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Mental Health, Mental
Disorder, and Psychiatric—
Mental Health Clients:
Who Are They?

CAROL REN KNEISL

LEARNING OUTCOMES
After completing this chapter, you will be able to:

I. Analyze why the term deviant behavior lacks a definition that covers all situations.

2. Define and explain mental disorder.

3. Compare and contrast the essential characteristics of mental health with
mental disorder.

4. Name the five mental disorders that rank among the top ten causes of disability
worldwide.

5. Explain how societal attitudes, philosophical viewpoints, and definitions of mental
disorder have shifted throughout history.

6. Explore the meaning of stigma for clients, families, friends, communities, and mental
health caregivers and agencies.

CRITICAL THINKING CHALLENGE

Your Aunt Lisa and Uncle Bob are worried about your upcoming mental health
clinical experiences. Frightened by the many television programs and movies that
portray violent acts committed by supposedly mentally deranged people, they point
to dramas whose protagonists are forensic scientists or criminal profilers who

solve gory cases based on bizarre circumstances. They worry that the mental health
settings for your clinical experiences are full of the sorts of characters they have seen
on television and in the movies.

I. Do Aunt Lisa and Uncle Bob have realistic concerns?

2. How will you deal with Aunt Lisa’s and Uncle Bob’s concerns?

3. What information would be helpful to them?

4. If you have similar concerns, what can you do to attain a sense of comfort in this
clinical experience!?
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You are about to enter upon a journey unlike any other you
have had to date in your nursing program. Facing the unknown
in a psychiatric—mental health setting invites a variety of feel-
ings and may prompt you to ask yourself several questions:

= What kinds of people will I encounter in the mental
health settings I will visit?

Will they be hard to talk to?

What do I have in common with them?

What if they can’t, or won’t, control themselves?
How do I know that what I say won’t harm them?
What are they all about and how can I ever figure
them out?

This chapter discusses some of these questions.

What do you have in common with psychiatric—mental
health clients? How can you ever hope to understand them?
There are many approaches to understanding people—history,
sociology, anthropology, philosophy, anatomy, physiology,
and psychology, among others. Each is like a searchlight,
illuminating some facts while leaving others in shadow. One
of the challenges you will face in your clinical experiences, in
your classroom lectures and discussions, and in the reading of
this textbook is answering these questions by judiciously and
appropriately blending knowledge from these diverse areas.

The strategies we present in this text are designed to help
you become a therapeutic, comfortable, successful, and safe
psychiatric-mental health nurse. In this chapter we discuss
what it means to be mentally ill, that is, to have a mental disor-
der. We review the attitudes and philosophic viewpoints that
have influenced our understanding and approach to “madness”
throughout history and the stigma connected with mental ill-
ness. We also identify the global burden of mental disorder in
our country, around the world, in our neighbors and friends,
and in prominent people in the news. Our goals in this text
are to encourage you to think seriously about what constitutes
mental health and mental disorder, to appreciate the humanity
of people who experience mental disorder, and to approach
your psychiatric-mental health experience with confidence.

In addition to any anxiety, trepidation, or self-doubt you
have, we encourage you to approach this experience as we
do, with energetic enthusiasm and an eagerness to relate to
people whose behavior may be unusual, offensive, socially
inappropriate, or even frightening. In doing so, you will find the
humanity, creativity, caring, and joy inherent in your clients.

THE CONCEPTS OF DEVIANCE, MENTAL
HEALTH, AND MENTAL DISORDER

Defining whatis normal AND what is abnormal is not as simple
as it might seem. We believe that concepts such as deviance,
mental health, and mental disorder derive their meaning not
only from changes in brain structure and biochemistry but
also from how we define certain behavior by certain people.
Therefore, we also advocate taking a critical look at the social
conditions (Hewitt & Shulman, 2011) under which someone
is called “mentally ill.”

Deviance

You will undoubtedly hear about, and see, deviant behav-
ior. We use the sociologic definition of deviance—behavior
outside or away from the social norm of a specific group—in
this text. Think back to your sociology courses and recall that
in its social context, deviant does not mean “bad” or abnormal
(Cockerham, 2011). Behavior that is considered bizarre or un-
reasonable in one cultural context or in one particular time
span may be considered desirable in another. Twenty or thirty
years ago, the tattoos and piercings of the young people in
Ficure 1 m would have been thought to be extremely deviant.
Today, tattoos and piercings are no longer unique. Not only
are they commonplace, they are also considered fashion
statements.

Further, your ideas about deviant behavior are likely to be
influenced by your upbringing, what you have seen and heard
in your own communities and neighborhoods (as illustrated in
the clinical example that follows), what you have read about
in newspapers or magazines, or what you have seen and read
about on the Internet. All of these events influence your atti-
tudes toward, and beliefs about, deviance, mental health, and
mental disorder.

Clinical Example

A psychiatric-mental health nurse, recalling her childhood experiences
with community deviants, commented on the intense and sometimes mor-
bid excitement that she and her friends found in taunting “Crazy Helen”
to run out on her porch and shout incoherently at them, or in telling stories
about “Lester the Molester” who hung around the school, the playground,
and the community pool and occasionally exposed himself to the children.

The interest these characters held for the children, along with “Vince
the Window Peeper,” “Eddie the Drunk,” and other community deviants,
was reawakened in her as she approached her first psychiatric-mental
health nursing experience. It was all very frightening, yet intriguing at
the same time.

FIGURE 1T B Nonconforming behavior or appearance that flouts
social norms is an example of social deviance—not evidence of
psychopathology or abnormal behavior.

Photo courtesy of Michael Newman/PhotoEdit.
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You will also find that, unlike the bizarre characters
described in the clinical example, most psychiatric—-mental
health clients are everyday, ordinary people. They are your
neighbors, your friends, your family members; your teacher,
pharmacist, or physician; or even yourself. It is highly likely
that you know someone who has been diagnosed with a men-
tal disorder or has sought mental health counseling to deal
with problems in living.

Clients, Not Patients

You cannot help but notice that throughout this text we use
the term client, not patient, to refer to persons who seek or
receive mental health services. We prefer the term client over
patient because of its association with empowerment and self-
responsibility, respect, and an optimistic belief that people
are capable of change. The term patient is associated with the
traditional sick role in which people relinquish responsibility
to health care experts who have decision-making authority.
We believe that in the traditional sick role, people are vulner-
able and disempowered.

More people than ever before engage in partnerships with
their health care providers and act on their own behalf (or,
an advocate does, if the person is unable). Not all people are
capable of participating in their own health care—in some
emergency situations, when comatose, or when a mental or
physical condition prevents it. However, they are more likely
to do so when they are informed consumers of mental health
care and know that options exist, and when they are encour-
aged, and even expected, to do so. The term is a reminder—to
us and to our clients—that people with mental disorders and
their families partner with us (see the Partnering With Clients
and Families feature throughout this text) in order to improve
their lives.

In health care today, the power balance has shifted. The
same principles apply to the use of the terms adherence and
compliance. We prefer encouraging clients to adhere to a
treatment protocol; that is, clients are active participants in the
treatment regimen. However, when treatment is involuntary,
the achievable goal may be compliance.

Mental Health

There is no one overall accepted definition of mental health.
In general, however, we consider an individual to be mentally
healthy when what that person does (the person’s behavior),
how that person relates to others (the person’s interpersonal
relationships between oneself and others), and how that person
relates to him- or herself (the person’s intrapersonal relation-
ships within the mind or the self) give evidence of psycho-
logical, emotional, and social health. It is a lifelong process of
growing toward one’s potential. In other words, mental health
is more than the mere absence of mental illness.

Mentally healthy people are independent and autono-
mous. They think well of themselves and others, but are also
realistic about their own and others’ abilities and shortcom-
ings. They can accept the ups and downs of life and often
come out even stronger than before. They have a wide range
of behaviors, emotions, and values that are usually consistent

Box I  Characteristics of Mentally
Healthy Individuals

What are the characteristics of mentally healthy individuals?
People who are mentally healthy:

Function independently and autonomously. Mentally
healthy individuals respect and seek out the opinions of others
but assume responsibility for solving their own problems. They
can plan ahead and formulate realistic goals.

Hold a positive attitude toward themselves. However,
their positive self-esteem is combined with a realistic
estimate of their abilities and their limitations.

Take life’s disappointments in stride. Mentally healthy
people have a variety of coping mechanisms that help them
to deal with the ups and downs of everyday life.

Remain healthy even under high levels of stress or in
the face of loss or trauma. This characteristic is called
hardiness.

Adapt successfully to even very difficult experiences.
This characteristic of being able to bounce back to normal
functioning or an even higher level of functioning is called
resilience.

Integrate their emotions, behaviors, and values into a
coherent whole. Their emotions, behaviors, and values are
consistent and fit together.

Experience a wide range of emotions. The emotions they
experience run the gamut—sadness, hopefulness, anger,
joy, anxiety, disgust, fear, surprise, elation, and happiness,
among others.

Master their environment. Mastering the environment
includes being able to capably deal with what goes on
around them, thus achieving a sense of connectedness,
harmony, and balance among themselves, their families,
their friends, and the community.

Perceive reality clearly. The mentally healthy person

can distinguish between fact and fantasy and lives in the
real world.

with one another. These and other characteristics of mentally
healthy people are discussed in Box 1.

Mental Disorder

Mental illness and mental health, we believe, are outgrowths
of both intrapersonal and interpersonal processes. Determining
that someone has a mental disorder is often a matter of judgment,
even when brain chemicals are altered. The appropriateness of
behavior depends on whether it is judged plausible or not (e.g.,
deviant) according to a set of social, ethical, and legal rules that
define the limits of appropriate behavior and reality. For ex-
ample, if a man on a street corner says he is Napoleon, people
will not believe him and will consider him deviant and his state-
ment symptomatic or disturbed. If a man at a masquerade party
says he is Napoleon, people reach a different conclusion be-
cause in that social setting his behavior fits the norm. We would
not label deviant political, religious, or sexual behavior, or con-
flicts primarily between an individual and society, as a mental
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disorder unless the deviance or conflict is a symptom of dys-
function in the individual.

With the preceding as philosophic background, we sup-
port the concept of mental disorder, or mental illness, as
a psychological group of symptoms, such as a pattern or a
syndrome, in which the individual experiences significant
distress (the person suffers psychologically) and disability
(impairment in one or more important areas of functioning in
daily life), or causes them to harm themselves or others.

The signs and symptoms of mental disorder are known as
psychopathology (literally, pathology of the mind). Mental
health professionals refer to mental disorders as psychopatho-
logic conditions. Mental disorders are identified, standard-
ized, and categorized in the Diagnostic and Statistical Manual
of Mental Disorders of the American Psychiatric Association
(2000), currently being revised but probably not available
until 2014 or later. Later in this textbook you will learn about
major mental disorders, some of which are as follows:

= Disorders of mood such as depression and bipolar
disorder that can significantly interfere with a
person’s thoughts, behavior, mood, activity, and
physical health

= Schizophrenia, a disorder of thinking characterized
by social withdrawal, distortions of thinking and
perception, and bizarre behavior, that first develops
in the later teenage and early adult years

= Anxiety disorders, with the common theme of
excessive, irrational fear and dread

m Personality disorders, persistent and rigid behavior
patterns that can significantly affect the person’s
ability to reasonably function in society

m Cognitive disorders or disorders of thinking that
usually develop in the later adult years

= Substance-related disorders that include addictions to
alcohol, drugs, and other substances

m Dissociative disorders, complex disorders in which
a cluster of events is beyond the person’s ability
to recall

= Somatoform disorders in which symptoms suggest
physical disorders for which there is no evidence, and
factitious disorder in which a person intentionally

Carrie Fisher

As the daughter of Debbie Reynolds and Eddie
Fisher, Carrie Fisher was a real-life Hollywood prin-
cess before she became Princess Leia of the block-
buster Star Wars movie trilogy in the 1970s. A
best-selling author, Fisher wrote Postcards From the
Edge (1987), a semi-autobiographical novel that discussed her addic-
tion to cocaine and other drugs. Postcards From the Edge became a
movie, for which she also wrote the screenplay. She became a top Hol-
lywood script doctor, working on and refining the screenplays of other

produces or feigns physical or psychological
symptoms

= Gender identity disorder that affects a person’s sense
of self as male or female and sexual disorders that
affect one’s sexual and interpersonal relationships

= Eating disorders in which disturbed eating patterns
develop as a way of coping with stress

= Disorders such as autism and disruptive behavior
disorders specific to children

Given the right circumstances, anyone can have a mental
health problem or disorder, ranging from a mild, temporary in-
crease in anxiety to the most severe of mental disorders. Fame,
status, and money do not ensure mental health or happiness,
at least not according to the celebrities we hear about—actors,
sports stars, authors, musicians, singers, movie directors, and
scientists. Many celebrities are speaking out about their expe-
riences with mental illness, such as those in the following list:

= Paula Abdul speaks about her experience with the
eating disorder, bulimia.

= Alan Alda speaks about having to come to terms with
his mother’s schizophrenia.

» Drew Carey and Mike Wallace speak about bouts of
depression and suicide attempts.

= Brooke Shields speaks about her postpartum
depression.

= David Hyde Pierce speaks about having two family
members with Alzheimer’s disease, his father and
grandfather.

People who openly discuss their mental health problems or write
books about their experiences increase public awareness. They
make it easier for others to reveal their own struggles and seek
help. The Mental Health in the News feature highlights Carrie
Fisher’s success in coping with problems with drugs and alco-
hol, addiction to prescription medications, and bipolar disorder.

Like many concepts in the human sciences, the concept
of mental disorder lacks a definition that covers all situa-
tions. In addition, definitions of mental disorder have shifted
throughout history. The historical shifts in attitude and philo-
sophic viewpoints from preliterate cultures to the present day
are reviewed later in this chapter.

MENTAL HEALTH INTHE NEWS

authors, writing other novels and screenplays, and acting in movies,
television, and stage plays. Her memoir published in 2008—Wishful
Drinking—had been a one-woman play and an HBO documentary.

Carrie Fisher has publicly discussed her problems with drugs and
alcohol, addiction to prescription medications, and bipolar disorder
(for which she receives electroshock treatments every 6 weeks). An
extremely productive person, Carrie Fisher’s successes provide hope
to others in coping with and managing comorbid mental disorders.
Photo courtesy © Allstar Picture Library/Alamy.
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MENTAL DISORDER AS A GLOBAL PROBLEM

How many people worldwide have diagnosable mental dis-
orders? Answers to this important question, most of which
are derived from epidemiologic studies, help us to plan and
implement mental health services. Psychiatric epidemiology
is the study of the distribution and determinants of mental dis-
orders in human populations and is used to do the following:

= Determine causative factors for specific disorders

= Identify groups of people at high risk of developing
specific disorders

= Recognize changes in health problems, especially the
emergence of new problems

= Plan for current health needs and predict future needs

= Evaluate preventive and therapeutic measures

Psychiatric epidemiology is particularly useful to the
psychiatric-mental health nurse as the basic discipline for
preventive and community psychiatry. The next section presents
material from several epidemiologic studies. Additional infor-
mation about psychiatric epidemiologic studies is available
through the National Institute for Mental Health (NIMH) and
can be accessed through the online student resources website
for this text.

Mental Disorders in the United States

Researchers have found a surprisingly high incidence of men-
tal disorder—ranging from 25% to 64%—in people treated
for physical illnesses in primary health care settings in the
United States. In fact, most clients with anxiety disorders re-
ceive their care from a primary care practitioner (Stein et al.,
2011), not from a mental health care practitioner. In addition
to anxiety disorders, mood and somatoform disorders are
prominent in primary care (Sansone & Sansone, 2010). In
fact, mood disorders ranked second after chronic pain as a
reason for seeking care (Fernandez et al., 2010). This does not
mean that there is equal access for all in primary care. Lamb,
Bower, Rogers, Dowrick, and Gask (2011) found exceptional
problems in access to mental health treatment in primary care
in population groups such as the homeless, adolescents with
eating disorders, and depressed elderly people.

The World Health Organization (WHO) estimates that
neuropsychiatric disorders are the leading contributor to the
total burden of disability in the United States and Canada.
Neuropsychiatric disorders contribute almost twice as much
as cardiovascular diseases and almost twice as much as cancers
(National Institute of Mental Health [NIMH], 2011). Thus,
the principles of psychiatric—mental health nursing that you
will learn in this text have major implications for your work in
nursing, regardless of your area of specialization.

In any one 12-month period, 26.2% of all U.S. adults
experience a mental disorder (this is called the prevalence
of active cases of specific mental disorders in a population)
and 5.8% of all U.S. adults have a mental disorder classified
as severe, that is, illness that results in functional impairment
which substantially interferes with or limits one or more major
life activities (NIMH, 2011). Further, the lifetime prevalence

for a mental disorder in the U.S. is 46.4%. This means that
at some point in their lives, almost one half of the popula-
tion of the United States will have had a mental disorder. The
most recent 12-month and lifetime prevalence rates and de-
mographics (race, age, and sex) for adults in the United States
are illustrated in FIGURE 2 m.

Comorbidity of Mental Disorders

We are increasingly aware that many people with mental dis-
orders have two or more psychiatric disorders—particularly
depression, anxiety, and alcohol and other substance abuse—
at any one given time or during their lifetime. This is referred
to as comorbidity or co-occurring disorder. Issues related to
co-occurring disorders are receiving significant attention in
psychiatric research.

In 2005, Kessler et al. replicated an earlier congressionally
mandated national comorbidity study to examine what changes,
if any, had occurred in the prevalence of mental disorders over
the previous decade since the original study. The comorbidity
replication study is the most extensive research regarding psy-
chiatric disorders to date. Kessler et al. found that the preva-
lence of mental disorders had not changed during the decade.
Their findings are summarized in the following list and were
consistent with previous research:

= Women had higher rates of affective and anxiety
disorders.

= Men had higher rates of substance abuse disorders
and antisocial personality disorder.

= Most disorders declined with age and with higher
socioeconomic status.

» Fewer than 40% of those with a lifetime disorder had
ever received professional treatment.

A most striking finding is that mental disorders are more
highly concentrated than previously recognized in approxi-
mately 1/6 (14%) of the population who have had a history
of three or more comorbid disorders. When severity is con-
sidered, this group also includes the great majority of those
with severe disorders. Less than 50% of this highly comor-
bid group ever obtained specialty mental health treatment,
despite the number and severity of their disorders. Findings
point to the need for community-based preventive programs
aimed at more outreach. There is also a need for more
research on barriers, including cultural barriers, to mental
health services.

