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CASE AND COMMENTARY: PEER-REVIEWED ARTICLE

When Should Inpatient Psychiatric Care Include Access to the Outdoors,
Despite Elopement or Other Risks?
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Abstract

This commentary on a case considers consequences of a so-called “zero-
risk” paradigm now common in psychiatric inpatient decision making.
latrogenic harms of this approach must be balanced against promoting
patients’ safety and well-being. This article suggests how to
collaboratively assess risk and draw on recovery-oriented goals of care.

The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA
Category 1 Credit™ available through the AMA Ed Hub™. Physicians should claim only the credit
commensurate with the extent of their participation in the activity.

Case

LH is a 29-year-old woman hospitalized, so far for 11 days, for a severe episode of
depression. Dr Psych estimates she will be hospitalized for another week and is working
with risk managers to find a way to allow LH to leave the unit with a staff member to
walk in the hospital’s garden, which LH can see from the unit’s windows. LH feels
distressed about not having access to fresh air. Dr Psych makes a case to a risk
manager for LH's accompanied access to the garden: it will make her feel better,
probably diminish her length of stay, and remove LH’s feeling “imprisoned” as an
obstacle to trust and healing in their patient-physician relationship. The risk manager,
however, states: “I'm sorry; we just can’t. Two years ago, a patient eloped after being
allowed to walk in that garden.” Dr Psych considers how to respond.

Commentary

Health care systems, particularly psychiatric care settings, are currently dominated by a
zero-risk paradigm: an approach to ethical decision making that upholds elimination of
risk as a shared goal and moral imperative.12 The widespread adoption of the zero-risk
approach has given rise to dedicated roles for risk managers and a range of
interventions and technologies, including, in inpatient psychiatric settings, the use of
surveillance, locked doors, and seclusion rooms, all aiming to eliminate risks associated
with people experiencing mental health challenges.34 Yet growing empirical evidence
demonstrates that the zero-risk paradigm and its associated strategies fail to effectively
eliminate or even reduce risks associated with self-harm, interpersonal violence, or
absconding and instead threaten therapeutic relationships between health care
professionals and patients.56 Furthermore, zero-risk approaches introduce iatrogenic
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harms, including physiological side effects from chemical restraints, injuries from
physical restraints, and reduced feelings of safety and well-being related to the carceral
environment, all of which may additionally lead to worsened mental health symptoms.7.8

This commentary critiques the zero-risk paradigm and grounds the exploration of LH’s
case in a safety paradigm, which acknowledges and accepts the potential for some risk
throughout the journey from hospitalization to discharge. A safety paradigm further
prioritizes the well-being of all individuals in the health care setting—including the
patient—with an intrinsic focus on promoting safety rather than eliminating risk. Here,
we discuss 3 central strategies of a safety paradigm: conducting meaningful and
collaborative safety assessments, employing the recovery model to reconceptualize
overarching aims of inpatient psychiatric care, and reenvisioning psychiatric inpatient
environments to respond to ethical challenges of lengthy involuntary admissions.

Collaborative Safety Assessments

In its focus on Dr Psych’s engagement with the risk manager, the case of LH
presupposes that physicians independently conduct risk assessments, which may then
be vetoed by risk managers. We instead propose that utilizing a collaborative, team-
based approach to examining risk can elicit a more nuanced picture of the current
mental status of a patient. Combining diverse clinical skills of and information from the
members of the interdisciplinary team—including nurses, case managers, social
workers, therapists, community health care workers, and family members—enriches the
context of the assessment because these individuals have strong and potentially long-
standing therapeutic relationships with the patient. Risk managers, by contrast, do not
have a therapeutic relationship with the patient (due to their role’s precluding
meaningful patient engagement over extended periods of time), which therefore limits
their ability to conduct a contextualized safety assessment that is responsive to the
team’s shared perspectives and tailored to the individual patient’s circumstances.
Furthermore, taking a collaborative approach to safety assessments diffuses the
decision-making burden by creating a shared sense of responsibility among members of
the team.® While allowing patients access to the outdoors may introduce an element of
risk, conducting meaningful and collaborative safety assessments allows for that risk to
be thoroughly assessed and potential harm to be reduced. This approach can be
especially helpful to the psychiatrist in in LH's case. By relying on a shared
understanding of LH’s mental status and risk, gained through a collaborative team-
based approach to risk assessment, the psychiatrist can advocate on behalf of LH to the
risk manager with increased confidence and support.

Additionally, safety assessments must be individualized, context-specific, and completed
in partnership with the patient.%10 The dominant zero-risk paradigm in inpatient
psychiatric environments does not provide structural support for patients to self-assess
their risk or for their self-assessments to be valued. Conversely, including LH as a
collaborator in her own care is vital in ensuring her autonomy, accountability, and
empowerment over her own mental health and well-being, particularly with respect to
activities deemed risky in the psychiatric setting. In the case of LH, the risk manager
draws on a prior case of elopement while accessing the garden to inform decision
making regarding LH’s opportunity for outdoor access. While prior instances of
elopement can increase fear among health care professionals and risk managers,
assessment of risk should be based on LH’s current metal status and circumstances,
not on her own previous risk or the outcomes of a different patient. Rather, the
emphasis should be on acknowledging and supporting LH’s decision-making capacity in
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tandem with interprofessional assessments. This approach would allow for an
individualized, context-specific response to risk management that meets the unique
needs of LH.

