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Introduccion: Las directrices de las lineas de politicas internacionales de salud mental
estan centradas en el modelo de recuperacion y en la autonomia de las personas con
problemas de salud mental. Uno de los aspectos primordiales de este modelo es la
participacion en salud, presentado como un derecho fundamental del usuario. Existe un
acuerdo general de que la colaboracién es representativa del cambio del paradigma
hacia sistemas de atencion centrados en la persona. Bajo este enfoque, el uso de un

modelo de atencidn colaborativa en los cuidados parecer reunir excelentes condiciones.

Objetivo: Este estudio profundiza, por una parte, en el proceso de cambio producido en
el proceso de recuperacion en usuarios de hospitales de dia de salud mental que recibieron
la intervencion de cuidados colaborativos enfermeros y, por otro lado, evaluar el impacto
de la intervencion de cuidados colaborativos en cuanto a los cambios producidos en el
estado del proceso de recuperacion, en el nivel de salud mental positiva y en la calidad de

la relacion terapéutica con la enfermera.

Disefio: Estudio mixto secuencial y transformativo.

Métodos: Se trata de un estudio de métodos mixtos que consta de tres fases. En la primera
fase, se recogieron datos cuantitativos de 144 usuarios de hospitales de dia de salud
mental. En la segunda fase, un grupo de usuarios recibidé una intervencién, basada en
cuidados de enfermeria colaborativos, a través de la metodologia investigacion-accién
participativa, y se recogieron datos cualitativos a través de entrevistas y grupos focales,
mientras que a otro grupo se les ofrecieron cuidados de enfermeria tradicionales. Por
ultimo, en la tercera fase, se volvieron a recoger datos cuantitativos de todos los usuarios
a través de instrumentos validados para evaluar los cambios sobre la fase del proceso de

recuperacion, el nivel de salud mental positiva y la calidad de la relacion terapéutica.
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Resultados: Los usuarios que participaron en el grupo de intervencidon mejoraron
cuantitativamente en cuanto a la calidad de la relacién con la enfermera. También
mejoraron en las diferentes etapas del proceso de recuperacion, por lo que los resultados
cualitativos confirmaron que la atencion colaborativa fue un componente esencial en su
proceso de recuperacion ya que les ayudd a desarrollar un sentido de pertenencia y
proposito, fortaleciendo las redes de apoyo y fomentando un ambiente de empatia y
comprensidén mutua, aspectos cruciales para mejorar los niveles de salud mental positiva

que también aumentaron a nivel cuantitativo.

Conclusiones: Este estudio demuestra que los cuidados de enfermeria colaborativos en
hospitales de dia de salud mental mejoran los resultados de salud de los pacientes,
aumentando la calidad de la relacién con la enfermera y mejorando la fase del proceso de

recuperacion y la salud mental positiva.

Implicaciones para la profesion y/o la atencion al paciente: Las evidencias obtenidas
indican que la participacién activa de las personas usuarias en la creacion de actividades
grupales es beneficiosa. Los hospitales de dia y otros entornos de tratamiento deberian
considerar la implementacién de programas de atencion colaborativa para mejorar los

resultados de salud de los pacientes.

Palabras clave: Enfermeria, cuidados colaborativos, proceso de recuperacion, salud

mental positiva, relacion terapéutica.
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Introduction: The guidelines of international mental health policy lines are centred on the
recovery model and the autonomy of people with mental health problems. One of the key
aspects of this model is participation in health, presented as a fundamental right of the
user. There is general agreement that collaboration is representative of the paradigm shift
towards person-centred systems of care. Under this approach, the use of a collaborative

care model in care seems to meet excellent conditions.

Obijective: This study explores, on the one hand, the process of change produced in the
recovery process in users of mental health day hospitals who received the collaborative
nursing care intervention and, on the other hand, to evaluate the impact of the
collaborative care intervention in terms of the changes produced in the state of the
recovery process, in the level of positive mental health and in the quality of the therapeutic

relationship with the nurse.

Design: Mixed sequential and transformative study.

Methods: This is a mixed methods study consisting of three phases. In the first phase,
guantitative data were collected from 144 mental health day hospital users. In the second
phase, one group of users received an intervention, based on collaborative nursing care,
through participatory action research methodology, and qualitative data were collected
through interviews and focus groups, while another group was offered traditional nursing
care. Finally, in the third phase, quantitative data were again collected from all users
through validated instruments to assess changes in the stage of recovery process, level of

positive mental health and quality of the therapeutic relationship.

Results: Users who participated in the intervention group improved quantitatively in

terms of the quality of the relationship with the nurse. They also improved in the different
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stages of the recovery process, so the qualitative results confirmed that collaborative care
was an essential component in their recovery process as it helped them to develop a sense
of belonging and purpose, strengthening support networks and fostering an environment
of empathy and mutual understanding, crucial aspects for improving levels of positive

mental health that also increased at a quantitative level.

Conclusions: This study demonstrates that collaborative nursing care in mental health day
hospitals improves patient health outcomes, increasing the quality of the relationship with

the nurse and improving the recovery process phase and positive mental health.

Implications for the profession and/or patient care: Evidence suggests that active
involvement of clients in the creation of group activities is beneficial. Day hospitals and
other treatment settings should consider implementing collaborative care programmes to

improve patient health outcomes.

Keywords: Nursing, collaborative care, recovery process, positive mental health,

therapeutic relationship.
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Introduccio: Les directrius de les linies de politiques internacionals de salut mental
estan centrades en el model de recuperacio i lI'autonomia de les persones amb problemes
de salut mental. Un dels aspectes primordials d’aquest model és la participacio en salut,
presentat com un dret fonamental de 1’usuari. Hi ha un acord general que la
col-laboracio és representativa del canvi del paradigma cap a sistemes d’atencio centrats
en la persona. Sota aquest enfocament, 1’Us d’un model d’atencio col-laborativa en les

cures semblar reunir excel-lents condicions.

Objectiu: Aquest estudi aprofundeix, per una banda, en el procés de canvi produit en el
procés de recuperacid en usuaris d’hospitals de dia de salut mental que van rebre la
intervencid de cures col-laboratives infermeres i, per altra banda, avaluar I’impacte de la
intervencio de cures col-laboratives quant als canvis produits a I'estat del procés de
recuperacio, al nivell de salut mental positiva i en la qualitat de la relacié terapéutica

amb la infermera.

Disseny: Estudi mixt seqiiencial i transformatiu.

Métodes: Es un estudi de métodes mixtos que consta de tres fases. A la primera fase, es
van recollir dades quantitatives de 144 usuaris d'hospitals de dia de salut mental. A la
segona fase, un grup d'usuaris va rebre una intervencié, basada en cures d'infermeria
col-laboratives, a través de la metodologia investigacid-accid participativa, i s van
recollir dades qualitatives a través d'entrevistes i grups focals, mentre que a un altre
grup se'ls van oferir cures d'infermeria tradicionals. Finalment, a la tercera fase, es van
tornar a recollir dades quantitatives de tots els usuaris a través d'instruments validats per
avaluar els canvis sobre la fase del procés de recuperacio, el nivell de salut mental

positiva i la qualitat de la relacié terapeutica.
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Resultats: Els usuaris que van participar al grup d'intervencié van millorar
quantitativament quant a la qualitat de la relacié amb la infermera. També van millorar
en les diferents etapes del procés de recuperacid, per la qual cosa els resultats qualitatius
van confirmar que I'atencié col-laborativa va ser un component essencial en el procés de
recuperacio ja que els va ajudar a desenvolupar un sentit de pertinenca i proposit,
enfortint les xarxes de suport i fomentant un ambient d'empatia i comprensié mutua,
aspectes crucials per millorar els nivells de salut mental positiva que tambeé van

augmentar quantitativament.

Conclusions: Aquest estudi demostra que les cures d'infermeria col-laboratives a
hospitals de dia de salut mental milloren els resultats de salut dels pacients, augmentant
la qualitat de la relacié amb la infermera i millorant la fase del procés de recuperacié i la

salut mental positiva.

Implicacions per a la professié i/o I’atencié al pacient: Les evidéncies obtingudes
indiguen que la participacio activa de les persones usuaries en la creacio d’activitats
grupals és beneficiosa. Els hospitals de dia i altres entorns de tractament haurien de
considerar la implementacio de programes d’atencio col-laborativa per millorar els

resultats de salut dels pacients.

Paraules clau: Infermeria, cures col-laboratives, procés de recuperacio, salut mental

positiva, relacié terapéeutica.
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Esta tesis doctoral se enmarcaria en los siguientes objetivos de Desarrollo Sostenible

(ODS) de la agenda 2030 (Ministerio de derechos sociales, 2020):

OD3. Bienestar y Salud. Es necesario promover medidas de prevencion e
intervenciones, reduciendo el impacto sobre la salud de la persona, su calidad de vida y

su recuperacion y salud mental positiva en las actividades diarias.

OD5.Igualdad de género, puesto que el estudio se ha tenido en cuenta las diferencias
por género. Siendo necesario identificar y comprender a colectivos victimas de
discriminacion multiple, muchas veces ocultos hasta ahora, como el de las mujeres y nifias

con discapacidad o con trastornos mentales.
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Las directrices de las actuales lineas de politicas internacionales de salud mental estan
centradas en el modelo de recuperacién y en la autonomia de las personas con problemas
de salud mental (World Health Organization, 2013, 2022). Durante los ultimos afios el
modelo de atencion a la salud mental ha variado desde un modelo rehabilitador, con el
foco puesto en el profesional, a un modelo recuperador, donde el principal protagonista
debe ser la persona que sufre un problema de salud mental (Davidson et al., 2021). En el
marco de este cambio hacia un modelo de recuperacion centrado en la persona, uno de
los aspectos fundamentales que emerge es la participacion en salud uno de los aspectos
primordiales de este modelo es la participacion en salud, presentado como un derecho
fundamental del usuario de los servicios de la red de salud mental y no como una eleccién
(Newman et al., 2015; Smith & Williams, 2016). Es evidente que existe un acuerdo
general de que la colaboracion es representativa del cambio del paradigma tradicional
paternalista hacia sistemas de atencion centrados en la persona (Byrne et al., 2020). Este
acuerdo general sobre la importancia de la colaboracion refuerza la adopcion de un
modelo de atencidon colaborativa en los cuidados, ya que este enfoque no solo promueve
la autonomia del paciente, sino que también bajo este enfoque, el uso de un modelo de
atencion colaborativa en los cuidados parecer reunir excelentes condiciones (Ishikawa et
al., 2018; Sunderji et al., 2018). En este sentido, no cabe duda de que la enfermera cuenta
con una herramienta fundamental como es la Relacion Terapéutica (RT) para poder llevar
a cabo sus cuidados (Moreno-Poyato et al., 2016a; Peplau, 1988a). La Relacién
Terapéutica (RT), como herramienta esencial en los cuidados enfermeros, adquiere una
relevancia particular en el contexto de los hospitales de dia de salud mental, donde las
enfermeras deben acompafar a las personas en su proceso de recuperacion, dejando que
sea liderado por el usuario, y dejando que sea él mismo quien fije su objetivo (Agrest et

al., 2018). En este sentido, las enfermeras a través de la RT y el uso de un modelo de

45



cuidados colaborativo adecuadamente implementado, pueden mejorar con mayor
efectividad aspectos importantes en el proceso de recuperacién de los usuarios como la
educacion, los cambios en las rutinas o habitos y el desarrollo en las tecnologias de

informacion.

El proceso de recuperacion en salud mental

Para la Organizacion Mundial de la Salud (OMS) (World Health Organization, 2013,
2022), la prestacion de servicios de salud mental debe incluir un enfoque basado en la
recuperacion, que haga hincapié en el apoyo a las personas con trastornos mentales para

que logren sus propias aspiraciones y objetivos.

En las ltimas décadas diferentes autores han contribuido en el estudio del fenémeno del
proceso de recuperacion en el ambito de la salud mental. Inicialmente, fue Deegan (1988)
quién en los afios ochenta rompié con modelos anteriores de atencion a la salud mental y
definid el proceso de recuperacion como “la experiencia de la vida vivida o real de las
personas a medida que aceptan y superan el desafio de la discapacidad, de manera que
experimentan un nuevo sentido de si mismos dentro y fuera de los limites de la
discapacidad”. Posteriormente, Anthony (1993) enuncié las bases del modelo de
recuperacion definiéndolo como “una forma de vivir una vida satisfactoria, llena de
esperanza y de contribucion, incluso dentro de las limitaciones causadas por la
enfermedad”. En este sentido, fue (Andresen et al., 2003) quien describio la recuperacion
como un proceso en el que la esperanza y la autodeterminacion de la persona conducen a
una vida significativa y un sentido positivo de uno mismo, independientemente de que el
trastorno mental siga presente o0 no. En su trabajo, describieron cuatro procesos

componentes y cinco etapas por las que la persona transita en su proceso de recuperacion.
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(Andresen et al., 2006): i) la moratoria o primera fase que consiste en la negacion,
desesperanza, confusion y retraimiento autoprotector de la persona, ii) la conciencia o
segunda fase en la que se da la entrada de los primeros momentos de esperanza de que
puede haber una vida mejor y que la recuperacion es posible, pudiendo ser este un evento
interno o provocado por un evento exterior. Esto conlleva la aparicion de conciencia de
que puede haber un yo capaz de recuperarse y distinto a la “persona enferma”, iii) la
preparacion o tercera fase, momento en el que la persona comienza a trabajar en su
recuperacion haciéndose un planteamiento de sus valores, debilidades y fortalezas. Esto
lleva a aprender sobre los problemas de salud mental, los servicios disponibles, las
habilidades de recuperacion, asi como participar en grupos y conectarse a la red de
usuarios, iv) la reconstruccion o cuarta fase, donde se da el verdadero trabajo de
recuperacion. Implica establecer metas y trabajar para alcanzar metas. Esto puede suponer
la reevaluacion de objetivos y valores de la persona. La persona tiene que asumir la
responsabilidad de manejar su enfermedad y tomar el control de su propia vida v,
finalmente, v) la quinta etapa o de crecimiento, la cual podria considerarse el fruto del
proceso de recuperacién. Puede ser que la persona no se encuentre totalmente libre de
sintomas, pero sabra convivir con ellos. Es resistente a los contratiempos y reveses,
ademas de creer en su capacidad de resiliencia. La persona tiene una imagen positiva de
si misma (Andresen et al., 2006). Estas etapas son secuenciales, siendo la Gltima,
crecimiento, el resultado del proceso de recuperacion (Andresen et al., 2006). El proceso
se ilustra en la figura 1. En su camino hacia la recuperacién y de forma independiente a
la etapa por la que se encuentra la persona, para Andresen et al ( 2006) las personas
experimentan diferentes estados psicologicos a los que llamo “procesos componentes™.
Estos cuatro procesos son; | encontrar y mantener la esperanza; —creer en uno mismo,

tener sentido de autocontrol y optimismo de cara al futuro; 1l. Restablecimiento de una
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identidad positiva— encontrar una nueva identidad que incorpore la enfermedad pero que
mantenga un sentido positivo de uno mismo; Ill. Encontrar un significado a la vida —
entender la enfermedad; encontrar un sentido a la vida pese a la enfermedad; dedicarse a
vivir; IV. Tomar responsabilidades sobre su propia vida— sentir que se controla la
enfermedad y que se controla la vida. Para el autor, dado el sentido altamente personal de
la recuperacion, el modelo debe considerarse flexible en cuanto al orden y los medios por

los cuales la persona se mueve a través de los procesos. Este punto se ilustra en la figura

2.

Figura 1. Proceso de recuperacion segun Andresen et al. (2006)
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De forma maés reciente, Leamy et al (2011) fruto de una revision sistematica desarrollaron
el modelo CHIME (Leamy et al., 2011), que es un acronimo que representa los cinco
elementos esenciales de la recuperacion en salud mental: Control, Hope, ldentity,
Meaning y Empowerment (Control, Esperanza, Identidad, Significado vy
Empoderamiento). Para Leamy (2011), el control hace referencia a la capacidad de la
persona de tener control sobre su vida y su tratamiento, incluyendo la capacidad de tomar
decisiones informadas y la capacidad de manejar los sintomas. La Esperanza es la
creencia y confianza en la posibilidad de mejorar y recuperarse. La Identidad ilustra a la
importancia de mantener y desarrollar una identidad positiva y una autoestima saludable.
El Significado apela a la importancia de encontrar propésito y significado en la vida,
incluyendo la participacion en actividades significativas y en la comunidad. Y finalmente,
el Empoderamiento es la capacidad de las personas de obtener el control y la influencia
necesarios para mejorar su bienestar y alcanzar sus metas. El modelo CHIME se basa en
la idea de que la recuperacion en salud mental no solo se trata de manejar los sintomas,
sino también de promover el bienestar y el desarrollo a largo plazo de la persona. Este
modelo es utilizado en la atencion de salud mental como un enfoque centrado en el
individuo y enfatiza la importancia de trabajar con cada persona para desarrollar un plan
de tratamiento personalizado que aborde estos cinco elementos esenciales de la
recuperacion. Ademas de estos modelos tedricos, las politicas y practicas actuales
también reflejan este enfoque centrado en la recuperacion. Los diferentes modelos de
recuperacion han sugerido la necesidad de alinear el concepto de recuperacion entre
personas con problemas de salud mental y profesionales, pues las diferencias de
entendimiento pueden llevar a frustraciones y abandono del proceso (Andresen et al.,

2006; Leamy et al., 2011) , ya que tienen implicaciones profundas en la sensibilidad y la
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Figura 2. Procesos componentes segun Andresen et al. (2006)

* Sentir que se controla la
enfermedad

* Sentir que se controla la
vida

/

50



adecuacion de la comunicacion terapéutica (Mccauley et al., 2015). Algunos estudios
sugieren que la concepcion de los profesionales de la salud del concepto de recuperacién
en usuarios de servicios de salud mental esta fuertemente vinculada alconcepto de
recuperacion médica (Marynowski-Traczyk et al., 2017; Solomon et al., 2021). Sin
embargo, la recuperacion segun las personas que reciben atencion de salud mental se
entiende como una busqueda continua en la vida, sustentada por cinco pilares tematicos;
‘encontrar significado’, 'una discapacidad invisible', 'empoderamiento y agencia’,
‘conexion'y ‘el paso del tiempo' (Kidd et al., 2015). Concretamente, en estudios realizados
en personas con diagnostico de esquizofrenia, la recuperacion se percibié no solo como
la ausencia de sintomas, si no que se descubrié importante el hecho de poder trabajar,
recuperar el funcionamiento, tener una estabilidad emocional adecuada y no estar
tomando medicamentos (Mathew et al., 2021). De forma similar, en personas con
diagnostico de trastorno bipolar, se identifico la recuperacion con la productividad, el
compromiso, la participacion en sociedad y la reduccion de sintomas (Durgu & Dulgerler,
2021). Desde la perspectiva sociocultural, también existen diferencias entre la concepcion
del concepto de recuperacién entre paises desarrollados, y otros de ingresos medios/bajos
(Gamieldien et al., 2021). En este segundo grupo los estudios enmarcan la recuperacion
como un viaje personal que ocurre a lo largo de un continuo, donde se hace hincapié en
las relaciones sociales como facilitadoras de la recuperacion. La espiritualidad surgid
como facilitador y como indicador de recuperacion. Estas diferencias en como se entendia
la recuperacion reflejan la importancia de enmarcar el concepto de recuperacion personal
en relacion con las necesidades locales y los problemas contextuales que se encuentran
en cada territorio (Gamieldien et al., 2021). Se sabe, asimismo, que muchos factores
sociales estan relacionados con la recuperacion, donde las consecuencias de una

enfermedad, la precariedad financiera y la carga de la persona cuidadora, pueden poner a
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prueba las necesidades sociales esenciales, convirtiéndolas en barreras para la

recuperacion (Jain et al., 2022).

En relacion con el &rea de atencion, la evidencia sefiala ciertos matices en la experiencia
y significado del proceso de recuperacion por parte de las personas con problemas de
salud mental. Las personas atendidas en la comunidad dan especial relevancia en su
proceso de recuperacion a la conexién interpersonal y con uno mismo, a través de la
inclusion en la propia comunidad, recibiendo apoyo cuando sea necesario y pudiendo
progresar a través de la pérdida (Jay et al., 2022). Sin embargo, en otras areas mas
restrictivas, como el caso de la enfermeria psiquiatrica forense, los aspectos destacados
del proceso de recuperacion para las personas con problemas de salud mental fueron la
desconexidn, la desesperanza, la experiencia de identidad negativa como delincuente, la
falta de significado y el desempoderamiento percibido (Johansson & Holmes, 2022; Lutz
etal., 2022; Senneseth et al., 2021). Es evidente la importancia para la practica clinica de
la alineacion de perspectivas y expectativas, entre enfermeras y personas con problemas
de salud mental (Gyamfi et al., 2021) , no solo respecto al significado sobre el proceso de

recuperacion sino también sobre el conocimiento de sus etapas.

La Salud Mental Positiva y su complementariedad con el proceso

de recuperacion

Asimismo, otro factor que se ha relacionado como un recurso importante para la
recuperacion de los trastornos mentales es mantener un buen nivel de salud mental
positiva (lasiello et al., 2019a). En este sentido, la literatura sefiala que es necesario

desarrollar intervenciones orientadas a la promocion de la salud mental positiva en la
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recuperacion, con el objetivo de mejorar las emociones positivas hacia la vida y la
sensacion de realizacion en la vida privada y social (Provencher & Keyes, 2011). La
relacion entre el concepto de recuperacion y salud mental positiva (SMP) es estrecha y
significativa. Se define la SMP como un estado de bienestar en el que el individuo es
consciente de sus propias capacidades, puede afrontar las tensiones normales de la vida,
trabajar de manera productiva y fructifera, y es capaz de hacer una contribucion a su
comunidad. Este concepto no se limita a la ausencia de trastornos mentales, sino que
incluye una serie de factores que contribuyen al desarrollo 6ptimo de la persona y su
adaptacion positiva a las circunstancias de la vida. Ambos conceptos, recuperacion y SMP
se complementan y refuerzan mutuamente, y juntos, desempefian un papel crucial en el
bienestar y la mejora de la calidad de vida de las personas que enfrentan desafios en su
salud mental. Ambos se enfocan en el bienestar y la mejora de la calidad de vida de las
personas, asi como buscar mejorar la experiencia global de las personas y ayudarlas a
prosperar en su vida diaria, mediante el énfasis del papel activo del individuo en su propio
bienestar (lasiello et al., 2019b). Este modelo surgi6é en 1958 a manos de Jahoda con el
titulo “Current concepts of positive mental health” (Jahoda, 1959) donde articula el
concepto en 6 criterios generales interrelacionados: las Actitudes hacia si mismo, el
Crecimiento y autoactualizacion, la Integracion, la Autonomia, la Percepcion de la
realidad y el Dominio del entorno. Posteriormente, Lluch, a partir de los resultados de
diferentes analisis del modelo original de Jahoda, plante6 un nuevo modelo de SMP,
basado en 6 factores explicativos de la SMP ilustrada en la figura 3: satisfaccion personal,
actitud prosocial, autocontrol, autonomia, resolucion de problemas y autoactualizacion y
habilidades de relacién interpersonal. Asimismo, para evaluar este modelo, la autora cred

el Cuestionario de Salud Mental Positiva (PMHQ) (Lluch Canut, 1999).
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Factor 1

“Satisfaccion
personal”
Autoconcepto, Satisfaccion
con la vida personal,
Satisfaccién con las
perspectivas de futuro.

Factor 6

“Habilidades de
relacion

interpersonal”

Factor 2
“Actitud prosocial”

Habilidad para establecer
relaciones interpersonales,
Empatia para entender los
sentimientos de los demds.
Habilidad para dar apoyo
emocional y establecer
claciones interpersonales
intimas.

Predisposicion activa hacia

los demis y de los hechos
sociales diferenciales.

Salud
mental
positiva

Factor 5

“Resolucion de
problemas y
autoactualizacion”

Factor 3

“Autocontrol”

Capacidad para el
afrontamiento del estrés
Equilibrio emociona/control
emocional, Tolerancia a la
ansiedad y al estrés.

Capacidad de andlisis,
habilidad para tomar
decisiones, flexibilidad para
adaptarse a los cambios.
Actitud de crecimiento y
desarrollo personal.

Factor 4

“Autonomia”

Capacidad para tener
criterios propios,
Independencia,
Autorregulacion de la
propia conducta, Seguridad
personal y confianza en si
mismo.

