
easily find my way around the facilities, and I recognized many procedures and routines. Moreover, I was
familiar with the different types of health professionals’ areas of expertise, and carried myself naturally on
the wards and towards the patients. Although I do realize the disadvantages that this could bring, I believe
that, overall, it benefitted me as it allowed for me to direct my focus on more underlying aspects of the
setting. I also quickly became accepted by the health professionals as well as the patients.
The participants in a setting will often try to place and identify the researcher in terms who they are as a
person (Hammersley and Atkinson, 2007). Although I never attempted to conceal or understate my role as
a researcher, some health professionals eventually began approaching me as “one of their own”. This was
not in terms of believing that I was an employee, but rather as someone from their own field. There were
instances where a health professional would seek my opinion about a patient and how to approach them.
In these cases, I did not offer my opinion but instead directed the conversation to the health professionals’
own reflections with probing questions. Most of the patients approached me as someone available for
them to spend time with and engage in small talk. Occasionally, I was mistaken, both by patients and health
professionals, for being a student.
Although I used my position as an insider to my advantage in gaining access to the setting, situations and
the participants’ thoughts and reflections, I made an effort to maintain a perspective as an outsider (Dwyer
and Buckle, 2009; Hammersley and Atkinson, 2007; van Heugten, 2004) by continuously asking probing
questions to both the participants and myself. I also did this in the situations where I assumed that I already
knew the answers in order to challenge my insider perspective.

Informal ethnographic interviews
As part of the participant observations I held informal ethnographic interviews with patients and health
professionals. These were characterized as informal conversations. They were, however, more or less
initiated by myself and with the intent of gaining insight into their immediate thoughts and experiences of
specific situations, or their overall experience of providing or receiving treatment in an inpatient ward
(Hammersley and Atkinson, 2007; Spradley, 1998). The conversations took place anywhere as an extension
of the situations I observed when it felt natural for the situation. The conversations also arose
spontaneously between myself and the patients and/or health professionals, for example when they asked
me about the project or who I was.
I initially planned to record the informal interviews with a Dictaphone, but soon discovered that recording
them changed the informal atmosphere of the conversation, and took away from the immediacy of what
the participants told me. As obtaining insight into the participants’ informal and immediate thoughts was
the point of the informal interviews in the first place I decided not to use a Dictaphone. Instead, I made
small notes during the conversation, and immediately after sat down and made detailed, extensive notes,
which were written into a field note template at the end of the day.

25

Field notes
Field notes of observations and informal interviews were made throughout the entire period of the
participant observations and constituted the dataset of Study III. The situations I observed and informal
interviews were described in as detailed a fashion as possible in a template made for the purpose, see
Figure 2 below. During the participant observations I made as detailed as possible notes on paper by hand.
After finishing my observations for the day, I returned to my office, and wrote all the keynotes into
comprehensive field notes in the templates, each situation in a template of its own, with detailed, and
chronological, descriptions. All the field notes were collated into a single Word document.
Figure 2: Field note template
Field note
Place:

Impression

RSA

Date:

Time:
Who is present:
What is the activity:
Note:

The template was primarily based on Spradley’s (1980) dimensions: space, actors, activity etc. In the
template were three columns:

1) Field note
This was for the descriptive field notes only, which entailed elements of Spradley’s nine dimensions,
including place and date, time, actors present, and activity, and a separate row for a detailed chronological
description of the observed situation, including descriptions of the space, how the actors were situated in
the room, what was going on, was said, the expressed feelings, etc.
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2) Impression
This column was for noting my personal impressions, thoughts, and reflections about what I observed. For
example, I would note in this column if I had specific thoughts about some events, and needed to
remember them for other observations (Guest, Namey and Mitchell, 2013).

3) RSA
This column was for noting whether or not the actors used words or actions related to one or more of the
five overall factors of recovery-oriented practice as defined in the RSA (O’Connell et al., 2005). However,
when conducting the participant observations I soon realized that the column did not bring anything to the
field notes. Focusing on whether and what kind of RSA factor was present or not distracted from the focus
on what I was observing and from the immediacy of the field notes. I therefore decided not to use it.

Analysis
I analyzed the data using the procedure of qualitative content analysis as described by Graneheim and
Lundman (2004). Qualitative content analysis is an empirically grounded systematic approach to analyzing
data, which is explorative in its process. Content analysis was originally a quantitative way of organizing
large amounts of texts and has its roots within different professional traditions, for example journalism,
communication and sociology (Krippendorff, 2013). Qualitative content analysis does not lie within an
explicit methodological tradition and is considered to be non-theoretical (Krippendorff, 2004; Mayring,
2014). Thus, an analysis using this procedure can be approached from different positions. Mayring (2014)
finds that qualitative content analysis, when conducted within a social constructivist stance, takes a
position where the researcher seeks to explore the meaning of the text in an interaction between the
preconceptions of the researcher and the text, and the results from such analysis are relative to the
context.
According to Graneheim and Lundman (2004), an underlying assumption when undertaking qualitative
content analysis is that reality can be interpreted in different ways, and that understanding is dependent on
a subjective interpretation. The systematic analysis procedure requires interaction between the researcher
and the participants in generating data, i.e. interviews and field notes, which are context- and value-bound.
Multiple meanings are inherent in a text and there is always interpretation involved when approaching it.
Graneheim and Lundman’s (2004) proposal involves a procedure in which the researcher divides the text
into meaning units which are coded and condensed stepwise. First, these are condensed into meaning units
based on the manifest content of the unit. The manifest meaning units are then further condensed based
on their latent content as interpreted by the researcher. The meaning units are then arranged, according to
their similarities and differences, into subthemes and themes (Graneheim and Lundman, 2004). The depth
of interpretation and abstraction can vary. Whether the researcher focuses on the manifest content, i.e.
the visible, obvious components of the text, or the latent content, i.e. the interpretation of what the text
conveys, can also vary.
I found the procedure of qualitative content analysis suitable in this thesis because of its non-theoretical
approach based on the different study designs, and as it allowed the conceptual frame of recovery-oriented
practice to stand out in the analyses in Studies II and III by integrating core elements of it into the interview
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guide in Study II and into the observation guide and analysis procedure in Study III. Furthermore, the nontheoretical approach of the procedure allowed for me to apply a data-driven analysis of research articles in
Study I, which seemed the optimal choice for a literature review where the data are constituted by the
results of other researchers’ analyses (Grant and Booth, 2009).

Analysis procedure of research articles (Study I)
I initiated the analysis for Study I by reading all eight articles several times in order to obtain an insight into
their content as a whole. I then contracted all text from the Results and Conclusions sections into one Word
document. From here, I coded the text into condensed meaning units based on their content and arranged
them according to their content. In this analysis, my focus was primarily on the manifest content of the
meaning units, given that the text consisted of research articles. I therefore focused on arranging the
manifest meaning units into categories that were refined based on the meaning units’ similarities and
differences. The analysis resulted in three emerging themes which are presented and summarized in the
Results section of the thesis.

Analysis procedure of interviews (Study II)
The analysis was conducted using the software program NVivo 11. I initially listened to all audio files to
recall my experiences of the interviews. Next, my supervisors and I read all texts thoroughly to become
familiar with the content. Following this, we met and discussed our impressions of the content and how to
position it in the analysis. The transcripts were weighted equally in the analysis and given equal
importance. I proceeded with the analysis by coding meaning units of the texts, according to their manifest
content, into condensed meaning units. To identify patterns, I arranged and rearranged the condensed
meaning units in a constant movement between the whole and the parts (Graneheim & Lundman, 2004). In
the next step, I extracted latent content units from the condensed meaning units of manifest content
according to my interpretation of them and further rearrangement took place (Graneheim & Lundman,
2004). Six themes emerged, and I composed an overall description based on their contents, which are
presented in summary in the Results section of the thesis. A demonstration of going from text to theme can
be found in Table 2 of Paper II.

Analysis procedure of field notes (Study III)
The analysis in Study III was also conducted using the software program NVivo 11. In addition to the
standard procedure, this involved a deductive phase that initiated the process followed by an inductive
process. I began by examining the RSA identifying factors and content specifically concerning deciding on,
planning and providing treatment in order to focus on the interaction between patients and health
professionals regarding treatment. The analysis began with multiple readings of the field notes to become
familiar with the data and to acquire an overview of the texts and their content. As I aimed to explore the
interaction between patients and health professionals that transect the local wards, I analyzed the field
notes as one unit.
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The deductive phase
After reading the field notes multiple times I initiated the analysis by developing a categorization matrix
(Elo and Kyngäs, 2008) based on the RSA factors and the content of them used for the observation guide. I
then coded meaning units of the texts into the matrix, first according to the RSA factor and then according
to the open-ended questions based on the content of the RSA factors which constituted preliminary
subthemes.

The inductive phase
I then applied the inductive approach by coding the meaning units in each subtheme according to its
manifest and latent content. First, the meaning units were coded according to their manifest content still
considering the aim of the study and preliminary RSA subthemes they had been coded into during the
deductive phase. Next, the manifest meaning units were coded according to my interpretation of their
underlying meaning, thereby creating latent meaning units. The latent meaning units were then arranged
together into preliminary subthemes within and across the themes. The preliminary subthemes were
gathered and rearranged into four subthemes and one theme representing the latent content of the data,
and thus included moving between the parts and the whole. The theme and subthemes are presented in
the Results section of the thesis.
An overview of the analytical process in Study III can be found in Table 3 of Paper III which provides an
outline of the analysis coding framework, including the deductive and inductive coding framework.
Demonstrating examples of going from text to theme in the inductive phase of the analytical process can be
found in Table 4 of Paper III. This table shows the analytical procedure going from the deductive RSA
subthemes to the inductive subthemes.

Ethical considerations
The study was approved by the Danish Data Protection Agency (no: RHP-2017-037, I-Suite: 05778) and
conducted in accordance with the WMA Declaration of Helsinki (World Medical Association, 1964)and the
Ethical Guidelines for Nursing Research in the Nordic countries (Northern Nurses´ Federation, 2003). The
senior management of the hospital gave written consent for conducting the study in their facilities.

Informed consent - Study II
Standards for good ethical research require that all participants in a research study must give informed
consent. I am firmly convinced that empowering mental health patients as a group also applies in research
by giving attention to their experiences as important and valid contributions to the development of
knowledge and practice. Still, this standard posed a potential dilemma in the study given the setting of it. I
could not dismiss the possibility that the mental state of some of the patients on the wards could be
questioned in terms of determining whether an informed consent had been given or not. Seeking to solve
this dilemma, I pursued the advice from the health professionals on the wards prior to recruiting
participants for the interviews in order to remove the risk of recruiting anyone, whose consent could be
questioned, for instance someone with a severely disrupted consciousness. When conducting the
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interviews I also drew on my own experience as a mental health nurse in determining whether the
participants were in a state that allowed for them to give informed consent.
Prior to commencement of each interview, I supplied the participant with both verbal and written
information (see Appendix) about myself, the purpose of the study, how the interview would be carried out
in terms of estimated time, location, that the interview would be recorded on a Dictaphone, and their
rights in terms of anonymity and the option to withdraw from the study at any time. I also informed them
that the results from the interviews would be published in a scientific paper and gave them my contact
information. All participants received an informed consent form (see Appendix) to sign along with a copy to
keep before commencing the interview. All participants were also informed that participating in the
interview – or declining to participate – would have no consequences for any current or future treatment in
the mental health services.