Care-Seeking Patterns in Mental Health Care

The research on care-seeking patterns may be summarized as
follows:

= Most people with mental disorders do not seek
professional treatment.

= Comorbidity increases the likelihood that a person
will seek treatment. Still less than half of the highly
comorbid group identified by Kessler et al. ever
obtained specialty mental health treatment, despite
the number and severity of their disorders.



Mental Health, Mental Disorder, and Psychiatric-Mental Health Clients: Who Are They?

Demographics
(for lifetime prevalence)

e Sex: Women are no more or less likely than
men to experience any disorder over their
lifetime

e Race: Non-Hispanic blacks are 30% less
likely than non-Hispanic whites to experience
any disorder during their lifetime

* Age:18-60+ years
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e Severe: 22.3% of these cases (e.g., 5.8%

U.S. adult population) are classified as
“severe”
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FIGURE 2 M Prevalence rates and demographics of mental illness in adults (United States).
Source: National Institute of Mental Health. Retrieved 4/17/11 from http://www.nimh.nih.gov

= When seeking treatment, most people with
mental disorders seek treatment from primary
care physicians, who prescribe the majority of
psychotropic medications. Yet, there is a current
decrease in primary care physicians, especially in
impoverished and rural areas.

» Individuals with chronic mental disorders comprise
the majority of those who seek treatment.

» Psychiatrists are the mental health professionals
who are most likely to treat individuals with severe
disorders, yet there is a current undersupply of
psychiatrists in the United States.

Awareness of these care-seeking patterns is essential
in order to address the problems of nonuse or misuse of
mental health services. Pivotal issues are the availability,
accessibility, cost, and quality of mental health services,
especially because prognosis is affected by the duration of
any mental disorder.

Cost of Mental Health Care

Cost is the most frequently addressed mental health topic in
current literature on medical care organizations. Insurance
coverage for mental health care appears to lag behind that for

other medical care. Only a few states have legislated parity for
mental health care—insurance coverage at the same rate as for
physical illnesses. Severely underserved groups in relation to
mental health services include the following:

= Substance abusers

= Older adults (especially if minority)

= Uninsured persons

= Homeless persons

Unfortunately, mental health policy continues to be reactive
rather than proactive, situational rather than long term and
strategic, and rehabilitative rather than preventive.

Adequacy of Mental Health Care Services

The National Alliance for Mental Illness (NAMI) is a proac-
tive consumer organization that provides help to clients, fami-
lies, and mental health professionals. Because the demand for
mental health services is increasing at the same time that our
nation confronts economic problems, state budget cuts are
adversely affecting the nation’s mental health care system.
NAMI has graded individual states in relation to their provi-
sion of mental health services (see FIGURE 3 m). Each state was
scored on 39 specific criteria. Note that the national average is
D. None received an A and eight received an F.
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NAMI Score Card: A [lle® [[Jcae) [ |p@) [ _|F(e)

FIGURE 3 W NAMI's report: Grading the states on mental health services.

Source: www.nami.org/gtsTemplate09.cfm?Section=Grading_the_States_2009.

Mental Disorders Around the Globe

A classic and still relevant major study by WHO has shown
that we have underestimated the incidence of mental disor-
der worldwide. The Global Burden of Disease study demon-
strated that five of the top ten causes of disability worldwide
were psychiatric disorders—depression (ranked number
one), schizophrenia, bipolar disorder, alcohol abuse, and
obsessive—compulsive disorder (Murray & Lopez, 1996). In
fact, although mental disorders are responsible for only 1%
of all deaths, they account for a staggering 47% of all disabil-
ity in economically developed countries such as the United
States and Canada (and are the second leading source of dis-
ease burden), and 28% of all disability worldwide. These data
are illustrated in TABLE 1 M.

A more recent WHO study on the global burden of dis-
ease also ranked depression as the leading cause of disability
in people ages 15 and older (Moussavi et al., 2007). These
researchers also determined that depression is the factor that
produced the greatest decrement in health when compared
with the chronic physical diseases of angina, arthritis, asthma,
and diabetes. The burden of mental disorders is likely to have
been underestimated because of inadequate appreciation of
the connection between mental illness and other health condi-
tions (Prince et al., 2007). As these researchers say, there is no
health without mental health.

Many collaborators from around the world worked inten-
sively to update and provide a more precise, comprehensive

TasLe | m Prevalence Rates for Various
Mental Disorders

‘Women Men

l-year | Lifetime | 1-year | Lifetime

Phobic disorder 12.9 17.8 63| 104
Alcohol abuse/dependence 2.2 46 | 119 | 238
Major depression 4.0 7.0 1.4 2.6
Antisocial personality 0.4 0.8 2.1 4.5
Obsessive—compulsive disorder 1.9 3.2 1.4 2.0
Panic disorder 1.2 2.1 0.6 1.0
Schizophrenia 1.1 1.7 0.9 1.2
Bipolar mood disorder 0.8 0.9 0.6 0.7

assessment of the global burden of disease and its causes.
(The latest text, Global Burden of Disease and Risk Factors
by Lopez, 2006, is available for download at http://www
.dcp2.org. WHO yearly reports are available at http:/
www.who.int/whr/en) For example, Prince et al. (2007)
observed that about 14% of the global burden of disease is
attributed to neuropsychiatric disorders, particularly due to
the chronic disabling nature of depression, substance use
disorders, and psychoses. They suggest that the burden of
mental disorders is likely to be underestimated because of a
lack of awareness of the connection between mental disorders
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and other health conditions. Mental disorders may interact
to increase risk for communicable diseases (e.g., alcohol
and drugs for HIV/AIDS), noncommunicable diseases (e.g.,
depression and coronary heart disease), and intentional and
unintentional injuries (e.g., alcohol as a risk factor in traffic
accidents). Conversely, many health conditions may increase
the risk of mental disorder (e.g., depression subsequent to
debilitating chronic illness).

The prediction of the WHO investigators is that the burden
of mental disorders will increase even more by the year 2020
because global mental health resources remain low and im-
provements in this past decade were minimal at best. Clearly,
mental disorders are one of global health’s greatest challenges
(Patel & Prince, 2011). The website of the WHO has exten-
sive documentation of recent programs and resources related
to the global burden of disease and can be accessed through
the Online Student Resources for this book.

Throughout this text, we will continue to remind you of
these serious concerns. We will remind you of the human-
ity of those diagnosed with a mental disorder—of the family
and friends we love, the neighbors we know, and celebrities
we hear about. We will also continue to remind you that the
experience of mental disorder not only has devastating effects
on the lives of those affected, but also can encourage extraor-
dinary clarity, insight, and creative potential.

HISTORICAL PERSPECTIVES

People who have been called “mentally ill” have been with us
throughout history—to be feared, marveled at, ignored, ban-
ished, laughed at, pitied, or tortured. A historical review of the
place of the “mentally ill,” however they have been defined
in societies during different periods, brings up the following
central points:

= Dominant social attitudes and philosophic viewpoints
have influenced the understanding of, and approach
to, “madness” throughout recorded history, and
probably before.

= Ideas that may be considered contemporary at one
time often have roots in earlier centuries.

= The modern medical concept of “madness” as an ill-
ness is open to the same scrutiny as interpretations of
the past, such as beliefs about witchcraft or mysticism.

The timeline in FIGURE 4 m illustrates the shifting approaches
to mental disorder throughout history.

Era of Magico—Religious Explanations

In preliterate cultures, the causes of mental and physical
suffering were not differentiated. Both were attributed to
forces acting outside the body. Consequently, no distinctions
were made between magic, medicine, and religion. Magic,
medicine, and religion were all variously directed against some
mortal or superhuman force that had cruelly inflicted suffering
on another (Wallace & Gach, 2011). Primitive healers quite
logically dealt with the spirits of torment with appeal, rever-
ence, prayer, bribery, intimidation, appeasement, confession,
punishment, exorcism, magical ritual, and incantation.

Behavior considered to be a mental disorder by modern
Western cultures was attributed in preliterate cultures to the
violation of taboos, the neglect of ritual obligations, the loss
of a vital substance from the body (such as the soul), the
introduction of a foreign and harmful substance into the body
(such as evil spirits), or witchcraft.

Era of Organic Explanations

In the 4th century BCE, Hippocrates proposed a medical
concept to explain mental suffering. He rejected demonology
and proposed that psychiatric illnesses were caused mainly
by imbalances in body humors: blood, black bile, yellow bile,
and phlegm. For example, an excess of black bile was thought
to cause melancholy (Wallace & Gach, 2011).

One important consequence of these beliefs was that
psychiatric suffering came within the realm of medical
practice to include words (interpretation of dreams and
talking) and medical treatments (purging, bloodletting, and
ritual purification).

Era of Alienation

At the height of their civilization, the citizens of ancient
Greece found their inner security in knowledge and reason.
The Romans adopted the intellectual heritage of Greece
but placed greater reliance on their social institutions and
the rational organization of society supported by law and
military might. When these institutions disintegrated and the
Roman Empire went into a decline, fear tore apart the fabric
of society.

The collapse of Rome signaled a general return to the
magic, mysticism, and demonology from which people had
retreated during the age of Greek rationality. During the
Middle Ages, the period between approximately 400 CE and
the Renaissance (1300-1600 CE), madness was seen as a
dramatic encounter with secret powers. Troubled minds were
thought to be influenced by the moon (see FIGURE 5 m). Lunacy
literally means a disorder caused by the moon.

In the Arab world, the insane were believed to be divinely
inspired and not victims of demons. An asylum for the men-
tally ill was built in Fez, Morocco, early in the 8th century.
Other asylums were soon established in Baghdad, Cairo, and
Damascus. The care in these asylums was usually benevolent
and kindly.

The first European hospital devoted entirely to mental
patients was built in 1409 in Valencia, Spain. The problems
of the mind, however, remained the domain of theologians.
A book called Malleus Maleficarum (The Witches’ Hammer,
1487) became the basis for witch hunts. The Malleus details
the destruction of dissenters, heretics, and the “mentally ill,”
most of whom were women and all of whom were labeled
witches. Theologic rationalizations and magical explanations
were used to justify burning witches at the stake.

The violent insane were shackled in prisons. Others were
sent on voyages of symbolic importance. Boatloads of mad
people were sent out to sea to search for their reason on “ships
of fools.” In essence, this opportunity for mental reintegration
was really abandonment by society.
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Important Dates in the
Shifting Approaches to
Mental Disorder

demonology of preliterate times.

* Madness viewed as
dramatic encounter
with secret powers

* “Spirits of torment” acting outside the and influenced by the
body are responsible for ills. moon (lunacy).

» Mental and physical suffering not
differentiated.

* Hippocrates (460-370) rejects demonology

* No distinctions made between and proposes that psychiatric illnesses are
medicine, magic, and religion. caused by imbalances in “body humors”: I lefi he Witches’
L N blood, black bile, yellow bile, and phlegm. * Malleus Maleficarum (The Witches
* Primitive healers address spirits by Hammer) by Dominican monks Johann
appeal, prayer, bribery, intimidation, * Psychiatric suffering comes within the realm Sprenger and Heinrich Kraemer published in
appeasement, punishment. of medical practice. 1487 rationalized mental illness in terms of
ical explanation.
* Healing methods include exorcism, * Imbalances in body humors often fagical explanation
magical ritual, incantation. corrected by bloodletting. * Violent insane shackled in prisons or sent to
sea “in search of reason.”
Era of Magico-Religious Era of Organic
Explanations Explanations Era of Alienation
Preliterate Times 2 Early Civilization The Medieval Period
Early 20th Century Mid 20th Century Late 20th Century
Era of Psychoanalysis Era of Ideologic Expansion Deinstitutionalization and the
Community Mental Health
* Emil Kraepelin (1856-1926) creates * From the mid-1940s to mid-1950s, a Movement
system of distinct disease entities and strong rift between biologic orientation and
diff.erentiate.s biopolar disorder from dynamic orientation develops. « By the early 1960s, a shift from
schizophrenia. institutional to community-based care

* By the early 1950s, several drugs for the
treatment of mental disorder were in

and toward preventive services,
consumer participation, and the
development of community mental
* Harry Stack Sullivan \ health centers began.
developed the
interpersonal theory
of psychiatry, Erik

e Sigmund Freud
(1856-1939) explains
human behavior in
psychological terms
and demonstrates
that behavior can be

common use.

* Between 1955 and 1975, the number
of resident clients in state mental

chanﬁed thlr oggh Erikson formulated his hospitals decreased nearly 66% as the

psychoanalysis. psychosocial theory community mental health movement
« Pavlov's of development, and reached its apex.

discovery Abraham Maslqw proposed an order., or « By the 1960s, family therapy had

of the hierarchy gf bgsw human needs leading to become both a diagnostic tool and a

conditioned | Sy self-actualization. mode of treatment.

response * Group therapy, family the'rapy, and . « Politicians and the public become

forms the short-term therapy recognized as options more aware of the difficulties the

basis for modern-day to costly long-term therapy.

tally ill face.
cognitive-behavioral therapy. fentaly 1% face

* Milieu therapy developed by Maxwell
Jones in England.

FIGURE 4 W Photo source top to bottom by column: SZ Photo/Scheri/Alamy; Photo Researchers, Inc.; Maslow, Abraham H./
Frager, Robert D./Fadiman, James, Motivation and Personality, 3rd Ed., ©1987. Reprinted and electronically reproduced by
permission of Pearson Education, Inc., Upper Saddle River, New Jersey; Philosophical Library; Photo Researchers, Inc.; Photo
Researchers, Inc.; Philosophical Library; Philosophical Library; ajt/Shutterstock.
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* Physicians classify symptoms of mental
disorders without understanding the sources
of mental suffering.

* In 1794 Philippe Pinel
(1745-1826) treated
inmates in the French
institutions Bicetre
and Salpetriere with
humanity and was thus
considered mad.

¢ In 1656, Hopital Générale in Paris
founded to confine the mad, poor,
and various deviants.

¢ The “insane” have no recourse to
appeal.

e Madness not linked to medicine;
could only be mastered by
discipline and brutality.

* Radical physicians like Johann
Weyer (1515-1588) believed that
“those illnesses whose origins are
attributed to witches come from
natural causes.”

Era of Confinement

The Renaissance

The 1990s

The Decade of the Brain

* The primary innovation of the 1990s is the
“biologic revolution”: collaboration of science
and technology to expand concepts of mental
disorder proposed by psychological, behavioral,
and psychoanalytic theories.

* The gains made

in research-based
knowledge about
the epidemiology,
diagnosis, treatment,
and prevention of
major mental illnesses constitute a
quantum leap in understanding the brain.

* Client advocacy groups welcome psychiatry’s
shift toward psychosocial rehabilitation for client
self-care.

* The National Alliance on Mental Illness (NAMI)
established a separate research foundation to
study the biologic basis of major mental illness.

* In America, Benjamin Rush
(1746-1813) focused on
moral treatment and
humanitarianism at the
Pennsylvania Hospital.

Era of Moral Treatment

The 18th and Early
19th Centuries

¢ In England, William
Tuke (1732-1822) focused
on “moral treatment” in a
humane milieu called the
York Retreat to counter

conditions in settings such ~ * Moral treatment replaced by
as “Bedlam.” custodial care.

* Dorothea L. Dix (1802-1887) founds
or enlarges over 30 mental hospitals.

* Clifford Beers (1876-1943) published
his book describing his own intense
suffering and mental anguish, leading
to the development of preventive
psychiatry and the formation of child
guidance clinics.

Era of Public Mental
Hospitals

Late 19th and Early
* 20th Centuries

TAEES ST &

The New Millennium

Era of Health Care Reform

* Reform of psychiatric care has decereased
length of hospital stays and increased
client acuity.

* The advancing explosion in neuroscience has
reshaped our conception of the bases of mental
disorders.

* Innovations in technology have informed
diagnostic practices such as brain imaging.

* The array of available psychopharmacologic
treatments continues to expand.

* Populations of psychiatric clients include
growing numbers of mentally ill elders, more
people with coexisting substance use disorders,
more comorbidities with chronic illnesses, and
expanding racial and cultural diversity.

¢ A yearning for spirituality has been reawakened in
clients as well as health care providers.

* The study of genomes and the biology of the brain
touch ethical, moral, and political nerves.

11
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FIGURE 5 W Moonstruck women dancing in a 17th-century square.
This activity is the source for the word lunatic.
Photo courtesy of Philosophical Library.

Era of Confinement

Unlike the Middle Ages, when the insane were generally
driven out of, or excluded from, community life, during the
Renaissance they were confined. Tamed, retained, and main-
tained, madness was reduced to silence through a system of
mutual obligation between the afflicted and society. Mad per-
sons had the right to be fed but were morally constrained and
physically confined.

Seventeenth-century society created enormous houses
of confinement. In these asylums were gathered the mad, the
poor, and various deviants. A landmark date is 1656, when by
decree the Hopital Général in Paris was founded. It was not
a medical establishment, but rather a threatening institution
complete with stakes, irons, and dungeons. The “insane” were
completely under the jurisdiction of the institution and had
no recourse to appeal their incarceration. The Hopital Général
and other, similar institutions were established to maintain
social order. In London, the hospital of St. Mary of Bethlehem
became famous as Bedlam, illustrated in FIGURE 6 m, where,
for the entertainment of onlookers on a Sunday afternoon out-
ing, mad persons were publicly beaten and tortured.

Those chained to cell walls were no longer considered
people who had lost their reason or sick persons, but rather
beasts seized by frenzy. During this period, it was believed
that madness could be overcome only by discipline and
brutality.

FIGURE 6 M A ward in Bethlehem Hospital about 1745. A patient
is being chained in the foreground, and in the background are two
Sunday visitors on an entertainment outing.

Photo courtesy of Philosophical Library.

Era of Moral Treatment

The 18th and early 19th centuries were an era character-
ized by internal contradictions. Although the insane were
unchained, the medical treatment they received consisted of
what amounted to torture with special paraphernalia. To grasp
the incredible inhumanity with which the mentally disordered
were treated in what became known as “the era of enlighten-
ment,” consider the following:

= The nature of mental disorders could not be explained
by any of the prevailing concepts—black humors
could not be seen, demons or animal spirits could not
be observed, and knowledge of anatomy could not be
applied to the workings of the mind.

