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Ginybel Belgira RN

My name is Ginybel Belgira.  
I have been working on 
South Belknap 2— a 

geriatric neuropsychiatry unit— 
for a little over six years. Many of 
our patients are at various stages of 
Alzheimer’s Disease and other forms 
of dementia. Some patients also suffer 
from depression, anxiety and behavioral 
disturbances such as agitation. Our 
nursing practice involves redirecting 
confused clients and, more often than 
not, total care of patients’ activities of 
daily living.  
 I met “Taylor” the day after 
Christmas of 2013. She was a 56-year-
old former dentist and a mother of 
three who was separated from her 

husband. She was unlike our “typical” 
patient because of her age and 
diagnosis: Huntington’s Disease. It is 
a neurodegenerative genetic disorder 
that affects muscle coordination and 
cognition and can lead to emotional 
difficulties as well.  (She also suffered 
from ulcerative colitis and would often 
conflate the two illnesses, saying “I have 
Huntington Colitis.”)  Taylor was on 
our unit for a total of two months over 
two stays, with a few days in between; 
the average length of stay is five to 
twelve days.   
 She was one of the most memorable 
patients in my 30-year career in 
nursing. Her courage and perseverance 
touched my heart.  I think about her 
from time to time and wonder how she 
is doing.    
 When I first encountered Taylor, 
she had been living with Huntington’s 
Disease for about four years and was 
residing in a nursing home, although, 
she would spend weekends and 
holidays at her husband’s home. Their 
two sons and daughter also lived there. 
She was admitted to McLean because 
she had threatened to kill herself with 
a butter knife while in her nursing 
home’s dining room. She denied being 
suicidal, but reported feeling upset 
that her “ex,” as she called him, had 
not allowed her to stay overnight at 
his home on Christmas. According to 
her outpatient psychiatrist’s notes, her 
husband had explained that she was 
“acting like a two year old.”  Although, 

she made a few references to wanting 
to kill herself, she persistently denied 
suicidal ideations. 
 Taylor was attractive — tall and thin 
with shoulder length, blond hair—
but her lack of motor skills lent her 
a disheveled appearance, with food 
stains on her hospital gown, which 
was always falling off her shoulders. 
Because of her illness, she was unsteady 
on her feet and would often thrash her 
arms or flop to the floor, sometimes 
intentionally, sometimes not. When 
frustrated, she would yell, curse, cry, 
throw herself to the floor, bang her 
head on the wall and hit her head 

Engaging with a Patient
By Ginybel Belgira  RN

Contents
Engaging with a Patient ...................page 1

Integrating recovery-oriented practice 
strategies promotes holistic view of the 
patient, highlights the importance of shared 
decision-making in treatment  ...........page 2

Did We Do the Right Thing?      ....page 3

Occupational Therapist Megan Mooney 
Helps Remove Obstacles and Build on 
Strengths ........................................ page 4 

A note from 1961 McLean School 
of Nursing graduate Barbara Zides 
Snyder ........................................... page 5 

Staff Highlights ........................... page 8

 Continued on page 6



 Nursing Network2

Integrating recovery-oriented practice strategies 
promotes holistic view of the patient, 

highlights the importance of 
shared decision-making in treatment 

Working collaboratively with 
patients to gain insight on 
how to best support them 

in treatment is a critical component to 
recovery, research has shown. 
 While most mental health providers 
already acknowledge the importance 
of shared decision-making and the 
patient’s role in treatment, an initiative 
launched five years ago by the 
Substance Abuse and Mental Health 
Services Administration (SAMHSA) is 
formalizing this approach through its 
Recovery to Practice (RTP) program. 
 An agency within the U.S. 
Department of Health and Human 
Services, SAMHSA has provided 
funding to the American Psychiatric 
Association, the American 
Psychological Association the American 
Psychiatric Nurses Association, the 
Council on Social Work Education, 
and the National Association of Peer 
Specialists to support behavioral 
health organizations in developing and 
adopting recovery-oriented educational 
materials and participate in training. 
 Linda Flaherty, RN/PC, McLean’s 
senior vice president of Patient Care 
Services, has been spearheading the 
initiative for the hospital over past two 
years, working with nurses to develop 
educational and training materials that 
promote recovery-oriented practice. 
Since last fall she has also served as 
chair of McLean’s Interdisciplinary 
Recovery-Oriented Practice 
Committee, comprised of psychiatrists, 
psychologists, social workers, and nurses 
representing the hospital’s clinical 
disciplines. 
 “While many of us are already 
using a recovery-oriented model,” said 