Informed consent – Study III
All participants in Study III were informed about the study via flyers and posters (see Appendix) placed on
the wards during the entire time I conducted the participant observations. The flyers and posters contained
information about the study, including its purpose and when and how the participant observations were to
be conducted, and that a scientific paper would be published from it. They also included information about
the participants’ rights in terms of anonymity and the option to withdraw from the study at any time and
that participating in the study, or not, would have no consequences for any current or future treatment in
the mental health services (Fouka and Mantzorou, 2011). While conducting the participant observations, I
made sure that the people I spoke to, and everyone that allowed me to participate in, for example,
consultations between patients and health professionals or other activities, knew the purpose of my
presence and had given me their informed verbal consent to participate (Eide and Kahn, 2008). Although it
is preferred that informed consent is given in writing, I chose to obtain verbal consent from the participants
in the participant observation study. Given the nature of the study, it would have been very timeconsuming to obtain written consent from all participants (Allbutt and Masters, 2010; Oeye et al., 2007).
This would have required that I had handed out and collected consent forms on a daily basis from all
patients coming to the wards, all health professionals including those from other wards coming in and out
of the wards, and all visitors, cleaning staff, etc. I therefore focused on thoroughly providing relevant
information about myself and the study and everyone’s right to decline and withdraw participation in the
study (Eide and Kahn, 2008).

Anonymity
In line with research ethics (Eide and Kahn, 2008; Fouka and Mantzorou, 2011; Northern Nurses´
Federation, 2003; World Medical Association, 1964) all participants in the study were, and will remain,
anonymous throughout and after the study and in any published material from the study. This also applies
to the specific wards included in the study. Transcripts and field notes do not contain participants’ names
or specific locations. The participants have been given pseudonyms in the paper containing examples of
field notes in the Results section (Paper III).
All data, i.e. audio files, transcripts, field notes and information about interviewees, were stored in secure
computer folders, as dictated by the Danish Data Protection Agency. Consent forms from the interviews

30

were stored in a locked safety box only I could access. Field notes that were made by hand on paper were
shredded on the same day immediately after being typed into a Word document.
Voluntariness
As previously mentioned, some patients in inpatient settings undergo coercion, compulsory treatment, or
forensic or involuntary admissions, and thus ethical dilemmas arise in terms of the voluntariness of their
participation in the participant observations for Study III (Calcedo-Barba, 2006). I therefore decided to
exclude the following specific situations from my observations: if a patient received compulsory treatment;
was subjected to coercion in the form of physical restraint. On a few occasions I, unknowingly at the time,
observed and described situations of compulsory treatment. In these situations I observed a patient
apparently receive medication voluntarily, but later discovered that the patient was, in fact, receiving the
medication as compulsory treatment. I therefore removed the specific field notes from the dataset. On one
occasion a patient underwent physical restraint while I was present on the ward. I did not observe the
situation but could not help overhearing the resulting noise as I sat in the living room with a group of
patients. I chose to make field notes of what I observed in the living room while this was taking place.

Vulnerability
Another ethical matter to consider was the potential vulnerability of the patients in terms of not causing
them harm (Allbutt and Masters, 2010; Fouka and Mantzorou, 2011; Northern Nurses´ Federation, 2003;
World Medical Association, 1964). As a former mental health nurse I considered myself to have the
sensitivity and competence to detect if a participant showed signs of mental distress and respond
accordingly. I therefore chose not to exclude anyone from participating based on their mental state, unless
being advised to do so by the health professionals who I had consulted beforehand. I strove to be very
attentive in terms of not unconsciously persuading anyone to participate, highly responsive if anyone
needed to discontinue a formal or informal interview, and sensitive towards dealing with potential displays
of psychosis (Fouka and Mantzorou, 2011). However, there were only three occasions this was needed.
One occasion of this was when an interview participant began describing what seemed to be delusive
experiences, in which case I simply listened to him before guiding him back to the topic of the interview.
Another occasion was when an interview participant turned out to be in a mental state that made me
question whether his informed consent could be deemed valid. In this case, I soon chose to discontinue the
interview by turning off the Dictaphone and informing him about my decision. We then just sat and talked
for a while instead. The third occasion was during a conversation with a patient during the participant
observations. We sat and talked for a long while, where he told me about his experiences of being on the
ward. During the conversation he made quite a few remarks which I suspected to be of a psychotic nature.
As I did not want to dismiss his relevant experiences of being on the ward, I chose to make field notes of
the conversation, but left out these remarks.
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Summary of results
In this section, I present a summary of the results from each of the studies of this thesis independently. The
results are discussed in relation to each other and other research findings in the section Discussion of key
findings. In Table 5, an overview of the themes and subthemes found in each study is provided. The
following are summaries of the themes and subthemes under each study.
Table 5: Overview of the results of the thesis
Study I
Themes:

Study II
Themes:

Study III
Theme:

Definitions and understandings

Being accepted and protected

As-if collaboration

Current practice

Having company yet longing for
dialog

Subthemes:

Challenges

Negotiating on limited grounds
In the dark, confused and
uninformed
Being observed and assessed

Competing demands
Inconsistent guidance and diffusion
of responsibility

Limited choice and influence
Treatment centered on medicine

Control and condescending
communication

Study I – the literature review
The literature review resulted in three themes that describe mental health inpatient health professionals’
definitions and understandings of recovery and recovery-oriented practice; how the current practice
incorporates recovery-oriented practice; and the challenges to recovery-oriented practice in the inpatient
settings, as suggested by the international research literature included in the study.
Definitions and understandings
Although being familiar with the concepts, health professionals’ descriptions of recovery and recoveryoriented practice revealed different, vague and contradictory understandings of how to define it. Their
understandings included holistic views such as an approach that promotes personal recovery and
wellbeing, and purely biomedical views such as an approach aimed to stabilize illness and reduce symptoms
with medication. Health professionals were, in general, sympathetic towards the concept and intended to
work accordingly. However, they expressed uncertainties as to their role and contributions to patients’
personal recovery processes and of difficulties in translating their knowledge into practice.

Current practice
In working recovery-oriented, health professionals emphasize aspects such as promoting hope, being
positive and collaborating with patients in focusing on their individual lives and abilities in order to promote
self-esteem, empowerment and autonomy. Integrating patients’ personal goals, involving relatives and
arranging peer-support, was highlighted by health professionals as part of their recovery-oriented work. At
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the same time, both health professionals and patients stated that recovery-oriented practice was not
embedded in the clinical practice. Poor communication, lack of collaboration and low levels of information
given to patients were described by both patients and health professionals. Central aspects of recoveryoriented practice were mentioned by health professionals as being important elements in their work, but
medication and focusing on problems and deficits were dominating factors in their descriptions of their
specific contributions to patients’ recovery.

Challenges
Serious constraints in resources and capacity, impractical physical designs of inpatient wards, lack of a clear
ideology in clinical practice, and contradictory structures in standards and procedural practices were
highlighted as significant challenges in working in a recovery-oriented manner in inpatient settings. A rapid
patient turnover, low bed capacity and understaffing resulted in crowded wards and high acuity levels
which reinforced a medical- and crisis-driven practice and resulted in loss of time for health professionals to
engage with patients. The physical design of inpatient settings was described as creating an unsafe and
unwelcoming environment that challenged patients’ access to privacy, and led to safety issues with which
health professionals had to deal. Contradictory structures such as compulsory treatment and coercion, and
health professionals being responsible for patients’ safety, resulted in limited options for patients to make
choices for their own lives and treatment.

Study II – the semi-structured interviews
The analysis of the semi-structured interviews of patients resulted in six themes that encapsulate aspects of
their experiences of care and treatment when interviewing within a conceptual framework of recoveryoriented practice.

Being accepted and protected
The inpatient wards were, in general, perceived by the participants as a place that provides safety and
acceptance. Most participants appreciated being able to let go, retreat and being among people who they
felt understood them. They did not find much long-term planning in terms of their treatment, which was
perceived as both relieving and frustrating. They found relief in the structure and guidance provided by
health professionals in keeping track of appointments for consultations, medication time, mealtimes, etc.
The structure and guidance together with feeling safe and secure from self-harm or suicide were perceived
as forming an essential part of getting better.

Having company yet longing for dialog
The participants found comfort in being around other people, i.e. health professionals and other patients,
which evoked security and a feeling of companionship. Most participants enjoyed spending time with other
patients on the ward for different kinds of activities. Engaging with health professionals was perceived as
being important. It gave feelings of equality and acceptance, and was vital for the participants in building
trust and confidence in the health professionals, which were perceived as being essential for getting better.
However, the health professionals were rarely available to engage with the patients. Some participants felt
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alone and distanced from the health professionals and missed talking to them about personal feelings and
experience, while others were satisfied with the assurance of having the health professionals physically
present.

In the dark, confused and uninformed
The participants experienced a lack of information about their treatment. They were specific in terms of
their personal ambitions and hopes of how they would benefit from the admission, but could not answer
what their treatment consisted of and the reasoning for it. Many did not know what the goal of their
admission was, and what would make them ready for discharge. They had personal ways of evaluating their
progress, but did not know how they were evaluated by health professionals, and guessed it was based on
the health professionals’ observations and assessment. They described being met with varying and even
contradictory information from health professionals depending on to whom they spoke, and questioned
which information they could rely upon. While some experienced an intended continuity in primary nurses,
others experienced being assigned different primary nurses on a daily basis.

Being observed and assessed
Continuous observation and assessment by the health professionals was experienced by all the participants
in the study as a way of evaluating progress. They described being watched by health professionals from a
distance as part of what they guessed was an ongoing assessment of their mental state. Being observed
and assessed was primarily perceived as something to be expected in such a setting, yet also as a burden
and tiresome, and, for some, a barrier to opening up to the health professionals.

Limited choice and influence
The participants experienced limited choice and influence in terms of their treatment. Their say principally
consisted of accepting or declining different medical propositions suggested by the psychiatrist, and then
giving feedback about the effects and side-effects. Decisions about their treatment were perceived as being
made by the health professionals based on observations and the patients’ reports on medical effect. Some
felt that their say in their treatment planning was ill-considered if it did not align with the health
professionals’ proposals. Some were compliant towards the fact that they did not influence their treatment
and expected the health professionals to have the necessary insight to determine the appropriate
treatment. The participants considered themselves to have a somewhat large amount of influence on their
leisure activities and some also perceived themselves to have influence on their discharge in terms of
preventing it if they wished.

Treatment centered on medicine
Treatment on the wards was perceived by the participants as primarily consisting of medication. Partaking
in daily activities and filling out registration forms was also mentioned as part of treatment, but medication
was the overall central treatment provided. Some perceived it as the primary purpose, and even mandatory
and unavoidable during admission. Moreover, many missed other elements of treatment such as
psychosocial interventions aimed at their individual needs, support in managing life, or just talking with
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someone about their thoughts and feelings. However, the participants did not perceive these types of
interventions as a possibility during admission but rather as something that would be possible in outpatient
clinics after discharge.

Study III – the participant observations
The analysis of the field notes from the participant observations resulted in one theme and four
subthemes:

As-if collaboration
Health professionals and patients expressed intentions of engaging in an equal collaboration. However, the
collaboration between them was characterized by a power imbalance and a narrow frame for actual
collaboration. The health professionals made interpretations of patients’ needs, with wavering
incorporations of the patients’ views and preferences. The patients’ views and needs were addressed,
acknowledged and commended in consultations, but it was the health professionals’ decisions that directed
the planning. Decisions and planning about treatment were often made among the professionals before
consulting the patients. Patients seemed to understand that negotiations were part of the collaboration
and made deals involving medication, behavior, leave or discharge. In general, the health professionals
actively defined problems and solutions and took charge of decisions, and then collaborated with patients
by presenting their suggestion and awaiting confirmation.