= Because mental disorders could not be satisfactorily
explained, the deeply felt dread of the insane could
not be dispelled.

m Mental disorders were believed to be incurable, and
mad persons were thought to be dangerous.

Even the most sensitive physicians did not try to understand
the sources of mental suffering. Because they had no way to
explain or understand mental disorders, they developed and
focused on elaborate and detailed systems of classification.

At the same time, a general spirit of reform and
humanitarianism swept western Europe and the United States
(Wallace & Gach, 2011). Physicians developed a zeal for
social reform and moral enrichment and began to release
inmates from their chains, abolish systematized brutality with
chains and whips, feed them nourishing foods, and treat them
with kindness. This movement was first led by Philippe Pinel
(1745-1826) (see Figure 7 m) in France and the Quakers in
England under William Tuke (1732-1822).

Moral treatment in the United States—Iled by Benjamin
Franklin, Benjamin Rush (called “the father of American
psychiatry,” 1745-1813), and others—was an alternative to
mere confinement. Despite his association with humanitari-
anism and moral treatment, Rush was a major follower of
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FIGURE 7 M A landmark event—Philippe Pinel unchaining the insane
in the Bicétre Hospital in Paris.
Photo courtesy of Charles Ciccione/Photo Researchers, Inc.

the ideas of Scotland’s William Cullen (1710-1790). Cullen
believed that mental disorder was due to decay, either of the
intellect or of the involuntary nervous system, that is, a matter
of disordered physiology. Rush advocated bloodletting, the
restraining chair illustrated in FiGUre 8 m, the gyrating chair,
and other devices that we now consider inhumane.

FIGURE 8 M Benjamin Rush, the “father of American psychiatry” and
an idealist and humanitarian, nevertheless favored physical theories
such as “excitement of the brain” to explain mental iliness. He was
preoccupied with somatic treatments such as bleeding and purging
and developed the tranquilizing chair to quiet the insane.

Photo courtesy of Philosophical Library.

Era of Psychoanalysis

During the late 19th and early 20th centuries, the number of
mental hospitals, both private and government run, grew. Beliefs
about mental disorder began to change again. Insanity was linked
to faulty life habits and treated with new forms of physical or so-
matic therapies. Other clinicians were inclined toward an organic,
neurophysiologic explanation of mental disorders. The emphasis
on the classification of distinct disease entities continued.

These developments formed the background for the work
of one of the most influential figures in the history of psychia-
try, Sigmund Freud (1856-1939). He succeeded in explaining
human behavior in psychologic terms.

Contemporary Developments

By the mid-20th century, psychiatric thinking was expand-
ing and moving toward an emphasis on the importance of the
social dimension. Dissatisfaction with psychoanalytic expla-
nations for mental disorder became more common, and drug
treatment for mental illness was being developed in the early
1950s. Research into chemotherapy and the etiology of men-
tal illness increased.

The primary innovation of the 1990s—known as The
Decade of the Brain—was the so-called biologic revolution: the
collaboration of science and technology to expand concepts of
mental disorder proposed by psychologic and behavioral theories.
During this period, a quantum leap was made in understanding
the brain. For example, research on brain dysfunction in men-
tal disorders has resulted in a major reconceptualization of the
diagnosis and treatment of several mental disorders. Research-
ers have discovered a variety of brain dysfunctions, including
ventricular enlargement, cerebral atrophy, and disturbances in
neurotransmitters.

This up-to-date, research-based knowledge is reflected in
contemporary psychiatric and psychiatric—mental health nurs-
ing literature, including this text. Research in the 21st century
is focused on such areas as:

= The bases of mental disorders

= The continuing development of newer genera-
tions of medications with fewer side effects to treat
mental disorders

m The effects of various medications on neurotransmit-
ters in the brains of clients with psychiatric disorders

» The role of nutrients in modifying brain function

» The influence on mood and behavior of disruptions
of biologic rhythms

» The role of viruses in mental disorders

» The influence of the endocrine system on the brain
and behavior

m The role of the brain in producing physical illnesses

» The identification of biologic markers that might alert
clients and clinicians to the onset of a mental disorder

= The interrelationship between genetics and mental
disorder

» The prevention of major mental disorders

We can expect that, as the result of contemporary research, our
conceptualizations of mental disorder will continue to shift.
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THE STIGMA OF MENTAL ILLNESS

One of the negative consequences of being diagnosed with a
mental disorder is stigmatization. The stigma of mental illness
is based on a societal perception that mental illness is a blemish
of individual character (Cockerham, 2011). Stigmatization
of mental illness is a world-wide problem experienced in all
segments of society but is especially prevalent in deprived,
marginalized, and minority communities (Lamb et al., 2011). A
national anti-stigma campaign has been created by the actress
Glenn Close, whose sister is coping with bipolar disorder. Called
Bring Change 2 Mind, Close’s efforts are endorsed by NIMH,
the Substance Abuse and Mental Health Systems Administra-
tion (SAMHSA), and several mental health organizations. You
can access this not-for-profit organization through the online
student resources for this text. The Snake Pit, the film discussed
in the movie feature about the treatment of mental illness, has
served to both increase stigma as well as decrease it.
Stigma is about disrespect:

= It hurts, punishes, and diminishes people.

= It harms and undermines interpersonal relationships.

= It appears in behavior, language, attitude, and tone of
voice.

= It causes others to keep their distance from someone
who is “not right” and results in social isolation for
the stigmatized person.

Stigma is an attitude that leads to prejudice and discrimi-
nation. It affects the judgments of family, friends, cowork-
ers, health care providers, and others about the person labeled
mentally ill. Research carried out by the Programme Against
Stigma and Discrimination of the World Psychiatric Associa-
tion (WPA) indicates that approximately 2/3 of people with
schizophrenia reported moderate or high perceived discrimina-
tion (Brohan, Elgie, Sartorius, Thornicroft; GAMAIN-Europe
Study Group, 2011). Almost 3/4 of people with bipolar disorder
or depression reported moderate or high perceived discrimina-
tion (Brohan, Gauci, Sartorius, Thornicroft; GAMAIN-Europe
Study Group, 2011). Examples of inaccurate beliefs about men-
tal illness that lead to or perpetuate stigma and discrimination of
people with mental disorders are in Box 2.

In his early classic work on stigma, the sociologist Erving
Goffman (1963) equated stigma with having a spoiled iden-
tity. The person incorporates societal perceptions of not being
normal, or right, or worthwhile, and comes to believe that he
or she does indeed fall short of what he or she should be. This
internalization, or self-stigma, leads to feeling unworthy, hav-
ing low self-esteem, and losing hope, all characteristics that
work against coping with, or recovering from, mental illness.
This process is illustrated in FIGURE 9 m.

Despite advances, stigma continues to grow around the
globe and is the main obstacle to better mental health care
and quality of life for clients, families, communities, and staff
members who deal with mental health disorders.

Clinical Example

In the United States and Canada, job-seekers who tell a prospective em-
ployer about their mental disorder risk not being hired. On the other hand,
if they do not tell or have a relapse, they risk being fired. In India, people
are reluctant to tell their neighbors about a mental disorder because it
might hurt a child’s or sibling’s chances of being married. In Japan, men-
tally disordered persons are kept at home to do domestic chores and out of
the public eye. In China, mental illness is seen as a family problem that is
hidden and the responsibility for managing it is kept within the family. In
all these countries, stigmatization is the motivating force.

According to the Programme against Stigma and Dis-
crimination of the WPA, stigma extends to not only clients and
their families, but also to the medications used for treatment,
the agencies that provide mental health treatment, staff mem-
bers in those agencies (Sartorius, Gaebel, Cleveland, Stuart,
Akiyama et al., 2010), and even the sites on which they are
located. Stigma affects everyone in the global mental health
community.

Language Matters

Although aberrant behavior is a source of stigma, labels rein-
force stigma (Green, 2009). It would be nice if the old saying,
“Sticks and stones can break my bones, but words can never hurt
me” was true. As it relates to stigma in mental health, words are

MENTAL HEALTH INTHE MOVIES

The Snake Pit

In this 1948 classic film and exposé of the
dire conditions at many state hospitals,
Virginia Cunningham, played by Olivia
de Haviland, is an inpatient in a state
insane asylum (as psychiatric hospitals
were known then). The Snake Pit was an
adaptation of a best-selling novel by Mary
Jane Ward who had been a patient in a mental hospital for more than
8 months. Many of the characters were composites of the nurses,
doctors, and patients she met during her hospitalization.

Prior to The Snake Pit, mental illness in the movies was either the
butt of jokes in comedies or romanticized as a byproduct of tragic
love. The film authentically portrayed the dehumanizing conditions

that existed at the time in large mental institutions—a fearful and
insensitive staff focused on regimentation to control and manage
the asylum’s inmates, overcrowding, facilities designed like prisons,
and typical treatments such as electroshock therapy and cold water
hydrotherapy. The portrayals of psychoanalysis, hypnosis, and the
reasons behind the main character’s mental disorder were too sim-
plistic to do justice to the complexities involved in being mentally ill.

The film had a significant impact on the conditions in mental
institutions in the United States. By 1949, journalists were keeping
track of the number of states to institute reforms and 20th Century
Fox claimed that 26 of the 48 states had enacted reform legislation
as a result of The Snake Pit.

Photo courtesy of Everett Collection.
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Box 2 Stigmatizing Beliefs About Mental lliness

MYTH: Mentally ill people are dangerous and violent.
FACT: People with mental illness are not more violent than
other people when they are on medication. They are more
frequently the victims of violence than the perpetrators.

MYTH: Mentally ill people have a low 1Q. FACT: People
with mental illness are not developmentally disabled, that is,
they do not have diminished intellectual capacity that is usually
present since birth. They may have difficulty performing at a
normal level, but this is due to their illness, not their intellectual
capacity. However, people who have a developmental disability
may also have a mental illness.

MYTH: Mentally ill people cannot hold a job. FACT: People
with mental illness whose symptoms are under control not only
hold jobs, despite an employer’s reluctance to hire them, but
may excel at their jobs.

MYTH: Mentally ill people have nothing to contribute

to society. FACT: People with mental illness are contributing
members of society. They are scientists, musicians, astronauts,
sports stars, singers, actors and contribute to society in a

wide range of areas. (See the Mental Health in the News
feature.)

MYTH: Mentally ill people lack willpower. FACT: People
with mental illness whose symptoms are under control can, and
do, exert willpower and control in their daily lives. Any difficulties
are due to their illness, not to a lack of willpower.

MYTH: Mentally ill people come from low-income
families. FACT: People with mental illness come from any
income bracket, race, religion, age, and educational background.
Mental illness is an equal opportunity disorder.

MYTH: Mentally ill people are lazy. FACT: People with
mental illness are not inherently lazy. Their symptoms may
make it difficult for them to be productive.

MYTH: Mentally ill people cause their own problems.
FACT: People with mental illness have a neurobiologic brain
disorder that disrupts their thinking, feeling, mood, daily
functioning, and ability to relate to others.

MYTH: Mentally ill people should just “shape up.”

FACT: People with mental illness cannot just “shape up” just as
a person with cancer cannot just “shape up.” Mental illness, like
physical illness, requires intervention for symptoms.

MYTH: Mental illness does not exist. FACT: People with
mental illness have an actual neurobiologic brain disorder that
is every bit as factual as a physical illness.

powerful. Stigmatizing language builds barriers to the under-
standing and treatment of persons with mental disorders.

Many terms have been used to describe aberrant behavior
or mental disorder. You may have used some or all of these
terms yourself, and you may hear them used in mental health
settings and in the community at large. As you learn more
about mental disorders and the effects of stigma, you will gain
a greater appreciation of the humanity of clients with mental
disorder and find that you have edited demeaning, denigrat-
ing, and stigmatizing labels from your vocabulary.

In the earlier clinical example, the neighbor was
known as “Crazy Helen.” Crazy is an informal, denigrat-
ing, and stigmatizing term for “mentally ill” that carries with

Symptom of

mma Discrimination
Mental lliness

Stigma

Low Self-
Esteem

Greater

" Disability

Disability

Less
Resistance

FIGURE 9 M The effect of stigma on recovery from mental iliness.
The person’s symptom is the marker that leads to stigmatization by
society. Eventually, the effects of stigmatization negatively influence
the person’s ability to recover from mental illness.

it unfounded and negative implications. People probably de-
scribed “Crazy Helen” as having had a nervous breakdown—
a general, nonspecific term for an incapacitating but otherwise
unspecified type of mental disorder. Other stigmatizing and
denigrating terms are wacko, looney, psycho, lunatic, maniac,
bananas, cuckoo, head case, and nuts.

Many of the terms that society uses to describe aberrant
behavior have a convoluted history and have traveled over
time and between languages, as you will see in the historical
perspectives section. It is important that you not only educate
those who use stigmatizing language and advocate for others to
treat clients respectfully and ethically, but also that you serve
as a role model. The Code of Ethics for Nurses (Fowler, 2010)
identifies respect for persons as a core ethical principal integral
to professional nursing. Respectful language is discussed in the
Your Self-Awareness feature.

YOUR SELF-AWARENESS
Respectful Language to Combat Stigma

You can help to combat stigma by using respectful language
when you refer to mental disorders or to clients with mental ill-
ness. This requires that you become aware of the language you
use and modify it, if necessary. The suggestions below are de-
signed for your use. However, they can also be implemented in
a psychoeducation teaching plan for clients, family members,
mental health staff, and others in the community.

= Say mental disorder, mental illness, or psychiatric disability
(terms that show respect). Avoid saying crazy, cuckoo,
wacko, nuts, psycho, lunatic, bananas, or head case (terms
that disrespect and stigmatize).

m Say person with bipolar disorder, person who has schizo-
phrenia, person who has cognitive difficulties (terms that
put people first, not their disabilities). Avoid saying manic,
bipolar, schizophrenic, or demented (terms that emphasize
limitations and depersonalize).

m Say person coping with, managing, or recovering from depres-
sion (terms that focus on positive abilities). Avoid saying
afflicted with, suffering from, victim of (terms that sensa-
tionalize a disability).

15
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LEARNING OUTCOMES

After completing this chapter, you will be able to:

I. Explain how self-knowledge and self-reflection are important to psychiatric-mental
health nurses.

2. Discuss the concept of personal integration and how it relates to psychiatric—mental
health nursing practice.

3. Describe the qualities that enable psychiatric—mental health nurses to practice the
use of self artfully in therapeutic relationships.

4. Provide examples of how the concepts of blame and control affect artful
therapeutic practice.

5. Foster culturally competent care for clients with psychiatric-mental health disorders
by understanding the influence of your own sociocultural background on your
nursing practice.

6. Demonstrate empathy in psychiatric—-mental health clinical practice.

Maintain a respectful attitude toward clients, their families, and colleagues.

8. Demonstrate a commitment to practicing self-care and connecting with self
and others.

N

CRITICAL THINKING CHALLENGE

Ruby Ann is a 19-year-old African-American mother of three small children. She
lives with her boyfriend in a one-bedroom mobile home in a crime-ridden area of a
major Southern city. Ruby Ann has been treated several times in the city hospital’s
emergency department for bruises, lacerations, and broken bones. She has called
911 four times in the past year because her boyfriend was threatening to kill her and
her children. Your assessment interview upon her arrival at the battered women’s
shelter reveals that Ruby Ann is anxious and depressed and has experienced
frequent, severe verbal and physical abuse. She reports that she is unable to sleep,
has no appetite, and has lost 20 pounds over the past 9 months. Ruby Ann also
confides that her spiritual beliefs have sustained her in her suffering and distress. She
says, “If God wasn’t with me, | wouldn’t have got out of there, but I'm starting to
doubt Him because how could He let all this happen to my babies?”

I. Based on this data, what specific type of spiritual assistance would you offer
Ruby Ann?

2. Does it matter if you and Ruby Ann are of different faiths?

3. What feelings do you think Ruby Ann might be experiencing?

4. How would spiritual support help to reduce untoward feelings?

From Chapter 3 of Contemporary Psychiatric-Mental Health Nursing, Third Edition. Carol Ren Kneisl,

Eileen Trigoboff. Copyright © 2013 by Pearson Education, Inc. All rights reserved.
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Self-Awareness and the Psychiatric-Mental Health Nurse

The value of self-knowledge is a recurring theme in both
popular and professional literature. Libraries are stocked with
volumes dealing with the undiscovered self, the expansion of
human awareness, spirituality and the care of the soul, strategies
for self-realization, and the like. A common thread in all these
is the idea that the quality and nature of a person’s relationships
with others are strongly influenced by the person’s self-view.
Consider the comments made by students in their psychiatric
nursing clinical experience in the following clinical example.

Clinical Example

Laurie:  “Ijustcan’t take it. I feel myself getting confused about who is
the crazy one. There’s such a fine line. Sometimes I think I’ll
be a patient here.”

Eric: “I hated psych—it just didn’t seem like nursing to me. I really

like to keep busy. When you change someone’s dressing, you
really feel like you’ve helped them. Here it’s all so uncertain.”

Makayla: “All I kept thinking about was that a lot of the patients had
done really weird things. This one guy had lived in an apart-
ment with his dead mother’s body for 3 months before they
brought him in. Another had tried to shoot the governor.
I never felt safe turning my back on them.”

Throughout this text, you will be encouraged to attend to
the mind—body—spirit of your clients. This chapter explores
some dimensions of self-awareness and self-knowledge
through the examination of personal integration and recurring
problems that pertain to the nurse’s identity, the personal qual-
ities on which the artful use of self in therapeutic relationships
is based, and strategies for taking care of your mind—body—
spirit. In this text, we pay significant attention to the stresses
psychiatric nurses experience in attempting to relate fully to
clients while maintaining their own personal integration.

PERSONAL INTEGRATION

Many students and practitioners faced with relating to people
whose behavior they view as offensive, frightening, curious,
or socially inappropriate find that their personal attitudes,
expectations, myths, and values make it difficult for them
to fulfill their professional roles. This was the case in the
following clinical example.

Clinical Example

Penny, a baccalaureate nursing student, had selected a clinical placement
at a substance abuse clinic in the community. Despite her initial inter-
est, she developed a pattern of absences from the clinic. When her fac-
ulty adviser discussed this observation with her, Penny blurted out that,
much to her surprise, she was unable to assist with the group meetings
for pregnant heroin addicts. The thought of addicting babies before they
were born—babies who would ultimately suffer because of their mothers’
self-indulgence—horrified Penny. She found herself judging their choices
constantly and avoiding interaction with them. “I feel like they should be
shot instead of given all this support and sympathy.”