Flaherty, “this framework provides us 
another lens on how to better work 
with our patients and their families. 
The goal of the committee is to 
develop and share strategies to promote 
and integrate recovery-oriented 
practices across McLean.”
 All clinical staff and new employees 
are required to review the slide show, 
which provides 10 guiding principles 
as well as a broad overview of the 
program.
 The committee is currently working 
on the concept of the power of 
language, which helps the provider to 
look at the patient more holistically 
and to become more aware of verbal 
and non-verbal communication, said 
Flaherty, adding that the next task will 
be working on documentation policies 
to assure recovery-oriented language..
 “Patients may initially be defined 
by their diagnosis,” she said, “but the 
intent is to really look at all of their 
characteristics and what defines them 
as a person. It’s really the essence of 
recovery to be person-driven and to 
be much more collaborative and to 
provide a more hopeful approach in 
treating the patient.” 
 A member of the committee, Jason 
Krompinger, PhD, psychologist, senior 
research associate, and the director of 
Quality Assurance, Training and Service 
Development at McLean’s Obsessive 
Compulsive Disorder Institute (OCDI), 
said the recovery-oriented practice is a 
multi-faceted effort to help empower 
the patient. 
 “There are a lot of components to 
treatment and there is a lot the patient 
can take part in,” said Krompinger. 
“The recovery-oriented practice 

approach is acknowledging that the 
patient is in a position to determine 
the course of his or her treatment and 
recovery. It’s a movement that shines 
a spotlight on that and acknowledges 
the patient’s role. The patient should be 
able to identify what they want out of 
treatment and the providers should be 
able to say, ‘This is how we’re going to 
help you get there.’” 
 An important component of the 
recovery-oriented practice movement, 
Krompinger said, is to help reduce the 
stigma associated with mental illness. 
“Part of addressing stigma is thinking 
about the language we use -- how 
we’re characterizing what we’re seeing, 

how we label what we’re seeing, and, 
how we communicate that among one 
another.” 
 Like Flaherty and Krompinger, 
Shelia Evans, RN/PCNS, a member of 
the committee and advanced practice 
nurse who works in staff development, 
also pointed out the importance of 
language. “There is a powerful leveling 
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 Guiding Principles
of Recovery

 •  Hope
 •  Person-Driven
 •  Many Pathways
 •  Holistic
 •  Peer Support
 •  Relational
 •  Culture
 •  Addresses Trauma
 •  Strengths/Responsibilty
 •  Respect
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My name is Jeannie Kingsley. 
I’m a nurse on the Short Term 
unit. Our patients are in crisis 

and need a brief hospitalization in order 
to stabilize. They arrive with all sorts of 
diagnoses, including post-traumatic stress 
disorder, anxiety, depression, borderline 
personality disorder and occasionally 
psychotic disorders. We keep them safe, 
evaluate their needs and begin discharge 
planning as soon as they arrive. The 
average length of stay is several weeks 
because a fair number of patients receive a 
course of electroconvulsive therapy.
 As “Sara’s” nurses, our first concern was 
her falls: they were sudden. She could be 
walking, chatting, and instantly she would 
be down, in seconds, usually face first, 
without blocking her fall with her arms. 
She would regain consciousness about 
one minute later, appear slightly confused, 
but after lying down for 20 minutes or so, 
appear fully recovered. She was assessed 
by the medical doctor on call each 
time, without any significant injuries or 
precipitants found.
 Sara was 18, pretty, with lovely long, 
straight light brown hair that was a source 
of pride for her. I used to tell her that 
she reminded me of Mona Lisa, with 
her pensive, enigmatic features. She 
was quiet— even timid—and polite. In 
addition to the falls, Sara had also been 
superficially cutting herself  (it was hard 
to find a part of her body that she hadn’t 
cut) and banging her head.  She had a 
permanent wound on her forehead that 
she would cover with her bangs. Sara 
had lost a job and then been prevented 
from beginning college the week she 
was admitted, disappointments that had 