Figura 3. Factores de la Salud Mental Positiva segun Lluch (1999)



La relacion terapéutica como vehiculo para la recuperacion

Dado que tanto la recuperacion como la SMP son esenciales para un bienestar integral, la
Relacion Terapéutica (RT) emerge como un elemento central en la préactica de enfermeria
de salud mental y de forma independiente al método utilizado, es evidente que la RT es
la herramienta central para efectuar el cuidado (Peplau, 1988b; Vahidi et al., 2018). En
este sentido, la evidencia sefiala que una adecuada RT se asocia a mejores resultados de
salud para los usuarios y también ayuda a mantener el enfoque centrado en la
recuperacion y permite reducir el estrés experimentado por el profesional (Kelley et al.,
2014; Molin et al., 2018). Del mismo modo, la literatura indica que la RT mejora la
atencion centrada en la persona y la toma de decisiones compartida (Hamovitch et al.,
2018a). La RT promueve el cuidado centrado en la persona y la toma de decisiones
compartidas, elementos esenciales para el proceso de recuperacion en salud mental
(Davidson et al., 2021). Al involucrar activamente al paciente en su propio cuidado, se
fomenta la autonomia y el empoderamiento, aspectos fundamentales para la recuperacién
y la SMP (Corrigan et al., 2019). En este sentido, la enfermera no solo actia como un
proveedor de cuidados, sino también como un facilitador del bienestar integral del
paciente, ayudandole a desarrollar estrategias de afrontamiento y habilidades que le
permitan manejar mejor su condicion y llevar una vida significativa y productiva. La RT
proporciona un entorno seguro y de confianza donde las personas pueden expresar sus
pensamientos y emociones sin miedo al juicio (Felton et al., 2018). Una RT solida
promueve la colaboracién y la participacion activa del paciente en su propio proceso de
recuperacion (Hamovitch et al., 2018b), esencial para empoderarla y promover una
sensacion de control sobre su propia vida. Una RT empatica, comprensiva y de apoyo

puede marcar una diferencia significativa en el camino hacia la recuperacion y el logro
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de una vida emocionalmente satisfactoria y significativa.

Los cuidados enfermeros colaborativos en salud mental

Las politicas sanitarias también han evolucionado para alinearse con este enfoque
centrado en la persona (World Health Organization, 2022). Cada vez mas, los sistemas
de salud mental en todo el mundo estan adoptando estrategias y programas que buscan
empoderar a las personas en su propio proceso de recuperacion y fomentar la
participacion activa en las decisiones sobre su atencién (Corrigan et al., 2019). Es en estas
estrategias donde podemos enmarcar los cuidados colaborativos, basados en la toma de
decisiones compartidas (Metz et al., 2019; Verwijmeren & Grootens, 2024) abogando por
la promocion de la autodeterminacion, el respeto a la diversidad cultural y la colaboracion
entre los profesionales de la salud y las personas usuarias de los servicios. Esta manera
de ofrecer cuidados, mediante el empoderamiento ha demostrado crecidamente su

eficacia (Castro et al., 2016)

Siguiendo esta recomendacion de la OMS para un enfoque basado en la recuperacion, el
modelo de cuidados colaborativos se presenta como una estrategia eficaz, ya que el
modelo de cuidados colaborativos parece muy adecuado puesto que, a través del mismo
se alienta al usuario a trabajar en colaboracion y asociacion con la enfermera, asi como a
participar en la toma de decisiones en todo el proceso terapéutico (Ishikawa et al., 2018;
Sunderji et al., 2018). Esta participacion mejora la calidad de vida y proporciona una
mayor sensacién de empoderamiento de la persona usuaria constatindose ademas que
mejora el manejo de sintomas y da al usuario una mayor sensacion de control y

autodeterminacion (Castro et al., 2016).
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De forma mas especifica, en el &mbito de la salud mental, existe evidencia que demuestra
que los cuidados colaborativos mejoran de forma significativa los niveles de depresion y
de ansiedad en el corto, medio y largo plazo, asi como el uso de medicamentos, la calidad
de vida asociada a la salud mental y la satisfaccion del usuario (McCloughen et al., 2011).
Desde el punto de vista de los usuarios hospitalizados tanto en areas de agudos como de
rehabilitacion de salud mental, la colaboracion en los cuidados se concibe como un
proceso de trabajo conjunto en que los resultados estan centrados en el usuario
(McCloughen et al., 2011); (Reid et al., 2018). Para las personas usuarias y enfermeras
de las &reas de rehabilitacion, debe producirse en un marco terapéutico que comprenda
una comunicacién abierta, honesta y respetuosa. Donde se valoren y compartan
mutuamente el conocimiento y la experiencia profesional y vivida; la capacidad de ser
activo, receptivo y flexible dentro de la relacion y la disponibilidad de tiempo y recursos
adecuados (McCloughen et al., 2011). Para que se produzca el intercambio de poder, es
importante que las enfermeras y las personas usuarias reconozcan y estén dispuestos a
renunciar a los roles tradicionales dominantes y pasivos para identificar la contribucion
potencial de los conocimientos y habilidades de los demas, y trabajar activamente en la
construccion conjunta del propésito de su relacion (McCloughen et al., 2011). Del mismo
modo, para los usuarios de unidades de agudos en el contexto de los cuidados
colaborativos también es importante poder desarrollar su plan de atencion junto a la
enfermera como algo Util para su recuperacién, identificando la necesidad de establecer
un proceso de colaboracién, donde se puedan establecer a través de la RT objetivos y

desarrollar estrategias que sean acordados por todos (Reid et al., 2018).

57



Justificacion

A pesar de la importancia y de la evidencia en relacion con la efectividad de los cuidados
colaborativos en la mejora del proceso de recuperacion de las personas con problemas de
salud mental, no se ha encontrado literatura publicada que estudie concretamente el
impacto sobre el proceso de recuperacion o la relacion terapéutica entre la enfermeray la
persona usuaria desde la disciplina y los cuidados enfermeros en el contexto de hospitales
de dia de salud mental. En este sentido, se considera importante, explorar los cambios que
se producen en el estado de recuperacion, la salud mental positiva y el establecimiento de
la RT en los usuarios de hospitales de dia de salud mental mediante la implementacion
de cuidados enfermeros colaborativos. Este estudio se justifica en la necesidad de
profundizar en el entendimiento de cdmo los cuidados colaborativos pueden mejorar
significativamente el proceso de recuperacion en salud mental, la RT y SMP. A medida
que las politicas sanitarias y los modelos de atencion evolucionan hacia enfoques mas
centrados en la persona, es crucial contar con evidencia empirica que respalde estas
practicas (World Health Organization, 2022; Corrigan et al., 2019). Los cuidados
colaborativos, fundamentados en la toma de decisiones compartidas y el empoderamiento
del paciente, no solo tienen el potencial de mejorar los resultados clinicos, sino también
de enriquecer la experiencia global de los individuos en su camino hacia la recuperacién
(Metz et al., 2019; Verwijmeren & Grootens, 2024). Ademas, la integracion de estos
cuidados con los factores de SMP propuestos por Lluch puede ofrecer una vision mas
completa y holistica del bienestar, facilitando intervenciones mas efectivas y sostenibles
(Lluch Canut, 1999). Por tanto, este estudio no solo busca aportar datos valiosos para la
practica clinica y las politicas sanitarias, sino también promover un cambio cultural en la

atencion de la salud mental que enfatice la colaboracion, la autonomia y el crecimiento
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personal.
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2. Objetivos
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2.1 Objetivo principal

1-Explorar los cambios producidos en el proceso de recuperacion de personas usuarias de
hospitales de dia de salud mental que reciben cuidados enfermeros colaborativos a través

del codisefio e implementacion de actividades.

2- Evaluar el impacto de los cuidados enfermeros colaborativos a travées del codisefio e
implementacién de actividades, en personas usuarias de hospitales de dia de salud mental,
en términos de los cambios producidos en el estado del proceso de recuperacion, salud

mental positiva y en el nivel de relacidn terapéutica con la enfermera.

2.3 Objetivos secundarios

1.1. Describir el significado del proceso de recuperacion para las personas usuarias de

hospitales de dia de salud mental.

1.2. Identificar la percepcion de las personas usuarias de los hospitales de dia de salud
mental sobre los factores facilitadores y limitadores que pueden intervenir en su proceso

de recuperacion.

1.3. Identificar actividades para la mejora en el proceso de recuperacion de las personas

usuarias de hospitales de dia de salud mental.

1.4. Evaluar de forma cualitativa la implementacion de actividades para la mejora en el

proceso de recuperacion de las personas usuarias de hospitales de dia de salud mental.

2.1. Describir la caracteristicas sociodemograficas y clinicas, incluyendo el estado en el
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proceso de recuperacion, el nivel de relacion terapéutica y salud mental positiva en las

personas usuarias que inician su tratamiento en hospitales de dia de salud mental.

2.2. Describir el estado en el proceso de recuperacion, el nivel de relacion terapéutica y
el de salud mental positiva en las personas usuarias que finalizan su tratamiento en

hospitales de dia de salud mental.

2.3. Analizar los cambios producidos en el proceso de recuperacion, el nivel de relacién
terapéutica y la salud mental positiva en las personas usuarias que han realizado su

tratamiento en hospitales de dia de salud mental.

2.4. Analizar las diferencias producidas en el proceso de recuperacion, el nivel de relacion
terapéutica y de salud mental positiva en las personas usuarias que han recibido cuidados
enfermeros colaborativos a través del codisefio e implementacion de actividades, con

usuarios que han recibido un tratamiento estandar en hospitales de dia de salud mental.
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3. Metodologia



68



3.1 Disefio

Para responder a los objetivos principales, se planted un disefio mediante métodos mixtos
de tipo secuencial y transformativo (Teddlie & Tashakkori, 2012) a través de tres fases

(Figura 1).

Por un lado, en las fases 1 y 3 se plantea un disefio paralelo de dos brazos, no
randomizado. Y en la fase 2, se llevo a cabo la intervencién basada en cuidados
enfermeros colaborativos mediante el codisefio e implementacion de actividades grupales

a través del método cualitativo de la Investigacion-Accion Participativa (1AP).
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3.3 Ambito de estudio

El presente estudio se llevo a cabo en tres hospitales de dia de salud mental de adultos en
el area metropolitana de Barcelona, Espafia. Estos centros, que pertenecen a la misma
institucion, forman parte de la red pablica de salud mental de Catalufia. Al compartir la
misma direccion y estructura organizativa, los tres hospitales desarrollan un programa
asistencial homogéneo, lo que garantiza la consistencia en la aplicacion del tratamiento y

la recoleccion de datos.

3.3.1 Poblacidn del Estudio

La poblacion del estudio estuvo compuesta por 144 pacientes que recibieron tratamiento

en los hospitales de dia de salud mental mencionados.

3.3.2 Criterios de Seleccion y Reclutamiento de Participantes

Criterios de Inclusion:

« Pacientes mayores de 18 afios ingresados en los hospitales de dia seleccionados.
o Aceptacion de las condiciones del estudio y firma del consentimiento informado

por parte de los participantes.

Criterios de Exclusion:

« Ingresos con una duracion inferior a una semana.
« Pacientes con condiciones fisicas o psiquicas que impidan participar en cuidados

colaborativos mediante el co-disefio de actividades grupales.
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Se invitd a participar en el estudio a todas las personas que cumplian con los criterios de
inclusion y los de exclusién. Los participantes fueron incorporados de manera

consecutiva segun su hospitalizacion en las tres unidades que forman parte del estudio.

3.3.4 Tamarno de la muestra

El estudio se realizd con una muestra total de 144 pacientes, cumpliendo asi con el tamafio
de muestra necesario para asegurar la potencia estadistica en la parte cuantitativa de la
investigacion. Este nimero de participantes se determind basandose en un analisis
estadistico previo, que consideraba un riesgo alfa de 0.05 y un riesgo beta de 0.2 en un
contraste bilateral. Segun los resultados de Lemos-Giraldez et al. (2015), era necesario
contar con 76 participantes en el grupo de intervencion y 76 en el grupo de control para
detectar una diferencia significativa igual o superior a 5 unidades, con una desviacion
estandar comun de 11y un coeficiente de correlacion de 0.6 entre las mediciones iniciales

y finales. Ademas, se contempld una tasa de pérdidas de seguimiento del 20%.

3.4 Procedimiento, técnicas y analisis para la parte cualitativa o

intervencion

3.4.1 La intervencion

Dadas las condiciones de practica clinica real del estudio, la intervencion se llevo a cabo
en el hospital de dia de Sant Boi de Llobregat mediante el método de Investigacion-
Accidn Participativa y se ejecut6 a traves de un ciclo de cuatro etapas bien delimitadas
(Susman & Evered, 1978) que se fueron repitiendo de forma continua a lo largo de todo

el proceso. De tal forma que para cada usuario que se incorporo al estudio, se realizé un
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minimo de un ciclo completo antes de que fuese dado de alta. El inicio del ciclo
comenzara con la etapa 1 o de diagnostico, se realizé en el momento del ingreso en el
hospital de dia. La enfermera a través de una entrevista semiestructurada individual
exploro el significado para el usuario del concepto recuperacion junto a la percepcion
individual sobre elementos facilitadores y limitadores de dicho proceso. Posteriormente
en la segunda etapa o de planificacion, a través de un grupo de discusion junto a otros
usuarios se discutio el significado de la recuperacion, asi como de sus limitaciones y
facilitadores de forma colectiva, de tal manera que se pusieron en comun planes de accion
individuales o colectivos por parte de los usuarios para poder trabajar y mejorar su nivel
de recuperacion en la etapa 3 o de acciéon. Una vez llevado a cabo el plan de accién
acordado por los usuarios y la enfermera, se concluyé el ciclo con la etapa 4 o de
evaluacion, donde se volvio a realizar una intervencion individual en forma de entrevista

semiestructurada para valorar el proceso de recuperacion.

3.4.2 Técnicas de recogida de datos cualitativos

Entrevista semiestructurada

Se grabaron las conversaciones con previo consentimiento del participante vy
posteriormente se realiz6 una transcripcion escrita, la cual fue validada por el usuario para
evitar posibles sesgos. La entrevista se llevé a cabo en una sala, a ser posible sin
interrupciones y con una duracion aproximada de 40 minutos. Dando la posibilidad al
usuario de terminar la entrevista en el momento que lo desee. Se utilizd un guion para

realizar la entrevista.
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Grupos focales

Fueron también grabados, gracias al previo consentimiento otorgado por los usuarios. Se
realizé un grupo semanal, en las instalaciones del hospital de dia dentro del horario
asistencial. Los grupos focales realizados tuvieron una duracion aproximada de 45
minutos. Se dio la posibilidad de abandonar el grupo si asi lo deseaba el usuario. Para

realizar el grupo se sigui6 un guion de apoyo.

Diario de la investigadora

Como herramienta reflexiva y con la finalidad de monitorizar el proceso de investigacion,

se realizo un diario de campo redactado por la investigadora principal.

3.4.3 Analisis de datos cualitativos

Se utilizé el método de andlisis cualitativo del contenido (Crowe et al., 2015). Los datos
obtenidos, tanto de los grupos focales como de las entrevistas fueron transcritos
literalmente. A continuacion, una vez verificada la autenticidad de las transcripciones por
parte de los participantes (validacion de contenido), se procedié a fragmentar el texto en
cddigos descriptivos asignados en base a su contenido puramente semantico. En una
segunda etapa, se agruparon tales codigos en subcategorias méas analiticas, de tal forma
que se agrupen los cddigos iniciales atendiendo al significado de las unidades linguisticas
y de sus combinaciones. De este modo se llegd a una tercera etapa jerarquica, donde
teniendo en cuenta el andlisis seméantico de las subcategorias anteriores, se categorizaran
en funcidon de los objetivos del estudio. Cabe mencionar que el analisis de los datos se
efectud por dos investigadores, de forma conjunta en la primera etapa de codificacion de

los datos, e independientemente durante el posterior proceso analitico y de nuevo reunido
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en la comparacion de sus resultados. El andlisis de estos datos se llevo a cabo a través del
programa QRS Nvivo v12. Debe destacarse que se recogieron y analizaran datos en la
parte cualitativa hasta el momento en que el equipo consider6 que ya que no se
encontraban nuevos significados y se considerd que se ha alcanzado la saturacion de datos

(Jayasekara, 2012; Lincoln & Guba, 1985).

3.5 Medida de los resultados, procedimiento de recogida de datos

y analisis de datos para las fases cuantitativas

3.5.1 Resultados

Resultado primario

Se evaluaron los cambios en el proceso de recuperacion de los usuarios, con la escala The
Stages of Recovery Instrument (STORI: Andresen, Caputi, & Oades, 2006) validada en
poblacion espafiola por (Lemos-Giraldez et al., 2015). Se trata de un cuestionario de
autoinforme de 50 items agrupados en 5 dimensiones de 10 items. Cada dimension esta
relacionada con uno de los procesos de recuperacion (moratoria, conciencia, preparacion,
reconstruccion y crecimiento). Los items son calificados de 0 ""no es cierto en absoluto en
este momento”, a 5 "completamente cierto en este momento ", produciendo una
puntuacion para cada etapa que va de 0 a 50. Al participante se le asigna a la etapa con la
mayor puntuacion. El cuestionario ha sido validado en poblacion espafiola obteniendo un

alpha de Cronbach de 0.86 (Lemos-Giraldez et al., 2015).
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Resultados secundarios

Se evaluo la calidad de la Relacidon terapéutica entre enfermeras y usuarios, con la escala
Working Alliance Inventory-Short (WAI-S). La version corta de esta escala contiene 12
items, y cada item es evaluado por el profesional sanitario en base a una escala que va de
1 (nunca) a 7 (siempre). El rango de puntuacion de la WAI-S global es de 12-84 puntos.
Cuanto mayor es la puntuacion, mejor es la calidad de la relacion terapéutica. Este
cuestionario tiene tres dimensiones: (i) vinculo: el vinculo entre paciente y enfermera,
que incluye aspectos como la empatia, la confianza mutua y la aceptacion; (ii) objetivos:
el acuerdo entre paciente y enfermera sobre los objetivos de la terapia (es decir, la
aceptacion mutua de lo que se pretende conseguir con la intervencion); y (iii) tareas o
actividades: el acuerdo entre paciente y enfermera sobre las tareas o actividades a realizar.
La version espafiola de la WAI-S tiene una buena fiabilidad y validez, con un alfa de

Cronbach de 0,93 (Andrade-Gonzélez & Fernandez-Liria, 2016).

Se evalud el nivel de salud mental positiva con la escala Salud Mental Positiva (SMP)
desarrollada y validada por Lluch (Lluch Canut, 1999) que estudia el nivel de salud
mental positiva, concepto desarrollado anteriormente por Jahoda (Jahoda, 1959). La
escala consta de 39 items puntuables, siendo el valor més bajo “siempre o casi siempre”
y el mas alto “nunca o casi nunca”. Los items pertenecen a seis dimensiones, (Satisfaccion
personal, Actitud prosocial, Autocontrol, Autonomia, Resolucién de problemas y
autoactualizacion y Habilidades de relacién interpersonal). El cuestionario ha mostrado
adecuados valores de consistencia interna en distintas poblaciones con valores alpha de

Cronbach de, 0.89 (Miguel Ruiz, 2014; Roldan-Merino et al., 2017).
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Otros resultados

Variables sociodemograficas: edad y sexo

3.5.2 Procedimiento para la recogida de los datos

A los usuarios que aceptaron participar en el estudio y firmaron el consentimiento
informado, tanto para el caso del grupo intervencion como del grupo control, una persona
del equipo de investigacion ajena al cuidado directo de los usuarios, facilitd un formulario
que incluia un cuestionario con los datos sociodemograficos, clinicos y los tres
instrumentos de evaluacion. Los participantes no recibieron ninguna informacion sobre
su inclusién en el grupo de intervencion o control. A cada usuario se le asign6 un cédigo
de participante para garantizar la anonimidad de los usuarios participantes. Al alta del
usuario, una persona del equipo de investigacion recogio del mismo modo a traves de un

nuevo formulario los datos de seguimiento.

3.4.3 Analisis de datos cuantitativos

La investigadora principal construy6 una base de datos llamada ECPHDSM, los datos
obtenidos de los formularios fueron incorporados a la base de datos por dos miembros del
equipo de investigacion para minimizar el error. En cuanto al andlisis cuantitativo, éste
basicamente se centra en las diferencias numéricas obtenidas a través de los cuestionarios
STORI, WAI-S y SMP antes y después de la intervencién, y su comparacion con los
sujetos del grupo control. Para describir las caracteristicas de los participantes y las
puntuaciones obtenidas en las escalas se ha utilizado la estadistica descriptiva, utilizando
la media aritmética y la desviacion estandar para las variables cuantitativas, y la

frecuencia y el porcentaje para las variables cualitativas. Las diferencias entre las
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puntuaciones basales obtenidas y la valoracion de seguimiento se estimaron gracias a la
aplicacion de pruebas paramétricas (t de Student para grupos independientes) en el caso
de variables cuantitativas, verificando en primer lugar los supuestos de normalidad y
homogeneidad de sus varianzas. Cuando sucedia lo contrario, se utilizaron pruebas no
paramétricas, utilizando la prueba de U de Mann Whitney para variables cuantitativas.
En el caso de las variables cualitativas se utilizo la prueba de Chi-cuadrado en el caso de
cumplir condiciones de aplicacion (frecuencias esperadas mayores a cinco) o prueba
exacta de Fisher en el caso de no cumplirla. Finalmente, con el objetivo de analizar si
existian diferencias estadisticamente significativas antes y después de la intervencion
teniendo en cuenta al grupo (control o tratamiento) se utilizan modelos de ANOVA
mixtos. Se consider6 un nivel de significacion de p<0,05 y se estimo el tamafio de efecto

para cada uno de los analisis.

3.6 Criterios de rigor y calidad

Para asegurar la validez y el rigor del estudio, se utilizaron las estrategias apropiadas para
cada fase de la investigacion. En este sentido, para las fases 1 y 3, la seleccion de los
participantes y un tamafio de muestra apropiado, junto a la validez y fiabilidad de los
instrumentos utilizados, garantizaron la validez y fiabilidad del estudio. En la fase 2, se
tuvieron en cuenta criterios de confiabilidad, autenticidad y de caracter ético. En el marco
de la confiabilidad, la credibilidad del estudio se cimentd en el uso de la triangulacion de
técnicas e investigadores. Del mismo modo, el criterio de dependencia se obtuvo a través
de la auditoria y el traspaso de informes externos de forma constante a lo largo de todo el
procedimiento. Asimismo, la dindmica del proceso, que supuso la interaccion constante

entre las realidades de investigadores y participantes, doté de autenticidad a los datos
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obtenidos. El tratamiento de confidencialidad, privacidad y consentimiento a los
participantes tuvo especial consideracion para garantizar el criterio de rigor ético del
proyecto. Por supuesto, la reflexividad, entendida como un proceso de retorno para poder
contrastar de forma critica lo que sucedia en el desarrollo de la investigacion, fue el

criterio de calidad central sobre el que se cimentd el proyecto.

3.7 Consideraciones éticas

Se contd con la autorizacion de la direccion de los centros y se obtuvo la aprobacion del
proyecto por el Comité de Etica del hospital Benito Menni CASM (Anexo 1), donde se
llevé a cabo el estudio. En relacion con la ley vigente de proteccion de datos personales
y garantia de los derechos digitales, se solicitd la consiguiente autorizacion de todos los
usuarios para la difusion publica que se hara de los datos, preservando siempre la
confidencialidad y el anonimato de la identidad de estos. Esto se consiguio anonimizando
los nombres o cualquier sefia de identidad mediante la asignacion de cédigo de usuario.
Todos ellos tuvieron la opcion de retirarse voluntariamente del estudio, acogiéndose a su
derecho, en cualquier momento. Por este motivo se entregd a los usuarios una hoja con
toda la informacion precisa sobre el estudio que se llevaba a cabo y se solicitd el

consentimiento de forma escrita (Anexo 3).
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Articulo 1

Este articulo corresponde con el protocolo de investigacion. Los datos bibliométricos se

recogen en la tabla 1.

Tabla 1. Datos bibliométricos del articulo 1

Autores: Ventosa Ruiz, A., Moreno-Poyato, A., LIuch-Canut, T., Vaquerizo-Cubero, A., Vidal-

Pascual, X., Gil-Guifion, F., Puig-Llobet, M.