Recovery-Oriented Practice Model

Recovery has been a goal guiding mental health service delivery since the 1990s. A
recovery-oriented practice model has thus been developed for working with clients in
both inpatient and community mental health settings.1112 A central tenet of this model
includes understanding recovery as a personal, unique journey for individuals living with
mental illnesses. Furthermore, recovery is considered to occur in the context of one’s
lifespan, from admission to discharge from inpatient psychiatric settings.13.14 While this
model of care has been incorporated widely in community and outpatient mental health
settings, its integration into inpatient psychiatric settings remains limited.15.16

Reconceptualizing overarching aims of inpatient psychiatric care through the lens of the
recovery-oriented practice model can be beneficial in this case and similar cases in
which questions of safety and risk are being evaluated. As discussed, the current
widespread adoption of a zero-risk approach in inpatient psychiatric settings aims to
eliminate perceived risks associated with people experiencing mental health challenges
and requires considerable reduction of symptoms—particularly symptoms considered
“behavioral” or associated with potential harms—as a prerequisite for permitting “risky”
activities, such as accessing the outdoors.¢ In addition to introducing iatrogenic harms,
this approach precludes recognition of mental illness as a chronic condition and
detracts from a primary focus on improvement of overall well-being of patients.
Therefore, we contend that a safety paradigm grounded in the recovery-oriented practice
model shifts goals of care from elimination of risks to a reduction in symptoms with a
focus on recovery, as defined by the patient. Recovery-oriented goals both shape the
aims of an inpatient admission and extend to the person’s life outside the hospital in
order to enhance the person’s safety and well-being despite ongoing symptoms.

In the case of LH, Dr Psych’s application of a recovery-oriented lens would affirm her
autonomy and build her capacity for vigilance for her own safety and well-being; such an
approach has been shown to reduce patients’ feeling of being “imprisoned.”1314
Promoting LH’s personal efficacy and responsibility might involve Dr Psych supporting
activities—such as access to the garden—that include some element of risk but enhance
her well-being and give her an opportunity to work toward maintaining her own safety
during her inpatient stay. While supporting LH’s access to the garden does have
potential for risk, Dr Psych’s taking a recovery-oriented approach to practice within a
broader safety paradigm would reorient the goal of a psychiatric inpatient stay from risk
elimination to collaboratively supporting the patient’s skills and capacity for maintaining
safety and well-being during and following hospitalization. Such arguments could further
support Dr Psych in advocating with the risk manager for the necessity of introducing
incremental risks, grounded in a recovery-oriented practice model, as capacity-building
exercises for the patient en route to eventual discharge.

Reenvisioning Psychiatric Inpatient Environments

Although collaborative safety assessments and a recovery model orientation are
approaches that can be immediately implemented to guide ethical decision making
related to outdoor access and other activities deemed risky within psychiatric care
settings, we further argue that environmental and structural changes are needed for a
fundamental shift from a zero-risk to a safety paradigm. Within current inpatient
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psychiatric settings, zero-risk approaches have informed environmental design that
prioritizes containment and security through door locking, secure windows, seclusion
rooms, and surveillance technologjes.17.18 Although intended to reduce risk and protect
patients, the inpatient environment is experienced by both patients and health care
professionals as stark, cold, carceral, and not conducive to well-being or recovery.19.20
Psychiatric care settings often do not have secure outdoor spaces, and many patients
experience severely restricted access to the outdoors during hospitalizations, enhancing
their perceptions of imprisonment and resulting in worsening mental health and well-
being.2t Furthermore, racialized groups (Black, Indigenous, and people of color)
experience disproportionate negative impacts of the inpatient environment due to
systemic racism, stigmatization, and resultant mistrust of health care services.22.23.24
With the maximum average length of psychiatric inpatient hospitalization being 25 days
in the United States and the average being 20 days in Canada,2526 we contend that it is
an ethical imperative to ensure patient access to the outdoors that is not contingent on
the perceived risks of an individual independently leaving the secure environment of the
care setting for a period of time. While current psychiatric settings may not include
outdoor space, establishing health system and government policies and standards can
ensure that the right to outdoor access is upheld in future building construction.

Co-design of health care systems and processes is an approach that is gaining
popularity for its emphasis on including clinician and patient perspectives in the
development of innovative and effective solutions to health care problems, and it can be
utilized to inform redesign of psychiatric inpatient environments to include secure
spaces that also enhance well-being.27.28 Involving patients in the design of inpatient
psychiatric environments can further support a reorienting of care provision away from
the elimination of risk (through refusal of the “privilege” of outdoor access) toward a
system wherein patient safety and well-being are equally prioritized aims of an inpatient
stay. It has long been established that outdoor access is a foundational contributor to
and prerequisite for well-being,2° and inpatient psychiatric environments must be
designed with consideration of not only the implications of permitting outdoor access
but also the consequences of restricting it.

Conclusion

In sum, we contend that identifying an acceptable level of risk is a complex decision that
must be centered on the individual’s self-assessment and collaborative decision making
among members of the interdisciplinary team rather than be reliant on external approval
from risk managers. In this case, we propose that Dr Psych engage in a collaborative,
team-based approach in partnership with LH and conduct an individualized, context-
specific safety assessment that informs the team’s decision making regarding LH’s
outdoor access. We further suggest that this decision-making process be grounded in a
recovery-oriented practice model that enables a focus on the patient’s capacity building
and incremental introduction of risks. Such an approach constitutes a shift from a zero-
risk paradigm to a safety paradigm that aims to enhance access to the outdoors and
other contributors to well-being, acknowledging a degree of risk along the path toward
mental health and recovery.
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