For many nurses, confrontation with deviance (as behav-
ior outside the social norm of a specific group that should not
be construed to mean negative behavior) reinforces a
personal sense of stability. Others are threatened by such
confrontation.

Dealing with people whose personal integration is frag-
mented, dissolving, divided, or alienated puts the nurse’s own
identity on the line as well. To respond with both compassion
and the critical distance necessary to be effective (a personal
quality we call detached concern), psychiatric professionals
must confront their own identity; separate it from the client’s
identity, which may indeed be dissolving; and finally integrate
different values and behaviors comfortably in the therapeutic
relationships they develop with clients.

This personal quality is called detached concern—the
ability to distance oneself in order to help others. It is an essen-
tial quality not only in avoiding burnout, a problem discussed
later in this chapter, but also in using appropriate assertive-
ness when collaborating with colleagues, and in maintaining
empathic abilities in highly stressful situations.

Creating a Common Ground

Because people are constantly building and protecting their
own self-images, they try to get others to see their image of
themselves. However, it is impossible to see another’s self-
image or worldview exactly as that person experiences it.
Despite this fact, psychiatry has traditionally attempted to
have certain people, labeled crazy, assume the perspective of
certain other people, called mental health professionals.

A more acceptable alternative seems to lie in the creation
of some common ground, a mutually understood, negotiated
reality or shared perspective (Hewitt and Shulman, 2011).
Even to this common ground the nurse and the client bring
their own conceptions, feelings, and attitudes toward and
images of each other and themselves. In many instances, our
image of the client—how we expect the client to act or feel—
is not the same as the client’s self-image. This is confusing
to both client and nurse and hinders our attempts to establish
therapeutic relationships and communicate effectively.

Searching for Meaning

Psychiatric—mental health nurses work with clients in a search
for meaning in clients’ lives. It is essential that we establish our
own personal meaning and integration of self, for these are key
resources in treatment. In order to be effective, we must already
possess the personal skills to deal with the client’s symptoms.
And, we must have personally worked through any problems
that resemble those of the client. For example, if your goal is to
be liked and admired by everyone you meet, you are likely to
find it difficult to set reasonable and rational limits.

Feelings: The Affective Self

The ultimate effectiveness of efforts to relate to and communi-
cate with others depends on how well people know themselves
(self-awareness) and develop the ability to be sensitive to and
care about others. In the following clinical example, Josh’s
limited self-awareness hampers him in his clinical work.
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Clinical Example

Josh is a middle-aged man who sought out nursing as a career. Although
he is highly proficient in technical skills and charming and engaging in
relationships with most clients, he has discovered a surprising intolerance
for some of the tears, complaints, and self-preoccupation of depressed
clients. He finds himself responding with admonitions to stop it, to bite
the bullet, to grow up. He personally has seldom allowed himself to
experience his own sadnesses and jokingly characterizes himself as a firm
believer in repression and denial. The need to empathize with severely
depressed people unable to control their feelings evokes discomfort, and
he is unable to work with such clients.

Self-awareness and caring seem to go hand in hand. At the
root of social interaction is people’s ability to understand and
care about each other’s attitudes and feelings. Because each
human being is unique, this ability, called empathizing, is a
difficult and challenging task. One way to develop this ability
is to practice it. Learning to be aware of your responses to the
expression of feelings from another person is a starting point.
The film, Harry Potter and the Deathly Hallows, illustrates the
importance of self-awareness.

Self-Awareness of Feelings

Feelings are like icebergs: Only the tips stick up into con-
sciousness, and the deeper parts are submerged. One such
feeling, illustrated in FiGUrE 1 m, is fear. The conscious part
may be experienced as dislike, avoidance, or reluctance. At a
deeper level, the feeling is reported as anxiety. Even deeper,
the person may acknowledge, “I feel scared.” Deeper yet, the

For the main characters in the Harry
Potter film series, the battles never
seem to end. In this film, Harry, Ron,
and Hermione battle Voldemort, De-
mentors, and other various villains. But,
how about their own internal battles?
From the first film in 2001, Harry Potter
and the Sorcerer’s Stone, the personality
traits with the potential to hinder Harry,
Ron, and Hermione were evident.

The circumstances of Harry's early life were not the best. His
mother and father were killed while he was still an infant. Brought
up by his aunt and uncle in an abusive household, Harry was forced
to live in a small closet beneath the stairs, he carried out the house-
hold chores, and he was treated either as if he did not exist or as if
he was an immense bother. And, not only that, there is a powerful
villain with many disciples bent on killing Harry. Yet, despite these
events and the anxiety and depression they engender, Harry is re-
markably self-confident and balanced. Kind teachers, hard work,
and steadfast friends help him to face fearsome challenges.

Ron was born into a household in which he was the last in a
long line of boys and could be easily overlooked or overshadowed

MENTAL HEALTH INTHE MOVIES
Harry Potter and the Deathly Hallows

FIGURE 1 M Self-awareness of feelings. Superficial feelings are
visible; deeper feelings are submerged.

person may experience genuine panic. Such an iceberg may
well explain Josh’s attitude toward tearful, depressed clients.
His annoyance, irritation, sarcasm, and disdain may represent
the tip of the iceberg of Josh’s fear of depression. The iceberg
comparison also applies to other feelings, such as love, hurt,
and guilt.

Nurses may also erect rigid defenses aimed at denying
their personal feelings because of the emotional demands of
nursing. For example, some procedures actually require the
nurse to violate a client’s emotional or physical state (injec-
tions, dressings). Defending against feelings becomes one
way for the nurse to cope with inflicting pain on another per-
son. You can deal effectively with the feelings of clients only
to the extent that you explore your own personal feelings.

by his successful older brothers and his cute and perky little sister.
Ron’s insecurities and low self-esteem are often dealt with by jok-
ing behavior—perhaps fearing that his opinions are unimportant or
will be disregarded—and continually plague Ron in all the films. His
reluctance to talk about his feelings distances himself from others.
Yet, Ron always overcomes his doubts and fears. He seems to hold
it together well enough to save both Harry and Hermione on a
number of occasions.

Hermione is fastidious, a workaholic, and often at the head
of her class in the school of wizardry. Hermione sets such high
standards for herself that she often feels unfulfilled and unsuccessful.
She sometimes seems unable to recognize the effect of workaholism
on her health and continues to try to please her friends as well as
her teachers. Her stubbornness and need to control cause interper-
sonal difficulties. But, because she is steadfast in her determination,
smart, skillful, brave, and willing to use her talents to benefit others,
Hermione helps Harry and Ron overcome obstacles.

The Harry Potter films help to educate others about hardiness and
resilience in the face of untoward circumstances. A common thread is
the value of self-awareness and the means by which self-knowledge
can enhance the quality and nature of one’s relationships with others.
Photo courtesy of Newscom.
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Problems With Submerged Feelings

One characteristic of icebergs of feeling is that at the tip of the
iceberg, feelings lose their experiential quality and are trans-
lated into impulses to act. For example, a person with sub-
merged guilt may express it by frequent worrying and may be
completely unaware of the underlying feelings. The behavior
is the only outward manifestation.

People lose touch with their feelings over time as they
shape their sense of self. They hear such messages as “boys
don’t cry” or “girls are too sensitive” and incorporate these
injunctions into their emerging self-system. Not being suffi-
ciently aware of one’s feelings has several disadvantages:

= What people don’t know can hurt them. Repressed
feelings may reappear in behaviors that are difficult
to alter. For example, hidden anger may emerge in
migraine headaches or the use of sarcasm.

m People who are not aware of their feelings find
it difficult to make decisions. It is hard to tell a
“should” from a wish. Without some awareness of
their real wants, they may have trouble saying no or
requesting something they need. They are more likely
to rely on others—experts, authorities, rules and
regulations, and so forth—for guidance.

= People who, like Josh, are “out of touch with” or
unaware of their feelings may find it difficult to be
really close to and empathic toward others. Intimacy
and empathy demand the expression of here-and-now
feelings, whether positive or negative.

As a professional, you realize the value of thinking
clearly. You understand that it is a learned ability and takes
practice. Feeling clearly (authentically) is just as important as
thinking clearly. It too can be practiced and learned.

Dominant Emotional Themes

In order to be effective, we need to explore the dominant emo-
tional themes in our personalities. If you find that you respond
to many situations with the same feelings, you are probably
narrowing your range of potential feelings, much as Marge,
Joan, and Ed in the following clinical example.

Clinical Example

Whatever the occasion, Marge was tired or bored. Fatigue and chronically
depressed states were routine for her. Holidays, vacations, dinner engage-
ments all evoked the same predictable response.

Joan was afraid of everything. When she met her brother at the
plane, her first question was, “Aren’t you afraid of flying?” She was afraid
driving home from the airport. The prospect of starting back to school
also frightened her.

Regardless of the circumstances, Ed always questioned the inten-
tions of his wife, his children, his coworkers, and his friends. According to
Ed, the motives for their behavior were always up for debate.

People who feel the same way in a variety of situations
may be missing a lot of what is happening in those situations.
They perceive only what will fit a narrowed range of feelings.

Becoming aware of limited emotional themes is a way to
begin to widen one’s range of feelings.

Acceptance of Disapproved Feelings

Most people have been taught to block off awareness and
expression of certain feelings. Children are taught that being
rude or ungrateful or cranky is rarely acceptable. To retain
love and approval, they usually comply, not by stopping the
feelings but by acting as if they didn’t have them. Nursing
students often get similar messages from their teachers. That
is, it is not acceptable to find a client repulsive, to dislike
someone who is sick and dependent, or to express anger at
or criticism of the teacher. Positive feelings of attraction and
love may also seem unacceptable. Failure to recognize these
feelings can interfere with interactions.

Recognizing and accepting our own feelings make us
less vulnerable to other people’s ideas about how we should
feel. Nurses often feel guilty when they don’t feel what others
imply they should feel. Nurses who can allow themselves the
right to their own feelings can also allow clients the right to
have and express theirs.

Beliefs and Values

Our personal values are the “shoulds” that direct our behavior.
Beliefs and values take three major forms:

1. Rational beliefs are beliefs that are supported by
available evidence.

2. Blind belief is belief in the absence of evidence.

3. TIrrational belief is belief held despite available
evidence to the contrary.

Blind and irrational beliefs will cause problems in our relation-
ships with others, including our relationships with clients.

Dogmatic Belief

Dogmatic belief (opinions or beliefs held as if they were based
on the highest authority) includes both blind belief and irra-
tional belief. Dogmatically held beliefs are not based on per-
sonal experience. Operating on the basis of dogmatically held
beliefs often causes us to distort our personal experiences of
the world to fit our preconceptions. Box 1 has examples of
some strongly held beliefs about behaviors that are labeled
“mental illness.”

Issues of Blame and Control

Inherent in these strongly held beliefs about mental illness are
the issues of blame and control. Believing that people cause
their own problems involves the issue of blame. Believing
that people are responsible for solutions to their problems
involves the issue of control. Your assumptions about
personal responsibility affect the way you go about your
clinical work. For artful therapeutic practice, you need to be
aware of your beliefs about blame and control as well as your
client’s orientation. The help you offer may not be effective
if the person desiring help and the person offering help have
different views on personal responsibility.
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Box | Blind and Irrational Beliefs
About Mental lliness

Most clients in mental hospitals are dangerous.

People who seek counseling are mentally disordered.

If parents loved their children more, there would be fewer
mental disorders.

When a person has a worry, it is best not to think about it.
Many people become mentally disordered just to avoid the
problems of life.

People would not become mentally disordered if they
avoided bad thoughts.

Anyone who is in a hospital for a mental disorder should not
be allowed to vote.

To become a psychiatric client is to become a failure in life.
One of the main causes of mental disorders is a lack of
moral strength.

Most research on strongly held beliefs indicates that
people usually know more about the things they believe than
about those they don’t believe. By staying ignorant about any-
thing they don’t already agree with, they can avoid changing.
This posture cuts off personal growth and learning that could
be derived from the unknown. Obviously, clients are better
served by nurses who are aware of their own dogmatically
held beliefs and then challenge those beliefs.

Attitudes and Opinions

A feeling is a transitory experience. A feeling held over a
period of time is called an attitude. An attitude linked to an
idea or belief becomes an opinion. An opinion, then, involves
both thinking and feeling. Research in this area has shown that
people are more comfortable when their beliefs are consis-
tent with their attitudes. People do several things to keep their
attitudes and beliefs consistent:

= They repress any belief or attitude that seems
inconsistent

= They distract their awareness from conflict either
physically (such as by leaving the room) or
psychologically (such as by daydreaming)

m They distort their perceptions to fit an existing
attitude or belief

These maneuvers take place in an attempt to keep actions con-
sistent with attitudes or beliefs.

Arriving at Values

Every day, each person meets life situations that call for
thought, opinion forming, decision making, and action. At
every turn in our personal and professional lives, we are faced
with choices. Our choices are based on the values we hold, but
often those values are not really clear. People actively value
something to the degree that they are willing to put energy
into doing something about it. Their values are demonstrated
in their interests, preferences, decisions, and actions, as in the
following clinical example.

Clinical Example

In talking with colleagues, Susan, a psychiatric-mental health nurse,
claims to value interacting with clients more than doing paperwork. Yet a
quick assessment of how she spends her time—sitting at the nurse’s sta-
tion talking with colleagues, filling out forms, making her grocery list—
reveals that she acts on other values.

Mel, a nurse working in a state hospital unit for profoundly develop-
mentally disabled children, says that he believes these clients are human
beings, despite their uncommunicative, immobile forms. He demonstrates
this value in the hours he spends trying to communicate his presence and
concern for them, using acupressure and touch performed slowly and with
genuine feeling.

The distinction in the above examples is between cognitive and
active values. Susan verbally subscribes to values but fails to act
on them. These are cognitive values. Mel’s actions demonstrate
that he gives more than lip service to the idea of the dignity of all
living beings. He follows active values.

Culture and Social Class

Cultural and social class differences between you and the client
may impede your best intentions. Gaining awareness of socio-
cultural differences requires that you first come to understand
your own background and the influence of that background on
your practice. Nurses are better able to meet the sociocultural
needs of a client when they acknowledge that a culture and a
society influence their beliefs, values, attitudes, and behavior.
Quality nursing care is culturally sensitive; that is, aware of
cultural issues that are important to the client and may affect
the client’s response to treatment.

In planning nursing interventions, do not follow a prede-
termined plan, but plan care that is culturally competent for
each person. For example, if a Latina teenage girl is obese
and wants to lose weight, you would not hand her a printed
1,000-calorie diet plan but would work with her and a nutri-
tionist to plan a diet based on the foods she prefers. If an Asian
client who is a Buddhist wants time each day to meditate, you
would allow for that time in the care plan. It is not easy to
take a client’s culture into consideration when planning care.
It takes time and requires patience, insight, and creativity.

Sociocultural Heritage

The questions in the Your Self-Awareness feature are de-
signed to facilitate acknowledgment of your own sociocultural
heritage. Answering these questions honestly and completely
will help you to understand which sociocultural factors impact
your ability to communicate in a culturally sensitive way.

Avoiding Misdiagnosis

Clients from different cultures may be misdiagnosed by West-
ern health care providers. Culturally competent nurses can play
arole in assessing clients’ social, psychological, and behavioral
symptoms in light of clients’ own cultural norms. For example,
a psychiatrist may diagnose a man who talks to the dead as
schizophrenic, but for someone from Puerto Rico who believes
in espiritismo, talking to the dead is a common practice. A
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YOUR SELF-AWARENESS

Influence of Sociocultural Heritage

Ask yourself the following questions:

= What ethnic group, socioeconomic class, religion, age
group, and community do you belong to?

= What experiences have you had with people from ethnic
groups, socioeconomic classes, religions, age groups, or
communities different from your own?

= What were those experiences like? How did you feel
about them?

= When you were growing up, what did your parents and
significant others say about people who were different
from your family?

= What about your ethnic group, socioeconomic class,
religion, age, or community do you find embarrassing or
wish you could change? Why?

= What sociocultural factors in your background might con-
tribute to your being rejected by members of other cultures?

m What personal qualities do you have that will help you
establish interpersonal relationships with persons from
other cultural groups?

= What personal qualities do you have that may be
detrimental?

= What cultural assumptions do you hold about the people
who populate our world?

client who is a charismatic Christian may lapse into an al-
tered state of consciousness and speak in tongues. To interpret
these behaviors as evidence of schizophrenia is inappropriate.
Obtaining a cultural profile helps to prevent misdiagnosis.

TAKING CARE OF THE SELF

Knowing who you are is just a beginning. Taking care of
others requires that nurses respect and care for themselves.
Those who have the quality of hardiness that is, they rise
to meet challenges, pace themselves in order to sustain the
effort needed to deal with stress and strain (Phillips, 2011).
This section on assertiveness, the need for solitude, maintain-
ing physical health, attending to cues of personal stress, and
avoiding burnout will help you to pace yourself and preserve
your personal integration.

Solitude

Most people need time alone to assimilate what has happened
in time spent with other people. They also need it for relief
from responding to the demands of others. Aloneness need
not mean physical distance. People can be alone in a crowded
library. The crucial factors are that they are making no de-
mands on others and that no one is making demands on them.

After a sanctioned time away, most people return re-
freshed to their relationships, work, and usual circumstances.
Planning for time alone is highly preferable to reaching a
breaking point and then aggressively and irresponsibly run-
ning away from others.

Physical Health

An important way of taking care of oneself is to provide for
the physical health of the body. A proper diet, adequate rest,
and exercise, rejuvenate and restore the body. All these activi-
ties potentially make nurses more alive and better able to share
themselves with their clients. As students, you are coping with
pressures to study, to prepare for clinical experiences, and to
complete assignments, as well as performing other roles that
are important to you.

Sleep Deprivation and Shift Work Disorder

Sometimes we manage these pressures by sleeping less. How-
ever, being chronically sleep deprived works against main-
taining physical health. Sleep debt accumulation results in
chronic fatigue (Niu et al., 2011). Take the quiz in the Your
Self-Awareness feature to see whether you are getting enough
sleep to meet your needs.