exacerbated her already present suicidal 
ideation. Her mother had a long history 
of depression and substance abuse. She 
had been often absent from the home due 
to hospitalization and detoxes, including 
one shortly after Sara was admitted to 
our unit. Sara had been sexually abused 
by her stepfather for many years, which 
her mother may have known about and 
tolerated. 
 Before admission, Sara’s cardiac and 
neurologic workups had been negative, 
including a CT scan, EEG and EKG. 
She was on our unit because her falls 
were now deemed psychiatrically driven. 
As nurses who had been learning for 
many years that prevention of falls is 
one of the most important of the Joint 
Commission’s goals, it was impossible to 
simply allow her to fall, which she was 
doing multiple times a day. Though we 
thought that a behavioral program might 
help, we first needed to protect Sara. 
Ignoring the falls entirely, as part of such 
a program, seemed contrary to excellent 
nursing care. Despite some disagreement 
within the team, Sara was kept in a 
wheelchair for the first two weeks or so of 
her stay.  And nurses, who were usually the 
people witnessing the falls, couldn’t help 
wondering if every diagnostic tool had 
been utilized. Were the physicians missing 
something? Was there a medical reason for 
the falls that just hadn’t been picked up 
on? The falls mimicked cardiac symptoms 
related to arrhythmias, also seizure activity, 
and Sara often appeared postictal, sleepy 
and somewhat confused after each fall. 
 However, the doctors who were 
evaluating her, medical and psychiatric, 
made it clear that they viewed the falls 

as at least partially volitional — perhaps 
attention-seeking, self-injurious behavior 
related to her trauma history. They 
also surmised that the falls occurred 
during dissociative episodes.  The nurses 
collaborated on a behavioral program 
in which Sara earned time out of her 
wheelchair connected to a decrease in 
falls, head banging and cutting.
 Sure enough, the falls and self-injurious 
behaviors decreased slowly, and Sara was 
completely out of the wheelchair in a few 
weeks. She had one-to-one supervision, 
was on five-minute checks and lived in 
the quiet room, which ironically soon 
looked like a teenager’s bedroom, cluttered 
with reminder and strategy cuing posters 
on the walls, stress balls, stuffed animals, 
art supplies, playing cards and Sara’s 
phone and computer. Clearly, the original 
intention of the room had been lost in 
our desire to nurture her, so we eventually 
moved her into a regular room. 
 To some extent, the falls and 

Did We Do the Right Thing?  

By Jeannie Kingsley RN

Jeannie Kingsley RN

 Continued on page 7
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For Waverley Place occupational 
therapist (OT) Megan Mooney, 
success comes in many forms: 

a member of the community finally 
feeling safe at home thanks to some 
simple modifications; another quitting 
her life-long smoking habit with the 
support of fellow members and staff; 
a third digging into the program’s 
communal garden plot, feeling that 
ineffable sense of purpose that comes 
from working the land.
 And then there was the 40-something 
woman whose chronic mental illness 

had made her miss out on that most 
cherished rite of passage: obtaining 
a driver’s license.  Over several years, 
Mooney and others at Waverley Place 
had worked with her in various ways, 
helping her identify and build up her 
strengths (at times in the literal sense – 
by facilitating trips to the gym) while 
chipping away at her challenges.  
 “It was about me and the program 
providing support and opportunity 
to her, but her initiating everything,” 
explains Mooney, who has worked as 
Waverley Place’s only OT since 2009 

and is also the program manager. “I 
accompanied her to the Registry of 
Motor Vehicles the day she took her test 
and got her permit. It was beautiful. I 
cried I was so happy for her.” 
 Mooney’s work with the woman 
exemplifies the philosophy of Waverley 
Place, a community support program 
located a stone’s throw from McLean’s 
main campus. The program is grounded 
in the recovery model, in which the 
goal is not being cured of disease, but 
rather leading a meaningful and fulfilling 
life despite it.  That may mean finding 

Occupational Therapist Megan Mooney Helps 
Remove Obstacles and Build on Strengths

Megan Mooney

Continued on page 5
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a job, learning to live independently, 
getting healthier or simply feeling a 
sense of belonging. “You may have 
relapses, symptoms, hallucinations, 
depressions. There are ups and downs. 
It’s not linear,” explains Mooney. “But 
you learn what works for you and what 
doesn’t and what’s important: working 
at a job, doing art, being a mother or a 
friend.”
  The staff and members, as clients 
are called, work hard to co-create a 
compassionate, supportive and safe 
environment where hope is constantly 
nurtured through a wide array of 
groups, activities, one-on-one work 
with staff and simply hanging out 
together. “The central area of Waverley 
Place is our milieu,” says Mooney. 
“You’ll find people playing impromptu 
games, taking walks, eating lunch, 
talking.  Our peer counselors help to 
maintain that milieu and help members 
build a sense of belonging by simply 
being there and listening without 
judgment.” 
 Waverley Place’s four peer counselors 
are the heart and soul of the program, 
as Mooney sees it. Because they 
themselves have experienced mental 
illness, they can connect with members 
in a singular way, serving as role models 
and flesh and blood evidence that things 
can get better. “Our peer specialists 
have been there. I can never give 
members that same feeling of hope and 
empowerment,” comments Mooney.
 What Mooney can give them is the 
expertise of an occupational therapist. 
She spends much of her time working 
individually with members who need 
specialized help— for example, making 
their homes safer, more navigable 
and better organized or helping them 
tackle the things that prevent them 
finding employment: in one man’s case 