Negotiating on limited grounds
The patients and health professionals engaged in negotiations at times of deciding on treatment and at
patients’ request. Health professionals primarily negotiated giving medication, transfers, persuading the
patient to stay on the wards or giving safety touchdowns during leave. The patients, in turn, mostly
negotiated leave or being transferred or discharged – or avoiding discharge.
Health professionals encouraged patients to discuss their personal goals, but the suitability of goals seemed
to be assessed by health professionals who could then assist the patient in articulating more realistic ones.
Sometimes, the health professionals noted and acknowledged the patients’ goals and views but made no
response to it. The negotiations of goals and decisions of treatment were primarily made according to the
views of health professionals and to meet standards and regulations of the wards. The patients generally
seemed to understand and accept these conditions.

Competing demands
The planning of treatment, transferal and discharge was influenced by competing demands. Maintaining
order on the wards, responsibility for patients’ safety, and concerns of patients’ relatives influenced the
decisions made by health professionals. One major competing demand was bed capacity, which led the
health professionals to maintain a high transfer/discharge rate. This issue had a significant influence on the
collaboration between patients and health professionals, and the health professionals’ decisions and
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planning of patient treatment. Often, health professionals discussed which patients they could transfer or
discharge, and patients were occasionally discharged without having a say.

Inconsistent guidance and diffusion of responsibility
The health professionals seemed governed by different factors in their guidance of the patients: the
patients’ individual needs; the rules and procedures of the wards; or by the health professional’s personal
opinions and values. The patients often dealt with varying and sometimes contradictory responses to their
requests and needs from health professionals, which often caused confusion. The confusion was reinforced
by frequent exchanges of their primary care providers and the doctors and psychiatrists seeing them for
consultation. Moreover, the patients often had to wait for delayed responses to their requests from health
professionals due to uncertainties about plans and decisions and the diffusion of responsibility by health
professionals.

Control and condescending communication
Patients were sometimes controlled by rules and regulations of the ward and behavior regulation by the
health professionals, for instance by offering subdued patients more favors than others. The behavior
regulation could occur in a somewhat condescending manner, such as the health professional telling a
patient to behave appropriately.

Discussion
In this section I first discuss the methodological considerations of the thesis followed by a discussion of the
key findings in relation to the three studies and other research on the field.

Methodological considerations
The aim of this thesis was to explore how recovery-oriented practice unfolds in the mental health inpatient
settings as reflected in the existing research literature and in the experiences of patients and interactions
between patients and health professionals. In so doing, the thesis comprised three study designs drawing
on different methods which were seen as complementary. The strength of conducting a literature review is
that it allows researchers to identify what has previously been explored and consolidate the work into a
new perspective (Grant and Booth, 2009). The strength of qualitative methods is that they allow
researchers to obtain a deeper knowledge into subjective experiences of a subject (Guest, Namey and
Marilyn, 2013; Polit and Beck, 2010). By integrating different study designs in the thesis, a more complete
perspective on the aim of the thesis could be achieved. In the following section, I discuss the
methodological considerations of the thesis using the criteria for establishing trustworthiness as suggested
by Lincoln and Guba (1985). The criteria include the credibility, dependability, confirmability and
transferability in relation to the study designs and methods employed in the thesis. The criteria are
considered to be equivalent to the positivistic paradigm’s internal validity, reliability, objectivity, and
external validity within naturalistic inquiries, and are widely acknowledged as key elements in appraising
qualitative studies (Polit and Beck, 2010; Shenton, 2004).
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Credibility
Credibility deals with how congruent the findings of a study are with its core aims. According to Lincoln and
Guba (1985), this criterion is an overriding goal of qualitative research in establishing confidence in the
truth of the findings for the contexts in the study. The criterion involves two central aspects: conducting the
study in a way that enhances confidence in the findings, and demonstrating their credibility to others.
To enhance the credibility of a study, Lincoln and Guba (1985) recommend the researcher to develop an
early familiarity with the culture of participating organizations, in this case the included wards, before
beginning the data generation. Given my earlier employment at the mental health hospital, I already had a
fair amount of familiarity with the organization when commencing the study. Nonetheless, I had a week of
pilot observations in the open ward in order to become familiar with the setting and process of conducting
participant observations. I did not, however, conduct pilot observations in the locked ward. I held meetings
with the head nurses of the wards and participated in staff meetings with both wards before beginning the
participant observation in order to become familiar with the health professionals on the wards and to
provide them with information about the study, and a sense of who I was, to establish trust. Prolonged
engagement is another way of establishing trust between the researcher and participants, which makes it
more likely for the participants to provide useful, accurate and rich information, and enhances the
researcher’s understanding of a setting, (Polit and Beck, 2010). The participant observations were
conducted over a short period of time in relation to the research practice of ethnography, where
anthropologists have traditionally spent months or years as participant observers in a field. Although I
considered to reach the point of data saturation, a longer period of observations might have contributed
with more or other dimensions to the results (Hammersley and Atkinson, 2007). However, it reduced the
possibility for me to become so immersed in the settings that it could influence my judgement as a
researcher and challenge the outsider’s perspective I strove to maintain (Lincoln and Guba, 1985). While
conducting the participant observations, I stayed on the wards for hours at a time to obtain as much insight
to the daily organization of the wards as possible and to provide an opportunity for the participants to
become used to my presence. Furthermore, the participant observations were conducted in a rather
continuous period of time in each ward to maintain the familiarity and trust between me and the wards
and participants. The semi-structured interviews were performed after the participant observations had
been conducted. Therefore, when recruiting participants for the study, the health professionals were
already fairly familiar with me, which may have reduced the risk of gatekeeping and increased their
willingness to assist me in recruiting participants (Hammersley and Atkinson, 2007).
While prolonged engagement strengthens a study in terms of establishing trust and insight into the field of
study, persistent observation strengthens the study in terms of providing depth to the focus on the aspects
of the conversations or observations relevant to the aim of the study (Lincoln and Guba, 1985). As the aim
of the thesis was to explore how recovery-oriented practice unfolds in mental health inpatient settings, I
strove to establish persistence in the focus of data generation by keeping a narrow focus on the concept of
recovery-oriented practice in all three sub-studies. In the literature review, I exclusively searched for
articles dealing with the concept of recovery and/or recovery-oriented practice in inpatient settings.
Although this may have omitted articles dealing with central elements to a recovery-oriented practice, such
as user involvement, the narrow search design aimed at precision in the data generation for the study.
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Factors and contents of the RSA scale were used as inspiration in the interview guide for the semistructured interviews, the observation guide and in the categorization matrix in the analysis of field notes
to ensure consistency and accuracy in the definition of recovery-oriented practice used in the studies.
However, other scales or guidelines could have been used instead, for instance the INSPIRE measure
(Williams et al., 2015), which is made to evaluate people’s experience of their relationship with health
professionals in terms of supporting their personal recovery. Therefore, the INSPIRE measure may have
been more suitable for this thesis. However, it was developed during the time of the data generation for
this thesis, and the RSA was, at that time, highlighted as being suitable for evaluating practice (Burgess et
al., 2010; Williams et al., 2012).
In the progression of the thesis, it became clear that recovery-oriented practice, as presented in the RSA, is
highly complex in nature, with far-reaching elements, and it is therefore complicated, if even possible, to
explore it accurately and consistently in its entirety in one thesis. In the literature review, I did not differ in
regard to what elements of recovery-oriented practice were explored or not. However, achieving
persistence in the data generation in Studies II and III required me to identify and choose central elements
in the RSA that I believed represented the core values of recovery-oriented practice while limiting the focus
of the data generation. This brought certain omissions, for example, in the semi-structured interviews I
chose not pursue the participants’ experiences related to coercion, or the involvement of patients in
evaluating services on an organizational level. In the participant observations I kept a largely strict focus on
the interactions between patients and health professionals regarding treatment, thereby not pursuing the
activities revolving around the involvement of friends and family, which is an important part of recoveryoriented practice (Le Boutillier et al., 2011; Leamy et al., 2011). Because of these omissions, it is possible
that other elements of recovery-oriented practice which remain unexamined in this thesis were well
integrated into the practice of the wards. Furthermore, although I did observe the peer support worker
employed in the locked ward I did not follow her for one or more days as I did with, for example, the
psychiatrists. This is a limitation, as observing the peer support worker more closely could have brought
another dimension to the results of Study III.
The semi-structured interviews were performed in order to enhance the credibility of the data by
interviewing participants while they were still staying on the wards, thereby seeking to access their
immediate experiences of their care and treatment while it was still fresh in their memory. Furthermore,
they were kept in an informal, private and comfortable atmosphere to enhance their confidence in me as a
researcher, thereby increasing the potential for honest and deep descriptions of their experiences (Guest,
Namey and Marilyn, 2013; Lincoln and Guba, 1985; Shenton, 2004). During the interviews I emphasized
that there were no right or wrong answers, that I was a researcher not associated with the wards, and that
our conversation was strictly confidential (Shenton, 2004). Still, at least one participant seemed to perceive
me as a member of the ward’s staff group, as he, several times, referred to the staff group as “you and the
others” and also asked me about my evaluation of his mental state. Although I stressed my status and
purpose continuously during the interview and declined to evaluate his mental state, this issue might have
posed a risk for lack of depth and honesty in the interview.
The fact that the health professionals during the participant observations had full information about the
background and focus of the study risked an inclination to act and talk in a way they thought was
appropriate (Hammersley and Atkinson, 2007). I therefore strove to establish confidence in myself, as a
researcher, by acting in a relaxed and natural manner to make the participants comfortable around me.
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This was to enhance the probability that they would act naturally around me, thereby presenting an honest
picture of their typical actions (Lincoln and Guba, 1985; Polit and Beck, 2010). However, there were
instances that made me question whether certain actions were unreflective or influenced by my presence,
for example, as mentioned in the Methods section, when a health professional told a patient “we do
recovery here” while pointing towards me.
Another way to enhance the credibility of qualitative data is by member-checking, where the researcher
gives feedback to the participants about the emerging findings in order for them to validate them (Polit and
Beck, 2010). However, it was not a possibility for me to seek out the patients who participated in either the
semi-structured interview or participant observations as the analyses were performed a while after
generating the data. Doing this would have required extended permission from the Danish Data Protection
Agency, which I did not have. Instead, I discussed my findings from the interviews with other people with
experience of staying on a mental health ward to see if they could recognize my findings from the semistructured interviews, which they confirmed. It was possible for me to seek out the health professional
participants from the participant observations. However, going to them for validation of the findings could
have led to misleading conclusions as the member-checking in that case would only involve the
participating health professionals’ contribution and not the participating patients’.