YOUR SELF-AWARENESS
AreYou Sleep Deprived?

Ask yourself the following questions:

= Do you usually fall asleep within 5 minutes after you turn
off the lights?

= Do you struggle to stay awake in lectures?

Do you “get by” all week and then try to catch up by

sleeping in on the weekend?

Do you do shift work?

Do you often wake up with a headache?

Do you have trouble getting going in the morning?

Do you push yourself to keep going?

If you answered “yes” to more than two of these questions, you
may not be getting as much sleep as you need.

More than 14 million Americans—such as nurses, bak-
ers, pilots, train conductors, truck drivers, police officers,
firefighters, factory workers, gambling casino employees—
work evening, night, or rotating shifts. This number accounts
for 15% of all full-time workers in the United States, 10%
of whom have shift work disorder (Krystal, 2011). As you
might expect, shift work—in which the 24-hour sleep-wake
schedule is disturbed—is a major source of circadian rhythm
disruption for nurses (O’Malley, 2011) and other shift work-
ers, as demonstrated in the clinical example that follows.

Clinical Example

Years after he had retired from his bakery business, Yiirgen continued
to awaken very early in the morning. This pattern further complicated
a sleep disorder related to his medical condition of Parkinson’s disease.

Jane was working rotating shifts in an intensive care unit. She noted
that she had worsening insomnia and feared that her judgment would be
affected by increasing sleep deprivation.

There are several behavioral and physical effects of shift
work circadian rhythm disruption and sleep deprivation. The
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behavioral effects are: decreased vigilance, general malaise,
decreased mental efficiency, impaired ability to function at
work and at home, depression, increased auto accidents from
the impaired ability to drive safely, and increased stress on
personal relationships. Some physical effects are gastrointes-
tinal disturbances (ulcers and functional bowel disorders) and
hypertension (Krystal, 2011; Niu et al., 2011). The impact of
shift work and sleep deprivation on sleep patterns and sleep
disturbance often extends beyond the period of shift work.

Specific suggestions for obtaining a good sleep despite an
evening, night, or rotating shift work schedule can be found
on http://www.goodsleep.com. Although studies in sleep labs
indicate that light exposure, melatonin, hypnotic agents, caf-
feine, and central nervous system stimulants are helpful, these
measures have not yet been evaluated in persons with shift
work disorder.

Attending to Internal Stress Signals

Nursing students who read about mental disorders in their
textbooks or encounter emotionally disturbed clients com-
monly begin seeing in themselves all the “symptoms” about
which they are learning. This perception is probably due more
to the heightened awareness of, and attention to, the emotional
aspects of their lives than to anything else. However, it is im-
portant for us to learn to recognize and respond to our own
genuine stress signals. Difficulty in admitting the inability
to cope was acknowledged by all nursing student subjects in
a study that looked at nursing students’ experience of stress
(Freeburn & Sinclair, 2009). Be aware that all people have
times in their lives when they may become very upset at small
disturbances or see things out of proportion to their ultimate
importance. These feelings are significant warning signals
that one is not coping adequately with stress.

Times of stress can be important turning points in people’s
lives. They are strong messages that change is needed. It is
foolish to ignore these messages. In their daily lives, nurses
are often tempted to handle their own symptoms of stress by
suppressing them with tranquilizers or other drugs. They could
serve themselves better by really experiencing their feelings
and attending to what the signals are saying. As Montes-
Berges & Augusto put it: “It is better to prevent stress than
to suffer from it” (2007, p. 169). Using the strategies and
therapies recommended will help you prevent stress, ease
tension before it becomes unmanageable, and gain control of
your life.

Pain and suffering are sources of some of the most in-
tensely experienced stresses in life. Events such as the death
of loved ones, divorce, illness, separation from loved ones,
and failure are all part of the cycle of life’s experience. Being
told that they deserve it, or that they really don’t have it so
bad and therefore have no right to feel the way they feel, does
not help people cope with pain and suffering. People want to
continue what was instead of living with what is. They need
to find ways of handling suffering without being destroyed
by it. Some people need to replace what they have lost with
something similar. Others need to explore a new dimension in

their lives. Classmates, friends, and family members can be
great sources of support. Being able to both give and receive
support strengthens the individual.

Realizing that pain and hardship are part of what it is to
be a human being makes the pain a bit gentler. It is important
to attend to genuine feelings about loss or prospective loss.
The alternative to experiencing pain is to live on the surface,
out of touch with the joyful experiences in life as well as the
painful ones. A more life-enhancing approach is to experience
all aspects of life.

Burnout

The nurse in the following clinical example verbalizes one of
the possible consequences of working intensely with troubled
people.

Clinical Example

“After hours, days, and months of listening to other people’s problems,
something inside you can go dead and you don’t care anymore. That’s
when you’d rather sit at the desk and do the paperwork than be out talking
to clients on the floor.”

Burnout is the name given to this phenomenon, a condi-
tion in which health care professionals lose their concern and
feeling for their clients and come to treat them in detached
or even dehumanized ways. Burnout happens to some, but
not all, mental health professionals, poverty lawyers, social
workers, clinical psychologists, childcare workers, prison per-
sonnel, and others who struggle to retain both their objectiv-
ity and their concern for the people with whom they work.
Burnout involves physical, mental, and emotional exhaustion
that is attributed to long-term involvement in emotionally de-
manding situations. Burnout is a less healthy and problematic
attempt to cope—by distancing oneself—with the stresses of
intense interpersonal work. It hurts not only clients but also
mental health professionals, in that they become ineffective
and dissatisfied.

In many cases, burning out involves not only thinking
in derogatory terms about clients but also believing that
somehow clients deserve any problem they have. Benner and
Wrubel, nurse theorists who have studied both caring and
burnout, caution us to avoid making the mistake of thinking
that caring is the cause of burnout and thus trying to prevent
the “disease” of burnout by protecting ourselves from caring
(1989). According to them, the sickness is the loss of caring,
and the return of caring is the recovery.

There is little doubt that burnout plays a major role in the
poor delivery of psychiatric care. It is also a key factor in low
staff morale, absenteeism, and high job turnover.

Cues to Burnout

Cues to burnout can be found in the language used to describe
clients. Burnout victims may refer to their clients as “crocks,”
“vegetables,” “wackos,” and so forth, or they may become

23



@ Care Plan: Managing Burnout on the Unit|

24

Self-Awareness and the Psychiatric-Mental Health Nurse

highly analytic and abstract: “That’s just a manifestation of
his primary process thinking.” Another cue is lack of involve-
ment with clients. Some nurses “hide” in the nurses’ station
or staff conference room to avoid interacting. Some openly
reject bids for human contact. “Going by the book™ rather
than considering the unique factors in a situation is a way of
minimizing personal involvement with the client. By rigidly
applying the rules, one can avoid thinking about the client’s
specific problems. Be careful: Burnout can transform an origi-
nal and creative nurse into a mechanical bureaucrat.

Another cue to burnout is joking put-downs, such as those
in the following clinical example, which make mental health
work seem less frightening and overwhelming.

Clinical Example

When the nurse is asked where Mr. Grant is, she laughingly reports that
he’s taking a shower in preparation for his MMPI test. Everyone in the
nurses’ station breaks up in gales of laughter.

In a discharge conference, the psychiatrist says he’d like to dis-
charge Earl, a young male client with a history of violent outbursts. The
nurse replies, “With or without a baseball bat?” and everyone chuckles.

Reducing Burnout

Most research, such as that referenced in the Evidence-Based
Practice feature, indicates that the causes of professional
burnout are rooted not in the permanent psychological charac-
teristics of individuals but rather in the social context of their
work; specifically, lack of resources and workload pressures.
Most nurses usually expect the presence of negative condi-
tions: large client loads, time pressures, and daily confron-
tation with suffering, pain, and death. It is the absence of

positive factors—a sense of significance, rewarding interper-
sonal relationships, the appreciation of others, challenge, and
variety—that is most distressing (Onyett, 2011). The strate-
gies listed in the Your Intervention Strategies feature can be
used to reduce and modify the occurrence of burnout.

YOUR INTERVENTION STRATEGIES

Reducing and Modifying the Occurrence
of Burnout

m Request a lower staff—client ratio. You can then give more
attention to each client and have time to focus on the
positive, nonproblematic aspects of the client’s life.

m Recognize that no one is perfect. Your clients deserve the
best care you can provide; it may not always be perfect
care, and it isn’t 24-hours-a-day, 7-days-a-week care.

m Take all sanctioned breaks rather than guilt-provoking
escapes from the work situation.

m Talk over your problems to get advice and support when
you need it.

m Express, analyze, and share your feelings about burning
out. This lets you get things off your chest and gives you
the chance to get constructive feedback from others and
perhaps a new perspective as well.

m Understand your own motivations in pursuing a
psychiatric-mental health nursing career and recognize
your expectations for work with clients. Deal with your
clients’ problems, not your own.

m Attend to your own internal stress signals.

m Pursue happiness and satisfaction in your personal life
through family, friends, social or spiritual organizations,
and hobbies and recreational interests.

EVIDENCE-BASED PRACTICE

Improving Practice and Avoiding Burnout

You and a colleague work in the medication clinic of a community
mental health center. Both of you have talked about your increas-
ing dissatisfaction with your job. You feel burdened. There are too
many clients and too little time. You feel that you don‘t get enough
feedback on your performance from the more experienced nurses.
The improvements you would like to make—medication education
groups for family members, for example—are impossible to imple-
ment given the workload. Neither you nor your colleague feels that
you are doing the best you can for your clients and their families.
You decide to approach the administration to ask for the following:

1. Hiring another nurse to decrease the workload

2. Regularly scheduled time for clinical supervision by the more
experienced nurses

3. Adding a weekly medication education group for family
members

CRITICAL THINKING QUESTIONS

1. What relationship do you see between your experience at the medication clinic and the issue of burnout?
2. How do you deal with feeling that you are not doing the best you can for your clients and their families?
3. What are the essential elements to keep in mind when approaching the administration to make your request?

Your requests are based on the following nursing research:

Hameideh, S. H. (2011). Burnout, social support and job satisfac-
tion among Jordanian mental health nurses. Issues in Mental
Health Nursing, 32(4), 234-242.

Hooper, C., Craig, J., Janvrin, D. R., Wetsel, M. A., & Reimeis, E.
(2010). Compassion satisfaction, burnout, and compassion
fatigue among emergency nurses compared with nurses in
other selected inpatient specialties. Journal of Emergency Nurs-
ing, 36(5), 420-427.

Yoder, E. A. (2010). Compassion fatigue in nurses. Applied Nursing
Research, 23(4), 191-197.
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QUALITIES THAT ENHANCE
THERAPEUTIC RELATIONSHIPS

Self-awareness, empathy, and moral integrity all enable psy-
chiatric nurses to practice the use of self artfully in therapeutic
relationships. Some characteristics of artful therapeutic prac-
tice are respect for the client, availability, spontaneity, hope,
acceptance, sensitivity, vision, accountability, advocacy,
spirituality, empathy, critical thinking, and self-disclosure.
These personal characteristics will enhance your therapeutic
relationships.

Respect for the Client

Respect emerges from the belief that human beings have
inherent worth and dignity. The behavior of many mental
health clients demonstrates their loss of self-respect. Some
may appear dirty and disheveled. Others may plead, beg, or
cry. Still others may try to do physical harm to themselves
or others. A relationship in which they experience a sense of
dignity and receive messages of respect from you is of inesti-
mable value. Suggestions for how you can convey respect in
relationships with clients are in Your Intervention Strategies.
Expressions of joy and assessments of client abilities, talents,
and capabilities are often neglected, but are an essential and
respectful element of artful therapeutic practice.

YOUR INTERVENTION STRATEGIES
Conveying Respect for the Client

Keeping the following principles in mind will help you to convey
respect for clients:

= Hold personal judgments in check.

m Take the time and energy to listen.

m Take care not to invalidate clients’ experience of their world
with comments such as “It’s not so bad,” “Don’t be that
way,” “Time heals all wounds,” or “Keep a stiff upper lip.”

m Give clients as much privacy as possible during examina-
tions and treatments or when they are upset.

= Minimize experiences that humiliate clients and strip them
of identity, thus allowing them to make as many of their
own choices and be in control of as much of their own lives
as possible.

m Be honest with clients about medicines, treatments,
privileges, length of stay, and so on, even when the truth
may be difficult to handle.

m Create an atmosphere that conveys permission for the client
to express pain as well as joy and pleasure.

m Hold an inherent but realistic belief in the client’s abilities
and talents.

Availability
Of all the members of the mental health team, the nurse has
the richest opportunity to be available to clients when needed.

Because we are with clients on a relatively constant basis,
nurses have the responsibility for the following:

m Creating a nurturing, healing milieu

= Assisting suffering clients to meet their basic human
needs

= Collecting and conveying crucial data about clients
that will influence decisions around them

Spontaneity

Many nurses have come to believe that therapeutic relation-
ships with psychiatric clients require them to be stiff, stilted
robots uttering clichés from a list of unnatural-sounding com-
munication “techniques.” Nurses who are comfortable with
themselves, aware of therapeutic goals, and flexible about using
a repertoire of possible interventions find that being natural and
spontaneous, while keeping therapeutic goals uppermost in
their minds, is their most effective “technique.” Clients experi-
ence such nurses as authentic, that is, showing their real selves,
rather than hiding behind the role of nurse. You are unique and
necessarily bring your own personal style to practice. We have
different ways of putting the words together to convey to clients
that we accept and care about them. Sometimes we say it with
nonverbal behavior: keeping promises, being on time, touch-
ing, and staying with a client who needs someone. We need to
trust our own natural styles, combined with sound communica-
tion principles, in working toward therapeutic goals.

Hope

Effective mental health—psychiatric nursing practice is char-
acterized by hope and optimism that all clients, no matter how
debilitated, have the capacity for growth and change. Even
clients whose most marked attributes are chronicity and dete-
rioration can be helped to some optimal level of well-being by
a nurse, such as the one in the clinical example that follows,
who believes in their possibilities and is willing to search for
some strengths on which to build.

Clinical Example

Jamal, a creative nurse in a day treatment center, encouraged David, a client,
to partner with him to assist less-able clients toward self-care. Jamal be-
lieved that this strategy—increasing the connectedness between himself and
David and between David and other clients—would decrease David’s feel-
ing of aloneness while emphasizing David’s ability to manage his illness.

A key role in psychiatric-mental health nursing is helping cli-
ents to maintain and engender hope in mastering the challenges
and complexities of mental health problems (Clarke, 2009).

The primary obstacle to instilling hope is stigma. Keep
in mind that many people lead fulfilling lives despite fairly
disabling mental illness. You can have a negative impact on
clients if you fail to believe in the client’s eventual recovery;
if you fail to see the client as a person; if you fail to lobby to
reduce stigma in both the public and the health care communi-
ties; or if you fail to persevere with clients in their journey of
recovery.
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Acceptance

There is a distinction between acceptance and approval.
Acceptance means refraining from judging and rejecting a client
who you personally dislike or who behaves in a way that makes
you uncomfortable, as in the clinical example that follows.

Clinical Example

Joan, a staff nurse on an inpatient unit for severely and persistently men-
tally ill clients, considered herself a faithful Christian who followed the
teachings of the bible. Two clients often provided challenges to Joan’s
ability to accept them. Mary frequently cursed and used vulgarities.
Sinesha bragged about her sexual prowess and her sexual encounters.
Joan overcame these challenges by reminding herself that their behavior
was often influenced by their psychiatric symptoms.

Clients may feel offended and demeaned if they perceive the
nurse as rejecting them. Therapeutic work requires that clients
be able to examine, explore, and understand their coping mech-
anisms without feeling the need to cover up or disguise them
to avoid negative judgments or punishments. Nurses who tell
clients what they should say, or do, or feel, deny these clients the
acceptance they need to explore their problems.

Sensitivity

Genuine interest and concern provide the basis for a therapeu-
tic nurse—client relationship. Clients recognize the falseness of
memorized phrases and assumed postures. You convey general
interest and concern by trying to understand the client’s per-
spective, working with the client on mutually formulated goals,
and persisting even when breakthroughs and improvements
are subtle and slow instead of dramatic and quick. A study by
Shattell, McAllister, Hogan, and Thomas (2006) determined
that understanding the client’s perceptions and concerns helps
us to connect with our clients, acknowledges their importance,
and facilitates the relationship between nurse and client.

Assertiveness

Assertiveness is the ability to express one’s feelings, thoughts,
and beliefs openly even if doing so is emotionally difficult
or personal risk is involved. Assertiveness is a style of inter-
acting with others that protects your rights without depriving
others of theirs. It involves standing up for yourself in a non-
destructive manner even if your stance is unpopular.

Being assertive in a therapeutic context with clients
means that you are able to take advantage of opportunities to
make interpersonal contact with clients. Confident nurses are
assertive nurses. They recognize that assertiveness and caring
are compatible (McCartan & Hargie, 2007).

Often, people are either so timid that they do not get what
they want or so aggressive and belligerent that they offend
and alienate others. Being assertive in one’s professional life
builds upon being assertive in one’s personal life. Assertive
behavior is asking for what one wants or acting to get it in a
way that respects other people. It is midway between passive
behavior (timid holding back) and aggressive behavior
(inconsiderate, offensive aggression).

Compare the passive, aggressive, and assertive behaviors
listed in the Your Self-Awareness feature to see which
descriptions best characterize your behavior with others.
Fortunately, old behaviors can be unlearned, and new behaviors
can be learned.

Passive Behavior

Fear tends to be the major feeling in passive responses—fear
of being embarrassed, of disappointing someone, or making
someone angry. Because of fear, passive people frequently
say “yes” at the expense of their own happiness or well-being,
even when they want to say “no.” To these individuals, every-
one else’s feelings and needs are more important than their
own. Imagine what could happen if four passive individuals
arrive at a four-way traffic stop at approximately the same
time. Believing that the others have more important things to

YOUR SELF-AWARENESS

Comparing Your Own Passive, Aggressive, and Assertive Behaviors

Passive Aggressive
“I'm not angry (but | am scared)!”

“| always do everything wrong.”

“I'll try to make it (but | don’t intend to
because I'm resentful of your demands).”

“I never achieve my goals.”

thinking.”

“I wish someone else would speak up.”

Determine which of the following descriptions most closely match your behavior. Once you have finished, develop a personal plan for adopt-
ing a wider range of assertive behaviors in both your personal and professional life.