that meant working with him and 
Waverley’s vocational specialist to find 
ways to alleviate his sensory processing 
issues. Mooney also facilitates or co-
facilitates groups —from gardening to 
art appreciation to independent living 
to gym — and the weekly program 
meeting, where the nuts and bolts 
operational issues are discussed by staff 
together with members. 
 Some 25-35 members pass through 
Waverley Place’s doors every day, with 
about 100 active members in total at 
any given time.  Some pop in for an 

hour or two; others stay the entire 
day.  Members are asked to set goals, 
track their activities and check in with 
staff every six months about progress, 
obstacles and ways the program can 
better support them. 
   “Members say Waverley Place is the 
only place they can answer honestly 
when someone asks how they’re doing,” 
says Mooney. “People really listen and 
are here for each other.”   ■

Occupational Therapist Megan 
Mooney Helps Remove Obstacles 
and Build on Strengths
continued from page 4

A note from 1961 McLean School of Nursing graduate Barbara Zides Snyder

I read the nursing network bulletin with great interest each time it arrives. 
 Always interested in reconnecting with what's happening and changes- likewise remembering that McLean educated and developed me to be the the woman I am today. The take away is permanent and ever present.    Reading about patient- nurse relationships in the last issue, brought to mind that although many who were trained and worked at McLean or elsewhere or went on to specialize in other fields or retire, we were simultaneously trained and prepared to utilize and employ understanding, listening, care, compassion and motivation every day of our lives.  As a long retired CRNA, an instantaneous caring, emotional, supportive patient relationship was essential- where did I learn that?   At the end of each shift, McLean nurses and staff physically leave patient settings and remove their name tags, if they wear one. Outside, their  personal interactions don't need a designation because they always assume the same caring and understanding persona.   They are who they are! They are non recognized community and society volunteers, always at work. They should be be applauded and recognized for what they do, being themselves. McLean is represented by their efforts and interactions.   

 Thank you for helping me to reflect and share my gratitude for the enriching education, and training. The $350.00 tuition for 3 years for tuition, books, uniforms, caps, room and board, rotations at the finest Boston hospitals in Boston left permanence and wonderful memories.  
Sincerely, 
Barbara Zides Snyder
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and chest with her fists. She was on a 
lactose-free diet, but went through a 
period when she would grab cartons 
of milk and drink them at every 
opportunity.  She perseverated on a 
few other things, including calling her 
husband and outpatient psychiatrist, so 
we had to put a limit on the number of 
calls as part of her plan. 
 There were nights that she could 
not sleep, and she would repeatedly 
get out of bed, which was always in 
disarray, with the sheets all over the 
floor. I would remake her bed and 
tuck her in multiple times a night, a 
small gesture I know she appreciated. I 
began to wonder if her restlessness and 
her fairly sudden increase in muscle 
weakness were side effects of her 
medications and communicated this 
to her psychiatrist, who made some 
adjustments and things improved.  
 When we had the chance to 
sit down together, Taylor would 
repeatedly request that I “pray for a 
cure for Huntington’s.”  Each time, I 
would reply, “yes, I will Taylor.”  A long 
silence would usually follow. I would 
try to engage her about her family, 
friends and her career but her ability 
to converse was very limited. When 
she did speak, she would proudly tell 
me that she loved her private practice 
as a dentist and that she made up to 
$250,000 a year.  She also frequently 
mentioned that she had a “6’4” ex,” 
then would go back to asking me 
to pray for a cure for Huntington’s 
Disease. 