Dependability
The criterion of dependability refers to the stability of data over time and conditions, i.e. if the study
findings would be repeated in the same inquiry were replicated with the same or similar participants in the
same or similar context. Dependability and credibility are closely related. Credibility cannot be achieved
without dependability (Lincoln and Guba, 1985; Shenton, 2004). However, ensuring dependability in
qualitative studies is problematic given the changing nature of the setting under scrutiny. The particular
wards included in this study may be considered to be changing on many levels, because the population of
patients on the wards shifts frequently and because health professionals on the wards come and go, but,
perhaps more importantly, because the organization of the mental health services is continuously
changing. At the time of the data generation for the participant observations and semi-structured
interviews (in 2014-2015), the mental health hospital was in the initial stages of implementing a recoveryoriented approach (Korsbek, 2017). Since then, the hospital has launched other efforts to establish a
recovery-oriented approach, including the opening of a ‘recovery college’ and employing more peer
support workers. How recovery-oriented practice unfolds in these settings may already have changed.
Because of the changing dynamics characterizing most phenomena under scrutiny, Shenton (2004) argues
that the researcher’s observations are tied to the situations and thus ‘frozen in the ethnographic present’.
The same applies to the semi-structured interview participants, whose experiences are linked to how the
care and treatment on the wards was carried out at that point in time, as well as for the results of the
articles used in the literature review. Consequently, the results presented in this thesis represent a specific
moment in time in a specific context.
Nonetheless, steps were made to enhance the dependability of the thesis, as proposed by Lincoln and Guba
(1985): the steps of qualitative content analysis were followed rigorously and the procedures followed in
each study were described in detail. The analysis of the semi-structured interviews and the field notes were
performed in close collaboration between, respectively, two and three researchers – myself and two
supervisors – who read the material independently and met to discuss our interpretations throughout the
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process. My supervisors and I strove to explicate each of our thoughts and presumptions during the
process, thereby keeping the analysis grounded in the data. Furthermore, during the entire process of the
thesis, I frequently met and discussed the progression with other researchers, and presented material from
the analysis and preliminary results to obtain important feedback seeking to establish a comprehensive
interpretation of the data.

Confirmability
Confirmability refers to objectivity, i.e. the potential for congruence regarding the meaning of data
between two or more independent people. It is concerned with ensuring that the findings of a study are
grounded in the data and thereby reflect the voice and conditions of the participants and contexts, and
thus are not a result of the researcher’s assumptions and perspectives (Lincoln and Guba, 1985). The first
step in establishing confirmability is that the researcher admits and discloses his or her own predispositions
(Shenton, 2004). When commencing this thesis, I disclosed both my professional and personal
predispositions regarding the subject and context of the studies. In collaboration with my supervisors, I
maintained an awareness of them throughout the process by discussing them and challenged them by
continuously discussing different perspectives and interpretations of the data with my supervisors and with
other researchers (Polit and Beck, 2010). Furthermore, I have presented detailed examples of the process
of going from text to theme when analyzing the semi-structured interviews and field notes (in Papers II and
III) and the coding framework in the analysis of the field notes (in Paper III). Lastly, I have attempted to
enhance confirmability by supporting the results presented in Papers II and III with illustrative quotes and
examples of field notes (Lincoln and Guba, 1985).

Transferability
This criterion deals with the extent to which the findings of a study can have applicability to other settings.
Qualitative studies are context-bound and do not strive for generalizability (Polit and Beck, 2010).
Nonetheless, the applicability of the findings of such studies must be considered. It is important to note
that the researcher of a study cannot determine whether or not the findings of a study are applicable to
other settings (Lincoln and Guba, 1985; Shenton, 2004). Instead, the researcher must provide
comprehensive descriptions of the context, settings and participants of the study to enable others to reach
a conclusion as to whether transferring the findings to their setting seems feasible (Lincoln and Guba,
1985). To enhance the possibility for others to determine whether the findings of this thesis are
transferable to other similar settings, I have provided thick descriptions of the settings including the mental
health hospital and the included wards, the characteristics of the participants in the semi-structured
interviews, and an overview of the participants in the participant observations: the time periods of data
generation; the situations observed; and the methods employed (Shenton, 2004). The wards included in
the studies consist of both open and locked wards in order to explore the intersecting practice, which
reduces the risk that the results merely represent the culture of one ward, and thus enhances the
transferability. Still, the wards were located at the same mental health hospital, and thereby the results are
bound to the culture of that hospital. To enhance transferability an equal representation of gender and a
broad age range, length of stay and psychiatric diagnoses were represented among the participants in the
semi-structured interviews to account for variation in the results (Shenton, 2004). Research articles
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included in the literature review were reports of studies conducted in a range of countries, including the
United States, the United Kingdom, Canada, Australia, and Ireland (Polit and Beck, 2010).

Discussion of key findings
In the following section, I discuss the results of the three studies collectively based on their intersecting
content and in relation to other research studies on the field.

Limited engagement between patients and health professionals
In Study II, the patients described an appreciation of having company on the wards. However, most of the
company was with other patients watching TV or engaged in small talk. They experienced little contact in
the form of conversations with health professionals, which many missed. Some even felt distanced from
the health professionals and felt they were not seen by them. They also perceived that their treatment
primarily consisted of medication and that therapeutic treatment was not an option here. This is mirrored
in Study I, where loss of time to engage with patients was found. Sharac et al. (2010) explored in a
literature review how much time patients and mental health nurses spend interacting in an inpatient
setting. They found that, at best, 50% of the nurses’ time is spent with patients. Furthermore, they found
that, of the amount of the time spent interacting directly with patients, only 4-20% consisted of therapeutic
conversation. The majority of the patients’ time in inpatient settings was spent alone. Similar findings of
limited interaction and engagement between patients and health professionals are also reported in several
other studies (Stenhouse, 2011; Ådnøy Eriksen et al., 2014; Hyde, Bowles and Pawar, 2015; Chester et al.,
2016). The patients in Study II found social interaction with health professionals crucial for developing trust.
This finding is also mirrored in other studies (Borg and Kristiansen, 2004; Mancini et al., 2005). However,
Hem et al. (2008) found in an ethnographic study in inpatient settings that it is distrust rather than trust
that is prevalent in this setting. Denhov and Topor (2012) found in their study of patients’ perspectives of
helping components in mental health professionals that the quality of the relationship a patient has with a
health professional during admission is decisive if the treatment and care is to be of any significant help.
The limited interaction between patients and health professionals is concerning given the importance of
engagement between patients and health professionals in a recovery-oriented practice (Anthony, 1993;
Farkas et al., 2005). Farkas et al. (2005) define as a core value of recovery-oriented practice that mental
health professionals acknowledge and engage with people experiencing mental illness as whole persons
with strengths, talents and interests as well as limitations. Limited engagement between patients and
health professionals inevitably challenges the opportunity for building trust between patients and health
professionals, and for health professionals to convey hope and examine the patients’ personal life goals,
thoughts and views about their situation and their preferences for treatment and care in order to center
their services and effort around it (Davidson et al., 2016). A positive result in Study II – in contrast to the
concerning lack of engagement – is that the patients felt accepted on the wards and appreciated being able
to let go, retreat and be among people who they felt understood them, which are also considered to be
important elements in supporting recovery (Davidson et al., 2016).
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Limited influence - health professionals as the experts
Limited influence among patients with health professionals as experts was found across the studies of this
thesis. In Study II, I found that patients experienced limited influence and choice, and that they did not find
their personal goals and preferences to be central focal points in the planning of treatment and care.
Furthermore, the negotiations between patients and health professionals found in Study III were generally
influenced and shaped by organizational logics rather than the needs of the patients.
The results also suggest that health professionals maintain a position as experts providing treatment and
care to patients as more or less passive receivers. In Study II, patients experienced a dire lack of information
about their own treatment plans. This was also found in Study I, by both patients’ and health professionals’
reporting of lack of collaboration and low levels of information provided to patients. In the interactions
between patients and health professionals, in Study III, I found that health professionals made important
decisions for treatment, transfers and discharge before consulting patients and that the involvement of
patients in decisions was often limited to details such as time and dosage of medication. Moreover, I found
that the patients’ personal goals and preferences could be dismissed or overruled by health professionals.
Lastly, I found that health professionals could approach the patients in a condescending way and exercise
behavior regulation towards the patients, thereby indicating a position as the authority. Koivisto et al.
(2004) found in a study of patients’ experiences of being helped in inpatient settings, that the patients did
not feel that the discussions they had with health professionals were based on their individual challenges
and experiences. Storm and Davidson (2010) found similar results in a study of patients’ and health
professionals’ experiences of user involvement in an inpatient setting. Here, they found differences
between patients’ and health professionals’ perceptions of user involvement in inpatient settings, where
patients, on the one hand, experienced little involvement in decisions of their treatment, and health
professionals, on the other, experienced that the patients were difficult to engage in the decision-making
process. Furthermore, in correspondence with Study II, they found that patients had very little information
in terms of treatment and care plans. Experiences of mental health professionals having a position as
controlling authorities, willingly or not, are also reported in other studies from inpatient settings (Clarke,
1996; Hall, 2004; Johansson et al., 2006)
The thesis did not explore the conditions behind health professionals’ actions in terms of the limited
integration of patients’ personal life goals and preferences for treatment. From the results presented here
we do not know what the actual possibilities for meeting patients’ preferences and personal life goals are
and what influence this might have on the integration of it in practice. Perhaps, choice and influence
applies for the health professionals as well in regards to their options for providing diverse individualized
treatment. For example, Baker et al. (2014) describe that mental health professionals in inpatient settings
experience a lack of opportunity to provide therapeutic services. Similarly, I have not explored the patients’
preferences in regard to influence and choice. In Study II, some patients described an acceptance and
appreciation of leaving choices regarding treatment up to health professionals’ abilities. Moreover, some
patients in Study III reversed the presentation of options by asking health professionals to decide. What
patients expect and prefer in terms of their own influence on treatment thus seems to vary and limited
influence is not solely contradictive to a recovery-oriented practice. However, what patients expect – and
perhaps therefore accept – is not necessarily a reflection of their personal preferences. It can also be an
acceptance based on the perception of what one can or should expect in an inpatient setting, and therefore
reflections on personal preferences may remain unexamined or unrealized.
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Competing demands
Competing demands were an issue in all three studies. In Study I, I found that health professionals
considered constraints in resources and capacity in terms of a rapid patient turnover, low bed capacity and
understaffing as serious challenges to working in a recovery-oriented manner. This was mirrored in Study II,
where patients considered that health professionals were busy performing practical tasks which took
precedence over engaging with them. In Study III, the interactions between patients and health
professionals were influenced by competing demands in terms of maintaining order on the wards,
responsibility for patients’ safety, and the concerns of patients’ relatives. The major competing demand
found in Study III was low bed capacity, which led the health professionals to maintain a high
transfer/discharge and sometimes decide to discharge or transfer patients without consulting them.
Competing demands are also reported in other research studies. Le Boutillier et al. (2014) report
discrepancies in priorities across different levels of the health system that lead to competing agendas in
supporting recovery where organizational priorities take precedence. This mirrors the findings in Study III,
where patients and health professionals primarily negotiated within the frame of organizational logics.
Cleary (2004) reports substantial workload in terms of overcrowded wards and administrative and practical
tasks leading to difficulties for mental health nurses in providing adequate care. Sharac et al. (2010) also
report that mental health nurses spend a disproportionate amount of time on administrative tasks but, at
the same time, find that an increase in staffing does not necessarily lead to more time spent with patients.