Titulo: Impact of collaborative nursing care on the recovery process of mental health day

hospital users: a mixed-methods study protocol

Fecha: 30 Marzo 2022 Tipo de publicacién: Paper Revista: BMJ Open
ISSN: 2044-6055 (el SSN 2044-6055) DOI: 10.1136/bmjopen-2021-057969
Volumen: 12 Numero: 3 Pagina: e057969

Citas: 1 (segiin CrossRef)

Indicadores de calidad

Tipo Area Factor de impacto Posicion Cuartil

Web of Medicine, general 2.9 80/169 Q2

Science (WOS) & internal
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ABSTRACT

Introduction Very few collaborative nursing care
interventions have been studied and shown to be
effective in the context of the paradigm shift towards
recovery in mental health nursing. Understanding the
changes produced in the recovery process of people with
mental health problems can contribute to the design and
implementation of new methodologies to offer effective
and person-centred care.

Methods and analysis This is a mixed-methods

study, which is structured in three phases. In phase

one (baseline) and phase three (follow-up), quantitative
data will be collected from patients at a mental health
day hospitals based on a two-armed, parallel-design,
non-randomised trial. In phase two, two groups will

be established: an intervention group in which the
intervention based on collaborative nursing care will be
carried out through the codesign and implementation

of activities through Participatory Action Research, and

a control group in which the usual care dynamics will

be continued. All the users of three mental health day
hospitals who agree to participate in the study will be
studied consecutively until the necessary sample size is
reached. The outcomes used to evaluate the impact of the
intervention will be the stage of the recovery process, the
quality of the therapeutic relationship and the patient’s
level of positive mental health.

Ethics and dissemination This study has been approved
by the institutional review board of the reference hospital,
FIDMAG Hermanas Hospitalarias (PR-2020-10) in July
2020. All participants will be able to voluntarily withdraw
from the study at any time. For this reason, users will

be given a sheet with all the precise information about
the study to be carried out and written consent will be
requested. Preliminary and final results will be published
in peer-reviewed journals and presented at national and
international congresses.

Trial registration number NCT04814576.

INTRODUCTION

In the context of the care of users at mental
health day hospitals, nurses must accompany
people in their recovery process, enabling
users to lead this process and establish a goal.'
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Strengths and limitations of this study

» The mixed-methods design will allow the relation-
ship with other important factors in the care and
recovery process, such as the nurse—patient thera-
peutic relationship and positive mental health, to be
analysed from different perspectives in order to gain
knowledge about the influence of these factors in
planning future interventions in this area.

» In relation to the quantitative component, the type of
intervention prevents the use of a pure experimental
design with randomisation of subjects. However, the
possibility of using a comparison group with very
similar characteristics provides robustness to the
design.

» The most important under-reporting that may oc-
cur in the qualitative dimension of this study is
that, during the data collection phase, some of the
participants may not feel comfortable explaining
their situation or feelings and, therefore, the in-
terviews may not be as in-depth as possible. This
may be more likely to occur in users with paranoid
symptomatology.

In this sense, nurses, through the therapeutic
relationship and the use of a properly imple-
mented collaborative care model, could more
effectively improve important aspects in the
recovery process of users such as education,
changes in routines or habits and the devel-
opment of information technologies.
According to the WHO,” the provision
of mental health services should include a
recovery-based approach that emphasises
supporting people with mental disorders to
achieve their own aspirations and goals. Thus,
the WHO" describes recovery as a process in
which a person’s hope and self-determination
lead to a meaningful life and a positive sense
of self, whether or not the mental disorder is
still present. The conceptual framework of
this model is a theoretically defensible and
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sound synthesis of the recovery experiences of people
with mental illness. Davidson® states that organisations
that orient their services to recovery citizenship will play
a key role in changing the culture of both the mental
health system and society at large. This change will be in
the positive direction of embracing the reality of recovery
and valuing the contributions that the recovery commu-
nity makes. Also, Deeg;zm,'3 one of the great figures who
have studied this process, provided recommendations for
creating rehabilitation environments that facilitate the
recovery process.

This model identifies five phases or stages in the process
of recovery of the person with mental health problems:7
(i) the moratorium stage or first stage consisting of
denial, hopelessness, confusion and self-protective with-
drawal of the person, (ii) the awareness stage or second
stage in which the first moments of hope that there may
be a better life and that recovery is possible, which may
be an internal event or caused by an external event. This
leads to the emergence of awareness that there may be
a self that is capable of recovery and different from the
‘sick person’, (iii) the preparation stage or third stage,
when the person begins to work on their own recovery
by considering their values, weaknesses and strengths.
This leads to learning about mental health problems,
available services, recovery skills, as well as participating
in groups and connecting to the network of users, (iv) the
rebuilding stage or fourth stage, where there is an active
pursuit of personal goals and working to achieve goals.
This may involve re-evaluation of the person’s goals and
values. The person must take responsibility for managing
his or her illness and take control of his or her own life
and, finally, (v) the fifth or growth stage, which could be
considered the fruit of the recovery process. The person
may not be totally free of symptoms, but they will know
how to live with them. They are resistant to setbacks and
mishaps and believes in his/her resilience. The person
has a positive self-image of themselves.”

In the framework of recovery-based care, the collabo-
rative care model seems very appropriate since, through
it, the user is encouraged to work in collaboration and
partnership with the nurse, as well as to participate in
decision making throughout the therapeutic process.”’
This participation improves quality of life and provides
a greater sense of empowerment for the user, and is also
found to improve symptom management and give the
user a greater sense of control and self-determination.’”

More specifically, in the field of mental health, there
is evidence that collaborative care significantly improves
levels of depression and anxiety in the short, medium and
long terms, as well as the use of medications, quality of life
associated with mental health and user satisfaction.' From
the point of view of people attended in health services in
both acute and rehabilitation mental health areas, collab-
orative care is conceived as a joint work process in which
outcomes are user—centred.“ 12 For users and nurses in
rehabilitation areas, this should take place in a thera-
peutic setting that includes open, honest and respectful

communication. Where knowledge and professional and
lived experience are mutually valued and shared; the
ability to be active, responsive and flexible within the
relationship; and the availability of adequate time and
resources.' | For collaboration to occur, it is important for
nurses and users to recognise and be willing to relinquish
traditional dominant and passive roles in order to identify
the potential contribution of each other’s knowledge and
skills, and to work actively in jointly building the purpose
of their relationship.'" Similarly, for users of acute units in
the context of collaborative care, it is also important to be
able to develop their care plan together with the nurse as
something useful for their recovery, identifying the need
to establish a collaborative process, where objectives can
be established through the therapeutic relationship and
strategies can be developed and agreed by all."

In any mental health nursing setting and regardless
of the method used, it is clear that the therapeutic rela-
tionship is the central tool for delivering care.'” ™ The
therapeutic relationship is an interpersonal interaction
between the nurse and the patient, based on trust between
them and focused on the work of therapeutic help.'”
In this regard, the evidence indicates that an adequate
therapeutic relationship is associated with better health
outcomes for users and also helps to maintain the focus
on recovery and reduces the stress experienced by the
professional.'®'” Similarly, the literature indicates that the
therapeutic relationship enhances person-centred care
and shared decision rnaking.18

Another factor that has been linked as an important
resource for recovery from mental disorders is main-
taining a good level of positive mental health." Positive
mental health is understood as feeling good and func-
tioning well and vital to an individual’s positive func-
tioning and psychological well-being. especially as it
relates to factors important to living a purposeful life and
achieving personal goals.”’ In this sense, the literature
points out that it is necessary to develop interventions
aimed at promoting positive mental health in recovery,
with the objective of improving positive emotions towards
life and the sense of fulfilment in private and social life.”!

However, despite the importance and evidence
regarding the effectiveness of collaborative care in the
recovery of people with mental health problems, no
published literature has been found that specifically
studies the impact on the recovery process or the thera-
peutic relationship between the nurse and the user from
the discipline and nursing care in the context of mental
health day hospitals.

In this sense, it is considered important to explore the
changes that occur in the state of recovery, positive mental
health and the establishment of the therapeutic relation-
ship in users of mental health day hospitals through the
implementation of collaborative nursing care. The results
obtained from this research may be important both for
the users of mental health day hospitals, and also to
improve the clinical practice models of mental health
nurses. In addition, new knowledge could be generated
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regarding the relationship between the recovery process
and the quality of the therapeutic relationship.

METHODS AND ANALYSIS

Aim

This study aims to:

Explore the changes produced in the recovery process
of mental health day hospital users who receive collabora-
tive nursing care through the codesign and implementa-
tion of group activities.

Evaluate the impact of a collaborative nursing care
intervention through the codesign and implementation
of group activities, in mental health day hospital users, in
terms of the changes produced in the state of the recovery
process, in the level of positive mental health and in the
quality of therapeutic relationship with the nurse.

The research hypotheses to be tested in this study are:
1. Day hospital users who receive an intervention based

on collaborative nursing care through the codesign
and implementation of group activities will report im-
proved changes in: (i) recovery status, (ii) level of pos-
itive mental health and (iii) quality of the therapeutic
relationship at the end of the intervention, than users
receiving usual care.

2. The effects of the intervention based on collaborative
nursing care through the codesign and implementa-
tion of group activities on the changes in the level of
recovery are mediated by the changes produced in the
quality of the therapeutic relationship and the changes
in the positive mental health of the users.

Design

In order to meet the main objectives, a sequential and
transformative mixed-methods design is proposed22
through three phases (figure 1). On the one hand, in
phases one and three, a two-armed, parallel-design, non-
randomised trial is proposed. And in phase two, the inter-
vention will be carried out based on collaborative nursing
care through the codesign and implementation of
group activities using the qualitative Participatory Action
Research (PAR) method.

The participatory action research

In order to carry out the intervention of codesign and
implementation of activities through collaborative
nursing care, PAR is a method that provides a suitable
framework for implementation and evaluation, since it
is a2 method that makes it possible to extract knowledge
in a democratic, cooperative, transparent and effective
way, as well as to intervene in changes in people’s daily
lives. It is about unveiling the complexity of problems
through dialogue and collaboration, as well as acting as
a tool to promote change.” ** The PAR process is consid-
ered open, holistic and egalitarian, that is, it equates the
researcher with those being researched and requires
collaboration between researcher and researched.” In
general, the PAR consists of four stages that follow each
other in a cyclical manner. The cycle begins in the first
stage, where a situation or problem is analysed, and then
in the second stage, the elements that facilitate its reso-
lution and those that hinder it are identified. Once these
factors have been identified, a plan of action or change

Stage 1. Diagnosis

Pha Quantitative methodology: Baseline measurement of:
N Se Quasi-experimental Recovery stage, Therapeutic relationship, Possitive Mental Health.
Qualitative methodology: Participatory-Action Research ]
Pha e
Se
02 Stage 3. Action S E.valunﬂon

Discover the meaning for
the user of the recovery
concept. Individual
perception of facilitating
and limiting elements of

said process. \ be shared

Stage 2. Planning

Discuss the meaning of
recovery, as well as its
limitations and facilitators
collectively. Individual or
collective action plans will

Assessment of the
recovery process.

Carry out proposed
actions

Phas Quantitative methodology: Follow up measurement of:
03 e Quasi-experimental Recovery stage, Therapeutic relationship, Possitive Mental Health
Figure 1  Study design.
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is developed and implemented. Finally, the effect of this
change will be evaluated, thus completing the cycle. All
these stages should be evaluated in a reflective manner to
improve the rationality, justification and understanding
of the changes that occurin the pror)cess.2G In other words,
in this PAR process, theory and practice are combined,
bringing theoretical constructs into reality and analysing
them simulta.neously.25 Among the different PAR modal-
ities, we will use the one described by Susman and
Evered,”” where a process of constant cycles of action
research takes place, since it is the one that best adapts
to the actual practice of care in the mental health day
hospital.

Study setting and participants

The scope of the study will be three adult mental health
day hospitals in the metropolitan area of Barcelona
(Spain). The three centres belong to the same institution
and are part of the public mental health network of Cata-
lonia. These centres have the same management, and
therefore develop the same care programme. The study
population will be the users requiring treatment in the
mental health day hospitals included in the study.

Criteria for selection and recruitment of participants:
» The criteria for inclusion in the study of participating

users will be:

- Users over 18 years of age of the selected day
hospitals.

- Acceptance of the study conditions and informed
consent,

Hospital admission for a period of less than 1week.

Physical or psychological conditions that do not allow
collaborative nursing care through co-design of group
activities.

» The exclusion criteria for participating users will be:
- Hospital admission for a period of less than 1 week.
- Physical or psychological conditions that do not al-
low collaborative nursing care through codesign of
group activities.

All
criteria and who agree to participate in the study will be
invited. Users who do not consent to participate in the
study will be able to access the benefits of collaborative
care, as these will be integrated into the daily practice
of the unit. However, their data will not be collected.
Participants will be incorporated consecutively as they are
hospitalised in the three units that form part of the study.
To calculate the sample size necessary to have sufficient

persons who meet the inclusion and exclusion

statistical power for the quantitative part and based on
the results of Lemos-Girdldez,*® accepting an alpha risk of
0.05 and a beta risk of (0.2 in a bilateral contrast, 76 partic-
ipants would be required in the first group receiving the
intervention and 76 in the second group, in order to
detect a difference equal to or greater than five units. It
is assumed that the common SD is 11 and the correlation
coefficient between the initial and final measurement is
0.6. A 20% loss-to-follow-up rate was estimated.

Procedure, techniques and analysis for the qualitative part or
intervention

The intervention

Given the clinical practice conditions of the study, the
intervention will be carried out in the selected hospital
using the PAR method and will be implemented through
a cycle of four well-defined stages,27 which will be repeated
continuously throughout the process (see TIdier check-
list in online supplemental file 1).

In the context in which this study is intended to be
carried out, the programme developed in day hospitals
is aimed at the care of those people who need mental
healthcare, but do not require a complete hospital admis-
sion. In this way, the disruption of their family, work and
social processes is avoided. In them, individual and group
care is provided.

Thus, for each user who joins the study, a minimum of
one complete cycle of PAR will be performed before the
user is discharged. The start of the cycle will begin with
stage one or diagnosis, first stage of the PAR, which will be
performed at the time of admission to the day hospital.
The nurse, through an individual semistructured inter-
view, will explore the meaning for the user of the concept
of recovery together with the individual perception of the
facilitating and limiting elements of this process. Subse-
quently, in the second stage or planning stage, through a
discussion group with other users, the meaning of recovery,
as well as its limitations and facilitators will be discussed
collectively, whereby individual or collective action plans
will be shared by the users in order to work and improve
their level of recovery in stage three or the action stage.
Once the action plan agreed on by the users and the
nurse has been carried out, the cycle will conclude with
stage four or evaluation, where an individual intervention
in the form of a semistructured interview will be carried
out again to assess the recovery process. Given that the
usual dynamics of the day hospital, the nurse conducts an
assessment interview, it will be at this time that the semi-
structured interview will be conducted. The focus groups
will be integrated in the timetable established in the unit.
Finally, the closing interview will be conducted at the time
of discharge, when the nurse usually conducts a process
closing interview.

Qualitative data collection techniques

Semi-structured interview

The conversation will be recorded with the prior consent
of the participant and then a written transcript will be
prepared, which requires validation by the user to avoid
possible biases. The interview should take place in a room,
if possible without interruptions and with an approximate
duration of 40 min. The user will be given the possibility
of ending the interview at any time as desired. A script will
be used to conduct the interview.

Focus groups
These will also be recorded, thanks to the prior consent
given by the users. A weekly group will be held at the day

4
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hospital’s facilities, during the day hospital’s hours of
operation. It will last approximately 45min. There will
be the possibility of leaving the group if the user wishes
to do so. To carry out the group, a support script will be
followed.

Researcher's diary

As a reflective tool and in order to monitor the research
process, a field diary written by the principal investigator
will be kept. This diary will be kept by the unit’s refer-
ring nurse, who is the principal investigator of the present
study.

Qualitative data analysis

The qualitative content analysis method will be used.”
This analysis is a method that focuses on theme and
context and emphasises variation, for example, similar-
ities within and differences between parts of the text.
It offers the possibility to analyse manifest and descrip-
tive content as well as latent and interpretive content.”
The data obtained from both the focus groups and the
interviews will be transcribed verbatim. Then, once the
authenticity of the transcripts has been verified by the
participants (content validation), the text will be broken
down into descriptive codes assigned on the basis of their
purely semantic content. In a second stage, such codes will
be grouped into more analytical subcategories, in such a
way that the initial codes are grouped according to the
meaning of the linguistic units and their combinations.
This will lead to a third hierarchical stage, where, taking
into account the semantic analysis of the previous subcate-
gories, they will be categorised according to the objectives
of the study. It is worth mentioning that the data anal-
ysis will be performed by two researchers, jointly in the
first stage of data coding, and independently during the
subsequent analytical process and again together in the
comparison of their results. The analysis of these data will
be carried out through the QRS Nvivo V.12 programme.
It should be noted that data will be collected and analysed
qualitatively until the moment when the team considers
that no new meanings are found and considers that data
saturation has been reached.®!

Outcome measures, data collection procedure and data
analysis for quantitative phases

Outcomes

Primary outcome

Changes in the users’ recovery process will be evalu-
ated with The Stages of Recovery Instrument (STORT)”
validated in the Spanish popu]ation.% It is a selfreport
questionnaire of 50 items grouped into 5 dimensions
of 10 items. Each dimension is related to one of the
recovery processes (moratorium, awareness, preparation,
rebuilding and growth). The items are scored from 0
‘not true at all at this time’ to 5 ‘completely true at this
time’, resulting in a score for each stage, ranging from
0 to 50. The participant is assigned to the stage with the
highest score. The questionnaire has been validated in

the Spanish population, obtaining a Cronbach’s alpha of
0.86."

Secondary outcomes

The quality of the therapeutic relationship between
nurses and users will be evaluated with the Working Alli-
ance Inventory-Short (WAL-S) scale. The short version of
this scale contains 12 items, and each item is rated on a
scale ranging from 1 (never) to 7 (always).

The scoring range of the overall WAI-S is 12-84 points.
The higher the score, the higher the therapeutic relation-
ship. This questionnaire has three dimensions: (i) bond:
the bond between patient and nurse, which includes
aspects such as empathy, mutual trust and acceptance;
(ii) objectives: the agreement between patient and nurse
on the goals of therapy (ie, mutual acceptance of what
the intervention aims to achieve) and (iii) tasks or activ-
ities: the agreement between patient and nurse on the
tasks or activities to be carried out. The Spanish version
of the WAI-S has good reliability and validity, with a Cron-
bach alpha of 0.93.%

The level of positive mental health will be assessed with
the Salud Mental Positiva (SMP) scale (Positive Mental
Health), developed and validated by L]uch,“M who studies
the level of positive mental health, a concept previously
developed by Jahoda.™ The scale consists of 39 scorable
items, for which the lowest value is ‘always or almost
always™ and the highest value is ‘never or almost never’.
The items belong to six dimensions (personal satisfac-
tion, prosocial attitude, self-control, autonomy, problem
solving and self-actualisation and interpersonal rela-
tionship skills). The questionnaire has shown adequate
internal consistency values in different populations with
Cronbach’s alpha values of 0.89.7 %

Other outcomes

Sociodemographic variables will be gathered, including
age, sex, educational level, employment status and marital
status.

The clinical variables consisted of the main diagnosis
described by ICD10 criteria, years of evolution of the
disorder, referral unit, number of previous admissions to
mental health facilities.

Data collection procedure

Users who agree to participate in the study and have
signed the informed consent form, both in the case of
the intervention and control groups, will be given a form
containing a questionnaire with sociodemographic and
clinical data and the three evaluation instruments by a
member of the research team who is not directly involved
in the care of the users. Participants will not receive any
information about their inclusion in the intervention or
control group. Each user will be assigned a participant
code to ensure the anonymity of the participating users.
When the user is discharged, a person from the research
team will collect the follow-up data in the same way by
means of a new form.
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Quantitative data analysis

The principal investigator will construct a database
using the IBM SPSS V.25 programme ECPHDSM, the
data obtained from the forms will be incorporated into
the database by two members of the research team to
minimise error. The analysis will focus on the numerical
differences obtained through the STORI, WAI-S and SMP
questionnaires before and after the intervention. In order
to describe the characteristics of the participants and the
scores obtained on the scales, descriptive statistics will be
used, using the arithmetic mean and SD for quantitative
variables and the frequency and percentage for qualita-
tive variables. The differences between the baseline scores
obtained and the follow-up assessment will be estimated,
thanks to the application of parametric tests (Student’s
t-test in paired data) in the case of quantitative variables,
first verifying the assumptions of normality and homoge-
neity of their variances. When the opposite is true, non-
parametric tests will be used, using the Wilcoxon test for
quantitative variables and % tests or Fisher’s exact test for
qualitative variables. In addition, to analyse the impact
of changes on the dependent variable adjusted for the
remainder of the secondary outcomes, multiple linear
regression models will be used. A significance level of
p<0.05will be considered.

Validity and reliability/rigor

To ensure the validity and rigour of the study, appropriate
strategies will be used for each phase of the research. In
phases one and three, recruitment of an appropriate
sample size together with the validity and reliability of the
instruments used will guarantee validity and reliability.
For phase two, reliability, authenticity and ethical criteria
will be addressed. Within the framework of reliability, the
credibility of the study is based on the use of triangulation
of techniques and researchers. Likewise, the criterion
of dependence will be obtained through the constant
auditing and transfer of external reports throughout the
procedure. Likewise, the dynamics of the process, which
will involve a constant interaction between the realities
of researchers and participants, will provide authenticity
to the data obtained. The treatment of confidentiality,
privacy and participant consent will guarantee the ethical
rigour criteria of the project. In addition, reflexivity,
understood as a process of critically reflecting on what
is taking place during the research study, will be the key
quality criterion on which the project will be based.

Patient and public involvement

Patients and/or the public were not involved in the
design, or conduct, or reporting or dissemination plans
of this research.

ETHICS AND DISSEMINATION

Authorisation has been obtained from the management
of the centres and approval for the project has been
granted by the Ethics Committee of the institution where

the study will be carried out, FIDMAG Hermanas Hospi-
talarias (PR-2020-10). In relation to the current law on
personal data protection and guarantee of digital rights,
the authorisation of all users will be requested for the
public dissemination of the data, preserving the confi-
dentiality and anonymity of their identity at all times. This
will be achieved by anonymising the names or any sign of
identity by assigning a user code. All participants will be
able to voluntarily withdraw from the study at any time.
For this reason, users will be given a sheet with all the
precise information about the study to be carried out and
written consent will be requested.

Preliminary and final results will be published in peer-
reviewed journals and presented at national and interna-
tional congresses.
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Articulo 2

Este articulo corresponde a los resultados de los objetivos especificos 1.1y 1.2. Los

datos bibliométricos se recogen en la tabla 2.
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Abstract

Introduction: This study sought to explore the meaning of the recovery process and
its stages from the perspective of people attending a mental health day hospital.
Methods: A descriptive exploratory qualitative study was carried out. Semi-
structured interviews were conducted with people attending a mental health day
hospital. The data were analysed deductively by means of content analysis.
Results: The participants described the recovery process as a process based on three
pillars; the attitude towards recovery, hardship, and the effort required throughout
the process. Regarding the stages of recovery, for the participants in the first stage
of the process (Moratorium), the search for hope was the most important element. In
the second stage (Awareness), the reestablishment of their identity, through the
acceptance of the consequences derived from the mental health problem, together
with being able to feel full and fulfilled, were the most outstanding elements. In the
third stage (Preparation), participants highlighted the search for meaning in life,
facing their fears and the process with an open mind. Finally, the last two stages
(Rebuilding and Growth) were related to taking responsibility and empowerment for
recovery.

Conclusions: The results of this study provide insight into the perception of the
recovery process and its stages in people attending a mental health day hospital.
These findings may contribute to aligning the nurse-patient perspective, helping
nurses to understand the key elements of patients according to their stage of
recovery, and thus be able to subsequently individualise interventions.

Patient and Public Contribution: This study was based on interviews with 15
patients receiving treatment at an adult mental health day hospital. This study would

not have been possible without their participation.
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day hospital, mental health, nursing, qualitative study, recovery process
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1 | INTRODUCTION

Figures on global mental health, according to the World Health
Organization (WHO), in its latest report’ estimate that one billion
people (more than one in eight adults and adolescents) worldwide
suffer from a mental health problem. Moreover, these people die
10-20 years earlier than healthy people and generate an avoidable
economic burden.