“I'm not scared (but | am angry)!”

“They always do everything wrong.”

“You must be crazy if you think I'll be there.
Who do you think you are?”

“The only way | can achieve my goals is
by forcing others to agree with my way of

“Be quiet and let me speak. You always
monopolize the conversation.”

Assertive
“I'm both angry and scared!”

“Neither one of us is perfect, and there’s
nothing wrong with that.”

“We should spend some time together and
talk about our relationship.”

“I almost always achieve the goals | set
for myself.”

“We can both have a chance to speak.”
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do and places to be, no one takes the initiative. All are fearful
of angering or insulting the others. They sit there, waving one
another on. People who consistently give up control are often
left with resentment in their interpersonal relationships.

Aggressive Behavior

Aggressive responses are at the other end of the continuum of
interaction. The three hallmarks of aggressive behavior are as
follows:

1. The major feeling is anger.

2. The person says “no” even when “yes” could, or
should, be said.

3. The aggressive person believes that his or her feel-
ings are more important than the feelings of others.

Generally speaking, people who feel in the least control
can be the most aggressive (Dupre & Barling, 2007). Some
examples are: a bully, a subordinate at work with little control
over others, or someone who shouts angrily, talks over others,
and insists there is only one way to do something. Imagine
what could happen if four aggressive individuals arrive at a
four-way stop at the same time. Each believes that he or she
has the most important thing to do or place to be. Each is angry
with the others and attempts to be the first to cross the intersec-
tion. Perhaps all four crash in the middle of the intersection.

Assertive Behavior

People who focus on neither anger nor fear, respect their own
and others’ feelings, and say “yes” and “no” appropriately,
behave assertively. Imagine what could happen if four asser-
tive individuals arrive at a four-way stop at the same time.
Recognizing traffic rules and the rights of others, each allows
the person on the right the opportunity to proceed first.

Everyone has assertiveness potential, but not everyone
has learned how to be assertive.

Vision

Because psychiatric-mental health nurses focus their work on
enhancing the quality of life for all human beings, you must
come to terms with a personal and professional vision of what
quality of life means. Some conditions of life associated with
high quality are influence or power, freedom, accountability,
self-determinism, openness to gratifying experience, action,
mastery, a sense of purpose or meaning, privacy, hope, sta-
bility, nonviolence, and intimacy. The nurse with vision en-
hances clients’ quality of life by providing opportunities for
these life conditions.

Accountability

According to Peplau (1980), the need for personal account-
ability—professional integrity—is greater in psychiatric prac-
tice than in any other type of health care. Clients in mental
health settings are usually more vulnerable and defenseless
than are clients in other health care settings, particularly be-
cause their conditions hinder their thinking processes and
their relationships with others.

You are accountable for the nature of the effort you make
on behalf of clients and answerable to clients for the quality of
your efforts. As Peplau put it, “Personal accountability is an
attitude—a quality of the heart and mind of those profession-
als who are competent and determined that every psychiatric
patient will have the best problem-resolving assistance pos-
sible” (1980, p. 133).

Psychiatric-mental health nurses are accountable to
themselves, their peers, their profession, and the public in the
following ways:

= Accountability to self involves bringing personal
behavior under conscious control so that the nurse
becomes the person-as-nurse she or he wants to be.

= Accountability to peers involves engaging in peer re-
view with nurse colleagues to give and receive feed-
back intended to improve the quality of care.

= Accountability to the profession involves clarifying
the role of the psychiatric—mental health nurse, keep-
ing current with changes in the field, and encouraging
self-regulation to protect the public and enhance the
quality of care.

= Accountability to the public requires keeping abreast of
knowledge in the field, becoming credentialed accord-
ing to level of competence, applying the ANA stan-
dards of psychiatric—mental health nursing practice, and
protecting the rights of clients and their families.

The personally accountable psychiatric-mental health
nurse will insist on clinical supervision. Supervision provides
novice as well as experienced nurses with the opportunity to
learn therapeutic techniques and attitudes. It enables them to
receive validation, insight, and support during the difficult times
that may accompany a therapeutic relationship and enables them
to analyze how they affect the outcome of the relationship.

Advocacy

Throughout history, psychiatric-mental health nurses have
been ardent supporters of a neglected, ignored, and forgot-
ten population—the mentally ill. In the 21st century, there is
a need for new energy and political activism. In this era of
health care reform, there is an especially important concern—
ensuring that the needs and the rights of mentally disordered
people are not overlooked or ignored while the explosion of
knowledge in science and technology revolutionizes how
nurses practice mental health care.

Nurses are more politically aware than ever before.
A newly energized political activism calls for you to speak
out publicly for the health, welfare, and safety of your clients;
to take steps to protect client rights; to write articles for the
popular press; to lobby your congressional representatives on
behalf of better mental health for all people; and to run for
political office. The power that such a large group of citizen
nurses could wield on behalf of their clients would be awe-
some. As Brian, a psychiatric—mental health nursing student
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CARING FOR THE SPIRIT

Spirituality: Helping Clients Rediscover

Their Spiritual Path

Spirituality is the third part of the triad known as mind-body-
spirit in the holistic practice of nursing. In ancient times, spirit
meant breath—as essential to life as air. Spirituality is that part
of every person that yearns to share the beauty, love, and
joyfulness of the universe.

We take our spirituality from many sources: Nature,
God, Buddha, Higher Power, Goddess, Krishna, B’ahaullah,
Mohammed, Yahweh, and a connection to other people.
Although many of these sources are incorporated into or-
ganized religions, spirituality is not religion, nor is religion
spirituality. Religion is the organization of a set of beliefs, prac-
tices, and rituals, whereas spirituality is a reflection of one’s
“spirit” and its relationship to the rest of the universe. Some
people develop their spirituality throughout life with prayer,

meditation, and reflection. Others may leave the spiritual
path because of conflicts with religious beliefs, values, and
practices; because of toxic family relationships; or because
they are too busy trying to survive physically and mentally.

Helping clients rediscover their spiritual path is a fulfilling
role for psychiatric-mental health nurses. You can help clients
find out who they really are, beyond, for example, simply
husband, father, lover, police officer. Help them identify the
source of their inner energy and how to get in touch with
their “center” or their “soul.” Keep in mind that spirituality
is a deeply personal inner experience as opposed to a set of
behaviors tied to an externally imposed doctrine or ritual. By
offering a simple spirituality inventory, you encourage clients
to look at the strength of their faith, which will help them
with their recovery. Faith is a way of being—being open to
possibilities, and to healing.

at William Carey University in New Orleans, put it: “The
moment that we stop fighting for one another is the moment
we lose our own humanity.”

Successful advocacy is a positive experience for nurses
as well as for clients. Clients derive a benefit, and we feel
good about our ability to be agents of change. Be aware, how-
ever, that not all advocating will be successful. Sometimes,
despite our most earnest and well-intentioned efforts, we fail
in our attempt to advocate for positive change for our clients.

Spirituality
Spirituality, the search for meaning and purpose in life through
a connection with others, nature, and/or a belief in a higher
power, is at the core of each person’s existence. Spirituality
varies in strength from person to person. Some people already
have a meaningful philosophy of life. Others, on a spiritual
journey, search for life’s meaning and purpose. Still others ex-
perience hopelessness, despair, and spiritual distress. Helping
clients find meaning and purpose in their lives empowers them.
For some clients, their spirituality becomes a central
focus in their treatment. They may attempt to resolve internal

CARING FOR THE SPIRIT

Your Personal Journey of Spiritual Growth

To help you on your personal journey of spiritual growth, con-

template these questions:

. What gives the greatest meaning or purpose to
your life?
2. How do you express your spirituality or your
philosophy of life?
3. How does God/Higher Power/Ultimate Other/The
Transcendent function in your personal life?

4. What kinds of confusion or doubt do you have about

your religious beliefs?

conflicts or conflicts with others through religious rituals or
practices. Other clients will have maladaptive behavior that
involves religiosity rather than spirituality (Sessanna, Finnell,
Underhill, Change, & Peng, 2011). To differentiate between
religiosity and spirituality, see the Caring for the Spirit feature.

Recent research indicates that the connection between
mind, body, and spirit is complex and that spirituality is influ-
enced by culture. You need to be aware of the client’s source
of hope and strength; the significance or insignificance of reli-
gious practice and rituals in the client’s life; the client’s think-
ing about the relationship between spiritual beliefs and mental
health; the client’s fear of alienation, loneliness, or solitude;
and the client’s concept of God (Wilkinson, 2012).

Helping clients in their search for meaning and purpose is
possible when nurses have beliefs that sustain them rather than
beliefs that are sources of conflict. You must meet your own
spiritual needs satisfactorily before you can have a meaning-
ful relationship with your clients. Take the time to carefully
consider the questions in Caring for the Spirit: Your Personal
Journey of Spiritual Growth to determine whether you meet
your own spiritual needs satisfactorily.

. What do you do to show love for yourself?

What brings you joy and peace in your life?

How do you heal your spirit?

. What art, music, or literature nurtures your spirit?
. How does your spirituality affect your experience
as a nurse?

VN W

Answering these questions, in part or in whole (with the goal
of eventually fully answering them), and asking yourself how
you can change your situation will make you a spiritual activ-
ist for yourself and for your clients.
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Empathy

Comprehension of, and ability to use, the process of empa-
thy is one strategy for responding to the feelings of aloneness
often experienced by people who are psychiatric clients. Per-
haps the most important function of empathic understanding
is to give the client the very precious feeling of being under-
stood and cared about.

Empathy is a pervasive phenomenon in the life experi-
ence of all people. Empathy can be defined as the ability to
feel what others feel and respond to and understand the expe-
rience of others on their terms. A nurse who empathizes with a
client momentarily abandons the personal self and relives the
emotions and responses of someone else. People in everyday
life tend to empathize most with those to whom they feel clos-
est. In mental health work, we must seek to empathize with
those from whom we feel most separate or whose closeness
threatens our own sense of integration.

The capacity for empathy relies on personal integration.
A firm sense of self is necessary for a person to be a good
empathizer. As we continue to interact with others, we learn
to be sensitive to others without losing our own integration.

Critical Thinking

Critical thinking is the means by which we transfer nursing
knowledge into clinical practice (Wilkinson, 2012). It is a
purposeful mental activity in which ideas are produced and
evaluated and judgments are made. A critical thinker analyzes
information before drawing conclusions about it. Critical
thinking can be defined as purposeful, reasonable, reflective
thinking that drives problem solving and decision making and
aims to make judgments based on evidence.

The ability to think critically is crucial for psychiatric—
mental health nurses because the complexity of care makes
critical thinking skills urgent. Critical thinking mobilizes intra-
personal, interpersonal, perceptual, moral/ethical, experiential,
practical, scientific, and contextual knowledge (Lechasseur,
Lazere, & Guilbert, 2011) all of which are elemental in
providing safe and effective care.

To encourage you to think critically, we have pro-
vided critical thinking challenges at the beginning of every
chapter and critical thinking questions at the end of every
Evidence-Based Practice feature and every Developing Cul-
tural Competence feature. To develop effective, critical
thinking habits, implement the strategies suggested in Your
Intervention Strategies.

I YOUR INTERVENTION STRATEGIES Promoting Critical Thinking I

Strategy

Anticipate questions others might ask, such as “What will my
supervisor or instructor want to know?”

Ask “What if” questions like “What if something goes wrong?” or
“What if we try?”

Look for flaws in your thinking. Ask questions like, “What is
missing?” “Have | recognized my biases?” “How could this be
made better?”

Ask someone else to look for flaws in your thinking.

Develop “good habits of inquiry” (habits that aid in the search
for the truth, such as always keeping an open mind, verifying
information, and taking enough time).

Develop interpersonal skills, such as conflict resolution and getting
along with those who have different communication styles.

Replace “I do not know” and “l am not sure” with “I will try.”

Turn errors into learning opportunities.

Rationale

This helps identify a wider scope of questions that must be
answered to gain relevant information.

This helps you be proactive and creative.

Such questions help you evaluate your thinking and make
improvements.

You are usually too close to your own work to be objective; others
bring a fresh eye and possibly new ideas and perspectives.

These habits can make critical thinking more automatic.

If you do not have good interpersonal skills, you are unlikely to get
the help or information you need to think critically.

This demonstrates you have the ability to find answers and
mobilizes you to locate resources.
We all make mistakes; they are stepping stones to maturity and

new ideas. If you are not making mistakes, maybe you are not
trying hard enough.

29



30

Self-Awareness and the Psychiatric-Mental Health Nurse

Pearson Nursing Student Resources
Find additional review materials at
nursing.pearsonhighered.com

Prepare for success with NCLEX®-style practice questions,
interactive assignments and activities, web links, animations
and videos, and more!

REFERENCES

Benner, P., & Wrubel, J. (1989). Coping with caregiving. In The primacy of
caring: Stress and coping in health and illness (pp. 365—406). Menlo Park,
CA: Addison-Wesley.

Clarke, L. (2009). Hope: The eternal paradigm for psychiatric/mental health
nursing. Journal of Psychiatric and Mental Health Nursing, 16(9),
843-847.

Dupre, K. E., & Barling, J. (2007). Predicting and preventing supervisory
workplace aggression. Journal of Occupational Health, 11(1), 13-26.

Freeburn, M., & Sinclair, M. (2009). Mental health nursing students’ expe-
rience of stress: Burdened by a heavy load. Journal of Psychiatric and
Mental Health Nursing, 16(4), 335-342.

Hameideh, S. H. (2011). Burnout, social support and job satisfaction among
Jordanian mental health nurses. Issues in Mental Health Nursing, 32(4),
234-242.

Hewitt, J. P., & Shulman, D. (2011). Self and society: A symbolic interaction-
ist social psychology (11th ed.). Upper Saddle River, NJ: Allyn & Bacon.

Hooper, C., Craig, J., Janvrin, D. R., Wetsel, M. A., & Reimeis, E. (2010).
Compassion satisfaction, burnout, and compassion fatigue among emer-
gency nurses compared with nurses in other selected inpatient specialties.
Journal of Emergency Nursing, 36(5), 420-427.

Krystal, A. D. (2011). Recognition and assessment of shift work disorder.
Journal of Clinical Psychiatry, 72(2), 248-257.

Lechasseur, K., Lazere, G., & Guilbert, L. (2011). Knowledge mobilized by
a critical thinking process deployed by nursing students in practical situa-
tions: A qualitative study. Journal of Advanced Nursing. Advance online
publication.

McCartan, P. J., & Hargie, O. D. W. (2007). Assertiveness and caring: Are
they compatible? Journal of Advanced Nursing, 13, 707-713.

Montes-Berges, B., & Augusto, J. M. (2007). Exploring the relationship
between perceived emotional intelligence, coping, social support and men-
tal health in nursing students. Journal of Psychiatric and Mental Health
Nursing, 14(2), 163-171.

Niu, S. F., Chung, M. H., Chen, C. H., Hegney, D., O’Brien, A., & Chow, K. R.
(2011). The effect of shift rotation on employee cortisol profile, sleep qual-
ity, fatigue, and attention level: A systematic review. Journal of Nursing
Research, 19(1), 68-81.

O’Malley, P. (2011). Staying awake and asleep: The challenge of working
nights and rotating shifts: Managing shift work disorder for the clinical
nurse specialist. Clinical Nurse Specialist, 25(1), 15-17.

Onyett, S. (2011). Revisiting job satisfaction and burnout in community men-
tal health teams. Journal of Mental Health, 20(2), 198-209.

Peplau, H. E. (1980). The psychiatric nurse—accountable? To whom? For
what? Perspectives in Psychiatric Care, 18(3), 128—134.

Phillips, J. (2011). Hardiness as a defense against compassion fatigue and
burnout. Journal of Emergency Nursing, 37(2), 125.

Sessanna, L., Finnell, D. S., Underhill, M., Chang, Y.P., & Peng, H. L. (2011).
Measures assessing spirituality as more than religiosity: A methodologi-
cal review of nursing and health-related literature. Journal of Advanced
Nursing. Advance online publication.

Shattell, M. M., McAllister, S., Hogan, B., & Thomas, S. P. (2006). “She took
the time to make sure she understood”: Mental health patients’ experiences
of being understood. Archives of Psychiatric Nursing, 20(5), 234-241.

Wilkinson, J.M. (2012). Nursing process and critical thinking (5th ed.).
Upper Saddle River, NJ: Prentice Hall.

Yoder, E.A. (2010). Compassion fatigue in nurses. Applied Nursing
Research, 23(4), 191-197.



The Therapeutic Nurse—
Client Relationship

CAROL REN KNEISL
LEARNING OUTCOMES KEY TERMS
After completing this chapter, you will be able to: acting out
. . . ) countertransference

I. Explain the common shared characteristics of one—to—one relationships. here-and-now

2. Encourage the client’s systematic use of abilities and behaviors most often associated .
with growth-producing outcomes. reS|stance. )

3. Analyze how phenomena such as resistance, transference, countertransference, therapeutic alliance
critical distance, gift giving, the use of touch, and the values held by both client and therapeutic nurse—
nurse affect the therapeutic relationship. client relationship

4. Incorporate an understanding of the three phases of the therapeutic nurse—client transference
relationship and the main objectives and therapeutic tasks of each phase into
one—to—one work with clients.

5. Apply the nursing process to the three phases of the nurse—client relationship.

6. Establish and maintain one—to—one relationships within the context of the client’s

CRITICAL THINKING CHALLENGE

Your worst fear has just been realized. You have just met with your first psychiatric—
mental health client to develop a therapeutic nurse—client relationship. Despite your
best efforts, your client, Sammy, gave you “a hard time.” There were long periods

of silence broken by angry and explosive statements about your abilities and the fact
that you are “only a student.” You are uncertain whether Sammy will meet with you
again.

1.
2.

3.

From Chapter 4 of Contemporary Psychiatric-Mental Health Nursing, Third Edition. Carol Ren Kneisl,
Eileen Trigoboff. Copyright © 2013 by Pearson Education, Inc. All rights reserved.

cultural background.

What are your ideas about why Sammy behaved the way he did?

How might your feelings about Sammy’s behavior influence your performance
as a student of psychiatric-mental health nursing?