Confusion and inconsistency
Inconsistencies in health professionals’ approaches to patients were prominent across the three studies. In
Study I, the results highlighted vague and contradictory ideas about recovery and how to support it among
health professionals who expressed uncertainties about their role and contributions to patients’ personal
recovery processes. In Study II, the patients experienced confusion regarding being told different things by
different health professionals and not knowing on which information they should rely. Furthermore, in
Study III, the health professionals seemed governed by varying factors: the patients’ individual needs; rules
and regulations; and their own personal opinions and values, sometimes resulting in delayed and wavering,
and occasionally even contradictory, responses to patients’ needs and requests. Similar results have been
reported in other studies. In exploring what patients consider helpful in inpatient settings, Koivisto et al.
(2004) found that patients experience their interactions with mental health nurses to be unorganized.
When exploring user involvement in inpatient settings, Storm and Davidson (2010) found a considerable
amount of confusion among patients in regard to their care plans. In a recent study of mental health
nurses’ therapeutic role in inpatient settings, McAllister and McCrae (2017) report similar findings of
patients experiencing inconsistent responses from mental health nurses depending on the individual
involved. In Study I, the results pointed to lack of a clear ideology, and contradictory structures in standards
and procedural practices in clinical practice, such as coercion and compulsory treatment, leading to the
paradox of negotiating choice where none exists. Moreover, there is the dilemma of supporting the
patients’ choice while at the same time taking account of health professionals’ responsibility for the
patients’ safety, which was mirrored in Study III, where the negotiations between patients and health
professionals took account of, among other concerns, safety issues. In a study of mental health
professionals’ perspectives on supporting recovery, Le Boutillier (2014) also found differing perspectives on
the role of the health professionals, leading to different ways of prioritizing in clinical practice. While some
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focused on the esteem of their professional role, others prioritized duty of care, while still others focused
on promoting empowerment and the individual needs of the patients. The inconsistences suggest, as
highlighted in Study I, a lack of clear ideology of the role of the health professionals in these settings and
which needs to prioritize.

A medical-driven practice
The results of this thesis suggest that a medical-driven practice that focuses on deficits and reduction of
symptoms is somewhat dominant in the mental health inpatient settings. In Study I, I found that health
professionals tend to situate their understanding of recovery within a biomedical definition and state that
they tend to resort to medical- and crisis-driven practices. In Study II, the patients reported experiences of
being observed and assessed on objective traits by health professionals as a way of evaluating their
progress. Moreover, I found that patients perceived medication as the dominant and central focus in
treatment. The thesis does not explore the patients’ expectations of treatment and care. From their
experience, despite also referring to elements as daily activities, medication was dominant in treatment, a
goal in itself and, for some, even perceived as mandatory and unavoidable. However, I did not explore
whether this perception perhaps reflected the practice in the setting, or whether it also reflected the
patients’ personal expectations of what constitutes mental health treatment and care, and thus their
expectations of what treatment one can expect in this setting. Possibly, if the health professionals were
asked the same question (namely, what does treatment consist of here?) they would have provided another
answer. In their perceptions, treatment and care may very well include a range of other activities, for
example exercise or practical tasks on the wards, elements perhaps not recognized by patients as part of
their treatment and care. Cleary et al. (2012) explored mental health nurses’ views of good work in
inpatient settings and found teamwork within the staff group and interpersonal interactions with patients
to be the two most prominent themes. Interestingly, medication was an important factor in both themes.
For example, one of the values of teamwork related to good patient care was that of making patients
realize the need for medication. Convincing patients to take pro re nata (‘as needed’) medication was the
most commonly mentioned situation when describing successful interpersonal interactions with patients. A
predominance of a medically driven practice in inpatient settings has been reported in other studies (Ito et
al., 2005; McAllister and Moyle, 2008). Baker et al. (2014b) report that mental health inpatient nurses have
a tendency to resort to medical solutions and argue for increased medical doses before exploring other
strategies to manage potential risk situations.
Although effective medication is by no means contradictory to recovery-oriented practices (Slade, 2009;
Spaniol et al., 2002) the emphasis put on this element in mental health treatment, as reflected in Studies I,
II and III, gives cause for concern of a tendency to situate patients’ recovery primarily as symptom
reduction, and a tendency that medical treatment takes precedence over other elements such as aiming for
achieving personal life goals and engaging in social interaction.

Recovery-oriented practice on limited grounds
Together, the results suggest that recovery-oriented practice, as proposed by the RSA scale, unfolds in the
mental health inpatient settings in a somewhat reduced version and on limited grounds. The results of
Study I show that health professionals are aware of the concept and are generally sympathetic towards it.
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When exploring the interactions between patients and health professionals in Study III, I found that health
professionals express intentions of collaborating with patients, and that they articulate recovery-oriented
values, such as patients’ personal goals and preferences. However, the patients in Study II did not
experience having an influence and choice in their treatment and care, and considered decisions about
their treatment and discharges to be made by health professionals in the office, without their presence,
based on the health professionals’ observations as a way of evaluating their progress. This was mirrored in
the results of Study III, where decisions were often made before consulting the patients. Despite the
articulation of values such as personal life goals in the interaction between patients and health
professionals found in Study III, patients in Study II did not find their personal goals to be part of the goal
for treatment and care during admission. Furthermore, patients’ views and preferences could be overruled
by competing demands in the form of bed capacity, safety responsibility and relatives’ concerns. Moreover,
the lack of engagement between patients and health professionals, the medically driven treatment, and the
fact that patients and health professionals largely negotiated within the framework of organizational logics
does not mirror the values of recovery-oriented practice. On that basis, it seems that recovery-oriented
practice generally unfolds in the awareness and rhetoric of the health professionals, as seen in Study I and
Study III, and that it dissipates in the process of being conveyed into actions, as reflected in the results of
Study III, and to the patients who seem to have the least experience of it as reflected in the results of Study
II, although the patients did highlight an experience of being accepted, understood and having company,
which they appreciated.
The issue that recovery-oriented practice, as yet, seem to remain in the strategic levels of mental health
services and in the rhetoric of health professionals has been raised by others (Davidson et al., 2006; Glover,
2005; O’Hagan, 2004) and is supported by research that, among other issues, finds discrepancies between
health professionals’ and patients’ perceptions of the degree of recovery-orientation in different services.
For example, Hungersford and Fox (2014) explored consumers’ perceptions of the recovery-orientation of a
mental health service facility, in which recovery-oriented services had been implemented, and found that
the participants did not experience the services to be recovery-oriented. Jaeger et al. (2015) found
promising positive outcomes in health professionals’ attitudes and knowledge of the concept of recovery
after targeted alterations in a mental health inpatient ward, while no sign of improved treatment
satisfaction, quality of life, perceived autonomy, therapeutic relationship and hope was found among
patients. Zuaboni et el. (2017) measured the impact of a recovery-oriented nursing intervention among
health professionals and patients from inpatient settings in a large-scale randomized controlled trial using
the RSA scale but found no significant differences in either of the RSA items. Le Boutillier et al. (2014) found
a concern among mental health professionals that the concept of recovery was translated to fit service
structures and framed within the clinical language and system, in their study of what mental health
professionals do to support recovery.
Moving towards recovery-oriented practice in the mental health services is challenging (Slade et al., 2014).
Shepard et al. (2008) and Davidson et al. (2009) argue that recovery-oriented practices are not to be
considered supplementary to the existing practice, but rather as a replacement – a paradigm shift – which
requires substantial and comprehensive changes in the organizational structures and procedures. If not
based in the foundation of the clinical practice, the provision of recovery-oriented practice risks being
altered into something that corresponds with the existing culture rather than changing it (Karlsson and
Borg, 2017; Oute et al., 2015).
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Conclusions
Overall, the results of the thesis suggest that recovery-oriented practice unfolds in a reduced version and
on limited grounds. It unfolds in the awareness and rhetoric of the health professionals, who articulate
recovery-oriented values as patients’ personal life goals and collaborations. However, it seems to dissipate
in the translation into actions and in being conveyed to the patients, who have only the most limited
experience of recovery-oriented practice in this setting. Patients experience a lack of information about
their care and treatment plans. Limited engagement between patients and health professionals challenges
the development of trust and the productive relationship needed to support the patients’ personal
recovery. Thus, despite health professionals’ awareness and intentions of supporting patients’ personal
recovery, the principles of recovery-oriented practice are not seen to be reflected in the clinical practice in
mental health inpatient settings. Rather, it seems that recovery-oriented practice remains a supplement to
an existing practice, and is preceded by two other agendas taking precedence: a medical treatment
paradigm in which health professionals maintain a position as experts and authorities who can make
important treatment decisions for patients without consulting them; and organizational priorities that
seem to lead health professionals to tend to bed capacity, rules and regulations of the ward and safety
responsibilities, sometimes at the expense of the patients’ individual needs.

Implications for practice and research
In this section, I discuss the implications of the results of the thesis in relation to practice and future
research.

Implications for practice
The results of the thesis highlight several issues that are pertinent to address in order to move recoveryoriented practice beyond the awareness and rhetoric of health professionals and into the foundation of
clinical practice.
First, the health professionals’ uncertainties and different understandings of personal recovery and
recovery-oriented practice call for continuous and extensive dissemination and education of health
professionals in order to establish the required knowledge and clarity about the concept of personal
recovery and how it differs from clinical recovery. Furthermore, there seems to be a need for providing
more insight into the values and rationale behind recovery-oriented practices and the concrete ways of
working in accordance to this.
Given that interaction is a prerequisite for establishing any kind of collaboration, it is crucial to emphasize
the importance of the relationship between patients and health professionals. The engagement and
interaction between patients and health professionals is highly important in order to gain an insight into
the patient as a whole person with strengths and limitations and thereby create space for reflections about
each patient’s personal life goals, their preferences and to develop trust.
The procedures regarding decision making which currently allow for health professionals to make
important decisions without consulting the patients are highly pertinent to reorganize. Based on the results
of Studies II and III, it is recommended to look into the ward routines regarding treatment meetings. The
meetings are routinely held in the morning before engaging with patients, which is why decisions can be
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made before inquiring their views. Furthermore, the agendas of planned consultations with, in particular,
psychiatrists, are very often preconceived by health professionals, leaving only a limited opportunity for the
patients to contribute with other agendas. It seems relevant to pursue a structure in which agendas for
planned consultations are conceived in collaboration and based on the patients’ wishes. Alternatively,
routinely informing the patient of the planned agendas prior to the consultations would provide the
patients with an opportunity to prepare and reflect on their preferences regarding the agenda for the
consultation. Furthermore, there seems to be a rather urgent need for procedures to ensure that patients
are routinely provided sufficient information about their treatment- and care plans in order to create
transparency and opportunity to influence decisions.
The inconsistent approach to patients and the confusion it brings call for a more clear ideology for health
professionals to navigate by in practice. There seems to be a need for clarity on what to prioritize in these
settings. The patients in Study II experienced the wards as being a place for safety and acceptance. They
appreciated the structure of the ward and the opportunity to retreat and let go. Acknowledging and
emphasizing this potential for inpatient settings’ ability to provide a safe place with the opportunity for the
patients to feel accepted and let go may be an important part of their contribution to the patients’ personal
recovery. The patients in Study II also highlighted the importance of simply being around other people and
the comfort this brings. Therefore, recognizing how inpatient settings currently exist in terms of limited bed
capacity and the somewhat short admissions suggests that it may be relevant to enhance this feature of
inpatient settings as one of their main and most important functions. From this perspective, it would be
important for the health professionals in such settings to prioritize a significantly larger amount of informal
engagement with the patients, aiming for the establishment of a sincere and equal relationship and to
convey hope, acceptance, and space for retreat, rather than maintain a practice aimed at fast symptom
reduction and diagnostic assessment by observing patients from a distance.
Overall, the results call for substantial changes in the organization of the inpatient settings in order to
integrate recovery-oriented values into the concrete procedures in the inpatient settings, where other
agendas currently seem to be dominating, particularly regarding decision making and information and the
role and priorities of health professionals.