In recent years, the model of mental health care has changed
from a rehabilitative model, with the focus on the professional, to a
recovery model, where the main protagonist is the person suffering
from a mental health problem.> The WHO guidelines support the
recovery model,® recommending the integration of a restorative
vision into mental health care policies. In this context, person-centred
care acquires great relevance.” Mental health nurses must have an in-
depth understanding of the perspective of people with mental health
problems on what recovery means to them throughout the various
stages of the recovery process and their level of care.

1.1 | Background

In recent decades, different authors have contributed to the study of
the phenomenon of the recovery process in the field of mental
health. In the 1980s, Deegan® broke away from previous models of
mental health care and defined the recovery process as ‘the lived or
actual life experience of people as they accept and overcome the
challenge of disability, so that they experience a new sense of self
within and beyond the limits of disability’. Subsequently, Anthony®
outlined the basis of the recovery model, defining it as ‘a way of living
a satisfying life, full of hope and contribution, even within the
limitations caused by the disease’. Later, Andresen et al.”® also
studied the phenomenon from the perspective of the processes a
person goes through in their recovery process. In their work, they
described four component processes and five stages that the person
undergoes during the recovery process. The stages identified were: (i)
Moratorium: A time of withdrawal characterised by a deep sense of
loss and hopelessness, (ii) Awareness: Realising that all is not lost and
that a full life is possible, (iii) Preparation: Weighing strengths and
weaknesses in relation to recovery and beginning to work on
developing recovery skills, (iv) Rebuilding: Actively working towards
a positive identity, setting meaningful goals and taking control of
one's life and (v) Growth: Living a full and meaningful life,
characterised by self-management of illness, resilience and a positive
sense of self. These stages are sequential, and therefore, the last
stage, growth, constitutes the result of the recovery process.® On the
road to recovery, and independently of the stage the person is in, for
Andresen et al.® people experience different psychological states
which were termed component processes. These four processes are;
(i) finding and maintaining hope—believing in oneself, having a sense
of self-control and optimism for the future; (ii) re-establishment of a
positive identity—finding a new identity that incorporates the illness
but maintains a positive sense of self; (iii) finding meaning in life—

understanding the illness; finding meaning in life despite the illness;
dedicating oneself to living; (iv) taking responsibility for one's life—
feeling in control of the illness and in control of one's life. For
Andresen et al.® given the highly personal sense of recovery, the
model should be considered flexible in terms of the order and means
by which the person moves through the processes.

More recently, Leamy et al.” developed the CHIME model based on
a systematic review,” using an acronym that represents the five essential
elements of recovery in mental health: Control, Hope, Identity, Meaning
and Empowerment. For Leamy et al.,” control refers to the person's ability
to have control over one's life and treatment, including the ability to make
informed decisions and to manage symptoms. Hope is the belief and
confidence in the possibility of improvement and recovery. |dentity
illustrates the importance of maintaining and developing a positive
identity and healthy self-esteem. Meaning appeals to the importance of
finding purpose and meaning in life, including participation in meaningful
activities and community. Finally, empowerment is the ability of
individuals to gain the necessary control and influence to improve their
well-being and achieve their goals. The CHIME model is based on the idea
that recovery in mental health is not only about managing symptoms but
also about promoting the well-being and long-term development of the
individual. This model is used in mental health care as an individual-
centred approach and emphasises the importance of working with each
person to develop a personalised treatment plan that addresses these five
essential elements of recovery.”

In any case, different models of recovery have been questioned for
their dualism and lack of depth in understanding the complexity inherent
to mental health problems. Such models oversimplify recovery processes,
ignoring the many individual and contextual variables that influence each
person's experience of mental health problems.'® Different models of
recovery have suggested the need to align the concept of recovery
between people with mental health problems and professionals, as
differences in understanding can lead to frustration and abandonment of
the process,®” understanding that there are profound implications in the
sensitivity and appropriateness of therapeutic communication.'* Some
studies suggest that health professionals' conception of the concept of
recovery in users of mental health services is strongly linked to the
concept of medical recovery.'>* However, recovery according to people
receiving mental health care is understood as an ongoing quest in life,
underpinned by five thematic pillars: ‘finding meaning’, ‘an invisible
disability’, ‘empowerment and agency’, ‘connection’ and ‘the passage of
time’."* Specifically, in studies of people diagnosed with schizophrenia,
recovery was perceived not only as the absence of symptoms, rather it
was found to be important to be able to work, regain functioning, have
adequate emotional stability, and be free of medication.'® Similarly, in
people diagnosed with bipolar disorder, recovery was identified with
productivity, engagement, social participation and symptom reduction.*®

From a sociocultural perspective, there are differences in the
formulation of the concept of recovery between developed countries
and other low/middle-income countries."” For the latter, studies
frame recovery as a personal journey that occurs along a continuum,
where social relationships are emphasised as facilitators of recovery
and spirituality is a facilitator and an indicator of recovery. These
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differences in how recovery is understood reflect the importance of
framing the concept of personal recovery in relation to the local
needs and contextual issues of each territory.?” Likewise, many social
factors are known to be related to recovery, where the consequences
of iliness, financial precariousness and caregiver burden can put a
strain on essential social needs, representing barriers to recovery.'®

In relation to the area of care, the evidence points to certain
nuances in the experience and meaning of the recovery process on
behalf of people with mental health problems. People cared for in the
community give special relevance to interpersonal and self-
connection in their recovery process, through inclusion in one's
own community, receiving support when needed and being able to
progress through loss.'” However, in other more restrictive areas,
such as forensic psychiatric nursing, the salient aspects of the
recovery process for people with mental health problems were
disconnection, hopelessness, negative identity experience as an
offender, lack of meaning and perceived disempowerment.?° 22

In the context of mental health care in day hospitals, mental
health care is offered within the community at times when the
person's needs are acute. This care is provided by a multidisciplinary
team for a period of no more than 3 months and avoids admission to
an acute care unit, which is usually considered detrimental to the
lives of people with mental health problems.”*

The importance of aligning the perspectives and expectations
between nurses and people with mental health problems?* is evident
for clinical practice, not only regarding the meaning of the recovery
process but also the knowledge of its stages.

Knowledge gaps have been previously identified in terms of
mental health service users' conception of the recovery process.’
Specifically, no studies have been found which explore this process in
relation to the stage of care of people who are treated in mental
health day hospitals.

Considering that there is hardly any evidence that provides
knowledge about this phenomenon in specific care contexts such as
mental health day hospital care, it is necessary to further explore this
matter from the perspective of people with mental health problems
and the meaning they assign to the recovery process and its stages.

2 | METHODS

21 | Aims

This study sought to explore the meaning of the recovery process
and its stages from the perspective of people treated in adult mental
health day hospitals.

2.2 | Design

A descriptive-exploratory qualitative study was carried out. This
approach was used because it enables us to examine reality and not
simply observe it, thus it was identified as the most suitable method

WILEY——*°"*

for the purpose of the study.”® This study was guided by the
consolidated criteria for reporting qualitative research checklist
(COREQ 32).%¢

2.3 | Sample/participants

The study participants were people with mental health problems who
were attended to at an adult mental health day hospital. The inclusion
criteria were being over 18 years of age at the time of admission,
accepting the conditions of the study and signing the informed
consent form. Individuals who had been attended for less than
1 week or whose physical or psychological conditions did not enable
them to participate in the study were excluded. However, there were
no participants who met these conditions during recruitment. A
purposive sampling by maximum variation was carried out consider-
ing pre-established profiles. None of those invited to participate in
the study refused to do so.

2.4 | Data collection

Data were collected through semi-structured interviews conducted
by the principal investigator of the study, a female mental health
nurse specialist. These interviews were conducted at the time of the
persons' admission to an adult mental health day hospital, and
therefore the interviewer had no prior relationship with the
interviewees. The document by Kallio et al.?’
an interview script, after a pilot test was carried out to verify its

was used to define

suitability. This pilot interview was conducted with a person with
mental health problems who collaborates with the unit in which
the study was conducted. After the pilot test, the usefulness of the
questionnaire was corroborated, and no changes were made. The
questions included in this script were: What do you understand by
recovery? What importance do you attach to this process? How
would you describe your recovery process? What is your goal that
you need to achieve to feel recovered? What can help you to
improve and what would not? The interviews were conducted in the
mother tongue of the interviewees to eliminate language barriers by
the nurse on duty. The interviews took place in a comfortable
environment with limited interruptions at the facilities of the day
hospital. Only the researcher and the participant were present during
the interview. The average duration of the interviews was 25 min.
The interviews were recorded, with the consent of the interviewees,
using a voice recorder after informing the participants of the
objectives of the study. No repeat interviews were necessary.
Participants were given the possibility of interrupting the interview
at any time without having to give any explanation. The interviews
were subsequently transcribed by a professional transcription
company, and in a third step the participants confirmed that the
content of the transcriptions was correct. In this third step, none of
the participants made any corrections to the proposed transcript. To
complement the information, field notes were taken after the
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interview was conducted. Data collection took place between
September and December 2021. The selection of participants took
place until the a priori thematic saturation was reached?® based on
the stages of the recovery process of the Andresen model.

2.5 | Ethical considerations

This study was approved by the Ethics Committee of the institution
where the research was carried out, FIDMAG Hermanas Hospitalar-
ias (PR-2020-10). To participate in the study, the subjects had to read
and accept the informed consent form. They were also offered the
possibility of withdrawing from the study at any time without the
need to state a reason. Participants did not receive financial
compensation for their participation. To ensure anonymity, each
participant was assigned an alphanumeric participant code. Also, the
stored data were protected by encryption and password protection.
During recruitment, participants were informed of their voluntary
participation in the study, explaining that their refusal to participate
would have no consequences on the quality of their treatment, and
that all the information derived from their participation was
confidential and would not have any effect on their treatment.

2.6 | Data analysis

A qualitative content analysis was performed.”” The information
derived from the interviews was transcribed verbatim, and in a
second step, validated by the participants to verify authenticity. The
texts were divided into descriptive codes according to their semantic
content. These codes were grouped into analytical subcategories to
group the initial codes according to linguistic units. Finally, consider-
ing the semantic analysis of the above subcategories, they were
grouped into categories deductively according to the stages of the
retrieval process of the Andresen model.® These stages were mainly
carried out by the first author and were continuously and critically
discussed and reflected upon within the research team. The Nvivo 12
software was used for this categorisation.

2.7 | Rigour

To ensure the validity and rigour of the present study, strategies
suggested by Lincon and Guba.*® were used based on credibility,
transferability and confirmability. The transcriptions of the recorded
interviews with subsequent confirmation by the interviewee ensure
the veracity of the data obtained and credibility. To ensure
confirmability, a field diary was kept by the main researcher to
consider the researcher's impressions and emotions, which also helps
to achieve neutrality in keeping the experiences far from any possible
biases. Concerning transferability, the sampling process and the
characteristics of the sample have been scrupulously described.®* In
terms of reflexivity, the author comes from a health care background

and has experience in mental health research, as well as experience in
conducting qualitative interviews. The interviewer established a
therapeutic bond with the participants and endeavoured to be
neutral throughout the interview, avoiding bias and facilitating the

free expression of opinions and positions.>?

3 | FINDINGS

Fifteen people participated in the study. Of these, 73% were women
(n=11) and 27% were men (n = 4). The mean age was 45 years (min
20-max 58). Regarding the diagnosis, 40% of the participants had an
affective disorder (n=6), 27% had an anxiety disorder (n=4), 13%
had a psychotic disorder (n=3) and 13% had a personality disorder
(n=2). The mean number of years since the diagnosis of the mental
health problem was 8.8 years (min 1-max 21). The employment
status of participants was as follows: 33% (n=5) were granted
temporary incapacity, 13% (n = 2) were students, 20% (n = 3) were
unemployed, and 33% (n = 5) were retired. Concerning the country of
birth, 73% (n = 11) were of Spanish nationality, and 27% (n = 4) were
of foreign origin.

As a result of the data analysis, a total of 378 minimum units of
meaning were identified. After categorising these by meaning, they
were grouped into a total of 29 categories, of which seven
corresponded to the definition of the process as such and 22 to
the different stages of the recovery process, which were finally
grouped into four main themes. These themes corresponded to the
stages of the recovery process according to Andresen et al.'s® model
except in the case of rebuilding and growth which were agglutinated

into a single theme (Figure 1).

3.1 | The meaning of the recovery process

For the participants, the meaning of the recovery process was based on
three pillars; the attitude towards recovery, hardship and the effort
required during the process. In this regard, the recovery process
represented a path based on the desire to improve. ‘Recovery would
mean to be better or completely well, compared to how you are at the
beginning of your recovery’ (p. 5). Consequently, this process was highly
dependent on the attitude towards recovery, which played a decisive
role. ‘At the moment | give it a lot of importance to it, because | want to
recover as much as possible and | have a goal, so | want to fight for it and
be able to live again’ (p. 10).

In this context, people with a mental health problem also
emphasised the rawness and harshness of this process. ‘Because you
have to do your part, it is very hard, very hard, but you have to try
and you have to fight, because it's the only way to do it’ (p. 9). In
addition, participants verbalised the importance of themselves in this
process, as they defended that recovery does not depend on
professionals but rather on the person affected by a mental health
problem. ‘Here you get 20 percent and 80 percent depends on
yourself' (p. 4).
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Stage 1: Moratorium: finding hope

To be helped, to seek wellness, to
pursue healing, improvement and
stabilization, to cope with
uncertainty and to enjoy restful

sleep.

Stages 4 and 5: Rebuilding and
Growth: taking responsibility for
one’s life

Long and
hard non-
liner road

Learn, manage the process, regain
functionality and have a routine.

Desire to
improve

Stage 2: Awareness: re-establishing
a positive identity
Accept the diagnosis, assimilate the
symptomatology, losses and side
effects, be understood, overcome
the stigma and identify with others.

Attitude
and
hope

Stage 3: Preparation: finding
meaning in life

To be open-minded, to live without
fear, to enjoy family and to socialize.

FIGURE 1 The meaning of the recovery process and its stages for people attending a mental health day hospital.

3.2 | Moratorium: Seeking hope

For the participants, hope was seen as a first step in their recovery
process. This included aspects related to the recovery of personal
well-being, linked to the reestablishment of certain aspects of their
life before the onset of the mental health problem. ‘To regain my
values, my wellbeing, my objectives, my relationship with others, in
other words, to have a life, to try to have a life that is as healthy,
fulfilling and satisfying as possible’ (p. 10). Notably, receiving
support from others was a major aspect for them. ‘Family and
professionals push you to do it, and when you say “l can't do it
anymore”, they say “no, come on, you can do it” (p. 8). In addition,
one aspect highlighted as a facilitating element at this stage of the
process was getting enough rest, emphasising the importance of
sleep, in terms of quality and quantity. ‘To regain the feeling of
being sleepy and say “I'm so sleepy, I'm going to bed”, to sleep and
wake up rested, | lost that many years ago, | just sleep because |
take medication to sleep, otherwise | wouldn't sleep’ (p. 3).
Conversely, at this stage of recovery, for the participants, the
presence of uncertainty was discovered as an element that

conditioned their ability to move forward in the process. ‘It's not
the same when it happens to you the first time, and you don't
know what's happening to you, then when it happens to you and
you know that what's happening to you is normal, that it's
happening to other people’ (p. 12). In fact, those people who were
very early in the recovery process thought of the process as an
absolute healing process. ‘For me, to recover from something is,
for example, to be cured of an illness’ (p. 3).

3.3 | Awareness: Re-establishing an identity
Participants stated that at this stage it was essential for there to be an
acceptance of the consequences of the mental health problem: ‘to be
able to accept and live my states of loneliness with tranquillity and
peace’ (p. 10). Together with this acceptance, they also considered
the fact of feeling fulfilled despite the symptomatology derived from
the mental health problem. ‘The disease is there, and it is a disease
that cannot be cured, but | do know that it is possible to live with
it' (p. 10).
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At this stage of the recovery process, the people participating in
the study considered the importance of feeling understood by their
close environment and by professionals. ‘It has helped me to feel the
understanding of my family’ (p. 14). ‘I have felt a very profound
understanding on behalf of the professionals’ (p. 2).

Being able to overcome the stigma attached to mental health
pathologies was a difficult but achievable goal for those interviewed
‘even though there are some prejudices about people with problems,
if you deal with it in a normal way, you almost forget about it' (p. 13).

Similarly, for the participants, identifying other people with
similar problems allowed them to move forward in the recovery
process. ‘It's not the same when it happens to you the first time,
when you don't know what's happening to you, as when it happens to
you and you know that what's happening to you is normal, that it
happens to other people, what happens is that it happens to you in
somehow in a different way’ (p. 12). As well as becoming aware of the
losses caused by the disease. ‘I lost my job, | lost my salary, | lost
everything, so | feel guilty. | have lost a lot of things' (p. 14).

However, for the participants, the side effects of the pharmaco-
logical plan, as well as the repeated changes in the plan, were an
element that made it difficult to face this stage of recovery. 'l feel
reluctance towards the pharmacological aspect, at the beginning |
didn't want to take so much medication, and every time | have been
taken off the medication, | have felt relieved, and every time they
have increased it, again | feel down. | see it as a setback, and it
doesn't have to be like that' (p. 7).

3.4 | Preparation: Seeking meaning in life

For the participants, in this third stage, it was essential to be able to
face the process with an open mind. ‘If you open your mind to let
yourself be helped, collaborate and use the tools you are given, you
will recover; but if you are in denial, everything is a no, and you close
your mind, it will be difficult to get out of here’ (p. 4). To this end,
participants verbalised the importance of overcoming fears. ‘My goal
to achieve in order to feel recovered? Well, to effectively recover
many of the things | have lost, to be able to go out, have fun, have
enthusiasm for things, and overcome my fears’ (p. 3).

In this phase of the process the participants acknowledged that
the family and social network is fundamental. The presence and
support of the family was key, understanding that their condition has
direct repercussions on the people close to them. ‘If | am not well,
neither is my family' (p. 14).

Likewise, socialisation became important as a facilitating element
of the phase in which people search for a new meaning in life. ‘here |
have relearned how to talk to people, because | wasn't talking to
anyone’ (p. 8). ‘I've had several friends here who I think understand
me and | understand them, because, although each of us has a
different disease we understand when the other one isn't well, and
that hasn't happened to me anywhere, of course, because nobody
understood me; when I've had friends they always said, “we're tired
of helping you™ (p. 8).

In addition, the participants stated that this socialisation
depended on themselves. ‘Well, during the time that I've been
here I've started... Well, the most important thing is to get out of
the house, and I've managed to do that thanks to coming here, by
coming to the day hospital. And | have to make an effort to
socialise, even though | am given the tools here; but hey, we are
getting there' (p. 4).

3.5 | Rebuilding and growth: Taking responsibility
for recovery

Regarding these last stages of the recovery process, the people
interviewed clearly felt that the process depends largely on oneself,
emphasising both the responsibility they have in the process and the
importance of their attitude. ‘It mainly depends on oneself. Of course,
help is always appreciated’ (p. 9).

They also emphasised the need to learn about themselves and
their disease when they were at this stage ‘My goal is to learn how to
cope with the process’ (p. 11). ‘it is very important to learn how to
improve’ (p. 11).

Another central focus of the significance of the recovery process
was functionality, as a key element of the recovery process. 'being
responsible for myself, doing things that | can't do’ (p. 14).

Finally, for those interviewed, the need to have a daily routine
was important to take responsibility for their own lives. ‘now | have
the obligation to get up every day, to shower, to get dressed, to come
here, to try to make the most of the hours that I'm here’ (p. 3).

4 | DISCUSSION

The study aimed to shed light on the meaning of the recovery process
and its stages for people attended at an adult mental health day
hospitals. The results show that, in relation to the recovery process,
the participants agreed that it is a process based on the desire to
improve, in which their attitude is key. Thus, recovery is a hard and
costly process, which depends on oneself. These findings coincide
with those of Kidd et al.’* based on a participatory action research
conducted in a mental health service, involving caregivers, clinicians
and people with mental health problems, which illustrated the
meaning of the process of recovery with the metaphor ‘recovery as
an ongoing quest in life’. Along these lines, a study by Leamy et al.?
developed a theoretical framework about the recovery process,
concluding that it is a personal, active and difficult process. The
similarities between the meaning of this process and the Prochaska
and DiClemente®® cycle are striking, as both processes are based on
the desire to improve and the motivation to change. However, in the
Prochaska and DiClemente cycle a behavioural change is pursued,
and in the recovery model more ambitious objectives are covered,
which bring more aspects into play and not only a behavioural
improvement. According to our study findings, the participants'
narratives followed the stages proposed in Andresen et al.'s” model
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despite the well-known simplification of the recovery processes in
some models.*°

The findings indicate that in the first stage of the recovery
process, the most important aspect for the participants was the
search for hope. As in other studies, for people treated in day
hospitals, returning to how they were before the onset of a mental
health problem was a source of hope.»***° Nonetheless, for people
with mental health problems, the support received from their
environment was the most important element in this stage of the
process.>**” This included family support but also professional
support.>® Another important finding at this stage of the recovery
process was the negative experience of uncertainty regarding the
problem and the future. This has been found to be relevant and
essential in other research, which focuses on the general population's
lack of knowledge of mental health problems®*2¢ At this stage of the
recovery process, increased mental health literacy would help those
affected to be more confident and able to adopt a more positive
outlook on life with a greater degree of empowerment.”*® In fact, for
people with mental health problems, regaining basic aspects such as
sleep quality was especially important at this stage.

In the second stage of the recovery process, which is
characterised by awareness,® the fundamental component was
to try to re-establish their identity.®” To this end, the respon-
dents attached importance to the acceptance of the conse-
quences derived from the mental health problems, in contrast to
the previous stage in which recovery was perceived as a complete
recovery.®’ The understanding of the aforementioned difficulties
by the family and professionals as a facilitator of the recovery
process has been widely described in several studies.'*3*4? This
acceptance on behalf of the health professionals is especially
important in the case of nurses, since they are an essential
component of the nurse-patient therapeutic relationship.*”* At
this stage of the recovery process, besides the family and
professionals, the importance of support and understanding from
peers was also highlighted.*? Several studies have shown this
type of support to be a cornerstone of the recovery pro-
cess.” 3¢ During this period, the effects of medication and
stigma stand out as hindering elements for the recovery process.
Thus, stigma represents a great burden during the recovery
process, encompassing both third party stigma and self-
stigma. 4

In the preparation stage, the participants emphasised the search
for meaning in their lives. To do so, open-mindedness and facing
fears were essential. Once the participants had accepted the
presence of the mental health problem and felt understood by their
family, it was time for them to face new realities, therefore, they
needed to be more open-minded than before.'®%*% |ndeed, there is
evidence that relates the meaning of life and the expression of anger
at the change in the person's reality as a positive predictor of the
evolution of the recovery process.”® For the participants, in addition
to the support from family, professionals and peers, as in previous
stages, the importance of support from their social network was
highlighted to improve their recovery process. Thus, it is known that

there is a significant positive relationship between the size and
perceived strength of an individual's social network and certain
recovery attitudes.*¢

It is worth noting that, for the participants in our study, the
fundamental element for the stages of reconstruction and growth
was the importance of the individual's own attitude, taking
responsibility for this final part of the process. In fact, no obvious
identified
participants to both reconstruction and growth as a person. This

differences were in the meaning given by the
principle was already stated by Anthony in one of the first papers
on the concept of recovery which stressed the importance of
placing responsibility on the individual and not on professionals.®
At this point in the process, establishing routines helped
individuals to take responsibility*” and recover their functional-
ity.>* To do so, they had to face reality with an appropriate
attitude. Indeed, a relationship has been found between more
optimistic attitudes about the process and better outcomes in the
recovery process.”* In addition, in these later stages, participants
expressed the need to learn about themselves and their problem.
There is evidence that confirms that when people with mental
health problems have a higher level of knowledge regarding their
recovery process, they have more positive attitudes towards
recovery.*®

4.1 | Strengths and limitations

This study has several limitations as well as certain strengths.
These findings have provided valuable information on the percep-
tion of the people attended at mental health day hospitals on the
concept of recovery and its stages. By adopting a descriptive
qualitative approach, this study allowed participants to remain
faithful to their account while ensuring transparency of the
researchers' interpretations. Difficulties were encountered in
recruiting participants due to the pandemic caused by the severe
acute respiratory syndrome coronavirus 2 virus, given that it was
necessary to close the facility where the interviews were
conducted on several occasions throughout the year 2021. The
fact that the respondents came from a single centre could limit the
variety of the data. The characteristics of the participants could
affect the transferability of the results to another setting.
Regarding the participants, the profiles obtained are representa-
tive of the reality of the day hospital studied.