Engaging with a 
Patient
continued from page 1

 (As a side note, Taylor never called 
people by their names. I’m not sure 
if this was because of her short-term 
memory problems or something else. 
But she did call me “Gabby,” Notes 
from the nursing home stated that 
“Gabby” was the name of her favorite 
aide at her nursing home.  I liked the 
nickname and viewed it as a sign of 
affection. Staff would tell me that she 
would ask for me on my days off.) 
 Taylor and I often sat in silence and 
these moments together were very 
valuable for both of us. First, I sensed 
that Taylor found them comforting 
simply for the fact that she allowed 
them to occur. These quiet times 
together encouraged me to be patient 
and allowed me to assess Taylor— to 
look beyond her limitations in order 
to identify her assets and to figure out 
how to build upon them. What else 
could I do to engage her? 
 One day, toward the end of her stay, I 
asked her if she liked wearing makeup.  
With excitement in her eyes, she 
enthused, “yes!” The next day, I brought 
her some sample lipstick and makeup, 
showered her, braided her hair and 
applied both. Immediately, she received 

numerous compliments from the staff 
and other patients.  Her demeanor 
brightened and she was smiling ear to 
ear. The staff then collaborated with 
her husband to bring more of her 
clothes from home.  In the following 
days, I experimented with different 
styles of braids — and accessories like 
hair clips. Her physical transformation 
was very therapeutic for her.  Braiding 
her hair, applying her makeup and 
dressing her in her own clothes became 
a part of her nursing care and before 
long, she was ready for discharge. I felt 
so grateful that I had found a way to 
connect with her therapeutically. 
 I believe that Taylor faced her 
terrible prognosis and her many losses 
very bravely. She taught me to never 
give up on anyone, no matter how ill 
and how limited the person seems. 
She pushed me to think outside the 
box, and taught me the importance 
of closely observing patients to figure 
out that one thing that may forge a 
connection. 
 She also reconfirmed my belief that 
one of my most important roles is to 
be an advocate for my patients. Her life 
before her diagnosis made her case all 
the more memorable.   ■

I believe that Taylor faced her 

terrible prognosis and her 

many losses very bravely. She 

taught me to never give up 

on anyone, no matter how ill 

and how limited the person 

seems. 
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Did We Do the Right Thing?  
continued from page 3

headbanging could be predicted and 
explained by the occasional and random 
phone call from Sara’s mother, who 
had been discharged from rehab during 
Sara’s stay. Her mother visited only twice 
during her four-month stay, the first 
time showing up unannounced one 
morning, causing a dramatic scene in 
which both were tearfully clawing at 
opposite sides of a window in the unit 
door as the team discussed whether to 
let her in (she eventually was allowed in). 
Sarah continued to cling to this tenuous 
relationship, as many victims of abuse do.
 But the falls, headbanging, and 
superficial cutting never completely 
went away.  And efforts to discharge 
Sara home or find a residential program 
failed. After several months, with her 
insurance exhausted, our staff began to 
realize that, on the Short Term Unit, we 
had a long-term patient. And her plight, 
as a traumatized young person who 
appeared quite abandoned by her family, 
began to work on the nursing staff ’s 
sympathies. Several nurses who worked 
frequently with Sara, including myself, 
were becoming close to her, developing 
more and more trust, always focusing 
on increasing her ability to express her 
emotions instead of acting them out. We 
played endless card games, which literally 
could keep her from self-harming. We 
joked with her, looked at pictures of her 
beloved cats, walked with her. We focused 
on grounding techniques, mindfulness 
and tried to tease out the precipitants to 
each of her falls, bangs and cutting events. 
She was able to go out on walks without 
falling, although she would still fall about 
once a week on the unit and self-injured 
occasionally. Sarah became quite social 
with other patients, even greeting and 

helping new ones.  Her mood improved 
and her insight grew. When Sara showed 
progress, which she continued to do 
slowly, we glowed. But we realized that 
her improvement would probably take 
years, and we were only at the beginning.
 When her birthday approached and 
we discovered that no family would be 
visiting, we were very worried about the 
day triggering a major setback. Sara had 
told several people that she would commit 
suicide on her birthday, so we decided 
we would make the day as special for her 
as we could.  The team approved getting 
a cake and a small gift, something we’d 
never done for a patient before. The day 
went better than we could have expected.
 We were all getting quite comfortable 
when suddenly, shortly after four months, 
a bed in the state hospital opened up. 
She had 24 hours notice to pack. Sara 
seemed surprisingly eager to move on. 
We had reassured her that this would 
be just another step in her progress. She 
had hopes of being closer to her family, 
geographically anyway. Soon after she left, 
many of us received heartfelt letters of 
thanks from her. But six weeks later, we 
heard she was not doing well. Had we 
adequately prepared her for this next step?
 I know that I, as a nurse with almost 40 
years of experience, have learned that my 
intuition is usually the best tool I have in 