Implications for research
The results also highlighted different suggestions for future research. The literature search for Study I
identified a somewhat small amount of research articles dealing with recovery and recovery-oriented
practice in inpatient settings, indicating that research efforts in this area currently remain limited.
Therefore, in general, research on this area seems beneficial in order to add insight to the existing
knowledge base. Repeating the types of study comprising this thesis in other hospitals and countries would
offer a more complete perspective on this area.
The articles included for the literature review also indicated that the patients’ perspectives and experiences
on elements that support personal recovery in this setting are limited. Although some of the articles
included patients as informants, the majority of informants in the articles consisted of health professionals.
Gaining more insight into this issue could provide a broader basis for developing recovery-oriented
practices targeting the patients’ needs in the inpatient settings
Based on the health professionals’ uncertainties of how to support personal recovery and how to work
according to recovery-oriented practice in inpatient settings, there seems to be a need for research aimed
at exploring how recovery-oriented practice can apply to this setting in particular and to develop concrete
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models and guidelines for health professionals in order to provide clarity of how to support personal
recovery in this setting.
The challenges posed by competing demands in the form of organizational logistics call for research to
investigate in more detail which organizational structures and procedures seem to impede the provision of
recovery-oriented practice and how to rethink and reorganize them in order to support and emphasize
recovery-oriented practices rather than diminish them.
Lastly, the insight I gained into the existing research literature about recovery, recovery-oriented practice
and adjacent concepts in inpatient settings during the progression of the thesis revealed an important gap
in the research literature: the vast majority of research studies including health professionals as informants
or research subjects are directed towards the work and perspectives of mental health nurses, and, to lesser
extent, social workers. The work and perspectives of psychiatrists were, however, remarkably absent. Given
their prominent role in the work of inpatient settings, e.g. the consulting psychiatrists are part of the ward
managements and have the ‘treatment responsibility’ in the hospital studied in this thesis, it seems
pertinent to direct the research efforts to including psychiatrists to a greater extent. For example, it would
be beneficial to gain more knowledge into their understandings of personal recovery and their role in
recovery-oriented practice and in the work in moving towards recovery-oriented practice in inpatient
settings.
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English summary
During the past years it has become an objective for the mental health services in many countries to offer
mental health treatment and care based on a recovery-oriented practice in order to support the personal
recovery for individuals experiencing mental illness. Personal recovery refers to the process in which an
individual gain or rebuild a good and meaningful life with or without symptoms. The transition to recoveryoriented mental health services is considered a paradigm shift from a purely biomedical practice focused on
symptom reduction towards a holistic approach focused in the individual’s wellbeing and potential for
growth, which requires a close partnership between the individual and health professionals. However,
moving towards recovery-oriented practice has proven challenging, especially within mental health
inpatient settings. The field of recovery-oriented practice is still in the initial stages. This is especially true
within inpatient settings where research on, and the promotion of, recovery-oriented practice remain areas
of modest effort, and we currently have limited knowledge as to how recovery-oriented practice unfolds in
such settings. This thesis aimed to explore how recovery-oriented practice unfolds in the mental health
inpatient settings as reflected in the existing research literature and in the experiences of patients and
interactions between patients and health professionals. This aim was explored through three sub-studies.
The first sub-study was a literature review that aimed to investigate to what extent a recovery-oriented
approach is an integrated part of mental health inpatient settings. A systematic literature search and
inclusion process was conducted to identify and include scientific state-of-the-art research articles dealing
with the concept of recovery and recovery-oriented practice in mental health inpatient settings. Eight
research articles were included and analyzed with qualitative content analysis.
The second sub-study was an interview study that aimed to explore whether recovery-orientation efforts
are in any way reflected in patients’ experiences of their care and treatment in mental health inpatient
settings. Semi-structured interviews were conducted with 14 patients. In the interviews an interview guide
inspired by the Recovery Self-Assessment scale was followed. The interviews were transcribed and
analyzed with qualitative content analysis.
The third sub-study was an observation study that aimed to explore how recovery-oriented practice is
reflected in the interactions between patients and health professionals around treatment in mental health
inpatient settings. Participant observations were conducted on two inpatient wards, respectively an open
and a locked ward, over a period of two months, 84 hours in total. The participant observations followed an
observation guide inspired by the Recovery Self-Assessment scale. Field notes were analyzed with
qualitative content analysis.
The literature review show that mental health professionals in inpatient settings have divergent
understandings and definitions of the concept of recovery and recovery-oriented practice and difficulties in
translating knowledge into practice. Neither health professionals nor patients consider recovery-oriented
practice to be embedded in the inpatient settings and experience low levels of collaboration and
engagement between patients and health professionals. A medical- and crisis-driven practice seems to
dominate the clinical practice in inpatient settings. Challenges to working in a recovery-oriented manner
are ascribed to constraints in resources and capacity, lack of a clear ideology, contradictory structures in
standards and procedural practices in the organization of inpatient settings and impractical physical design
creating an unsafe environment.
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The semi-structured interviews show that the participants perceive the inpatient ward as a place where
they feel safe and accepted and provided with a structure that they appreciate. They experience being in
the company of other people, other patients and health professionals, as comforting. However, they miss
engaging with the health professionals which they consider to be occupied by practical tasks that take away
time from the patients. The participants experience limited choice and influence in regards of their own
treatment and care, which they consider to be primarily consisting of medication and not based on their
personal life goals and preferences. They also experience to be provided with limited information as to
their treatment and care plans and that they receive divergent information from the health professionals.
Furthermore, they describe that the evaluation of their progress is primarily based on the health
professionals’ continuous observations and assessments.
The participant observations show that health professionals articulate recovery-oriented values and
express intentions of collaborating with the patients. However, the interactions between the patients and
health professionals around treatment are primarily characterized by an ‘as-if collaboration’. The patients
and health professionals negotiate with each other regarding issues as treatment and leave, but the health
professionals have the superiority and decisions regarding treatment are often made by the health
professionals before the patients are consulted. The patients’ influence as to their treatment is primarily
limited to choosing between different types of medication, dosage and time. The patients are often met
with inconsistent guidance from the health professionals. They receive different and sometimes
contradictory information from the health professionals that seem to be governed by several factors, such
as the patients’ individual needs, rules and regulations, and their own personal opinions and values in
regards of treatment and care. Uncertainties as to the individual patient’s treatment plan sometimes result
in decisions and the patients’ requests being postponed. The interactions between patients and health
professionals are influenced by competing demands, such as maintaining order in the ward and
accommodating concerned relatives, and, in particular, the need for making space for new patients.
Overall, the results of the thesis suggest that recovery-oriented practice unfolds in the awareness and
rhetoric of the health professionals who are aware of the concept and articulate recovery-oriented values.
But it dissipates in the translation into actions and in being conveyed to the patients. Recovery-oriented
practice are not seen to be reflected in the clinical practice in mental health inpatient settings and seems to
be preceded by two other agendas: a medical treatment paradigm in which health professionals maintain a
position as experts and authorities who can make important treatment decisions for patients without
consulting them; and organizational priorities that seem to lead health professionals to tend to bed
capacity, rules and regulations of the ward and safety responsibilities, sometimes at the expense of the
patients’ individual needs. Recommendations for practice and future research include identifying and
change organizational procedures and structures that impede recovery-oriented practices; emphasizing
more engagement and interaction between patients and health professionals; and exploring and
developing recovery-oriented practices and guidelines specifically for inpatient settings in order to provide
for a more clear ideology in such settings.
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Dansk resume
Over de seneste år er det blevet et visionsmål i psykiatrisk regi i adskillige lande at tilbyde psykiatrisk
behandling og pleje baseret på en recovery-orienteret praksis, som har til formål at støtte den personlige
recovery hos mennesker, som oplever psykisk sygdom. Personlig recovery dækker over den proces, et
menneske gennemgår henimod et godt og meningsfuldt liv med eller uden symptomer. Overgangen til en
recovery-orienteret praksis i psykiatrien anses af mange for at være et paradigmeskifte fra en ren
biomedicinsk praksis fokuseret på symptomreduktion henimod en holistisk tilgang fokuseret på individets
velvære, relationer og potentiale for udvikling som sker i et tæt samarbejde mellem individet og
sundhedspersonale. Implementeringen af en recovery-orienteret praksis har dog vist sig at være
udfordrende især på psykiatriske sengeafsnit. Recovery-orienteret praksis er et relativt ungt
forskningsområde, og den overvejende del af forsknings- og udviklingsarbejdet inden for området har indtil
videre taget udgangspunkt i det sociale- og ambulante regi. Derfor har vi på nuværende tidspunkt
begrænset indsigt i, hvordan recovery-orienteret praksis udfolder sig på psykiatriske sengeafsnit.
Formålet med denne ph.d. afhandling var at udforske, hvordan en recovery-orienteret praksis udfolder sig
på psykiatriske sengeafsnit i den eksisterende forskningslitteratur på området, i patienters oplevelse af
deres behandling og pleje på sengeafsnit, samt i interaktionerne mellem patienter og sundhedspersonale
vedrørende behandling. I afhandlingen indgår tre delstudier.
Det første delstudie er et litteratur-review, hvis formål var at undersøge, i hvilken udstrækning en recoveryorienteret tilgang synes at være integreret i den kliniske praksis på psykiatriske sengeafsnit. En systematisk
litteratursøgning og inkluderingsproces blev udført for at identificere og inkludere videnskabelige
forskningsartikler omhandlende recovery og recovery-orienteret praksis på psykiatriske sengeafsnit. Otte
forskningsartikler blev inkluderet og analyseret ved hjælp af kvalitativ indholdsanalyse.
Det andet delstudie er et interviewstudie, hvis formål var at undersøge, om recovery-orienterede indsatser
reflekteres i patienters oplevelser af den pleje og behandling, de modtager på psykiatriske sengeafsnit.
Semistrukturerede interviews med 14 indlagte patienter på psykiatriske sengeafsnit blev udført med en
interviewguide inspireret af Recovery Self-Assessment skalaen. Interviewsne blev transskriberet og
efterfølgende analyseret ved hjælp af kvalitativ indholdsanalyse.
Det tredje delstudie er et observationsstudie, hvis formål var at udforske, hvordan recovery-orienteret
praksis reflekteres i interaktionen mellem patienter og personale vedrørende behandling på psykiatriske
sengeafsnit. Deltagerobservationer blev foretaget på to psykiatriske sengeafsnit, henholdsvist et åbent og
et lukket afsnit, over en periode på to måneder, i alt 84 timer. Observationerne fulgte en fokuseret guide
inspireret af Recovery Self-Assessment skalaen. Feltnoter fra observationerne blev analyseret ved hjælp af
kvalitativ indholdsanalyse.
I litteratur-reviewet fremgår det, at sundhedspersonale på psykiatriske sengeafsnit har kendskab til
recovery og recovery-orienteret praksis og har intentioner om at integrere det i deres daglige arbejde. Men
deres definitioner og forståelser af, hvad recovery og recovery-orienteret praksis er og indebærer, er
divergerende, og de har svært ved at omsætte deres viden om emnet til praksis. Hverken patienter eller
sundhedspersonale finder, at en recovery-orienteret tilgang er en integreret del af den kliniske praksis, og
oplever kun et begrænset samarbejde og samvær mellem patienter og sundhedspersonale. En medicinsk
og krisedrevet praksis er dominerende på de psykiatriske sengeafsnit. Udfordringer med at arbejde
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recovery-orienteret tilskrives begrænsede ressourcer og kapacitet, en manglende klar ideologi i det daglige
arbejde, kontraproduktive strukturer og procedurer i organiseringen af sengeafsnittene samt
uhensigtsmæssige rumdesign, som skaber sikkerhedsudfordringer.
Fra de semistrukturerede interviews fremgår det, at deltagerne oplever psykiatriske sengeafsnit som et
sted, hvor de føler sig trygge og accepterede og får hjælp til en fast struktur i hverdagen, som de sætter pris
på. De oplever dét at være iblandt andre mennesker, medpatienter og sundhedspersonale, som noget
positivt, men savner mere samvær med sundhedspersonalet, som de oplever ofte er optaget af praktiske
opgaver og ikke har tid til patienterne. Deltagerne oplever kun begrænset valg og indflydelse i forhold til
deres behandling, som de mener primært består af medicin og oplever som ikke værende baseret på deres
personlige mål og præferencer. De oplever også at have en begrænset indsigt i og information om deres
behandlingsplaner samt at de ofte får divergerende beskeder og informationer fra sundhedspersonalet.
Derudover oplever de, at evalueringen af deres fremgang primært bliver baseret på sundhedspersonalets
kontinuerlige observationer og vurderinger af dem.
Fra deltagerobservationerne fremgår det, at sundhedspersonalet artikulerer recovery-orienterede
principper såsom personlige mål, og at de giver udtryk for at søge samarbejde med patienterne. Men
interaktionerne mellem patienter og sundhedspersonale er primært karakteriseret af et symbolsk
samarbejde. Patienterne og sundhedspersonalet forhandler med hinanden om ting som behandling og
udgang, men sundhedspersonalet har beslutningskraften, og ofte bliver beslutninger vedrørende patienter
truffet af sundhedspersonalet, før de har talt med patienten. Patienternes indflydelse på behandlingen er
ofte begrænset til at kunne vælge mellem medicinpræparater, dosis og tidspunkt. Patienterne bliver mødt
af en inkonsekvent tilgang fra sundhedspersonalet. De modtager forskellige og nogle gange helt
modsatrettede beskeder og information fra sundhedspersonalet, som synes at navigere efter flere
forskellige faktorer, herunder patienternes individuelle behov, afsnittets rammer og regler samt deres
egne, personlige holdninger til behandling og pleje. Usikkerhed hos personalet i forhold til de enkelte
patienter og planerne for dem udmønter sig indimellem i, at beslutninger og patienters anmodninger bliver
udskudt. Interaktionerne mellem patienterne og personalet er ydermere influeret af konkurrerende behov,
såsom at holde ro på afdelingen og at imødekomme pårørendes bekymringer. Særligt er behovet for at
skabe sengepladser dominerende og prioriteres til tider over patienternes individuelle behov.
Afhandlingens samlede konklusion er, at recovery-orienteret praksis udfolder sig på psykiatriske
sengeafsnit i en reduceret udgave og inden for en begrænset ramme. Den udfolder sig i bevidstheden og
retorikken hos sundhedspersonalet, som har kendskab til den og artikulerer recovery-orienterede
principper såsom personlige mål. Men den forsvinder i omsætningen til handlinger i praksis. Recoveryorienteret praksis ses ikke klart reflekteret i den kliniske praksis på de psykiatriske sengeafsnit, og synes at
blive underkendt af to overordnede faktorer: et dominerende medicinsk behandlingsparadigme hvor
sundhedspersonalet bibeholder beslutningskraften og kan træffe beslutninger for patienternes behandling
uden at konsultere dem samt konkurrerende behov såsom sengepladser, der sommetider prioriteres over
patienternes individuelle behov. På baggrund af afhandlingens resultater anbefales det psykiatriske
sengeafsnit at ændre de beslutningsprocedurer, der tillader beslutninger at blive truffet uden inddragelser
af patienterne, at lægge vægt på samvær mellem patienter og sundhedspersonale, at identificere og ændre
på strukturer og procedurer i organiseringen af psykiatriske sengeafsnit, som ikke fremmer en recoveryorienteret praksis samt at udvikle klare retningslinjer for, hvordan recovery-orienteret praksis kan og skal
være en integreret del af den kliniske praksis på psykiatriske sengeafsnit.
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Appendices