5 | CONCLUSION

This study explored the meaning of the recovery process and its
stages from the perspective of people attending at adult mental
health day hospitals. The results provide new knowledge about the
most relevant aspects of the recovery experience of the participants
in the recovery process, taking into account the different sequential
stages of the process.
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The participants described the recovery process as a process
based on three pillars; the attitude with which it is faced, its
harshness and the effort required to undergo the process. In terms of
the stages of the process, in the first stage of the recovery
experience, the search for hope is the most important aspect for
people with mental health problems. Once hope is restored, it
enables people to move on to acceptance and reestablishment of
identity as the next stage, and in turn, to search for meaning in life.
Preparation was highlighted as fundamental for the search for
meaning in life. Finally, in the last stage, it is necessary to assume the
responsibility for recovery, where the process is dependent on
oneself.

RELEVANCE FOR CLINICAL PRACTICE

This study has implications for the adequacy of nursing interventions
in people who are immersed in a recovery process. The findings
clarify the perception that people with mental health problems have
of the process and its stages, as well as the elements they perceive as
facilitators and limiters. This knowledge at the levels of care could
help nurses and health care institutions to align the person-
professional perspectives to adapt and individualise interventions to
the stage of the recovery process in which the person is. To apply this
knowledge in clinical practice, it would be advisable to perform an
initial assessment carried out by nursing professionals, taking into
account the perceptions and specific needs of each person to use the
gathered information to adapt nursing interventions, ensuring they
align with the individual needs and perceptions of each patient on
their path to recovery. However, further studies are needed and with
the participation of individuals during the overall study process.
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TITLE

Impact of collaborative nursing care on health outcomes of mental health day hospital

users: A mixed methods study.

ABSTRACT

Introduction: Given that recovery-oriented care focuses on empowering individuals with
mental health challenges, collaborative care can be an effective tool for nurses in mental

health day hospitals.

Aim: To deepen knowledge about the impact of collaborative nursing care for improving

health outcomes of mental health day hospital users.

Methods: In the first phase of this mixed methods study, quantitative data were collected
from 144 users of mental health day hospitals. In phase two, a group of users underwent
an intervention based on collaborative nursing care, through participatory action research,
and qualitative data were collected. Finally, quantitative data were again collected from

all users.

Results: The users who participated in the intervention group improved quantitatively in
terms of the quality of the therapeutic relationship. They also improved at different stages
of the recovery process, thus the qualitative results confirmed that collaborative nursing

care was an essential component in their recovery process.

Discussion: The findings highlight the critical role of collaborative nursing care in health
outcomes. The therapeutic relationship was identified as a key factor in facilitating patient

empowerment.

Implications: The study supports implementing collaborative nursing care models in
mental health settings to enhance patient outcomes.

KEYWORDS: Collaborative nursing care, mental health recovery, therapeutic
relationship, positive mental health, participatory action research, mixed methods.
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ACCESSIBLE SUMMARY::

What is known on the subject:

Recovery-oriented care focuses on empowering individuals with mental health
challenges, emphasizing their strengths, autonomy, and personal goals.

Positive Mental Health is linked to a person’s ability to manage stress, maintain
meaningful relationships, and contribute to their community.

Collaborative healthcare involves active collaboration between mental health
nurses and patients, with the aim of improving health outcomes by involving

patients in decision-making.

Originality:

The study explores how collaborative nursing care within mental health day
hospitals can enhance the therapeutic relationship and support the recovery
process.

It demonstrates that collaborative nursing care improves not only the practical
aspects of recovery, but also has a positive impact on positive mental health,
offering a holistic approach to mental health nursing care.

The research provides evidence on how collaborative nursing care practices can
lead to better engagement, increased feelings of belonging, and more supportive

networks for patients.

Significance:

The findings suggest that implementing collaborative nursing care models in
mental health settings can significantly improve patient outcomes, particularly in
recovery and positive mental health.

Mental health services could benefit from adopting collaborative nursing care
approaches to foster stronger therapeutic relationships and enhance overall well-
being for service users.

These insights can guide policy changes and the development of more person-

centered care practices in mental health services.
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DESCRIPTION:

This study presents a rigorous original research project using a mixed-methods approach
to evaluate the impact of collaborative nursing care strategies on mental health recovery.
The research is methodologically robust, adhering to ethical standards and providing a
theoretical framework that connects collaborative nursing care with improved therapeutic
relationships and patient outcomes. By integrating both quantitative and qualitative data,
the study advances the field of psychiatric and mental health nursing by offering new
insights into the effectiveness of nurse-led interventions in mental health settings. This
work aims to inform policy and practice, encouraging the adoption of collaborative

nursing care models to enhance patient recovery and overall mental health.

RELEVANCE STATEMENT

This study is highly relevant to mental health nursing practice, providing evidence-based
insights into the effectiveness of collaborative nursing care in improving patient outcomes
in mental health day hospitals. By focusing on the nurse-patient relationship and the role
of nurses in facilitating mental health recovery, the research highlights the critical
contribution of nursing practices to holistic patient care. The findings have the potential
to influence clinical practice, making collaborative nursing care an essential tool in

enhancing the recovery process, positive mental health and the therapeutic relationship.

REPORTING CHECKLIST: the study adhered to CONSORT and COREQ guidelines
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INTRODUCTION

In recent decades, the paradigm of mental health care has evolved significantly from an
approach focused exclusively on symptom control and disorder management to a
perspective that values and promotes the recovery of the whole person. The concept of
"recovery process” in mental health has gained recognition worldwide as a philosophy of
care that emphasises hope, autonomy and the ability of individuals to overcome the
challenges associated with mental disorders (Davidson et al., 2021; Deegan, 1988; Ellison

etal., 2018).

The recovery process is based on the belief that, regardless of diagnosis, each individual
has the potential to move toward a meaningful and purposeful life. It involves a holistic
understanding of the person and their context, considering not only clinical aspects, but
also the social, cultural and personal factors that influence the individual’s well-being.
This approach, supported by empirical evidence, recognises that recovery is not a final
destination, but rather a unique and continuous journey for each individual (Dell et al.,

2021; Leamy et al., 2011; Whitley et al., 2015).

Health policies have also evolved to align with this person-centred approach (World
Health Organization, 2022). Increasingly, mental health systems worldwide are adopting
strategies and programs that seek to empower individuals in their own recovery process
and encourage active participation in decisions about their care (Corrigan et al., 2019).
Collaborative care, based on shared decision making, can be framed within these
strategies (Metz et al., 2019; Verwijmeren & Grootens, 2024), advocating the promotion
of self-determination, respect for cultural diversity and collaboration between health

professionals and service users. This way of delivering care through empowerment has
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increasingly demonstrated its effectiveness (Castro et al., 2016).

The relationship between the concept of recovery and positive mental health (PMH) is
close and significant. PMH is defined as a state of well-being in which the individual is
aware of their own capabilities, can cope with the normal stresses of life, work
productively and fruitfully, and is able to make a contribution to their community. This
concept is not limited to the absence of mental disorders. It includes a number of factors
that contribute to the optimal development of the individual and their positive adaptation
to life circumstances. Both concepts, recovery and PMH, complement and reinforce each
other, and together, play a crucial role in the well-being and improved quality of life of
people facing mental health challenges. Both focus on well-being and improving people's
quality of life, as well as seeking to improve people's overall experience and help them
thrive in their daily lives, by emphasizing the active role of the individual in their own
well-being (lasiello et al., 2019). This model was developed in 1958 by Jahoda under the
title "Current concepts of positive mental health” (Jahoda, 1959), where the concept is
articulated in six interrelated general criteria: Attitudes toward the self, Growth,
development and self-actualization, Integration, Autonomy, Perception of reality and
Environmental mastery. Later, Lluch, based on the results of different analyses of
Jahoda's original model, proposed a new model of PMH, based on six explanatory factors
of PMH: personal satisfaction, prosocial attitude, self-control, autonomy, problem
solving and self-actualization, and interpersonal relationship skills. To evaluate this
model, the author created the Positive Mental Health Questionnaire (PMHQ) (Lluch

Canut, 1999).

In parallel, the relationship between mental health recovery and the therapeutic

relationship (TR) is fundamental and reciprocal in the process of care and treatment for
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people facing mental health challenges. The TR promotes person-centred care and shared
decision making, which are essential elements of the mental health recovery process
(Davidson et al., 2021). By actively involving the patient in their own care, autonomy and
empowerment are fostered, which are fundamental to recovery and PMH (Corrigan et al.,
2019). The nurse not only acts as a care provider, but also as a facilitator of the patient's
holistic well-being, helping them to develop coping strategies and skills that enable them
to better manage their condition and lead a meaningful and productive life. The TR
provides a safe and trusting environment where people can express their thoughts and
emotions without fear of judgment (Felton et al.,, 2018). A strong TR promotes
collaboration and active participation of the patient in their own recovery process
(Hamovitch et al., 2018), which is essential to empower the individual and promote a
sense of control over their own life. An empathetic, understanding and supportive TR can
make a significant difference on the road to recovery and the achievement of an

emotionally satisfying and meaningful life.

This study is justified by the need to deepen the understanding of how collaborative
nursing care can significantly improve the recovery process in mental health, the TR, and
PMH. As health policies and models of care evolve toward more person-centred
approaches, it is crucial to have empirical evidence to support these practices (World
Health Organization, 2022; Corrigan et al., 2019). Collaborative care, founded on shared
decision making and patient empowerment, not only has the potential to improve clinical
outcomes, but also to enrich the overall experience of individuals on their road to recovery
(Metz et al., 2019; Verwijmeren & Grootens, 2024). In addition, the integration of this
care with the PMH factors proposed by Lluch can offer a more complete and holistic view
of well-being, facilitating more effective and sustainable interventions (Lluch Canut,

1999). Therefore, this study not only seeks to provide valuable data for clinical practice
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and health policies, but also to promote a cultural change in mental health care that

emphasises collaboration, autonomy and personal growth.

Consequently, the objectives of this study were to explore the process of change taking
place in the recovery process of mental health day hospital users who received the
collaborative nursing care intervention and to evaluate the impact of the collaborative
care intervention in terms of the changes produced in the stage of the recovery process,

the level of PMH and the quality of the TR with the nurse.

METHODS

Design

To meet the main objectives, a sequential and transformative mixed methods study was
designed (Teddlie & Tashakkori, 2012) involving three phases. In phases one and three,
guantitative data were collected through a non-randomised, two-arm, parallel design. In
phase two, the intervention was carried out, providing collaborative nursing care through
the co-design and implementation of group activities using qualitative methodology based
on Participatory Action Research (PAR). The COREQ-32 and CONSORT qguidelines

were followed to conduct this study.

Study setting and participants

The study setting was three adult mental health day hospitals in the metropolitan area of
Barcelona (Spain). The three centers belong to the same institution and are part of the
public mental health network of Catalonia. These centers have the same management,

and therefore the same care program is in place. The study population consisted of the
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users requiring treatment in the mental health day hospitals included in the study. The day
hospital attends people over 18 years of age, with no maximum age limit, who are in a
situation of decompensation of their basic pathology, who do not require admission to an
acute unit. They receive care five days a week, where they are attended by a

multidisciplinary team.

Participant selection and recruitment criteria:

- The study inclusion criteria for participating users were as follows:

A) Users of the selected day hospitals over the age of 18 years old.

B) Acceptance of the terms of the study and informed consent.

- The exclusion criteria for participating users were:

A) Hospital admission for a period of less than one week.

B) Physical or psychological conditions that hinder the application of collaborative

nursing care through the co-design of group activities.

All persons who met the inclusion and exclusion criteria and who agreed to participate in
the study were invited. No user refused to participate in the study. Participants were
incorporated consecutively as they were admitted to the three units that were involved in

the study.

Users admitted to the units between January 2021 and December 2022 were invited to
participate. Assignment to either the control or intervention group depended on the

individual's place of admission (Figure 1).
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[Figure 1. CONSORT Flow diagram]
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PHASES | AND I11: QUANTITATIVE INQUIRY

Outcome measures

Primary result

Changes in the users' recovery process were evaluated with The Stages of Recovery
Instrument (STORI) (Andresen et al., 2006). This is a self-report questionnaire of 50
items grouped into 5 dimensions of 10 items. Each dimension is related to one of the
recovery processes (moratorium, sensitization, preparation, reconstruction and growth).
The items are scored from 0 "not true at all at this time" to 5 "totally true at this time",
resulting in a score for each stage, ranging from 0 to 50. The participant is assigned to the
stage with the highest score. The questionnaire has been validated in the Spanish
population, obtaining a Cronbach's alpha of 0.86 (Lemos-Giraldez et al., 2015) and

therefore presents adequate psychometric properties.

Secondary results

The quality of the TR between nurses and users was assessed using the Working Alliance
Inventory-Short (WAI-S) scale. The short version of this scale contains 12 items, and

each item is rated on a scale ranging from 1 (never) to 7 (always).

The overall WAI-S score range is 12 to 84 points. The higher the score, the higher the
TR. This questionnaire has three dimensions: (i) bonds: the bond between the patient and
the nurse; (ii) goals: the agreement between the patient and the nurse on the goals of
therapy and (iii) tasks or activities: the agreement between patient and nurse on the tasks

or activities to be performed. The Spanish version of the WAI-S has good reliability and
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validity, with a Cronbach's alpha of 0.93 (Andrade-Gonzélez & Fernandez-Liria, 2016).

The level of PMH was assessed using the Positive Mental Health (PMH) scale, developed
and validated by Lluch (Lluch Canut, 1999) which studies the level of PMH, a concept
previously developed by Jahoda (Jahoda, 1959). The scale consists of 39 scorable items,
for which the lowest value is "always or almost always”, and the highest value is "never
or almost never". The items belong to six dimensions (personal satisfaction, prosocial
attitude, self-control, autonomy, problem solving and self-fulfilment, and interpersonal
relationship skills). The questionnaire has shown adequate internal consistency values in
different populations with Cronbach's alpha values of 0.89 (Roldan-Merino et al., 2017)

and therefore adequate psychometric properties.

Quantitative data collection procedure

Users who agreed to participate in the study and signed the informed consent, both in the
case of the intervention and control groups, were given a form containing a questionnaire
with sociodemographic and clinical data and the three evaluation instruments by a
member of the research team not directly involved in the care of the users. Participants
did not receive any information about their inclusion in the intervention or control group.
Each user was assigned a participant code to ensure the anonymity of the participating
users. When the user was discharged, a person from the research team collected follow-

up data in the same manner using a new form.

Quantitative data analysis

The quantitative analysis focused on the numerical differences obtained through the

STORI, WAI-S and PMH questionnaires before and after the intervention, and their
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comparison with the subjects in the control group. Descriptive statistics were used to
describe the characteristics of the participants, and the scores obtained on the scales, using
the arithmetic mean and standard deviation for quantitative variables, and the frequency
and percentage for qualitative variables. The differences between the baseline scores
obtained and the follow-up assessment were estimated by applying parametric tests
(Student's t test for independent groups) in the case of quantitative variables, first the
assumptions of normality and homogeneity of their variances were verified. When the
opposite was true, nonparametric tests were used, using the Mann Whitney U test for
quantitative variables. In the case of qualitative variables, the Chi-square test was used if
the application conditions were met (expected frequencies greater than five) or Fisher's
exact test if they were not. Finally, to analyse whether there were statistically significant
differences before and after the intervention, taking into account the group (control or
treatment), mixed ANOVA models were used. A significance level of p<0.05 was

considered and the effect size was estimated for each of the analyses.

PHASE Il - QUALITATIVE INQUIRY

Collaborative nursing care intervention

Data collection procedure

The intervention was carried out using the Participatory Action Research methodology
developed through a cycle of four well-defined steps (Susman & Evered, 1978), that were
continuously repeated throughout the process. PAR is an appropriate methodology for the
implementation and evaluation of changes, since it enables the generation of knowledge
in a democratic, cooperative, transparent and effective manner, as well as intervening in

the changes in people's daily lives (Moreno-Poyato et al., 2023).
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For each user who joined the study, at least one complete cycle of PAR was performed
before the user was discharged. The beginning of the cycle began with the diagnostic
stage, which was performed at the time of admission to the day hospital. The nurse,
through an individual semi-structured interview, explored the user's meaning of the
concept of recovery along with the individual perception of the facilitating and limiting
elements of this process. Subsequently, in the second or planning stage, through a focus
group with other users, the meaning of recovery was collectively discussed, as well as its
limitations and facilitators, where individual or collective action plans were shared among
users to work and improve their level of recovery in stage three or the action stage. Once
the action plan agreed upon by the users and the nurse had been carried out, the cycle
concluded with the fourth stage or evaluation, where an individual action was again

carried out in the form of a semi-structured interview to evaluate the recovery process.

Quialitative data collection techniques

Semi-structured interview

The conversations were recorded with the prior consent of the participant and
subsequently a written transcript was produced, which required validation by the user to
avoid possible biases. The interviews were conducted in a room, without interruptions
and lasted an average duration of 40 minutes (min. 20 max 57). The user was given the
possibility of ending the interview at any time they wished without explanation. A script

was used to conduct the interview.

Focus groups

Focus groups were also recorded, thanks to the prior consent given by the users. A weekly
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group was held at the day hospital facilities, during the operating hours of the day hospital,
with an average duration of 45 minutes (Min 38 Max 48). The user was given the
possibility of leaving the group if desired. A support script was followed during the focus

groups.

Researcher's diary

As a tool for reflection and in order to follow up the research process, a field diary
prepared by the principal investigator was kept. This diary was kept by the unit's referring

nurse, who was the principal investigator of the present study.

Qualitative data analysis

The qualitative content analysis method was used (Crowe et al., 2015). The data obtained
from both the focus groups and the interviews were transcribed verbatim. Then, once the
authenticity of the transcripts had been verified by the participants, the text was broken
down into descriptive codes assigned according to their purely semantic content. In a
second stage, these codes were grouped into more analytical subcategories, so that the
initial codes were grouped according to the meaning of the linguistic units and their
combinations. This resulted in a third hierarchical stage, where, considering the semantic
analysis of the previous subcategories, they were categorised according to the objectives
of the study. It should be noted that the data analysis was carried out by two researchers,
jointly in the first stage of data coding, and independently during the subsequent
analytical process and again together in the comparison of their results. The analysis of

these data was performed using the QRS Nvivo v12 program.
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Ethical Considerations

Authorization was obtained from the centre’s management and project approval was
granted by the Ethics Committee of the institution where the study was conducted. All
participants were able to voluntarily withdraw from the study at any time. For this reason,
users were given a sheet with all the precise information about the study to be carried out

and their written consent was requested.

RESULTS

A total of 144 users from three adult mental health day hospitals participated in the study;
none withdrew during the data collection process. The distribution was 64 users in the
control group and 80 in the intervention group. Table 1 shows the sociodemographic
characteristics of both groups with their corresponding statistical tests. There were no
statistically significant differences between the control group and the intervention group
in age or sex. The results show some initial differences between the intervention group
and the control group, basically at the level of the scores in the Rebuilding and Growth
recovery stages, as well as the perception of the TR with the reference nurse, with better
scores in the control group than in the intervention group. Therefore, initially the users
who were included in the control group scored higher on the quality of their relationship

with the nurse and the Rebuilding and Growth stages of the recovery process.
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Table 1. Differences in socio demographic characteristics and outcomes of participants in the

beginning
Variable Control n=64 Intervention n=80 T student
Age 42,05 (13,60) 44,71 (15,19) T=1,095;
P=0,25
df=142
Gender (women) 51,56% 53,76% Chi2=0,068;
P=0,794
df=1
Moratorium 26.453 (12.036) 26.725 (12.211) T=0.134
P=0.894
Df=142
Awareness 26.725 (12.211) 25.863 (10.366) T=1.660
P=0.099
Df=142
Preparation 28.750 (10.374) 23.175 (11.500) T=1.964
P=0.051
Df=142
Rebuilding 26.813 (10.441) 22.250 (12.075) T=2.389
P=0.018
Df=142
Growth 22.172 (11.020) 18.250 (11.491) T=2.072
P=0.040
Df=142
PMH 1 18.875 (6.477) 17.575 (7.277) T=1.118
Personal satisfaction P=0.370
Df=142
PMH 2 15.969 (2.624) 14.488 (3.673) T=3158.500
Prosocial attitude P=0.007*
PMH 3 11.531 (3.563) 10.387 (3.733) T=1.864
Self-control P=0.881
Df=142
PMH 4 13.391 (3.407) 12.963 (3.644) T=0.721
Autonomy P=0.925
Df=142
PMH 5 23.813 (5.603) 21.863 (4.414) T=2.336
Problem solving and self- P=0.056
actualization Df=142
PMH 6 17.906 (4.569) 18.038 (4.465) T=-0.173
Interpersonal relationship P=0.659
skills Df=142
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PMH 101.484 (17.064) 95.313 (20.155) 1.953
P=0.055
Df=142

Therapeutic relationship 67.016 (10.293) 57.112 (13.260) T=4.907
P=<.001**
Df=142

Goals 21.406 (3.923) 19.175 (4.269) T=3.230
P=0.002
Df=142

Bonds 23.328 (4.543) 18.700 (5.408) T=5.473
P=< .001**
Df=142

Tasks 22.281 (4.177) 19.238 (5.077) T=3.862
P=< .001**
Df=142

* Does not meet homocedasity, therefore we interpret mann whitney

** Brown-Forsythe test is significant (p < .05), suggesting a violation of the equal

variance assumption

Stage 1-Diagnosis

In this first stage, a semi-structured individual interview was conducted with the patients
who took part in the intervention to explore the meaning that the person interviewed gave
to the recovery process. The data revealed that participants experienced a profound
perspective on the recovery process. Users highlighted the challenging nature of this
journey, characterised by its complexity and demands. They felt that the attitude with
which they approached this process was fundamental, and a deep inner desire to overcome
and improve was key. Beyond simply facing the challenges, participants emphasised the
importance of adopting a resilient and proactive mindset. Emphasis was placed on the

fact that the road to recovery involved not only facing adversity, but also actively
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embracing the drive to change and move toward personal improvement.

People's willingness to face obstacles, combined with a genuine yearning to make
progress, emerged as a crucial factor in the recovery process. Participants emphasised the
need for a positive approach and inner commitment as a fundamental foundation for

moving toward recovery (Figure 2)

H « *The attitude with which they
Cha“engmg’ approached this process was

complex and fundamental, with a deep internal
: desire for improvement and
demandi ng enhancement being essential.

« It involved not only facing

Resmem_: and adversity, but also actively
proaCtlve embracing the drive to change
mindset and move toward personal

improvement.

Positive - They are the
fundamental
appro_ach and foundations for
an inner moving towards
commitment recovery

Figure 2. Meaning of the recovery process for participants

“if you don’t have the will to improve, you won’t be able to get out of the ditch you are

in.” (p.11)

Different approaches to recovery emerged in the interviews. While some users stated that
recovery involved accepting and learning to live with their mental health conditions
without hiding them, others expressed the hope of overcoming their problems altogether.
These diverse perspectives underscored the complexity and uniqueness of the pathways
to mental recovery, highlighting the importance of understanding and respecting different
individual visions and goals in this process. “Look, | hide from my friends when | see
them because | have never explained it to them in all the years that I've been like this,

I've never talked about it with them, with any of them, and | hide from my family so as
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not to make them suffer.” P2. Furthermore, the idea that each individual must lead their
own path to recovery was emphasised because of the deeply personal nature of this
process. One of the participants reflected on this: “I believe that everyone has in their
mind, their objectives, their wellbeing or where the person feels most comfortable and
feels good about oneself, it can be mentally or physically or both together.” P4. This
vision emphasised the importance of autonomy and self-reflection in the search for
individual well-being, recognizing that this process can manifest itself in diverse and

highly personal ways in each individual.