What steps can you take to deal with this first contact and the uncertainty

of subsequent contacts with this client?
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In the 21st century, psychiatric-mental health nursing con-
tinues to expand its neuropsychiatric focus. There has been an
explosion of knowledge concerning the neurobiologic basis of
mental illness in diagnostic technology and in the discovery
of newer and better psychopharmacologic approaches that has
moved us toward a neuropsychiatric paradigm of care. At the
same time that clients may have their needs for safety, structure,
and medication met, they may also express their longing for a
deeper connection to mental health staff and more insight-ori-
ented treatment. The challenge for us is to integrate both biologic
and psychosocial concepts while maintaining our nursing focus
on caring. The therapeutic nurse—client relationship provides the
opportunity to meet this challenge.

The therapeutic nurse—client relationship, also called
the one—to—one relationship, is one in which you use theo-
retical understandings, personal attributes, and appropriate
clinical techniques such as those in FIGURE 1 ® to provide the
opportunity for a corrective emotional experience for clients.
The therapeutic relationship has evolved as the cornerstone of
psychiatric—mental health nursing theory and practice, largely
based on nearly five decades of work by Hildegard Peplau.
Her theory of interpersonal relations in nursing, was the basis
for psychotherapeutic nursing (Peplau, 1952, 1997).

We are challenged to creatively adapt the time-honored
principles of Peplau’s work under changing conditions such
as briefer psychiatric hospitalizations and the increase in out-
patient and community treatment. The current health care

Physical
neutrality
(no distracting,
annoying,
provocative
actions)

Non-jargon
interactions

Nurse

Ongoing
goal setting

Assesses
own

interactions

with client

Low
distractibility

economic climate has changed the face of the traditional
therapeutic nurse—client relationship advocated by Peplau.
Nevertheless, we incorporate the principles in our every-
day work—brief encounters as well as consistent long-term
relationships.

This chapter demystifies the characteristics, processes,
phases, and problems of one—to—one relationships so that
beginning psychiatric—-mental health nurses can approach
them with increased awareness of their own interpersonal
effectiveness. Practical guidelines on how to facilitate inter-
personal effectiveness with clients are included. The princi-
ples, processes, and phases discussed in this chapter also apply
to family, group, and community interventions or therapies.

THE ONE-TO-ONE RELATIONSHIP

The one-to—one relationship between psychiatric-mental
health nurse and client is a mutually defined, collaborative,
and goal-oriented professional relationship. It may be viewed
as a series of sequential nurse—client interactions with the
following additional elements:

= The interactions occur over a designated period of
time (daily, weekly, monthly).

= The interactions take place in a unique nurse—client
structure, characterized by specific phases, processes,
and problems.

» The interactions occur in a designated setting (home,
private practice office, mental health clinic, inpatient
psychiatric unit, medical unit).

Energy
available to
invest in
addressing
symptoms

Willingness
to change

Set goals Ability to
for communicate
therapy

FIGURE 1 W Nurse and client characteristics that enhance the one—to—one therapeutic relationship.



The Therapeutic Nurse—Client Relationship

In addition, a one—to—one relationship has three distinct phases,
as follows:

1. The orientation (beginning) phase, characterized by
the establishment of contact with the client

2. The working (middle) phase, characterized by the
maintenance and analysis of contact

3. The termination (end) phase, characterized by the
termination of contact with the client

Each phase of a one—to—one relationship is distinguished by
important goals and therapeutic tasks. These phases are dis-
cussed in detail later in the nursing process section of this
chapter.

The time required for each phase ideally depends on
the severity of client dysfunction, the number and types
of problems that surface, and the type of therapeutic con-
tract. Although these phases are presented in this chapter in
their entirety in order to develop a comprehensive theoretic
framework, nurses rarely experience them in such detail
and sequence. You are more likely to experience the de-
velopment of several short-term goals and to experiment
with several subsequent interventions in any phase of rela-
tionship work. Nevertheless, an exploration of each phase
will increase your familiarity with the flow—that is, “what
comes next’—and may also provide a framework in which
you can see client and nurse behaviors as partial expressions
of a specific phase.

The amount of time a client may have available to es-
tablish a one—to—one relationship can be contingent on a
variety of circumstances. The client’s health care insurance
resources may restrict access to mental health care services
either by limiting the length of a hospital stay or by limit-
ing the number of allowable outpatient sessions. A reality of
health care, particularly mental health care, is the timeframe
imposed from without, often without a surplus of options.

Characteristics of Therapeutic

Nurse—Client Relationships

In addition to having three distinct phases, the therapeutic nurse—
client relationship has several specific, inherent characteristics.

Analyze This

Analyze This is the story of a calm, cool,
and collected psychiatrist (Dr. Ben So-
bel, played by Billy Crystal) and his
new client, the most powerful mobster
in New York City (Paul Vitti, played by
Robert DeNiro), an emotionally vulner-
able man who has begun to experience
incapacitating panic attacks. The odd-
couple chemistry between the two men
is engaging as the psychiatrist is forced
to help the mobster get in touch with his feelings. The sessions be-
tween psychiatrist and client are witty—as Dr. Ben Sobel puts it,

MENTAL HEALTH INTHE MOVIES

Although the components themselves do not change, the
schedule will.

Therapeutic Alliance

The one-to—one relationship begins with the creation of a
therapeutic alliance between nurse and client. A therapeutic
alliance is a conscious, growth-facilitating relationship be-
tween a helping person (the psychiatric-mental health nurse)
and the client. It is fundamental to the process of making
adaptive change (Horvath, Del Re, Fluckiger, & Symonds,
2011). Beginning psychiatric-mental health nursing students
have several common anxiety-provoking concerns about the
process of creating a therapeutic alliance. The questions and
answers in Your Self-Awareness address those concerns.

The goal in the therapeutic alliance is to facilitate
the client’s growth by helping the client address personal
problems and concerns in order to handle unresolved problems
constructively. More specifically, the nurse identifies and
provides feedback regarding the client’s patterns of reaction,
abilities, and potentials using therapeutic communication
skills. The client can use these assets to handle unresolved
problems constructively.

Establishing a therapeutic alliance is essential in one—
to—one relationships. Such a binding alliance between you
and the client allows the one—to—one relationship to continue,
especially when the client experiences increased anxiety and
resistance to change. Investing time, persistence, and patience
in the therapeutic relationship promotes the long-term goal of
helping the client change established response patterns. Form-
ing a strong therapeutic alliance may enhance recovery and re-
habilitation among persons with major mental illnesses (Priebe,
Richardson, Cooney, Adedejo, & McCabe, 2011). One version
of forming a therapeutic alliance is critiqued in Mental Health
in the Movies.

Professional

One—to—one relationships reflect a professional, rather than a so-
cial, relationship. We use our personalities, interpersonal skills
and techniques, and theoretic knowledge of psychiatric-mental

“What is my goal here, to make you a happy, well-adjusted gang-
ster?” Later in the movie, Vitti tries out some of what he has learned
in therapy, attempting to talk about his feelings to a rival mobster
with whom he is angry.

The movie is not all slapstick comedy. It treats Vitti’s emotional
problems seriously. We come to understand the mob boss’s feel-
ings of stress, anxiety, and depression, as well as the psychiatrist’s
complicated family situation that brings him stresses of his own.
In Analyze That, the sequel to the film, Sobel and Vitti continue to
deal with the nuances of their therapeutic relationship in a variety
of unusual situations.

Photo courtesy of Alamy A.F. Archive.
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YOUR SELF-AWARENESS

Common Concerns of Beginning Psychiatric-Mental Health Nursing Students

Review these common concerns and the suggestions that relate to
them before your first psychiatric nursing clinical experience.

u The client won't talk to me. It is true that at times clients
may not want to talk, or their symptoms may make it difficult
for them to interact with you. You can offer to remain with
the client (if that is acceptable to the client) without an
expectation that the client talks to you. Demonstrate your
genuine interest in the client by offering to return at another
time and offering the client the opportunity to seek you out
or let you know when he or she wishes to talk.

u The client tells me to go away or seems angry when |
approach him or her. Refrain from imposing your goals
on the client and tell the client that you respect the client’s
wishes. Let the client know that you will try again at another
time. Recognize that the rejection or anger is not likely to
have anything to do with you, but is probably a reflection of
the client’s emotional distress.

u Being afraid of hurting the client by saying the wrong
thing. There is no one wrong thing that will make things
worse for the client. If you show genuine interest, respect the
client’s dignity, and truly care about the client, these qualities
will be apparent in your nonverbal behavior. If you say some-
thing that you think is wrong or came out in a way you did not
intend, let the client know. You can always say something like:
“That didn’t sound right. What | really meant to say is . . .”.

u The fear that mentally ill people can be dangerous. If this
is your first experience in a psychiatric setting, much of what
you think you know about mentally ill people comes from
movies and television. Actually, few mentally ill clients are
dangerous to others. Of course, you must keep safety factors
in mind—note which clients the staff say are aggressive, be
with the client in an open area rather than a closed room,
provide space between yourself and the client, seek the
assistance or presence of your instructor or a staff person.

u Feeling sorry for clients who do not have money for
cigarettes or treats. Giving clients money or cigarettes is
a form of gift giving (see the section on gift giving in the
nursing process section) that may impair the therapeutic

relationship. In addition, money or cigarettes may be part of
a token economy plan of care in some agencies—there are
specific purposes and times for the giving of money and ciga-
rettes. Instead, help clients to look at what they themselves
can do to get money or cigarettes.

m Being asked to give personal information—home address,
telephone number, or being asked to see the client so-
cially outside of the psychiatric setting. Realize that some
clients have difficulty recognizing interpersonal boundaries.
Explain to the client the difference between a social and a
professional relationship and tell the client that yours is a pro-
fessional relationship. Giving personal information or seeing
the client socially would be a professional boundary violation.

m The client is sexually inappropriate. Recognize that sexually
inappropriate behavior is a boundary violation on the client’s
part. You can use the same strategies described earlier. Let
the client know that the behavior is inappropriate but do so
in a way that protects the client’s dignity.

u Seeing someone you know being treated in the mental
health facility. Take your cue from the client—the client
may not wish to acknowledge your previous relationship.

Let your instructor know so you will not be assigned to the
client. Respect the client’s privacy and do not read the client’s
record.

= Running into a client at a restaurant, grocery store, or
other public place. Again, take your cue from the client.
The client may not wish others to know that the client
receives, or has received, mental health treatment. Do not
acknowledge the client unless the client acknowledges you
first. Monitor what you say in order to keep the client’s
confidentiality.

n Being fearful of admitting anxiety about the clinical
experience. Most beginning students are anxious about the
clinical experience connected with the psychiatric-mental health
nursing course, and instructors recognize that. Your instructor
can be a source of help to you to overcome or reduce your
anxiety, but not if you do not share these concerns in the
spirit of learning and growing.

health nursing practice in a purposeful, goal-directed manner to
facilitate a useful change in the client’s life. This professional
relationship differs from a social relationship in several signifi-
cant ways that are summarized in TABLE 1 M.

A professional one—to—one relationship can be either
informal or formal. Spontaneous, informal nurse—client re-
lationships are at one end of the continuum, and formal in-
dividual counseling or psychotherapy (by advanced practice
psychiatric-mental health nurses) is at the other end.

Informal Relationships Informal nurse—client rela-
tionships may be prearranged and planned, but more often
they occur spontaneously—between a nurse and a client
with leukemia, between a nurse and an offender in jail, be-
tween a nurse and a high-risk pregnant woman, between a

home care nurse and a client with emphysema, or between
a nurse and a psychiatric client. An example of an informal
one—to—one relationship is described in What Every Nurse
Should Know.

These relationships consist of a set of interactions limited
in time. There is minimum structure and a sense of imme-
diacy. They occur in numerous medical and nonmedical set-
tings and are particularly common in psychiatric institutions
and community mental health settings.

Formal Relationships The more formal one-to—one
relationship is used in crisis intervention, counseling, or in-
dividual psychotherapy. It requires more planning, structure,
consistency, nursing expertise, and time. The formal one—
to—one relationship occurs in various psychiatric settings,
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TaeLe | m Differences Between Professional and Social Relationships

Characteristic Professional Relationship

Social Relationship

Purpose Systematic working-through of troublesome

thoughts, feelings, and behaviors

Planned evaluation (through stages)

Companionship, pleasure, sharing of interests

Evolves spontaneously

Role delineation Specific roles for nurse and client with explicit

use of psychiatric nursing skills and interventions

Generally not present, except for broad social norms governing
the particular type of relationship (friend versus lover)

Satisfaction Client is encouraged to identify, develop, and Mutual sharing and satisfaction of personal and interpersonal
of needs assess ways to meet own needs more effectively | needs
Does not address personal needs of the nurse
Timeframe Usually time-limited interactions with an Usually not time limited, in either duration or frequency of contact
expected termination No planned termination
-

. WHAT EVERY NURSE
- SHOULD KNOW

The herapeutic Relationship With
Parents of a Premature Infant

Imagine that you are a neonatal intensive care nurse. When an
infant has been born prematurely or has physical problems upon
birth (such as low birth weight), the infant may be placed in a
neonatal intensive care nursery (NICU). Emotions can run high
in the NICU as the infant’s health fluctuates.

Your ability to act as a liaison between the medical system
and the parents throughout the infant’s tenure in the NICU will
likely take place within a one-to—one relationship. You will in-
corporate a number of one-to-one strategies when you work
with parents: recognizing and respecting the boundaries of the
therapeutic relationship, acknowledging how the parents’ anxi-
ety affects communication with their infant as well as the NICU
staff, adjusting the speed and volume of your information shar-
ing so as not to overwhelm the stressed adults, and discussing
the emotional tone the parents have while interacting with their
infant.

You can use the information in this chapter, specifically in-
formation about the therapeutic alliance, cultural context, and
goal-directed behaviors, to shape how you proceed.

including psychiatric institutions, community mental health
centers, and private practice.

High levels of symptoms can compromise the client’s
level of functioning, and thus the ability to establish a formal
relationship. If a one—to—one relationship already exists when
symptoms exacerbate, that is, they worsen, your therapeutic
interactions must be skilled and flexible enough to change
your pace and expectations. When the goal of the therapeutic
relationship is to promote major changes in emotional states,
the client must be able to participate in a focused and abstract
effort (Smith & Greenberg, 2007). The nurse must be an
expert partner in achieving that goal.

TaBLE 2 W highlights the similarities and differences of in-
formal and formal relationship work. The differences are also
discussed throughout this chapter.

Mutually Defined

A one—to—one relationship is mutually defined by the two par-
ticipants. That is, both you and the client voluntarily enter the
relationship and specify the conditions under which it is to
evolve (Spiers & Wood, 2010). For example, the client may seek
immediate relief from symptoms rather than long-term individ-
ual psychotherapy. You and the client identify together where
and when you will meet and other conditions of your participa-
tion. This is a part of the contract that is explored further in the
discussion of the beginning (orientation) phase of therapy later
in the chapter. Once the one—to—one relationship is established,
maintaining it depends on the commitment of both participants.

Collaborative

Both you and the client enter a relationship in which goals,
strategies, and outcomes evolve within the context of the ther-
apeutic work together. Mutual collaboration implies that each
of you brings personal abilities, capabilities, and power to the
relationship. You have an impact on the client, and the client
has a personal impact on you as well. However, it is impor-
tant to not assume responsibility for client behaviors but to
actively work with the client to assess the self-defeating and
growth-promoting aspects of specific behaviors. Recognizing,
supporting, and emphasizing clients’ capacity to have control
over their own health and life (Hudson, St. Cyr-Tribble, Bravo,
& Poitras, 2011) is a growth-producing opportunity for clients.
The client is in charge of change following a joint assess-
ment of problematic behaviors and emotional states (Hudson et
al., 2011). Working in concert with a nursing professional in a
therapeutic alliance has the added effect of supporting psycho-
logical well-being by crafting healthy interdependence (Steel-
man, 2007). Mutual collaboration also means that we assess
and are accountable for our own behavior with clients. Ongoing
supervision often helps us to meet these particular goals.
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TaeLe 2 m Similarities and Differences in Informal and Formal One—to—One Relationships

Characteristic

Informal Relationship

Formal Relationship

Setting

Varied

Generally psychiatric settings

Frequency and duration
of contact

Flexible, depending on client need or tolerance;
example: short, frequent intervals daily

Structured; example: once weekly, with possible crisis
sessions; duration usually set at 30 minutes or 1 hour

Duration of relationship

May or may not involve time commitment

Generally a few days to a few weeks

Involves time commitment: weeks to months, for
short-term work; months to years, for long-term work

Type of dysfunction

In general, more effective with severe dysfunction

In severe dysfunction, may be useful after client is
stabilized on medication

Use of therapeutic
contract

May involve simple therapeutic contract

Utilizes therapeutic contract; the more specific, the
better

Fees

Usually not relevant

May be relevant; may be part of therapeutic contract

Degree of skill required

Nursing student or psychiatric nurse

Advanced degree beneficial but not essential

Degree of supervision

Some degree and type of supervision always
necessary

Consistent supervision or consultation usually
necessary

Degree of effectiveness

Depends on client’s level of functioning, skills of the
psychiatric-mental health nurse, and time allotment

Depends on client’s level of functioning, skills of the
psychiatric-mental health nurse, and time allotment

Goal Directed

A therapeutic nurse—client relationship is always goal di-
rected. The client is expected to identify and achieve specific
physical, emotional, and social goals within the context of the
relationship. Client goals vary widely in type and depth. For
example, in informal relationship work a client’s goal may be
to initiate one peer relationship within an inpatient psychiatric
unit. Other examples include resolution of a divorce involving
children and shared personal possessions, or coming to terms
with the client’s impending death. Often, the client’s initial
goal is to solve an immediate problem, and this serves as a
basis for establishing more extensive psychosocial goals.

The psychiatric—mental health nurse also formulates ther-
apeutic goals to enhance the growth-producing elements of the
relationship. Inpatient clients with serious symptomatology
may have difficulty in connecting behaviors and modifying
them in the time allotted. Goals that can be worked on in the
future and in various settings are more likely to be achieved.

Open

The one—to—one relationship between nurse and client may be
viewed as an experience in shared dignity. The psychiatric—
mental health nurse adapts to allow clients to reveal their
humanness freely and openly. Each aspect of your verbal and
nonverbal behavior either encourages or inhibits clients from
being open themselves. Evidence-Based Practice shows how
one nurse demonstrated openness using several interventions
to encourage a client to discuss a difficult topic.