Recovery Self-Assessment: Items and Factor Loadings
Original
RSA
Item #
25
29
33
26
24
23

22
36
20
14
16
30
27
15
12
21
31

32

35

Item
Factor 1: Life Goals
Staff actively assist people in recovery with the
development of career and life goals that go beyond
symptom management and stabilization.
Staff routinely assist individuals in the pursuit of
educational and/or employment goals.
The role of agency staff is to assist a person with
fulfilling their individually-defined goals and
aspirations.
Agency staff are diverse in terms of culture,
ethnicity, lifestyle, and interests.
Procedures are in place to facilitate referrals to other
programs and services if the agency cannot meet a
person's needs.
Staff play a primary role in helping people in
recovery become involved in non-mental
health/addiction related activities, such as church
groups, special interest groups, and adult education.
Staff use a language of recovery (i.e. hope, high
expectations, respect) in everyday conversations.
Agency staff believe that people can recover and
make their own treatment and life choices.
The achievement of goals by people in recovery and
staff are formally acknowledged and celebrated by
the agency.
Staff and agency participants are encouraged to take
risks and try new things.
Staff are knowledgeable about special interest
groups and activities in the community.
Factor 2: Involvement
People in recovery work along side agency staff on
the development and provision of new programs and
services.
People in recovery are regular members of agency
advisory boards and management meetings.
Persons in recovery are involved with facilitating
staff trainings and education programs
This agency provides structured educational
activities to the community about mental illness and
addictions.
People in recovery are routinely involved in the
evaluation of the agency’s programs, services, and
service providers.
Agency staff actively help people become involved
with activities that give back to their communities
(i.e., volunteering, community services,
neighborhood watch/cleanup).
This agency provides formal opportunities for
people in recovery, family members service
providers, and administrators to learn about
recovery.
The development of a person's leisure interests and
hobbies is a primary focus of services.

Factor
1
1

Loading

RSA-R
item#

RSA-R
PIR brief
version
item#

.73

16

7

1

.66

17

12

1

.61

28

17

1

.59

32

1

.58

--

1

.53

18

1

.45

3

1

.43

7,8,9

1

.41

--

1

.38

12

1

.36

31

2
2

.75

23

16

2

.74

25

11

2

.71

29

2

.61

34-Admin

2

.58

24

2

.55

22

2

.51

33-Admin

2

.38

--

1

6
at this agency.

Original
RSA
Item #
18

34
8
19

17
28

3
13
10
6
11
7
2
9
1

4
5

Item
Factor 3: Diversity of Treatment Options
This agency actively attempts to link people in
recovery with other persons in recovery who can
serve as role models or mentors by making referrals
to self-help, peer support, or consumer advocacy
groups or programs.
Criteria for exiting or completing the agency are
clearly defined and discussed with participants upon
entry to the agency.
People in recovery are given the opportunity to
discuss their sexual and spiritual needs and interests.
This agency provides a variety of treatment options
(i.e., individual, group, peer support, holistic
healing, alternative treatments, medical) from which
agency participants may choose.
Groups, meetings, and other activities can be
scheduled in the evenings or on weekends
At this agency, participants who are doing well get
as much attention as those who are having
difficulties.
Factor 4: Choice
People in recovery have access to all their treatment
records.
Agency staff do not use threats, bribes, or other
forms of coercion to influence a person's behavior or
choices.
Staff at this agency listen to and follow the choices
and preferences of participants.
People in recovery can choose and change, if
desired, the therapist, psychiatrist, or other service
provider with whom they work.
Progress made towards goals (as defined by the
person in recovery) is monitored on a regular basis.
Most services are provided in a person's natural
environment (i.e., home, community, workplace).
Factor 5: Individually-Tailored Services
This agency offers specific services and programs
for individuals with different cultures, life
experiences, interests, and needs.
All staff at this agency regularly attend trainings on
cultural competency.
Helping people build connections with their
neighborhoods and communities is one of the
primary activities in which staff at this agency are
involved.
This agency provides education to community
employers about employing people with mental
illness and/or addictions.
Every effort is made to involve significant others
(spouses, friends, family members) and other natural
supports (i.e., clergy, neighbors, landlords) in the
planning of a person's services, if so desired.

Factor
3
3

Loading

RSA-R
item#

RSA-R
PIR brief
version
item#

.54

20,21

5, 10

3

.53

26

15

3

.52

14, 15

3

.51

35-Admin

3

.50

36-Admin

3

.43

--

4
4

.62

5

4

4

.59

6

14

4

.56

10

9

4

.54

4

4

.49

27

4

.47

--

5
5

.65

13

8

5

.58

30

13

5

.55

11

3

5

.53

--

5

.43

19

so as not to conflict with ot

Original
RSA
Item #

Factor
RSA-RFam

RSA-R 33. Staff makes efforts to welcome me and
make me feel comfortable in this program.
RSA-R 34. Staff encourage me to have hope and high
expectations for my loved one’s recovery.

RSA-R
fam
RSA-R
fam

33-fam

RSA-R 35. Staff listen to me and respect my opinion
about my loved one’s treatment and care.

RSA-R
fam

35-fam

RSA-R 36. Staff include me in my loved one’s
recovery/ treatment planning.

RSA-R
fam

36-fam

RSA-R 37. I am encouraged to help staff with the
development of new groups, programs, or services.

RSA-R
fam

37-fam

RSA-R 38. I am encouraged to be involved in the
evaluation of this program’s services and service
providers.

RSA-R
fam

38-fam

RSA-R 39. I am encouraged to attend agency advisory
boards and management meetings, if I want.

RSA-R
fam

39-fam

RSA-R 40. I am/ can be involved in facilitating staff
trainings and education programs at this agency.

RSA-R
fam

40-fam

RSA-R New Items: Inviting Factor

RSA-R
Invite
RSA-R
Invite
RSA-R
Invite

RSA-R 1. Staff welcomes me and help me feel
comfortable in this program.
RSA-R 2. The physical space of this program (e.g., the
lobby, waiting rooms, etc.) feels inviting and dignified.

Loading

RSA-R
item#

Item
Family Only Factor (RSA-R)

RSA-R
PIR brief
version
item#

34-fam

1

1

2

2

Interviewguide
SPØRGSMÅLS
TYPE

TEMA

Indledende

SPØRGSMÅL
Hvor længe har du været indlagt her?
Hvordan har det været for dig at være
indlagt her?

RSA FAKTOR

RSA TEMA

SPØRGSMÅL

Livsmål

Hvordan og i hvilken kontekst
definerer informanten sine egne
personlige livsmål og evaluerer
fremgang?
Hvordan og hvornår er informantens
personlige mål en del af
behandlingen?
Hvordan og hvornår hjælpes
informanten til at få arbejde, komme i
uddannelse eller opsøge aktiviteter
der ikke er relateret til psykiatri?
Hvordan og hvornår optræder
”recovery-sprog” (håb, tro på at
kunne blive rask osv.)?
På hvilken måde er hobbyer og det at
forfølge personlige interesser et fokus
i behandlingen?
På hvilken måde og af hvem tiltros
informanten at kunne træffe
beslutninger for sig selv?
Hvornår og hvordan præsenteres
informanten for at kunne vælge
mellem forskellige former for
behandling?
Hvornår og hvordan har informanten
mulighed for at snakke om sine
personlige interesser?
På hvilken måde har informanten
mulighed for at omgås andre
(brugere) som kan være
rollemodeller?
Hvornår og hvordan har informanten
adgang til sin egen journal

Hvordan oplever du at du bliver hjulpet
her?

Behandlingsmuligheder

-

Særlige ting du gerne vil have hjælp
til?
Særlige mennesker som hjælper?
Særlige situationer som har
hjulpet/hjælper?

Hvilke tanker har du om fremtiden i
forhold til fx arbejde, uddannelse, dine
personlige interesser?
-

Hvem snakker du med om det?
Hvordan får du hjælp til det?
Hvilke muligheder har du for at
forfølge det her?
Er det noget der er en del af
behandlingen her?
Hvem hjælper dig med det?