Stage 2-Planning

Focus groups were held periodically on a weekly basis. These meetings provided a space
for collective discussion in which participants reflected again on the meaning they
attributed to the recovery process, as well as elements that hinder or drive the process

(Figure 3)

Drive>

Previous experience Stigma \ —
Hopeful attitude Uncertainty
Support from loved Inherent difficulty in
ones the process
Longing for the past
Lack of knowledge
o

épexsqo

Figure 3. Elements hindering or driving the recovery process from the participants'

perspective

Certain obstacles that hinder the approach to mental disorders were revealed. One of the

participants eloquently expressed his vision in this regard: "There are factors that aren't
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helpful. For example, there is a lot of stigma in society about us and our problems." (P6-
GF3). This statement strongly underscores the urgency of tackling the stigmas and
prejudices associated with mental illness in order to pave the way for the recovery and
well-being of those who suffer from mental illness. The affected person's own lack of
knowledge about the nature and evolution of the disorder took center stage in the groups
conducted, as it was related to uncertainty and distressing feelings of not knowing the
future... “Sometimes I can't put words to what happens to me because I lack knowledge,
we need everyone else to be educated from an early age, and ourselves and our families

need to be supported.” (P2 — GF1).

Another element that emerged as a significant challenge was identified: the uncertainty
inherent to the process. Those users who were facing this journey for the first time were
immersed in a completely unfamiliar world, full of disconcerting experiences and
challenges. This novelty of the process contrasted markedly with the experience of those
participants who had already experienced mental health disorders first hand. Uncertainty
manifested itself as a kind of haze, pervading in every step towards recovery. Newcomers
faced a series of dilemmas and new situations that generated doubts and anxieties.
Conversely, those with previous experience with mental disorders had a more nuanced
perception and deeper understanding of what the process entailed, which gave them a
perceptible advantage in coping with it. The gap between novelty and previous experience
was revealed as a differentiating factor in the perceived difficulty during the recovery

process.

“It's not the same when it happens to you the first time, and you don't know what's
happening to you, compared to when it happens to you and you know that what's

happening to you is normal, that it's happening to other people.” (P 2-GF5).
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The immense difficulty of the process itself loomed as a major obstacle. Participants
recognised that the starkness of confronting their own pre-mental disorder trajectory, and
the intense longing for those aspects of their lives prior to its onset, added an additional
layer of complexity to the recovery process. Reliving the memories associated with a
stage of life marked by the absence of the disorder, and the feeling of longing for that past
reality, acted as stones on the path. The contrast between life prior to the disorder and the
current reality was presented as a constant challenge, generating intense emotions and a
significant emotional burden that interfere with their process of recovery. “Because you
have to do your part, it’s very hard, very hard, but you have to try and you have to fight,

because it’s the only way to do it.” (P9-GF2).

Regarding the factors that help this process, previous experience became relevant in the
context of the group discussion, since having been able to experience the partial or
absolute recovery from a mental health problem in oneself, means that, in the case of a
relapse, the person knows what will come next, the location of the mental health services,
the role of each professional... “The first time I fell into depression everything was new,
everything was uncertainty. However, when it happens more times, you know that at some

point in the future you will be your old self again.” (P5, GF4).

During this stage, a fundamental factor was identified, that acted as a facilitator in the
process: the attitude with which the participants approached their recovery. The
importance of facing this path with a hopeful attitude was emphasised, as it was crucial
to promote and favour the recovery process. Beyond the mere individual attitude, the
relevance of the backing and support from their close circle was emphasised. The personal
and emotional support network was identified as a key element facilitating coping with

the recovery process, although a lack of such support was recognised as a possible
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shortcoming for some participants. This emotional and practical support from those
closest to them was identified as an essential component in facing the challenges inherent

in recovery with greater strength and confidence.

“Family and professionals push you to do it, and when you say, ‘I can't do it anymore’,
they say ‘no, come on, you can do it.”” (P8, GF2). “If all this had happened to me when
| was far away from my parents and friends, | don't know what would have become of

me.” (P15, GF 6).

As a result of these group dynamics, proposals emerged for specific activities that would
be implemented in the subsequent phase of the intervention, thus contributing to the

development of collaborative nursing care.

Stage 3-Action

In the third phase of the participatory process, collaboratively created group activities
were implemented (Table 2). These activities, designed and planned in the previous
phase, were carried out with the participation of users and mental health professionals in
a community setting and were implemented following a weekly schedule. Among the
most outstanding achievements was the creation of a safe and supportive space that
facilitated the expression and management of difficult emotions. Most expressed that the
sessions allowed them to feel understood and supported by their peers, which was crucial
to their recovery process. The participants highlighted that the safe and collaborative
environment allowed them to share personal experiences and receive useful advice. Some
mentioned that the group activities helped them develop new strategies for managing
stress and negative emotions. Group activities promoted greater group cohesion and

fostered the development of support networks among participants.
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Table 2. Activities co-designed collaboratively with participants

ACTIVITY SHORT DESCRIPTION

SOCIAL SKILLS | Practical sessions to improve communication and interpersonal skills.

WORKSHOPS

CINEFORUM Screening of a film with a discussion afterwards, where viewers analyse and discuss the
themes, messages or highlights of the film.

SEXUALITY Workshops on sex education and its particularities for people with mental health problems.

EDUCATION

MINDFULNESS AND

MEDITATION

PROGRAMMES

PHYSICAL ACTIVITY

HEALTHY  COOKING

WORKSHOP

READING CIRCLE

PROBLEM-SOLVING
WORKSHOP

STRESS MANAGEMENT
WORKSHOPS

Exercises to improve mindfulness and reduce stress

Group or individual exercises adapted to patients' abilities to improve physical and mental

well-being.

Learning culinary techniques that promote a balanced and mentally healthy diet

Discussion of books related to self-improvement, mental health and well-being.

Environments where challenges can be discussed and solutions found together.

Techniques and tools for managing stress and anxiety in everyday life.

Stage 4- Evaluation

At the time of discharge of the users of the mental health day hospital who participated

in the intervention, a semi-structured interview was carried out, which covered the same
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topics as in Stage 1. This time, we inquired about the perception of collaborative nursing

care through the joint creation of group activities and its assessment in the recovery

process. Also, during discharge, the quantitative follow-up assessment was administered

to all users in both the intervention and control groups. The quantitative results are shown

in Table 3.

Table 3. Changes in participants' health outcomes after the intervention

Control Intervention
Basal Follow up | Bbasal Follow up Time Time
intervention
Recovery stage 1 26.453 24.188 26.725 (12.211) 26.400 8.945 F=2,459 DF=1 | F=1,38
Moratorium (12.036) 10.006 P=0,119 DF=1
7=0.004 P=0,242
7=0.002
Stage 2 28.750 29.406 25.863 10.366 29.288 9.621 F=4.436 F=2.042
Awareness 10.374 10.063 DF=1 DF=1
P=0,037 P=0.155
7=0.010 7=0.005
Stage 3 26.813 27.250 23.175 11.500 29.5129.590 | F=11.947 F=9.060
Preparation 10.441 9.879 DF=1 DF=1
P=<0.001 P=0.003
n=0.025 n=0.019
Stage 4 26.984 27.844 22.250 12.075 29.337 9.519 F=17.170 F=10.546
Rebuilding 11.480 10.095 DF=1 DF=1
P=<0.001 P=0.001
n=0.032 7=0.019
Stage 5 22.172 23.938 18.250 11.491 27.875 F=41.044 F=19.540
Growth 11.020 10.715 10.966 DF=1 DF=1
P=<0.001 P=<0.001
7=0.060 7=0.029
Therapeutic relationship 67.016 68.578 57.112 (13.260) 67.563 F=32.332 F=17.698
(10.293) | (12.056) (12.043) DF=1 DF=1
P=<0.001 P=<0.001
n=0.054 7=0.030
Bonds 23.328 23.609 18.700 (5.408) 22.837 F=24.484 F=18.647
(4.543) (4.693) (5.117) DF=1 DF=1
P=<0.001 P=<0.001
7=0.042 7=0.032
Tasks 22.281 22.828 19.238 (5.077) 22.913 F=22.821 F=12.528
(4.177) (4.813) (4.866) DF=1 DF=1
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P=<0.001 P=<0.001
1=0.045 n=0.024
Goals 21.406 22.141 19.175 (4.269) 21.813 F=27.065 F=8.622
(3.923) (4.276) (4.003) DF=1 DF=1
P=<0.001 P=0.004
7=0.039 7=0.012
F1- Personal Satisfaction 18.875 19.266 17.575 (7.277) 22.650 F=31.456 F=23.106
(6.477) (6.373) (6.467) DF=1 DF=1
P=<0.001 P=<0.001
7=0.039 7=0.029
F2- Prosocial attitude 15.969 15.844 14.488 (3.673) 17.313 F=24.594 F=29.359
(2.624) (3.148) (2.504) DF=1 DF=1
P=<0.001 P=<0.001
7=0.045 7=0.053
F3- Self-control 11.531 12.000 10.387 (3.733) 13.100 F=31.574 F=15.706
(3.563) (4.276) (3.699) DF=1 DF=1
P=<0.001 P=<0.001
n=0.041 n=0.020
F4- Autonomy 13.391 13.625 12.963 (3.644) 14.000 F=4.249 F=1.694
(3.407) (3.675) (3.372) DF=1 DF=1
P=0.041 P=0.195
r=0.008 7=0.003
F5- Problem solving and | 23.813 23.781 21.863 (4.414) 26.188 F=23.871 F=24.570
self-actualization (5.603) (6.497) (5.410) DF=1 DF=1
P=<0.001 P=<0.001
7=0.036 n=0.037
F6- Interpersonal | 17.906 18.344 18.038 (4.465) 22.300 F=48.805 F=32.324
relationship skills (4.569) (4.782) (4.591) DF=1 DF=1
P=<0.001 P=<0.001
n=0.057 n=0.037
TOTAL PMH 101.484 102.859 95.313 (20.155) 115.550 F=50.853 F=38.735
(17.064) | (21.378) (19.201) DF=1 DF=1
P=<0.001 P=<0.001
n=0.067 n=0.051

Regarding the STORI, in the "Moratorium™ phase of recovery, there were no significant
differences before and after the intervention. However, in the "Awareness" phase,
differences are observed before and after the intervention, however, there are no
differences by group (intervention/control). In the "Preparation”, "Rebuilding" and
"Growth" phases, however, statistically significant differences can be observed between
before and after and in the intervention groups with a small and medium effect size in

some cases. Thus, we can observe that the scores of the intervention group improve more
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than those of the control group.

Regarding the total TR, statistically significant differences are observed before and after
the intervention with a medium effect size and also by group, with a small effect size.

Thus, the scores of the intervention group improve more than those of the control group.

Concerning the factors of the TR, there were statistically significant differences before
and after the intervention and also by group in bonding, tasks and objectives, in all cases
with a small effect size. Therefore, the intervention group scores improved more than

those of the control group.

In the case of PMH, there were statistically significant differences before and after the
intervention and also by group in the six phases, in all cases with a small effect size, with
the exception of "Autonomy", where there were no differences by group. Thus, the
intervention group scores improved more than those of the control group. Finally,
regarding the total PMH, statistically significant differences were found before and after
the intervention and also between the two groups, with a mean effect size. The scores

improved in both cases, with a greater improvement in the intervention group.

Integrating the qualitative and quantitative results in this assessment phase, in terms of
the changes produced in the recovery process, the participants highlighted that the co-
creation of group activities allowed them to feel more involved. Most felt that the
collaborative group activities were an essential component in their recovery process.
Many expressed that this active participation helped them develop a sense of belonging
and purpose, which was crucial to their emotional well-being. In fact, the quantitative
results indicate that the intervention had a significant impact for those users who scored

higher in the later stages of the recovery process. In contrast, the intervention did not
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show significant changes for those who were in the early stages.

Regarding the level of PMH, users who received the intervention particularly valued the
opportunity to share their experiences and learn from others, which strengthened support
networks and fostered an atmosphere of empathy and mutual understanding. Participants
mentioned that the group activities not only improved their emotional well-being, but also
provided them with practical tools to manage stress and daily difficulties. These findings
are confirmed from the quantitative perspective, as the intervention showed a significant
impact on improving the overall PMH levels of the users who received the collaborative
nursing care, increasing personal satisfaction, prosocial attitude, self-control and problem
solving. In this regard, participants noted that, thanks to the group activities, they felt
more prepared to face life outside the day hospital. The collaboration and mutual support
experienced during the sessions were identified as key factors contributing to their
progress. These findings also coincide with the increase in the levels of interpersonal
skills related to the PMH of the users in the intervention group. Indeed, the quantitative
results also indicate that in the intervention group, the TR was significantly improved
compared to the control group. Specifically, positive changes were observed in several

stages of the recovery process and in PMH factors.

DISCUSSION

The aim of this study was twofold: to explore the process of change produced in the
recovery process in mental health day hospital users who received the nursing
collaborative care intervention and, secondly, to evaluate the impact of the collaborative
care intervention. The results obtained show that the collaborative nursing care

intervention in mental health day hospitals had a positive quantitative impact on various
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areas of the recovery process and patients' PMH. Likewise, the intervention improved the
quality of the TR with the nurse. Also, our qualitative findings showed that users
perceived that collaborative group activities were an essential component in their
recovery process since they helped them develop a sense of belonging and purpose,
strengthening support networks and fostering an environment of empathy and mutual

understanding, crucial aspects also for a better PMH.

Regarding the results obtained concerning the stage of the recovery process, the
significant improvements observed in the preparation, reconstruction and growth stages
of the recovery process suggest that collaborative nursing care facilitates a more effective
and sustained recovery. However, the lack of significant change at the moratorium stage
indicates that the intervention may not have an immediate impact in the early stages of
recovery, possibly due to the severity of the patients' initial condition. However, the
progress observed in later stages highlights the importance of an ongoing, collaborative
approach to mental health treatment. These results are consistent with the literature which
emphasises the need for sustained and personalised interventions to achieve meaningful
recovery in patients with severe mental disorders (Hornik-Lurie et al., 2018; Tamayo &

Lane, 2022; Winsper et al., 2020).

Relevant findings are significant increases in PMH factors such as personal satisfaction,
prosocial attitude, self-control, and interpersonal relationship skills. These results indicate
that collaborative care interventions not only address symptoms of mental disorders, but
also promote patients' general well-being and social functioning. The limited
improvement in autonomy suggests that, although collaborative care is effective in many
ways, additional interventions or different approaches may be needed to strengthen

patient autonomy.
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An important aspect to highlight from the results for nursing practice is the improvement
in the TR, as measured through the components of bonds, tasks, and goals, suggesting
that collaborative care strengthens the connection between patients and nurses. This
strengthening is crucial, as a strong TR is associated with better outcomes in the recovery
of people with mental health problems. The intervention appears to have improved the
patients' ability to engage with the therapeutic process and work toward their goals, which
Is consistent with the literature that stresses the importance of a positive TR for treatment

success (Coelho et al., 2024; Marchi et al., 2024).

The results of this study are in line with previous research that has highlighted the benefits
of collaborative approaches to mental health care (Boerkoel & Brommels, 2022; Sowers,
2012). Previous studies have shown that active involvement of patients in their own care
and collaboration between healthcare professionals lead to better clinical outcomes and
increased patient satisfaction. This study contributes to the growing evidence that
collaborative care can be an effective strategy for improving both clinical outcomes and

the overall well-being of patients with mental health problems.

Strengths and limitations

The sample used in the study was relatively small and limited to the mental health day
hospital setting, which may affect the generalisation of the results to other populations
and settings. A greater diversity in the sample might have provided a more complete
picture of the effects of collaborative nursing care in different settings. Study participants
presented with a variety of mental health diagnoses. Although this reflects the diversity
of a real clinical population, it also introduces variability that may complicate

interpretation of the results. Non-probability sampling was used, meaning that
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participants were not randomly selected. Random probability sampling would have
increased the representativeness of the sample and improved the generalizability of the

findings to the general population of people with mental health problems.

Concerning strengths, the study was designed with a longitudinal analysis that enabled
the assessment of the effects of collaborative nursing care at multiple points over time.
This provided a dynamic perspective of how patients perceive and benefit from these

interventions at different stages of their recovery process.

CONCLUSIONS

This study provides evidence that collaborative nursing care in mental health day
hospitals significantly improves the recovery process, TR, and various aspects of users'
PMH. Patients reported greater personal satisfaction, a more positive prosocial attitude,
improved self-control, greater autonomy, and improved problem solving and
interpersonal relationship skills. These findings suggest that collaborative nursing care
not only improves clinical outcomes, but also contributes to greater patient well-being
and quality of life. Qualitative interviews corroborated these quantitative findings,
highlighting the patients' positive perception of collaboration in their recovery process
and the importance of feeling empowered and listened to. The therapeutic relationship
emerged as a central factor in recovery, facilitating an environment of trust and support

that is essential for patients' emotional and psychological well-being.

IMPLICATIONS TO CLINICAL PRACTICE

The results of this study have important implications for both nursing practice and mental

health research. The evidence obtained underscores the effectiveness of collaborative and
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participatory approaches in patient recovery, suggesting that the active involvement of
clients in the creation of group activities is beneficial. Day hospitals and other treatment
settings should consider implementing collaborative nursing care programs to improve

patient outcomes.

Future research should further explore the specific mechanisms through which
collaborative nursing care impacts mental health and evaluate the long-term effectiveness
of these approaches. Also, studies could investigate ways to optimise group activities for

different populations and contexts, as well as to determine differences by gender.
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Este estudio tenia un doble objetivo, por una parte, explorar el proceso de cambio
producido en el proceso de recuperacién en usuarios de hospitales de dia de salud mental
que recibieron la intervencion de cuidados colaborativos enfermeros y, por otro lado,
evaluar el impacto de la intervencion de cuidados colaborativos. Los resultados obtenidos
demuestran que la intervencion de cuidados colaborativos en hospitales de dia de salud
mental tiene un impacto cuantitativo positivo en diversas areas del proceso de
recuperacion y de la SMP de los pacientes. Asi mismo, la intervencién mejora la calidad
de la RT con la enfermera. Ademas de forma cualitativa, los usuarios percibieron que las
actividades grupales colaborativas fueron un componente esencial en su proceso de
recuperacion puesto que les ayudaron a desarrollar un sentido de pertenencia y proposito,
fortaleciendo las redes de apoyo y fomentando un ambiente de empatia y comprensién

mutua, aspectos cruciales también para una mejor SMP.

6.1 Recuperacion

Respecto a los resultados obtenidos en el estado del proceso de recuperacion, las mejoras
significativas observadas en las etapas de preparacion, reconstruccion y crecimiento del
proceso de recuperacion sugieren que los cuidados colaborativos facilitan una
recuperacion mas efectiva para los pacientes en hospitales de dia de salud mental. Estas
etapas se caracterizan por una mayor conciencia de los pacientes sobre su condicion, la
capacidad para planificar y tomar medidas concretas hacia la mejora personal, y la
consolidacién de cambios positivos en la vida diaria, respectivamente. EI hecho de que
se observen mejoras en estas etapas implica que la intervencion colaborativa, que fomenta
la participacion activa de los pacientes en su propio cuidado y la co-creaciéon de

actividades grupales, es particularmente efectiva en promover la autoeficacia, el

141



empoderamiento y el desarrollo de habilidades practicas para la vida diaria. Esto subraya
el valor de la atencion colaborativa como un enfoque terapéutico que va mas alla del
manejo de sintomas para abordar aspectos méas profundos del bienestar emocional y
psicoldgico, como la autopercepcion, el sentido de propdsito y la integracion social.

Sin embargo, la falta de cambios significativos en la etapa de moratoria, que se caracteriza
por sentimientos de desesperanza y una baja motivacion para el cambio, indica que la
intervencion puede no tener un impacto inmediato en las fases iniciales de la
recuperacion. Esta etapa refleja un estado de estancamiento donde los pacientes ain no
han aceptado su realidad o no estdn preparados para avanzar en su proceso de
recuperacion, lo que puede estar relacionado con la gravedad del estado inicial de los
pacientes y la complejidad de los desafios que enfrentan al comienzo del tratamiento. Es
posible que los pacientes en esta etapa requieran un mayor tiempo de adaptacion,
intervenciones mas intensivas, o enfoques personalizados que se centren primero en su
estabilizacion antes de que puedan beneficiarse plenamente de un modelo de cuidado
colaborativo. La falta de respuesta en la etapa de moratoria sugiere la necesidad de
combinar los cuidados colaborativos con intervenciones terapéuticas que proporcionen
un soporte mas directo y dirigido en las fases iniciales del proceso de recuperacion.

No obstante, el progreso observado en las etapas posteriores de preparacion,
reconstruccion y crecimiento resalta la importancia de un enfoque continuo y
colaborativo en el tratamiento de la salud mental. Esto indica que a medida que los
pacientes avanzan en su proceso de recuperacion, son mas receptivos a las intervenciones
que fomentan la autonomia, el empoderamiento y la participacion activa en su
tratamiento. Este hallazgo destaca la necesidad de una continuidad en el cuidado que
permita a los pacientes evolucionar de un estado de vulnerabilidad a uno de autoeficacia

y autogestion, apoyados por un entorno terapéutico que valora sus experiencias y
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contribuciones. Por lo tanto, es crucial que los profesionales de la salud mental no solo se
centren en la intervencion inicial, sino que también mantengan un compromiso a largo
plazo con el proceso de recuperacion del paciente, proporcionando apoyo, recursos y
oportunidades para el crecimiento personal continuo.

Estos resultados son consistentes con la literatura que subraya la necesidad de
intervenciones sostenidas y personalizadas para lograr una recuperacion significativa en
pacientes con trastornos mentales graves (Hornik-Lurie et al., 2018; Tamayo & Lane,
2022; Winsper et al., 2020). Estudios previos han mostrado que los modelos de atencion
que combinan intervenciones personalizadas con enfoques colaborativos tienden a
mejorar no solo los resultados clinicos, sino también los niveles de satisfaccion del
paciente y su compromiso con el tratamiento a largo plazo. La literatura también sugiere
que el desarrollo de una relacion terapéutica sélida y una comunicacién abierta entre los
pacientes y los profesionales de la salud son factores criticos que influyen en la
efectividad de las intervenciones enfermeras (McGuire et al., 2022; Tolosa-Merlos et al.,
2023) . Por tanto, los hallazgos del presente estudio apoyan la creciente evidencia de que
los cuidados colaborativos deben ser componentes clave de cualquier estrategia de
intervencion en salud mental, especialmente para aquellos en etapas avanzadas del

proceso de recuperacion.

Respecto a los hallazgos cualitativos, Los resultados muestran que, respecto al proceso
de recuperacion, los entrevistados estuvieron de acuerdo en que es un proceso basado en
el deseo de mejorar, en el que su actitud es esencial. Los resultados obtenidos destacan
que para los participantes la recuperacion es un proceso duro y costoso pero que depende
de uno mismo. En este sentido, los resultados coinciden con lo hallado por Kidd et al
(2015) en una investigacion-accion participativa llevada a cabo en un servicio de salud

mental, donde incluyé a cuidadores, clinicos y personas con problemas de salud mental,
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en el que ilustré el significado del proceso de recuperacion con la metafora “la
recuperacion como una busqueda permanente en la vida”. En la misma linea, en el
estudio de Leamy et al (2011) en el que desarrolla un marco tedrico a cerca del proceso
de recuperacién, encuentra que es un proceso personal, activo y dificultoso. Son
Ilamativas las similitudes del significado de este proceso y el ciclo de Prochaska y
DiClemente (1983) ya que ambos procesos se basan en el deseo de mejorar y la
motivacion por el cambio, sin embargo, en el ciclo de Prochaska y DiClemente se
persigue un cambio de conducta, y en el modelo de recuperacion se abarcan objetivos

mas ambiciosos, que ponen en juego mas aspectos y no solo una mejora comportamental.

Los resultados sefialan que, en la primera etapa del proceso de recuperacion, el aspecto
mas importante para los participantes era la busqueda de esperanza. De la misma forma
que en otros estudios, para las personas atendidas en hospitales de dia, la vuelta a su
estado previo a la aparicion de un problema de salud mental era algo que les hacia estar
esperanzados (Jacob et al., 2017; Katsakou et al., 2012; Kidd et al., 2015). No obstante,
para las personas con problemas de salud mental, el apoyo recibido por parte de su
entorno fue el elemento mas importante en esta etapa del proceso (Corrigan et al., 2019;
Ellison et al., 2018) . No solo por parte de la familia, sino también de los profesionales
(Jacob et al., 2017). Otro hallazgo destacado en esta etapa del proceso de recuperacion
fue la experiencia negativa que suponia la incertidumbre sobre el problema y su futuro.
Hecho que se ha encontrado relevante y esencial en otras investigaciones, que ponen el
foco en la falta de conocimiento de la poblacion en general de los problemas de salud
mental (Ellison et al., 2018; Jacob et al., 2017) En esta etapa de proceso de recuperacion,
una mayor alfabetizacion en salud mental ayudaria a que las personas afectadas tuvieran
mas seguridad y pudieran adoptar un sentido de la vida mas positivo con un mayor grado

de empoderamiento (Jorm, 2012; Leamy et al., 2011). De hecho, para las personas con

144



problemas de salud mental recobrar aspectos tan basicos como la calidad del suefio eran

especialmente importantes en esta etapa.