assessing the situations I encounter in this 
field. My intuition was telling me that 
this girl needed a bridge, a steppingstone, 
from her severely fractured and painful 
childhood, to adulthood. The normal 
course of development, and especially 
the ability to trust, had been interrupted 
and damaged. Whatever came next, 
which ideally would be a long-term, 
strict behavioral care plan, would rest on 
a foundation formed by the ability to 
trust. So my intuition told me to focus 
on creating a haven of both physical and 
emotional safety. Put her in a wheelchair if 
she fell. Bandage each abrasion. Have her 
seen by a medical doctor after each fall. 
And talk, endlessly, about her feelings and 
her childhood, teaching her that secrets 
are childhood coping strategies and that 
she needed to learn adult ones. And yes, 
show her affection, a clear message that 
she is worthy of love. 
 Did we do the right thing? Did we 
lose sight of boundaries? Should we have 
started the strict behavioral approach 
immediately? Did we affect her ability to 
progress in the future? I question my own 
practice here. Being a mother and having 
worked for eight years on a children’s unit 
in a long-term facility have softened me.  
We never restrained Sara, which may have 
been necessary if we had implemented a 
stricter plan. In conclusion, I’m satisfied 
that we did no harm, added no further 
trauma to her life. And as our RN 
coordinator Terri Quinn, who worked 
with me on a children’s unit, has said, “We 
showed her that there are caring people in 
this world.”   ■

When her birthday 

approached and we 

discovered that no family 

would be visiting, we were 

very worried about the day 

triggering a major setback. 



Christopher Hallett, RN/PH1
Chris started out at McLean as a nursing 
student on PH1, being precepted by 
Corinne Sieben, RN.  He was then 
hired in July as an MHS for PH1, 
quickly followed by him passing his 
NCLEX exam and allowing him to 
transition from MHS to per diem RN 
on PH1.  Congratulations, Chris! 
 Chris plans to continue his studies 
at Boston College in the PMH Nurse 
Practitioner Program.   ■
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Integrating recovery-oriented practice 
strategies promotes holistic view of 
the patient, highlights the 
importance of shared 
decision-making in treatment 
continued from page 2

of the field when we really watch our 
language and always put our patients 
first in terms of what they want for 
themselves and how we can be a help 
towards that. We look at each patient 
on their own separate journey and 
at how we can help them with that 
journey. 
 “We believe that the use of 
recovery-oriented language is going 
to move us closer toward recovery-
oriented practice and we feel that the 
staff is a catalyst for that. Ultimately 
what we want for the patients is that 
they have sense of renewed hope. 
 “One of the other things that we’re 
really trying to incorporate into all 
of this,” she said, “is to not only instill 
hope but also recognize with the 
patients their own strengths.” 

 Grantley Taylor, MD, a committee 
member and psychiatrist and medical 
director on North Belknap 2, said 
that discovering a patient’s interests 
and strengths plays a significant role in 
determining the course of treatment. 
 “Recognizing that there’s another 
part of the person -- that we’re not just 
seeing them as their psychiatric illness 
-- is a practice that we’ve endorsed 
for a long time,” said Taylor. “Our 
staff is very good at connecting with 
patients and finding out their interests. 
Being able to connect with the non-
psychiatric part of people is often what 
helps them get better.” 
 Using artistic expression, visual 
imagery, and creative writing, he said, 
are examples of how mental health 
specialists, expressive therapists and 
nurses can help patients tap into their 
strengths. “These are very powerful 
modalities to have as additional tools 
for the management of feelings and to 
blend in with the recovery movement.” 
 Taylor also talked about the 
importance of encouraging patients to 
feel like they can contribute to their 

peers. “For a lot of patients, being at 
the hospital is being in a community 
where they feel accepted and out of 
the stressful situation they were in. At 
McLean, they’re treated respectfully 
and acknowledged that they do have 
something to contribute. They have 
their own problems but for many, part 
of recovery is taking something that 
they struggled with and their response 
to it and helping other patients with 
the same struggle. 
 “I see the recovery movement as 
formalizing aspects of that approach,” 
he said. “We’re fortunate in that the 
staff we’ve added here over time fits 
that philosophy.” 
 Flaherty said that as a nurse, the 
recovery-oriented practice initiative has 
been easy for her to embrace. “These 
concepts very much resonate with 
how many of us think, but raising the 
awareness and adopting the principles 
as policy will help us better care for 
and work with our patients and their 
families.” (This article appeared in a recent 
McLean News.)   ■