Har du haft mulighed for at vælge
mellem forskellige ting i forhold til
behandlingen?
-

Hvornår?
Hvilke muligheder?
Hvem gav dig muligheder?

Hvad laver du i løbet af dagen her på
afdelingen?
-

Er der nogen du taler meget med?
Hvad taler I om?
Er der nogen særlige du taler med
om personlige ting?
Hvad kan du godt lide at lave her?

Har du adgang til at se hvad der står i
din egen journal?
-

Valg

Hvornår og hvordan bliver
informantens personlige præferencer
hørt og fulgt i behandlingen?
Hvornår og hvordan har informanten
mulighed for at flytte afsnit, skifte
psykiater eller kontaktperson, hvis

Hvordan får man adgang til den?
Hvilke papirer får du?
Af hvem?

Hvilken indflydelse har du på forløbet
her?
-

I forhold til bestemte ting?
I hvilke situationer?
I forhold til hvilke mennesker?
Tages der særlige hensyn til dig?

han/hun ønsker det?

Individuel
tilpasning

-

Hvordan og hvornår er der mulighed
for services under
indlæggelsesforløbet, som er tilpasset
informantens kultur, behov,
interesser og livserfaringer?
Hvordan og hvornår får informanten
hjælp til at opbygge relationer i sit
eget netværk/nærmiljø?
Hvornår og hvordan er informantens
pårørende inddraget i deres
behandling og indlæggelsesforløb?

Hvem og hvornår tager hensyn?

Hvordan bliver der taget hensyn til den
du er i indlæggelsesforløbet/på
afdelingen?
-

-

Er der nogen som er anderledes for
dig end de andre? (fx bestemte ved
behov?)
Har du nogen særlige muligheder
her?
Er der noget der begrænser dig?
Er der noget du gerne vil/har brug
for som du ikke kan mens du er
her?

Har du kontakt til dine pårørende mens
du er her?
-

Hvordan?
Kommer de fx med til samtaler med
personalet?
Hvornår?/I forhold til hvad?
Hvad taler I om på de møder så?
Hvordan er det for dig?

Nej?
-

Livsmål/
Behandlingsmuligheder

Hvornår og hvordan tilbydes
informanten at lære noget om
recovery?
Hvornår og hvordan er informanten
inddraget i evalueringen af sin egen
behandling?
Hvornår og hvordan diskuteres
kriterierne for informantens
udskrivelse?

Hvorfor ikke?
Har du lyst til at have kontakt med
dem?/ andre?
Hvordan bliver du hjulpet til det og
af hvem?

Der findes et begreb som hedder
recovery, som blandt andet handler om
personlige værdier som håb, sociale
relationer, individuel behandling osv.
Har du hørt om det?
-

Er det noget I taler om på afsnittet?
Hvilke mennesker taler du med om
det?
Med hvem taler du med om sådan
noget som at blive rask?
Med hvem snakker du med om
sådan noget som håb?

Hvornår er du egentlig klar til at blive
udskrevet herfra?
-

-

AFRUNDING
Er der noget du synes du mangler at uddybe?
Er der noget du gerne vil spørge mig om?
Tusind tak for din deltagelse!

Er det noget I har aftalt på
forhånd?
Hvem diskuterer du det med?
Taler I løbende om det?
Hvordan og med hvem evaluerer du
din behandling her?

Kontakt
Kompetencecenteret for Rehabilitering & Recovery
Psykiatrisk Center Ballerup
Maglevænget 2, byg. 24
2750 Ballerup, Denmark
Mail: anna.kristine.waldemar@regionh.dk

Information om
interview
Juli 2015

Bedste hilsner,
Anna Kristine Waldemar
Sygeplejerske, cand.cur., ph.d. studerende

Hej!

Interviewet

Mit navn er Anna Kristine Waldemar og jeg er i gang med at
lave en undersøgelse som hedder ”Recovery-orienteret
praksis på psykiatriske sengeafsnit”.

Interviewet foregår som en samtale mellem dig og mig, hvor
jeg beder dig fortælle mig om hvordan du oplever det at
være indlagt på psykiatrisk sengeafsnit og spørger ind til
forskellige ting undervejs som du fortæller.

I den forbindelse skal jeg interviewe nogle forskellige
personer imens de er indlagt på et psykiatrisk sengeafsnit.
Derfor vil jeg gerne invitere dig til at deltage i undersøgelsen.

Det varer i ca. 1 time og vi sidder på afsnittet hvor du er
indlagt, enten på din stue eller i et uforstyrret rum.

Dit bidrag er af meget stor betydning for undersøgelsen og
jeg sætter stor pris på alles deltagelse.

Formål og anonymitet

Frivilligt

Formålet med interviewet er, at undersøge hvordan du
oplever det at være indlagt på et psykiatrisk sengeafsnit, og
din oplevelse af den behandling og pleje som du modtager
der.

Det er naturligvis helt frivilligt, om du har lyst til at deltage i
interviewet. Ønsker du ikke at deltage, vil det ikke få nogen
betydning for dit nuværende eller eventuelle fremtidige
behandlingsforløb.

Interviewet er en del af en større undersøgelse, som ender
med at blive udgivet i flere videnskabelige artikler.

Hvis du deltager i et interview og senere fortryder det, kan
du sagtens bede om at få dine oplysninger slettet fra
undersøgelsen.

Alle som deltager i et interview vil være og vedblive helt
anonyme. Alt hvad du fortæller om er i øvrigt fortroligt og vil
kun blive brugt til undersøgelsen.

Du er velkommen til at sende en e-mail, hvis der er noget, du
vil spørge om. Du kan finde mine kontaktoplysninger på
bagsiden af denne folder.

INFORMERET SAMTYKKE

Tilsagn vedrørende deltagelse i interview i undersøgelsen ”Recovery-orienteret praksis på
psykiatriske sengeafsnit”

Navn:
Fødselsdato:

Jeg giver hermed samtykke til at deltage i undersøgelsens interview og er bekendt med, at det er
anonymt og frivilligt at deltage i undersøgelsen, samt at jeg når som helst kan trække mit tilsagn
tilbage. Alle oplysninger som gives ved interviewet er helt fortrolige. Det har ingen konsekvenser
for min nuværende eller eventuel fremtidig behandling at deltage i interviewet, eller i fald jeg
fortryder min deltagelse og trækker mit tilsagn tilbage. Jeg har modtaget mundtlig og skriftlig
information om undersøgelsen og jeg har fået en kopi af denne samtykkeerklæring til eget brug.

Dato

Underskrift

Information poster

Kontakt
Kompetencecenteret for Rehabilitering & Recovery
Psykiatrisk Center Ballerup
Maglevænget 2, byg. 24
2750 Ballerup, Denmark
Mail: anna.kristine.waldemar.madsen@regionh.dk

Information om
undersøgelse

Mange hilsner,
Anna Kristine Waldemar
Sygeplejerske, cand.cur., ph.d. stud.

Undersøgelsen

Hvad betyder det for dig?

Formålet med denne undersøgelse er at få mere viden om,
hvordan recovery-orienteret arbejde ser ud på psykiatriske
sengeafsnit. Jeg vil gerne se, hvordan det foregår i hverdagen, og
høre hvordan patienter og personaler beskriver det.

For dig betyder det, at du vil opleve, at jeg går rundt og følger
med i, hvad du gør, snakker om og siger. Jeg vil også henvende
mig til dig og spørge om forskellige ting, eller blot snakke om løst
og fast. Jeg vil ind imellem bede om lov til at følge med til møder,
lægesamtaler og lignende.

Derfor opholder jeg mig på afsnittet, hvor jeg går rundt, kigger og
snakker med både personale og patienter. Jeg vil være der på
forskellige tidspunkter af dagen og forskellige dage af ugen.

Nogle af de ting, jeg ser og som jeg snakker med dig om, vil jeg
skrive ned. Det indgår alt sammen i undersøgelsen, som udgives i
en videnskabelig artikel. I artiklen vil sted og personer som har
været en del af undersøgelsen fortsat være anonyme.

Frivilligt og anonymt

Din betydning

Det er naturligvis helt frivilligt, om du har lyst til at deltage i
undersøgelsen, at snakke med mig og hvad du ønsker at fortælle
om. Ønsker du ikke at deltage, vil det ikke få nogen betydning for
dit nuværende eller fremtidige behandlingsforløb, eller dit
ansættelsesforhold.

Dit bidrag er af meget stor betydning for undersøgelsen og jeg
sætter stor pris på alles deltagelse.

Både afsnittet, patienter, personaler, pårørende og alle andre,
som på en eller anden måde kommer i berøring med
undersøgelsen vil være og vedblive helt anonyme. Alt hvad du
fortæller om er i øvrigt fortroligt og vil kun blive brugt til
undersøgelsen.

Du er altid velkommen til at henvende dig til mig når jeg går rundt
i afsnittet. Du er også velkommen til at sende en e-mail, hvis der
er noget, du vil spørge om. Du kan finde mine kontaktoplysninger
på bagsiden af denne folder.

Kontakt
Kompetencecenteret for Rehabilitering & Recovery
Psykiatrisk Center Ballerup
Maglevænget 2, byg. 24
2750 Ballerup, Denmark
Mail: anna.kristine.waldemar.madsen@regionh.dk

Information til personale
om undersøgelse

Mange hilsner,
Anna Kristine Waldemar
Sygeplejerske, cand.cur., ph.d. stud.

Undersøgelsen

Hvad betyder det for dig?

Formålet med denne undersøgelse er at få mere viden om,
hvordan recovery-orienteret arbejde ser ud på psykiatriske
sengeafsnit. Jeg vil gerne se, hvordan det foregår i hverdagen, og
høre hvordan patienter og personaler beskriver det.

For dig betyder det, at du vil opleve, at jeg går rundt og følger
med i, hvad du gør, snakker om og siger. Jeg vil også henvende
mig til dig og spørge om forskellige ting, eller blot snakke om løst
og fast. Jeg vil ind imellem bede om lov til at følge med til møder,
lægesamtaler og lignende.

Derfor opholder jeg mig på afsnittet, hvor jeg går rundt, kigger og
snakker med både personale og patienter. Jeg vil være der på
forskellige tidspunkter af dagen og forskellige dage af ugen.
Jeg vil også gennemføre interviews med patienter, med fokus på
de ting jeg har lagt mærke til på afsnittet og om recoveryorienteret arbejde. Interviewene bliver afholdt i løbet af år 2015.

Nogle af de ting, jeg ser og som jeg snakker med dig om, vil jeg
skrive ned. Det indgår alt sammen i undersøgelsen, som udgives i
en videnskabelig artikel. I artiklen vil sted og personer som har
været en del af undersøgelsen fortsat være anonyme.

Frivilligt og anonymt

Din betydning

Det er naturligvis helt frivilligt, om du har lyst til at deltage i
undersøgelsen, at snakke med mig og hvad du ønsker at fortælle
om. Ønsker du ikke, at snakke med mig, vil det ikke få nogen
betydning for dig eller dit daglige arbejde.

Dit bidrag er af meget stor betydning for undersøgelsen og jeg
sætter stor pris på alles deltagelse.

Både afsnittet, patienter, personaler, pårørende og alle andre,
som på en eller anden måde kommer i berøring med
undersøgelsen vil være og vedblive helt anonyme. Alt hvad du
fortæller om er i øvrigt fortroligt og vil kun blive brugt til
undersøgelsen.

Du er altid velkommen til at henvende dig til mig når jeg går rundt
i afsnittet. Du er også velkommen til at sende en e-mail, hvis der
er noget, du vil spørge om. Du kan finde mine kontaktoplysninger
på bagsiden af denne folder.