En la segunda etapa del proceso de recuperacion que se caracteriza por la toma de
consciencia (Andresen et al., 2006), para los participantes el componente fundamental
fue el tratar de reestablecer su identidad (Andresen et al., 2006; Leamy et al., 2011). Para
ello, los entrevistados le concedieron importancia a la aceptacion de las consecuencias
derivadas del trastorno mental, en contraste con la etapa anterior en el que la recuperacion
se percibia como una recuperacion completa (Felton et al., 2018). La comprension de las
dificultades anteriormente mencionadas por parte de la familia y los profesionales como
elemento facilitador del proceso de recuperacion han sido ampliamente descritas en
diversos estudios (lbrahim et al., 2022; K. S. Jacob, 2017; Solomon et al., 2021). Esta
aceptacion por parte del personal sanitario tiene especial importancia en el caso de las
enfermeras, ya que es un componente esencial de la relacion terapéutica, herramienta de
trabajo de este colectivo (Aznar-Huerta, 2021; Felton et al., 2018). En esta etapa del
proceso de recuperacion, al margen de la familia y los profesionales, destaco la relevancia
del apoyo y comprension por parte de sus iguales (Sanchez-Moscona & Eiroa-Orosa,
2021) . En diversos estudios se muestra este tipo de soporte como piedra angular del
proceso de recuperacion (Ellison et al., 2018; Kidd et al., 2015; Leamy et al., 2011). En
este momento, destacan como elementos obstaculizadores del proceso de recuperacién
los efectos derivados de la medicacién y el estigma. Respecto al estigma, se ha descrito
ampliamente en la literatura cientifica su peso en el proceso de recuperacién englobando
tanto el estigma de terceros como el autoestigma (Avdibegovi¢ & Hasanovi¢, 2017,

Lawrence et al., 2021).

En la etapa de preparacion, los participantes destacaron el hecho de buscar significado a
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su vida. Para ello, result6 esencial la apertura de miras y el enfrentamiento a los miedos.
Una vez asumida la presencia del trastorno, y habiéndose sentido comprendido por la
familia, para ellos llegaba el momento de enfrentarse a nuevas realidades, por lo que era
necesaria tener una visién mas abierta que anteriormente (Dell et al., 2021; Ellison et al.,
2018; Jacob et al., 2017). De hecho, existe evidencia que relaciona el sentido de la viday
la expresion del enfado por el cambio producido en la realidad de la persona como factor
predictivo positivo de la evolucion del proceso de recuperacion (Jun & Yun, 2020). Para
los participantes, ademas del apoyo como en etapas anteriores de la familia, los
profesionales y los iguales, destacé la importancia del apoyo de su red social para mejorar
en su proceso de recuperacion. De hecho, es conocido que existe una relacién positiva
significativa entre el tamafio y la fuerza percibida de la red social de un individuo y

algunas actitudes de recuperacion (Cullen et al., 2017).

En las etapas finales, los participantes destacaron la importancia que tenia el propio
individuo, tomando responsabilidades en su proceso de recuperacion. Este principio ya
fue enunciado por Anthony en uno de los primeros escritos a cerca del concepto de
recuperacion donde expresaba la importancia de depositar las responsabilidades en el
individuo y no en los profesionales (Anthony, 1993). En estos momentos del proceso, el
hecho de establecer rutinas ayudaba a la toma de responsabilidades (Fusar-Poli et al.,
2020), para ello debian enfrentarse a la realidad con una actitud adecuada. De hecho, se
ha encontrado relacién entre actitudes mas optimistas acerca del proceso con mejores
niveles en el proceso de recuperacion (Jacob et al., 2017). Ademas, en estas Ultimas etapas
los participantes manifestaron la necesidad de aprender sobre ellos mismos y sobre su
problema. Existe evidencia que confirma que cuando las personas con problemas de salud
mental tienen un mayor nivel de conocimiento sobre su proceso de recuperacion tienen

actitudes més positivas hacia la recuperacion (Mak et al., 2019).
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6.2 Salud Mental Positiva

Los hallazgos méas relevantes del estudio incluyen los incrementos significativos
observados en varios factores de Salud Mental Positiva (SMP) tales como la satisfaccién
personal, la actitud prosocial, el autocontrol y las habilidades de relacion interpersonal.
La satisfaccion personal, que se refiere al sentido de bienestar y realizacion que los
pacientes experimentan en su vida cotidiana, mostré una mejora notable, lo cual sugiere
que los cuidados colaborativos fomentan una percepcion mas positiva de uno mismo y de
la vida en general. Este aspecto es crucial, ya que una mayor satisfaccion personal esta
asociada con mejores resultados a largo plazo en la recuperacion de la salud mental
(Jaiswal et al., 2020).

Asimismo, la mejora en la actitud prosocial indica que los pacientes se vuelven mas
dispuestos y capaces de involucrarse en interacciones sociales positivas y de apoyo. Esto
es importante en contextos de salud mental, ya que el aislamiento social y la desconfianza
interpersonal son problemas comunes que pueden dificultar la recuperacion (Brandt et
al., 2022). Los cuidados colaborativos, al promover la participacion en actividades
grupales y el apoyo mutuo entre pares, parecen facilitar un entorno donde los pacientes
pueden practicar y mejorar sus habilidades sociales, fortaleciendo asi sus redes de apoyo
y fomentando una comunidad de cuidado.

El incremento en el autocontrol sugiere que la intervencion también ayuda a los pacientes
a desarrollar mejores estrategias para manejar sus emociones, comportamientos y
reacciones ante situaciones estresantes o desencadenantes. Esta habilidad es fundamental
en la gestion de trastornos mentales, ya que el autocontrol efectivo puede reducir la
recurrencia de episodios de crisis y mejorar la estabilidad emocional (He et al., 2023).

Los cuidados colaborativos, al empoderar a los pacientes para que participen activamente
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en su propio proceso de recuperacion y tomen decisiones informadas sobre su cuidado,
parecen ser efectivos en fortalecer esta capacidad crucial.

Por Gltimo, las mejoras en las habilidades de relacion interpersonal reflejan un avance en
la capacidad de los pacientes para establecer y mantener relaciones significativas. Estas
habilidades son esenciales para la reintegracion social y la mejora general del bienestar
(Fusar-Poli et al., 2020). El cuidado colaborativo, que implica una comunicacion abierta,
el apoyo empético de los profesionales de salud y el trabajo conjunto en actividades co-
creadas, crea un espacio seguro donde los pacientes pueden explorar y mejorar sus
habilidades de comunicacion y resolucién de conflictos.

No obstante, la mejora limitada observada en la autonomia sugiere que, aunque los
cuidados colaborativos son efectivos en varios aspectos, podrian ser necesarias
intervenciones adicionales o diferentes enfoques para fortalecer este factor especifico. La
autonomia, entendida como la capacidad del paciente para tomar decisiones
independientes y asumir un mayor control sobre su vida y tratamiento, es un componente
clave de la recuperacion en salud mental. La falta de cambios significativos en este
aspecto podria deberse a varios factores, como la severidad de las condiciones de salud
mental de los participantes o la estructura misma del entorno hospitalario de dia, que
puede limitar las oportunidades para tomar decisiones autonomas. Esto indica que para
abordar de manera mas integral la autonomia de los pacientes, los cuidados colaborativos
podrian complementarse con estrategias mas especificas, entrenamientos en habilidades
de vida independiente, o intervenciones de apoyo en la toma de decisiones que puedan
empoderar ain mas a los pacientes para asumir un rol mas activo en sus propios procesos

de recuperacion.

En conjunto, estos resultados sugieren que el modelo de cuidados colaborativos no solo

es una herramienta eficaz para abordar a las personas con un trastorno mental, sino que
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también desempefia un papel crucial en la promocion del bienestar general y la
funcionalidad social de los pacientes. Al integrar intervenciones adicionales que aborden
areas especificas como la autonomia, este enfoque tiene el potencial de ofrecer un apoyo

aun mas robusto y holistico para la recuperacion de la salud mental.

6.3 Relacion terapéutica

Un aspecto importante que debe destacarse de los resultados para la practica enfermera
es la mejora observada en la RT, medida a través de los componentes de vinculo, tareas
y objetivos. Estos resultados sugieren que los cuidados colaborativos fortalecen
significativamente la conexion entre pacientes y enfermeras, creando un ambiente de
confianza y colaboracion mutua. Una RT s6lida no solo facilita la comunicacién abierta
y sincera, sino que también aumenta el compromiso del paciente con su propio proceso
de recuperacion, lo cual es fundamental en el tratamiento de personas con problemas de
salud mental (Marchi et al., 2024; Moreno-Poyato et al., 2016b).

El componente de vinculo se refiere a la conexién emocional y la confianza que se
establece entre el paciente y la enfermera. Los resultados muestran que los cuidados
colaborativos, al promover un enfoque mas participativo y centrado en el paciente,
ayudan a desarrollar un vinculo mas profundo y significativo. Este vinculo es esencial
para que los pacientes se sientan escuchados, comprendidos y apoyados, lo que les
permite expresar sus preocupaciones y emociones con mayor libertad. Un vinculo sélido
fomenta un entorno terapéutico donde los pacientes pueden sentirse seguros al explorar
sus dificultades y desafios, lo que facilita el progreso en su recuperacion.

Por otro lado, el componente de tareas se centra en el acuerdo entre paciente y enfermera

sobre las actividades terapéuticas que se deben llevar a cabo. La mejora en este
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componente sugiere que la intervencién de cuidados colaborativos, que incluye la co-
creacion de actividades y la toma de decisiones compartida, asegura que las tareas se
perciban como relevantes y significativas para los pacientes. Esto no solo aumenta la
adherencia a las intervenciones propuestas, sino que también potencia la motivacion del
paciente para participar activamente en su proceso de recuperacion. Cuando los pacientes
estan involucrados en la planificacion y ejecucién de las tareas, es mas probable que se
comprometan y mantengan el esfuerzo necesario para alcanzar los objetivos terapéuticos
(Aoki et al., 2022).

Finalmente, el componente de objetivos refleja el grado de acuerdo y alineacion entre
paciente y enfermera sobre las metas del tratamiento. Los cuidados colaborativos, al
centrarse en una toma de decisiones conjunta y en la personalizacion de los planes de
cuidado, parecen haber mejorado la claridad y la concrecion de los objetivos terapéuticos.
Esto es crucial, ya que cuando los pacientes participan en la planificacion de los objetivos
de su tratamiento, es mas probable que se comprometan plenamente con el proceso
terapéutico y perciban el tratamiento como un esfuerzo conjunto. Esta alineacion en los
objetivos también facilita la evaluacién del progreso y la adaptacion de los planes de
tratamiento segln sea necesario, lo cual es fundamental para mantener la motivacion y el

enfoque durante la recuperacion (Huang et al., 2020).

Este fortalecimiento de los tres componentes de la RT es crucial, ya que una relacion
terapéutica sélida se asocia con mejores resultados personas con problemas de salud
mental (Coelho et al., 2024; Marchi et al., 2024). Una RT sélida permite que los pacientes
se sientan valorados como participantes activos en su propio cuidado, lo cual puede
reducir la resistencia al tratamiento, aumentar la adherencia a las intervenciones
terapéuticas, y mejorar el bienestar general. Ademas, la intervencion de cuidados

colaborativos parece haber mejorado la capacidad de los pacientes para comprometerse
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de manera mas efectiva con el proceso terapéutico y trabajar hacia sus metas personales.
Este hallazgo es consistente con la literatura que subraya la importancia de una RT
positiva para el éxito del tratamiento en contextos de salud mental, donde el
establecimiento de confianza, la empatia y el respeto son fundamentales para promover

el cambio y la recuperacion (Coelho et al., 2024; Marchi et al., 2024).

6.4 Cuidados Colaborativos

En conclusion, estos resultados sugieren que los modelos de cuidados colaborativos que
se centran en la construccion y el mantenimiento de relaciones terapéuticas solidas
pueden ser particularmente efectivos en la atencién de salud mental. Los profesionales de
enfermeria deberian considerar integrar practicas que refuercen el vinculo, clarifiquen las
tareas y alineen los objetivos con los pacientes para mejorar los resultados terapeuticos y
fomentar un ambiente de colaboracion que potencie la recuperacion.

Los resultados de este estudio estan en linea con investigaciones previas que han
destacado los beneficios de los enfoques colaborativos en la atencion de la salud mental
(Boerkoel & Brommels, 2022; Sowers, 2012). Numerosos estudios han demostrado que
la participacion activa de los pacientes en su propio cuidado, junto con una colaboracién
estrecha entre los profesionales de la salud, no solo conduce a mejores resultados clinicos,
sino que también aumenta la satisfaccion del paciente y su adherencia a los
tratamientos(Huang et al., 2020; Jgrgensen et al., 2024). Estos enfoques colaborativos,
que incluyen la toma de decisiones compartida, la co-creacion de planes de cuidado, y la
integracion de los pacientes como miembros activos del equipo de atencidn, permiten que
los pacientes se sientan empoderados y valorados, lo cual es esencial para su recuperacion

y bienestar.
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En particular, los estudios han mostrado que cuando los pacientes estan involucrados de
manera activa en el proceso de toma de decisiones y en la planificacién de su tratamiento,
se sienten mas comprometidos con el mismo y muestran una mayor motivacion para
seguir los planes de cuidado establecidos (Beyene et al., 2019; Vogel et al., 2023). Este
tipo de participacion activa fomenta un sentido de control y autonomia, aspectos
fundamentales para mejorar la autoeficacia y la confianza del paciente en su capacidad
para manejar su condicion de salud mental.

Los resultados indican que los cuidados colaborativos no solo abordan los aspectos
clinicos de los trastornos mentales, sino que también consideran los factores psicosociales
y de calidad de vida que son criticos para una recuperacion sostenible y holistica.
Ademas, al incluir una intervencion que combina la co-creacion de actividades y el
soporte mutuo en entornos grupales, este estudio demuestra como los enfoques
colaborativos pueden fortalecer las redes de apoyo social, reducir el estigma asociado a
los problemas de salud mental y fomentar un sentido de pertenencia entre los pacientes.
Estas mejoras en la cohesion social y el apoyo percibido no solo tienen un impacto
positivo en la recuperacién individual, sino que también pueden contribuir a crear
comunidades mas solidarias y resilientes.

Los hallazgos de este estudio refuerzan la idea de que la implementacion de modelos de
cuidados colaborativos deberia ser una prioridad en las politicas de salud mental y en la
practica clinica. Al promover la participacion activa de los pacientes, los sistemas de salud
pueden ofrecer un cuidado mas efectivo, empatico y sostenible que responda a las
necesidades diversas y cambiantes de los pacientes con problemas de salud mental. Esto
es consistente con las directrices de los organismos reguladores, como la OMS (World
Health Organization, 2022) que abogan por enfoques de atencion méas centrados en el

paciente y menos paternalistas, donde el empoderamiento del paciente y el respeto por
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sus decisiones y preferencias se consideran componentes clave del proceso de
recuperacion

Los resultados de este estudio aportan evidencia valiosa para respaldar la adopcion de
enfoques colaborativos en la atencidn de salud mental. Estos enfoques no solo mejoran
los resultados clinicos, sino que también promueven una experiencia de atencion mas
satisfactoria y un mayor bienestar general para los pacientes, lo que subraya la
importancia de seguir avanzando hacia modelos de atencion méas participativos y

centrados en la persona.
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7.Fortalezas y

[.imitaciones
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La muestra utilizada en el estudio fue relativamente pequefia y se limitd al ambito del
hospital de dia de salud mental, lo que puede afectar a la generalizacion de los resultados
a otras poblaciones y entornos. Una mayor diversidad en la muestra podria haber
proporcionado una imagen mas completa de los efectos de los cuidados de enfermeria
colaborativos en diferentes entornos. Ademas, incluir participantes de diferentes edades,
identidades de género y antecedentes socioecondmicos habria enriquecido los hallazgos
y permitido una mejor comprension de como estos factores pueden influir en los

resultados de salud.

Los participantes en el estudio presentaban una variedad de diagndsticos de salud mental.
Aunque esto refleja la diversidad de una poblacion clinica real, también introduce una

variabilidad que puede complicar la interpretacion de los resultados.

Se utilizé un muestreo no probabilistico, lo que significa que los participantes no se
seleccionaron al azar. EI muestreo probabilistico aleatorio habria aumentado la
representatividad de la muestra y mejorado la generalizabilidad de los resultados a la
poblacién general de personas con problemas de salud mental. Este tipo de muestreo
también habria minimizado el sesgo de seleccion, asegurando que los resultados sean mas

aplicables a una poblacién mas amplia.

Existen diferencias significativas entre las medidas de referencia de los grupos de control
y de intervencidn, con puntuaciones mas bajas en el grupo en el que se llevé a cabo la
intervencion. No se encontraron razones gque causaran esta diferencia en las puntuaciones,
lo que sugiere que otros factores no controlados podrian haber influido en los resultados
iniciales. Esta disparidad inicial podria haber afectado la interpretacion de los efectos de

la intervencidn, subrayando la importancia de equilibrar las caracteristicas de los grupos
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al inicio del estudio.

En cuanto a los puntos fuertes, el estudio se disefid con un analisis longitudinal que
permitio evaluar los efectos de los cuidados de enfermeria colaborativos en multiples
momentos a lo largo del tiempo. Esto proporciond una perspectiva dinamica de como los
pacientes perciben y se benefician de estas intervenciones en diferentes etapas de su
proceso de recuperacion. Ademas, el enfoque longitudinal permite observar cambios y
tendencias a lo largo del tiempo, ofreciendo una vision mas completa y detallada de la

evolucidn de los pacientes bajo este tipo de cuidado.
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8.Implicaciones
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8.1 Implicaciones para la practica

Los resultados obtenidos muestran la importancia de otorgarle a las personas que realizan
un ingreso en un hospital de dia un papel activo. En este sentido se recomienda la puesta
en marcha de programas de cuidados enfermeros colaborativos en hospitales de dia, asi

como el estudio de esta modalidad de cuidados en otras unidades de salud mental.

El conocimiento del significado del proceso de recuperacion para usuarios de hospitales
de dia hace mas sencillo para las enfermeras comprender las vivencias de estas personas,

y asi enfocar mejor los cuidados que se prestan en estas unidades.

8.2 Implicaciones para la gestion

Conocer la repercusion que tienen los cuidados colaborativos deberia hacer a las
enfermeras gestoras promover una atencion mas horizontal, dando méas protagonismo a
los usuarios, y valorar estrategias que promuevan la participacion de los usuarios en la

creacion de programas grupales llevados a cabo por las enfermeras.

8.3 Implicaciones para la docencia

Dadas las consecuencias de aplicar esta modalidad de cuidado enfermero, se deberia
incorporar en la formacién de enfermeras durante su formacién de grado y enfermeras
especialistas para asi asegurar que se da una continuidad en el tiempo de este tipo de

intervenciones.

Respecto a los resultados cualitativos, es esencial para las enfermeras comprender de qué
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manera viven las personas su proceso de recuperacion, para asi poder contribuir en él.

8.4 Implicaciones para la investigacion

Es necesario dar continuidad a esta linea de investigacion. Se ha de comprobar el impacto
que tienen los cuidados colaborativos en diferentes momentos de la vida de las personas
con problemas de salud mental, e incluso valorar aplicar este tipo de intervencion en
grupos terapéuticos en otros ambitos que no sean de salud mental. Futuras
investigaciones podrian explorar mas a fondo los mecanismos especificos a través de los
cuales los cuidados colaborativos impactan la salud mental y evaluar la efectividad de
estos enfoques a largo plazo. También se podrian investigar las formas de optimizar las
actividades grupales para diferentes poblaciones y contextos, asi como determinar

diferencias por género.

Seria necesario profundizar, paralelamente, en el conocimiento del proceso de
recuperacion en personas con problemas de salud mental, no solo en el ambito
comunitario, sino también en otros dispositivos hospitalarios o en familiares de personas

con problemas de salud mental.
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O.Conclusiones
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-El proceso de recuperacion en los usuarios de hospitales de dia de salud mental
experimenta cambios significativos cuando se implementan cuidados colaborativos
enfermeros. Estos cuidados, basados en el codisefio y la participacion activa de los
pacientes, mejoran tanto la actitud hacia la recuperacion como la autonomia y la

resolucion de problemas.

-El impacto de los cuidados colaborativos se evidencia en mejoras notables tanto en el
proceso de recuperaciéon como en SMP y la RT. Los usuarios reportaron un mejor
autocontrol, una actitud mas positiva, y una mayor conexion con los profesionales,
destacando la importancia de sentirse empoderados y escuchados, lo que contribuyd al

éxito del tratamiento.

-Para los participantes, la recuperacion fue descrita como un proceso complejo,
sustentado en tres pilares: la actitud con la que se enfrenta, la dureza del proceso y el
esfuerzo necesario para afrontarlo. Los factores facilitadores incluyen la experiencia
previa, una actitud esperanzadora y el apoyo de los seres queridos. Entre los limitadores,
se destacaron el estigma, la incertidumbre, el desconocimiento, la dificultad inherente del

proceso o la afloranza del pasado.

-Las actividades centradas en el codisefio de estrategias de autocuidado, el fomento de la
autonomia y la promocion de habilidades interpersonales fueron identificadas como
esenciales para mejorar el proceso de recuperacion. La evaluacién cualitativa revelé una
percepcién positiva por parte de los usuarios hacia las actividades implementadas,
destacando la importancia de la colaboracion en la creacion de estas actividades y su

efecto en la motivacion y en el empoderamiento personal.

-Al finalizar el tratamiento, los usuarios mostraron una mejoria significativa en todas las
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areas: en el proceso de recuperacion (particularmente en la etapa de Reconstruccion y
Crecimiento), un mayor nivel de RT y una SMP mas alta, reflejada en mayor autonomia,
mejor autocontrol y resolucion de problemas. Los cambios mas relevantes incluyen un
proceso de recuperacion mas auténomo y activo, una mejora en la RT, donde la
colaboracién y el empoderamiento fueron claves, y un aumento de la SMP, lo que se

tradujo en una mayor calidad de vida y satisfaccion con el tratamiento.

-Los usuarios que participaron en cuidados enfermeros colaborativos presentaron mejores
resultados en todos los aspectos en comparacion con aquellos que recibieron tratamiento
estandar. Estos pacientes mostraron una mayor satisfacciéon personal, mejor autocontrol,
y una relacion terapéutica mas fuerte, lo que sugiere que el enfoque colaborativo es mas

eficaz para fomentar la recuperacion y mejorar la salud mental positiva.

166



10. Financiacion y
produccion cientifica

derivada de la Tesis
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10.1 Financiacion

Este estudio fue financiado con 5.500€ por el Col-legi Oficial d’Infermeres de Barcelona

mediante la fundacion Infermeria i Societat con el cddigo PR-467/2020. (Anexo 2)
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10.2 Articulos derivados de la Tesis

Ventosa-Ruiz A, Moreno-Poyato A, Lluch-Canut T, Vaquerizo-Cubero A, Vidal-Pascual
X, Gil-Guifién F, Puig-Llobet M. Impact of collaborative nursing care on the recovery
process of mental health day hospital users: a mixed-methods study protocol. BMJ Open.
2022 Mar 30;12(3):057969. doi: 10.1136/bmjopen-2021-057969. PMID: 35354640;

PMCID: PMC8968539.

Ventosa-Ruiz A, Moreno-Poyato AR, Lluch-Canut T, Feria-Raposo I, Puig-Llobet M.
The meaning of the recovery process and its stages for people attending a mental health
day hospital: A qualitative study. Health Expect. 2024 Feb;27(1):e13965. doi:

10.1111/hex.13965. PMID: 39102677, PMCID: PMC10771802.

Ventosa-Ruiz A, Moreno-Poyato AR, Cafiete Massé C, Roldua Ros J, Feria-Raposo I,
Campoverde Espinosa K, Puig-Llobet M. Impact of collaborative nursing care on health
outcomes of mental health day hospital users: A mixed methods study. J. Psychiatr.

Ment. Health Nurs. 2024
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10.3 Comunicaciones y Posters

Autores: Ana Ventosa Ruiz, Montserrat Puig Llobet, Ferran Gil Guifién ,Xavier Vidal

Pascual, Antonio Rafael Moreno Poyato

Titulo: Codisefio e implementacion de actividades a través del cuidado colaborativo de

enfermeria en hospitales de dia de salud mental. Un estudio de métodos mixtos
Tipo de contribucion: Autor Principal

Congreso: XXXVIII Congreso Nacional de Enfermeria de Salud Mental
Lugar: Online

Afo: 2021

Autores: Ventosa Ruiz A, Puig Llobet M, Lluch Canut T, Vidal Pascual X, Gil Guifién
F, Atienza Rodriguez E, Moreno Poyato A

Titulo: Impacto de los cuidados enfermeros colaborativos en el proceso de recuperacion

en usuarios de hospitales de dia.

Tipo de contribucion: Comunicacion oral (formato largo)

Congreso: XXV Encuentro Virtual Internacional de Investigacion en Cuidados
Lugar: online

Afo: 2021
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Autores: Ventosa Ruiz A, Vidal Pascual X, Gil Guifion F, Feria I, Moreno Poyato A

Titulo: Comprendiendo el significado del proceso de recuperacion

Tipo de contribucién: Pdster

Congreso: IXXX Congreso Nacional de Enfermeria de Salud Mental

Lugar: Pamplona

Afio: 2022

Autores: Ana Ventosa Ruiz, Ferran Gil Guiidén, Xavier Pascual Vidal, Isabel Feria
Raposo,

Carolina Miguel Garcia, Antonio R. Moreno Poyato.

Titulo: “Un camino duro y largo, al que enfrentarse con esperanza”. Explorando el

significado de la recuperacion.

Tipo de contribucién: Comunicacion

Congreso: VI Congrés Catala d’Infermeria de Salut Mental

Lugar: Tortosa

Af0:2023
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Autores: Ana Ventosa Ruiz, Montserrat Puig Llobet, Maria Alvarez Cano, Isabel Feria

Raposo, Antonio R. Moreno Poyato.

Titulo: " Relacion entre el nivel de salud mental positiva y la etapa del proceso de

recuperacion en hospitales de dia."

Tipo de contribucidon: Pdster

Congreso: XL Congreso Nacional de Enfermeria de Salud Mental
Lugar: Torremolinos (Malaga)

Afno:2023

Autores: Ana Ventosa Ruiz, Cristina Cafiete Massé, Montserrat Puig Llobet, Sara

Sanchez Balcells, Antonio Moreno Poyato

Titulo: Cuidados Colaborativos, una Investigacion Accion Participativa sobre el Proceso

de Recuperacion en Usuarios de Hospitales de Dia de Adultos
Tipo de contribucion: Comunicacion Oral

Congreso: XLI Congreso Nacional de Enfermeria de Salud Mental
Lugar: Mérida

Afio: 2024
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ANEXO 1

FIDMAG Referencia CEIC:  PR-2020-10
dermanan Horpllalarlan
Researcd Favndatran

CERTIFICADO DEL COMITE DE ETICA DE LA INVESTIGACION CLINICA

Dr Salvador Sarrd, como secretario del Comité de Etica de la Investigackan Clinica {CEIC-CEI) FIDMAG Hermanas
Hospitalarias

CERTIFICA

Que este Comité ha evaluado en su reunidn del dia 16 de julio de 2020 el

Projecte recerca titulado:

Impacto de los culdados enfemeros colaboratives en el proceso de recuperachin, relackn
terapéutica y de salud mental positiva de usuarios de hospitales de dia; un estudio de métodos
mixtos

IDFromotor: Fundacld Infermeria | Socletat
Aeferéncia: PR-2020-10

por elfla investigader/a  Ana Ventosa Rulz

¥ considera que:

- Se curnplen los requisitos necesarios de idoneidad del proyecto en relacidn con los objetivos del estudio y
wstdn justificados los riesgos y molestias previsibles para el sujeta

- Lacapacidad del investigador y los medios disponibles son apropiados para realizar el estudio

- Son adecuados tanto el procedimisnto pars oblener el consentimiento infermado, como la compensacian
prevista para los sujetos por dafios que pudieran derivarse de su participacidn en el estudia

- Elaleance de las compensacianes econdrmicas previsias no interfiere con el respeto a los postulados éticos

¥ que este Comité emite un dictarmen para su realizacidn en el/los centroyfs:
Benito Menni CASM

Lo gue firmo en Barcelona, el 16 de julio de 2020

Dr. Salvadar Sarrd Maluguer

Secretari
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proceso de recuperacion, relacion terapéutica y de salud mental positiva de usuarlos de
haospitales de dia; un estudio de métodos mixtos” com a investigedora principal
conjuntament amb el seu equip investigador format per:

Antonio Rafael Moreno Poyato
Montsemrat Puig Llobet

Marna Teresa Liuch Canut
Antonio Vanuerizo Cubero
Ferran Gil Guifién

Xavier Vidal Pascual
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| perqué en pregueus coneixement | tingui els efectes que corrasponguin, signem el present
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e Vistiplau
o.#“/‘;
va Gausachs Cucala ) Monteerrat Teixidor | Frexa
Secretaria Presidenta

Barcelona, 11 de novembre da 2020
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ANEXO 3

CONSENTIMIENTO INFORMADO

Titulo del estudio: Impacto de los cuidados enfermeros colaborativos en el proceso de
recuperacion, de relacion terapéutica y de salud mental positiva de usuarios de hospitales de
dia de salud mental: un estudio de métodos mixtos

Cddigo de protocolo: Pendiente

(nombre y apellidos del participante)

[ ] He leido la hoja de informacién que se me ha entregado sobre el estudio.

[ ] He podido hacer preguntas sobre el estudio.

[ ] He recibido suficiente informacién sobre el estudio.

[ ] He hablado CON..........ovuiuiiitii e

(nombre y apellidos del investigador)

[ ] Comprendo que mi participacion es voluntaria.

[ ] Comprendo que puedo retirarme del estudio:

1° Cuando quiera.

2° Sin dar explicaciones.

3° Sin que esto repercuta en mi atencion.

Doy libremente mi conformidad para participar en este estudio y mi consentimiento para el
acceso y la utilizacion de mis datos en las condiciones detalladas en la hoja de informacién.
Recibiré una copia firmada y fechada de este documento de consentimiento informado. Presto
libremente mi conformidad para participar en el estudio.

Nombre y apellidos del participante:

Fecha: [/ [

Firma

Nombre y apellidos del investigador:
Fecha: [/ [/
Firma

Firma del representante legal, familiar o persona vinculada de hecho (cuando se obtenga
el Cl en personas con capacidad modificada para dar su Cl):
Fecha: [/ / Firma
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ANEXO 4

HOJA INFORMATIVA

Titulo del estudio:

Impacto de los cuidados enfermeros colaborativos en el proceso de recuperacion, de
relacion terapéeutica y de salud mental positiva de usuarios de hospitales de dia de salud

mental: un estudio de métodos mixtos
Investigadores principales: Ana Ventosa Ruiz
Centro: Benito Menni CASM

Version y fecha: V1, 20/06/2020

Introduccion: Se le invita a participar en un estudio aprobado por el Comité de Etica de
Hermanas Hospitalarias. Nuestra intencion es tan solo que usted reciba la informacion
correcta y suficiente para que pueda decidir si acepta o no participar en este estudio.
Previamente a iniciar el estudio, se reunira con algin miembro del equipo investigador
para resolver cualquier duda que tenga, tener un primer contacto y firmar el
consentimiento informado. Debido al caracter voluntario de su participacion en el
presente estudio usted es libre de abandonar la investigacion en cualquier momento sin la

necesidad de proporcionar ningun tipo de explicacion.

Objetivo del estudio: Explorar los cambios producidos en el proceso de recuperacién de
usuarios de hospitales de dia de salud mental que reciben cuidados enfermeros

participativos a través del codisefio e implementacién de actividades grupales.

Actividades del estudio: Su participacion consistird en realizar una entrevista que se
prevé que tenga una duracion no inferior a treinta minutos y no superior a una hora. La
realizara un miembro del equipo investigador y se le preguntara acerca del objetivo del
estudio. La entrevista sera grabada en formato audio y posteriormente se le facilitara la

transcripcion para que de esta manera pueda confirmar que aquello que expreso durante

200



la entrevista era lo que realmente queria decir o por el contrario decidir si prefiere repetirla
o modificar o eliminar los datos registrados. Asi mismo, se cumplimentaran tres escalas
junto a usted, que no ofreceran informacion sobre su proceso de recuperacion, relacion
terapéutica y salud mental positiva. El estudio también incluye la participacion en grupos

discusion que se llevaran a cabo una vez a la semana en el horario asistencial de la unidad.

Proteccion de datos personales: Sus datos seran tratados con la mas absoluta
confidencialidad segun lo que figura en la Ley Organica 3/2018, de 5 de diciembre, de
Proteccion de Datos Personales y garantia de los derechos digitales, i el Reglamento (UE)
n°2016/679 del Parlamento europeo y del Consejo de 27 de abril de 2016 de Proteccion
de Datos (RGPD). Las Unicas personas con acceso a sus datos seran los investigadores de
este trabajo. En caso de que esta investigacion sea publicada, sus datos no se incluiran el

documento.

Contacto en caso de dudas: Si durante su participacién tiene alguna duda o necesita

obtener més informacion, pdngase en contacto con:

Ana Ventosa Ruiz

Benito Menni CASM

C/Dr Pujades s/n

Un cordial saludo de parte del equipo de investigacion
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ANEXO 5

Cuestionario STORI

STORI

El siguiente cuestionario te hace una serie de preguntas acerca de como te
sientes sobre tu vida y sobre ti mismo desde que tienes la enfermedad.
Alguna de las preguntas son sobre momentos en los que ti no te sientes
bien. Otras estan referidas a aquellos momentos en los que ti te sientes
bien en la vida.

Si encuentras alguna de las cuestiones molestas y necesitas hablar con
alguien, por favor, tbmate un descanso y hablanos de ellas.

Las preguntas estan en grupos de 5.

Lee todas las 5 preguntas en conjunto, y luego responde a esas cinco
cuestiones.

Marca un niimero de 0 a 5 indicando cuanto tiene de cierto cada frase
para ti en estos momentos.

Luego pasa al siguiente grupo de 5 preguntas

Cuando eliges tu respuesta, piensa sobre como te sientes ahora, no en
cOmo te has sentido en algin momento del pasado. Por ejemplo:

El item 38 dice “Estoy empezando a aprender sobre la enfermedad mental
y sobre como puedo ayudarme”

El item 39 dice: “Ahora me siento bastante confiado sobre como manejar
mi enfermedad”

Si tu estas ahora bastante confiado sobre el manejo de la enfermedad,

deberias dar una puntuacién mas alta al item 39 que al 38, que dice que
estas empezando a aprender

Las preguntas estan referidas a como te sientes sobre tu vida en
general en estos dias.
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STORI

NOmbre‘..‘..‘l.‘l.‘l.‘l.‘l.‘l.‘l.‘l.‘l.‘l.‘l.‘l.‘ Fechao-.o-.o-.o-.o-.oo

Lee todas las 5 cuestiones del grupo 1 y responde a continuacion.

Marca el nimero de 0 a 5 que mejor indique cuanto es de cierta cada
afirmacion para ti.

A continuacion pasa al grupo 2 y asi sucesivamente.

Cuando elijas tu respuesta, piensa en como te sientes ahora, no en como te
sentias en el pasado.

Grupo 1 Nada Completamente
cierto cierto
1 No pienso que la gente con una enfermedad mental © |l 12 |3 |4 |5
pueda sentirse bien
2 He descubierto solo recientemente que la gente con UINE DAY NN REENY IS 1
una enfermedad mental puede sentirse bien

3  Estoy empezando a aprender como me puedoayudar 0 1 2 3 4 5
a sentirme bien

=
=
S}
9%}
I~
W

4  Estoy esforzandome mucho para estar bien, y a largo
plazo valdré la pena

5  Ahora tengo una sensacion de “paz interior” sobrela 0 1 2 3 4 5
vida con la enfermedad

Grupo 2 Nada Completamente
cierto cierto
6  Siento que mi vida ha sido arruinada por esta I s HE e B
enfermedad

7  Estoy justo empezando a darme cuentadequemivida 0 1 2 3 4 5
no tiene que ser siempre horrorosa

8  He empezado recientemente a aprender de personas 0 1 2 3 4 5
que viven bien, a pesar de tener una grave
enfermedad

9 Estoy empezando a sentir bastante confianza en LN DAY RN REEN SN 1S
volver a encarrilar mi vida

10 Mi vida es realmente buena ahora, y el futuroparece 0 1 2 3 4 5
brillante
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Il

12

13

14

15

16
17

18

19

20

2l

22

i)

24

5

Grupo 3 Nada Completamente
cierto cierto

Ahora siento que no soy nada mas que una persona g 1 2 3 d 5

enferma

Como otros creen en mi, he empezado apensarquees 0 1 2 3 4 5

posible que pueda mejorar

Estoy comenzando en estos momentos adarmecuenta 0 1 2 3 4 5

que la enfermedad no cambia quien soy como persona

Estoy comenzando ahora a aceptar la enfermedad OINN MUY NEY NN O 1S

como parte de la persona total que soy

Estoy feliz con quien soy como persona g L 2 3 4 3

Grupo 4 Nada Completamente
cierto cierto

Siento como si nunca mas sabré quién soy g L 2 3 4 5

Hace poco que he empezado areconocerunapartede 0 1 2 3 4 5
mi que no esta afectada por la enfermedad

Estoy empezando a darme cuenta en estos momentos 0 1 2 3 4 5
que todavia puedo ser una persona valiosa

Estoy aprendiendo nuevas cosas sobre mi mismo a 1 1P 1P 1 1
medida que trabajo hacia mi recuperacion

Pienso que trabajar para superar la enfermedad meha 0 1 2 3 4 5
hecho mejor persona

Grupo 5 Nada Completamente
cierto cierto

Nunca seré la persona que pienso que podria ser 0 L2 B8 4 5

He empezado a aceptar ahora la enfermedad como P 1P 1 1 |

una parte de mi vida con la que tendré que aprender a

vivir

Estoy empezando a entender mis virtudes y mis g 1 2 3 i 5

puntos débiles

Estoy empezando a sentir que estoy haciendo una 1P 1P 1 1 |

valiosa contribucion a la vida

Estoy consiguiendo cosas satisfactorias y que valenla 0 1 2 3 4 5
pena en mi vida
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26
27

28

29

30

31
32

23

34

BS

36
37

38

39

40

Grupo 6

Estoy enfadado porque esto me haya ocurrido a mi

Estoy empezando ahora a preguntarme si podria salir
algo bueno de esto

Estoy empezando a pensar sobre lo que son mis
cualidades especiales

Al tener que tratar con la enfermedad, estoy
aprendiendo mucho sobre la vida

Superando la enfermedad he ganado nuevos valores
en la vida

Grupo 7

Ahora mi vida parece completamente sin sentido

Estoy empezando a pensar ahora que quizas puedo
hacer algo con mi vida

Estoy intentando pensar de qué maneras puedo ser
capaz de aportar cosas a mi vida

Estos dias estoy trabajando en algunas cosas de la
vida que son personalmente importantes para mi

Estoy trabajando en importantes proyectos que dan
sentido a mi vida

Grupo 8

No puedo hacer nada con mi situacion

Estoy empezando a pensar que podria hacer algo para
ayudarme a mi mismo

Estoy empezando ahora a sentir mas confianza sobre
aprender a vivir con la enfermedad

A veces hay contratiempos, pero me recupero y
continuo intentandolo

Estoy deseando enfrentarme con nuevos desafios en
mi vida

cierto

0 1
0 1
0 1
0 1
0 1
Nada

cierto

0 1
0 1
0 1
0 1
0 1
Nada

cierto

0 1
0 1
0 1
0 1
0 1

Completamente
cierto
34 5
SHN T IS
3 14 5
3 4 5
3 4 5
Completamente
cierto
3.4 5
S K 1S
3 4 5
3 14 |]5
3 4 5
Completamente
cierto
3 .14 5
318 |]5
3 14 5
314 |5
3 4 5
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41
42

43

44

45

46

47

48

49

50

Grupo 9

Otros saben mejor que yo lo que es bueno para mi

Quiero empezar a aprender como cuidar de mi mismo
adecuadamente

Estoy empezando a aprender sobre la enfermedad
mental y qué puedo hacer para ayudarme

Ahora me siento razonablemente confiado sobre
como manejar mi enfermedad

Ahora puedo manejar bien la enfermedad

Grupo 10

Ahora parece que no tengo ningin control sobre mi
vida

Quiero empezar a aprender como enfrentarme con la
enfermedad

Estoy empezando ahora a trabajar para reconducir mi
vida

Estoy comenzando a sentirme responsable de mi
propia vida

Tengo control sobre mi vida

Nada

cierto

0 1
0 1
0 1
0 1
0 1
Nada

cierto

0 1
0 1
0 1
0 1
0 1

Muchas gracias por completar el STORI

Completamente
cierto
3 5
3 5
3 5
3 5
3 5
Completamente
cierto
3 5
3 5
3 )
3 5
3 5
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ANEXO 6.

Cuestionario WAI-S

CUESTIONARIO WORKING ALLIANCE INVENTORY (WAI SHORT) (WAI; Adam O. Horvath, 1981,
1984)

Los datos se utilizaran para su andlisis y no se hara ningun intento de identificarle personalmente. En esta
pdgina hay frases que describen las distintas opiniones o emociones que un paciente puede tener en relacion
con su enfermera referente. Si la frase describe lo que usted opina o siente siempre acerca de su enfermera,
rodee con un circulo el nimero 7; si por el contrario nunca opina o siente asi acerca de ella, marque el
nimero 1. Emplee los nimeros intermedios para expresar su opinion entre estos dos extremos.

Conteste a las preguntas con la mayor sinceridad.

Gracias por su ayuda en completar este cuestionario.

1. Mi enfermera de referencia y yo estamos de acuerdo sobre lo que tengo que hacer para mejorar mi

situacién.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre
2. Lo que estoy haciendo junto a mi enfermera de referencia me proporciona nuevos puntos de vista sobre mi
problema.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre
3. Creo que a mi enfermera de referencia le caigo bien.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

4. Mi enfermera de referencia no entiende lo que estoy intentando conseguir en la relacién con ella.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

5. Confio en la capacidad de mi enfermera de referencia para ayudarme.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

6. Mi enfermera de referencia y yo estamos trabajando para conseguir los objetivos que hemos acordado.
1 2 3 4 5 6 4
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

~3

. Creo que mi enfermera de referencia me aprecia.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

8. Estamos de acuerdo sobre lo que es importante que yo trabaje.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

9. Mi enfermera de referencia y yo confiamos el uno en el otro.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

10. Mi enfermera de referencia y yo tenemos distintas ideas sobre cuiles son mis verdaderos problemas.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

11. Mi enfermera de referencia y yo entendemos qué tipo de cambios me vendrian bien.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre

12. Creo que junto a mi enfermera de referencia estamos trabajando en mi problema de forma adecuada.
1 2 3 4 5 6 7
Nunca Rara vez De vez en cuando A veces A menudo Muy a menudo Siempre
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ANEXO 7

Cuestionario SMP

SIEMPRE | CON ALGU NUNCA O
O CASI BASTAN NAS CASI
SIEMPRE | TE VECES NUNCA
FRECUEN
Cla

1 A mi, me resulta especialmente dificil aceptar a los
otros cuando tienen actitudes distintas a las mias

2 Los problemas me bloquean facilmente

3 A mi, me resulta especialmente dificil escuchar a
las personas que me cuentan sus problemas

4...me gusto como soy

5 ...soy capaz de controlarme cuando experimento
emociones negativas

6 ...me siento a punto de explotar

7 Para mi, la vida es aburrida y monétona

8 A mi, me resulta especialmente dificil dar apoyo
emocional

9 ...tengo dificultades para establecer relaciones
interpersonales profundas y satisfactorias con
algunas personas

10 .. me preocupa mucho lo que los demads piensan de
mi

11 Creo quetengo mucha capacidad para ponerme en
el lugar de los demds y comprender sus respuestas

12 .. veo mi futuro con pesimismo

13 Las opiniones de los demds me influyen
mucho a la hora de tomar mis decisiones

14 .. me considero una persona menos importante
que el resto de personas que me rodean

15 .. soy capaz de tomar decisiones por mi misma/o

16 .. intento sacar los aspectos positivos de las cosas
malas que me suceden

17 .. intento mejorar como persona

18 .. me considero "un/a buen/a psicélogo/a"

19 .. me preocupa que la gente mecritique

20 .. creo que soy una personasociable
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SIEMPRE O
CASI
SIEMPRE

CON
BASTANTE
FRECUENCI
A

ALGUNA
S VECES

NUNCA O
CASI
NUNCA

21 .. soy capaz de controlarme cuando tengo
pensamientos negativos

22 .. soy capaz de mantener un buen nivel de
autocontrol en las situaciones conflictivas de mi
vida

23. .pienso que soy una persona digna de confianza

24 A mi, me resulta especialmente dificil entender
los sentimientos de los demas

25 .. pienso en las necesidades de losdemds

26 Si estoy viviendo presiones exteriores
desfavorables xx soy capaz de continuar
manteniendo mi equilibrio personal

27 Cuando hay cambios en mi entorno intento
adaptarme

28 Delante de un problema soy capaz de solicitar
informacion

29 Los cambios que ocurren en mi rutina habitual me
estimulan

30.. tengo dificultades para relacionarme
abiertamente con mis

profesores/jefes

31 .. creo que soy un/a initil y no sirvo para nada

32 .. trato de desarrollar y potenciar mis buenas
aptitudes

33 .. me resulta dificil tener opiniones personales

34 Cuando tengo que tomar decisiones importantes
..................................................................... me siento

muy insegura/o

35 .. soy capaz de decir no cuando quiero decir no

36 Cuando se me plantea un problema intento
buscar posibles

soluciones

37 .. me gusta ayudar a los demas

38 .. me siento insatisfecha/o conmigo misma/o

39 .. me siento insatisfecha/o de mi aspecto fisico
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ANEXO 8

Guion entrevista

Fase 1: Introduccién.

Presentacion de enfermera investigadora: Nombre, apellidos, formacion.

Explicacion de objetivo del estudio e introduccién de conceptos principales.

Remarcar confidencialidad de la informacion tratada y anonimato.

Aclaracién de posibles dudas previas a la siguiente fase.

Fase 2: Preguntas abiertas.

¢ Qué entiende usted por recuperacion?

¢Qué importancia le otorga usted a este proceso?

¢Como describiria usted su proceso de recuperacion?

¢ Cuél es su meta a alcanzar para sentirse recuperado?

Fase 3: Devolucién.

Fase 4: Agradecimiento y despedida.
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ANEXO 9
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Dear Dr. Moreno-Poyato

Itis a pleasure to accept your manuscript entitled "Impact of collaborative nursing care on health outcomes of
mental health day hospital users: A mixed methods study" in its current form for publication in the Journal of
Psychiatric and Mental Health Nursing.

At this stage it is not possible to tell you which issue your paper will be appearing in, but we will contact you in due
course.

As part of the Journal’s continued commitment to its authors, the Editorial Office and Publisher wish to keep you
informed about what will happen next and, as the attached paper/footer contains important information regarding
journal publication and services for authors, you may wish to save it for future reference.
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everything is ready for publication, and you may be contacted if final versions of files for publication are required.

If you wish your paper to be OnlineOpen you are required to complete the OnlineOpen payment form available from
our website at: https://authorservices.wiley.com/bauthor/onlineopen_order.asp

OnlineOpen is available to authors of primary research articles who wish to make their article available to non-
subscribers on publication, or whose funding agency requires grantees to archive the final version of their article.
With OnlineOpen the author, the author's funding agency, or the author's institution pays a fee to ensure that the
article is made available to non-subscribers upon publication via Wiley Online Library as well as deposited in the
funding agency's preferred archive.
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