Negotiated

In the one—to—one relationship, the client is an active deci-
sion maker and is personally accountable for the work.
The atmosphere of give-and-take within the relationship
emphasizes mutuality, reciprocity, and interpersonal fairness.

Establishing a clearly defined, mutually agreed-upon thera-
peutic contract represents a prime example of negotiation in
one—to—one work. (The therapeutic contract is covered later
in the chapter.)

Committed

Commitment is based on the therapeutic contract between
nurse and client. The contract establishes the limits of the re-
lationship as well as the time and energy allotted to it. At some
point in the relationship, you will be confronted by the reality
of the client’s dysfunction. Because of personal discomfort,
some beginning psychiatric-mental health nurses may re-
spond by actively colluding with the client to deny or ignore
the dysfunction and remain on a superficial, social level of
communication. This collusion protects the nurse from hav-
ing to address the client’s helplessness, desperation, hostility,
or raw grief. Not allowing the client to express these feelings
signals that you are not sufficiently committed to the client.

The opposite is also nontherapeutic. Assuming an omnip-
otent or rescuer role to “cure” the client signals your overcom-
mitment. This role robs the client of active decision-making
power and accountability.

Be aware that the client will test your commitment in
some phase of the relationship. Both you and the client need
to deal with this test explicitly on verbal and nonverbal levels.
A sense of positive connectedness with the client strengthens
the sense of commitment.

Culturally Sensitive

Because cultural context influences nursing care, a sensitive
and systematic consideration of the client’s cultural and ethnic
background is an essential part of the psychiatric nursing pro-
cess in one—to—one relationship work. Cultural forces shape
the expression of distress and the formation of symptoms.



The Therapeutic Nurse—Client Relationship

EVIDENCE-BASED PRACTICE

Pregnancy and Antidepressants

Sharon is a 25-year-old with a history of depression. She is cur-
rently pregnant and is wondering if she should continue taking
antidepressant medications during her pregnancy or stop and
risk having her symptoms return. Sharon has been discussing her
concerns with you and the rest of the team during her prenatal
care appointments. She has not discussed them with anyone other
than her health care providers, because she is afraid of what they
might say.

During your one-to—one interactions with Sharon, you state
your concern for her welfare and assure her that her concerns will
be discussed on a regular basis. You tell her that you and she will
work on a solution together as you have in the past with other
problems.

The one-to—one relationship maintained in this situation has
a positive effect on Sharon’s ability to discuss a difficult topic. You
remain available, without withdrawing, despite Sharon’s distress,

CRITICAL THINKING QUESTIONS

1. If antidepressants have even an unlikely potential to affect the baby, should Sharon stop taking them?
2. Should women who take psychotropic medications avoid pregnancy?
3. Why is it important that Sharon’s symptoms of depression symptoms do not return?

fears, or silence. You promote trust by stating your concern for
Sharon’s welfare and offering to discuss the issue together. Your
nursing intervention should be based on more than one study, but
the following research would be helpful in this case.

Gawley, L., Einarson, A., & Bowen, A. (2011). Stigma and attitudes
toward antenatal depression and antidepressant use during
pregnancy in healthcare students. Advances in Health Science
Education, Theory, and Practice. Advance online publication.

Gentile, S. (2011). Drug treatment for mood disorders in preg-
nancy. Current Opinion in Psychiatry, 24(1), 34-40.

Petersen, 1., Gilbert, R. E., Evans, S. K., Man, S. L., & Nazareth,
1. (2011). Pregnancy as a major determinant for discontinu-
ance of antidepressants: An analysis of data from The Health
Improvement Network. Journal of Clinical Psychiatry. Advance
online publication.

Culture also influences the client’s expectations of the nurse—
client relationship and the client’s interpretations of the events
that take place within it. It is important to consistently evalu-
ate the influence of culture within the one—to—one relationship
as well as the effects of the therapeutic relationship on the cli-
ent’s values and life experiences. A sensitive and systematic
consideration of the client’s cultural and ethnic background is
important at each phase of the one—to—one relationship.

PHENOMENA OCCURRING
IN ONE-TO-ONE RELATIONSHIPS

Sometimes you may initially feel a sense of unease or con-
fusion about what is happening in the nurse—client therapeu-
tic relationship. This uneasiness may be difficult to identify,
describe, and explore. Remember to keep the following phe-
nomena in mind when you are attempting to “make sense” of
a one—to—one relationship.

Resistance

Resistance refers to all the phenomena that interfere with and
disrupt the smooth flow of feelings, memories, and thoughts.
It inevitably surfaces in the course of any informal or formal
psychotherapeutic work and most often occurs as the cli-
ent begins to address self-defeating thoughts, feelings, and
behaviors.

Resistance is often mistakenly seen as the client’s struggle
against the nurse. Instead, the client is struggling against the

anxiety associated with change, against self-awareness, and
against responsibility for actions (Smith & Greenberg, 2007).
Thus, resistance in therapeutic one—to—one relationships is
best understood as the client’s struggle against change. The
client’s behavior patterns may have self-defeating aspects,
but at the same time they have also provided some satisfac-
tion or prevented some discomfort. In other words, they have
“worked” in the past.

Evaluating Behavior as Resistive

In general, you may suspect resistance when the client’s
behavior appears to block the progress of the relationship.
However, exercise caution in evaluating a client’s behav-
ior as resistive. There may be other explanations for the
emotional atmosphere in the one—to—one interaction. For
example, a client’s silence may indicate pensiveness, a
pause before emotive expression, or a sense of completion.
The client who is habitually late may have real difficulties
adjusting a full personal schedule to accommodate the ses-
sions. The client who resists discussing specific topics or
concerns may not be ready for investigative work. Likewise,
a client may resist giving up a defense mechanism such as
rationalization or projection because it is desperately needed
to keep anxiety about unbearable thoughts and impulses, or
anxiety about a present situation, at manageable levels.

Remember that the client has a right to resist any aspect
of, or the entire, therapeutic process as a matter of choice.
However, the client’s resistive behavior should be openly dis-
cussed, rather than ignored.
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General Intervention Strategies With Resistance

Several consecutive approaches are used as general nursing
intervention strategies for resistance. They begin with the
nurse’s awareness of the resistance. Helpful intervention strat-
egies include the following:

= Label the resistant behavior with the client. You
may allow the resistance to occur several times to
demonstrate its presence to the client. It is as if you
were holding up a mirror for the client, reflecting and
clarifying the specific resistant behavior.

= Explore the accompanying emotion and the history of
its development.

= Explore what function the resistance may serve,
especially any self-defeating aspects.

» Facilitate working through the resistance by fully
understanding and appreciating its implications in the
client’s life.

This sequence may occur repeatedly before a resistant behavior
is resolved.

Acting Out as Resistance

Acting out is a particularly destructive form of resistance in
which the client puts into action (that is, “acts out”) emotional
conflicts. It is important to recognize that the client is exter-
nalizing an inner conflict to people in the immediate environ-
ment. Rather than verbalizing conflicts or feelings, the client
displays inappropriate behaviors. Some examples of acting
out include forcefully slamming a door, dressing provoca-
tively, or slapping someone.

In acting out, the client acts toward a mate, friend, rela-
tive, or other person those feelings and attitudes that the client
does not express toward the nurse. An example of acting out
is developing third-person relationships to absorb the emo-
tions and fantasies that belong in the therapeutic relationship.
Exaggerated feelings of intense hostility toward the nurse may
lead to violence or physical harm to the client, nurse, or the
third person. Intense feelings of love for the nurse or therapist
may precipitate an affair or marriage with the third person.

Intervention Strategies With Acting Out Acting out
contains a vital seed for change. That is, it can form the basis
for the client’s understanding of, and eventual giving up of,
destructive and inappropriate behaviors. The one—to—one
therapeutic relationship can transform a client’s acting out
(for example, rageful behaviors) into adaptive emotions and
behaviors by facilitating change (Smith & Greenberg, 2007).
Acting out is difficult to deal with because the client does
not talk about the feelings that precipitate the behavior and
later tends to conceal or rationalize the behavior. Acting out
can abruptly disrupt the relationship or psychiatric treatment,
unless it is identified and dealt with explicitly.

Specific nursing interventions relating to acting out
include the following:

= Bring the acting out behavior to the client’s attention.
= Encourage the client to talk about impulses rather
than to act them out.

= Encourage identification of feelings before putting
them into action.

m Increase frequency of contact.

= Look for evidence of transference phenomena toward
the nurse (discussed in the next section).

With repeated dangerous acting out behaviors, consider with-
drawing from the relationship unless the client sets limits on
these behaviors.

Transference

Transference is a normal phenomenon that may surface and
inhibit effectiveness in any phase of one—to—one relationship
work and in any setting, including nonpsychiatric settings.
Transference is a set of feelings and thoughts about signifi-
cant others in the client’s past and current life that is trans-
ferred to the caregiver. It can be considered a lens through
which the client sees his or her relationships. Transference
typically happens quickly, and generally unconsciously, in
the therapeutic relationship (Boag, 2007). Therapeutic effec-
tiveness requires working with transference issues within
the client’s cultural framework and developing options for
the client to emote and behave adaptively in interpersonal
relationships.

A study of early transference reactions (Beretta et al,
2007) noted that people tend to have a limited number of types
of relationship patterns (parents, romantic, family, friendship,
colleague, and impersonal). It is likely that clients will repeat
their particular patterns with you and re-enact the patterns
they use outside the therapeutic relationship. The following
clinical example illustrates how transference may surface in
a clinical setting.

Clinical Example

Conrad, hospitalized for depression, was assigned to a primary counselor,
a male psychiatric—mental health nurse. Over the course of several meet-
ings with his counselor, Conrad assumed a cowering, ingratiating man-
ner. He seemed to resemble a little boy awaiting punishment from an
intimidating, punitive father. This interpersonal orientation was observed
by other male staff members in their informal interactions with Conrad.
Conrad was eventually able to discuss his views of older men based on his
relationship with a stern, demanding father.

The recognition of transference signals that it is time to explore
this interaction in order to reduce interpersonal problems
in the one—to—one relationship (Ryum, Stile, Svartberg, &
McCullough, 2010). Expect that clients will have transference
issues. Work collaboratively with clients, using the trans-
ference as a therapeutic tool, to foster adaptive and positive
changes in their relationships.

Explore the meaning of individual words, gestures,
events, and situations in the current one-to—one relation-
ship to determine how these reflect or replay distortions in
other past or current relationships. The therapeutic task is to
separate feelings, thoughts, and behaviors that belong to the
current one—to—one relationship from those that represent
unresolved conflicts in other relationships.
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Increasing awareness of the transference process often
frees the client to work through conflicts and explore the
more creative, self-actualizing aspects of personal identity as
they evolve. You must not interact as the client’s parent or
any other transference figure. Rather, help the client bring an
unconscious event into consciousness, to examine its cause
and meaning. Remember to seek supervision from your
instructor when you suspect a transference reaction.

Positive Transference

Transference may be positive or negative. Positive
transference—that is, positive feelings for the therapist—
occurs when the client generally has had satisfying past rela-
tionships with significant others during childhood. The thera-
peutic relationship is usually able to progress in this instance.

Negative Transference

In negative transference, the client shows a number of reac-
tions based on forms of hate (hostility, loathing, bitterness,
contempt, annoyance). Although there are both positive and
negative aspects to every transference, a predominantly nega-
tive transference is uncomfortable for both you and the client.
The client does not like to be aware of and express this hate,
and you will not like being the target of it. When negative
transference appears unresolvable, seek clinical supervision
with a knowledgeable colleague. It may be advisable to termi-
nate the relationship work rather than run the risk of further
client dysfunction.

Countertransference

While transference involves the client’s reactions to the psy-
chiatric nurse, countertransference involves the nurse’s
reactions to the client. You may develop powerful counter-
productive fantasies, feelings, and attitudes in response to the
client’s transference or personality. Countertransference is
thought by some to be almost inevitable in psychotherapeutic
situations (Ellis, 2001).

Countertransference is suspected when the nurse repeat-
edly assigns meaning to the nurse—client relationship that
belongs to the nurse’s other relationships. In countertransfer-
ence, the psychiatric-mental health nurse’s ability to assess
nurse—client interactions becomes confused or thwarted by
unresolved conflicts. This conflict may be expressed in acts
of omission or commission that may be covert or overt. That
is, you may unconsciously use behaviors (as parent, sibling,
lover, or friend) that attempt to replay some conflict with
significant others. Some examples are as follows:

= Placing hands on the hips or pointing a finger while
setting limits on a client’s behavior (parental)

= Patting a client on the shoulder and offering
reassurance (parental)

= Dressing suggestively (erotic)

= Blushing and giggling when a client makes a sexual
remark (sexual)

= Being sarcastic in response to a client’s concern
(hostile)

Parental or caretaker behaviors that express the need to
nurture the client are the most common among beginning
psychiatric—-mental health nurses. These behaviors may
discount the client’s ability to ensure his or her own well-
being and encourage acting out by the client. Be alert for
actions with clients that are out of line with standard expecta-
tions for professional psychiatric-mental health nursing care.
Look for cues to the presence of countertransference such as
those discussed in Your Self-Awareness.

Countertransference is a normal occurrence, requiring
clinical supervision or consultation to prevent degeneration of
the one—to—one relationship. Clinical supervision may enable
you to separate feelings, thoughts, and behaviors that belong
to the current relationship from those that represent unfinished
conflicts in other relationships. It is reassuring that most coun-
tertransference problems can be resolved by self-assessment
with professional supervision. Once the countertransference
process is identified, you can consciously develop therapeu-
tic, goal-directed responses. Avoid self-disclosure of counter-
transference to clients. Sharing these feelings may overwhelm
clients and burden them in a destructive way (Beretta et al.,
2007). In the rare instance that controlling these disturbed
attitudes and emotions requires extended work, referring
the client to another nurse or mental health professional is
appropriate.

Conflict Between Caretaker and Therapist Roles

A one-to—one relationship requires that you help the client
actively explore the meaning underlying the client’s per-
sonal pain, distress, or discomfort. Avoid the caretaker role
in which you alleviate pain. Rather, encourage clients to
develop ways to do so for themselves. Similarly, the care-
taker role requires nurses to make decisions for clients. It
does not encourage clients to be accountable for their own
decisions.

Assuming the caretaker role also undermines your ther-
apeutic effectiveness. The caretaker role tends to involve
sympathy rather than empathy. The difference between these
two responses is significant to therapeutic outcomes. How

YOUR SELF-AWARENESS

Countertransference

Look for the following cues in your own behavior that signal the
presence of countertransference:

m [rrational friendliness toward the client

= Irrational concern about the client

= Reacting with annoyance or irrational hostility toward the
client

m Feeling uneasy during or after meeting with the client

= Dreaming or fantasizing about the client

= Being preoccupied with thoughts of the client during
leisure time

= Any actions that are out of line with standard expectations
for professional and therapeutic behaviors
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effective you are when you interact with a client in a one—
to—one relationship is based on your intentions and emotions.

Critical Distance

It is important to observe how the client uses physical space.
Individual preferences as well as culture will dictate the
specific distance between individuals, depending on the
relationship between them. Allow physical distance between
yourself and clients, especially early in a relationship. This
distance promotes verbal communication and minimizes any
existing anxiety and hostility the client may have. Moving
rapidly toward closeness, especially in establishing the
nurse—client relationship, may overwhelm the client and
increase anxiety.

The physical distance between you and the client can
be indicative of other therapeutic processes. For example, a
client may sit in a chair at a great distance from you during
initial meetings but move closer and closer as the working
relationship is established. Assess the possible interpersonal
implications of proximity (nearness) for each client. As the
relationship progresses, assess whether physical distance or
proximity reduces client anxiety. The client’s need for critical
distance during the therapeutic process usually increases as
the client experiences panic or near-panic levels of anxiety.

Gift Giving

The giving of gifts may be a special concern in therapeutic
relationships (Forrester, 2010). Gift giving may take various
forms: a fleeting social amenity (the purchase of a cup of cof-
fee), a gesture (the loan of a favorite book), or the presenta-
tion of a valued object (the giving of an original painting).
Like self-disclosure (discussed later in this chapter), gift giv-
ing in any instance must be met with ongoing assessment and
evaluation to determine its form, intent, appropriateness, and
meaning in the context of the therapeutic relationship. Nurses
from specialty areas other than psychiatry may have more
leeway in this regard (Weeks, Cowell, Scullion, & Tanton,
2007). However, professional ethics and therapeutic integrity
bar many but the most token of gifts. No rule covers all in-
stances of gift giving. Several broad guidelines to help you
evaluate particular situations are discussed in each phase of
the one—to—one relationship in the nursing process section of
this chapter.

Use of Touch

Physical contact is used cautiously in therapeutic work. It is
best to avoid unplanned physical contact without therapeutic
rationale. Some clients with poor ego boundaries may become
intensely threatened and feel overwhelmed by physical con-
tact. For example, a client may lose the ability to distinguish
self from the nurse during simple hand contact. Such contact
may be perceived as a hostile or sexual gesture, although you
do not intend it that way. In contrast, an acutely grief-stricken
client, too distraught to focus on words, might receive needed

support from being held. When considering any use of touch,
ask yourself:

1. Does touch meet the client’s therapeutic goals, or
does it meet my needs?

2. Does touch foster a more productive therapeutic

relationship?

Will touch honor this client’s personal space?

4. How does touch fit with the client’s cultural
background?

(OS]

Evaluate the use of touch, like self-disclosure, in the con-
text of the therapeutic relationship, paying attention to its tim-
ing, appropriateness, and type. For example, a client is thrilled
to achieve an on-the-job goal that has taken much personal
time and effort. You determine that a firm handshake and a
statement of congratulations are facilitative in this instance
and at this working phase of the relationship. If you are unsure
of the effect of such a gesture, a frank inquiry may be in order:
“How did you feel when I shook your hand a few moments
ago?” Again, the client’s reaction and subsequent exploration
can be a gauge for measuring how the client perceives and
responds to the use of touch.

Self-Disclosure

Self-disclosure means being open to personal feelings and ex-
periences, being “real” as opposed to hiding behind a facade.
This is an expectation we have of our clients—we encourage
them to be real, to self-disclose as a necessary step in their
move toward mental health. But what about self-disclosure on
our part? While being “real” is a quality of authenticity, it is
important to also recognize that self-disclosure is a complex
phenomenon.

How much should you share with a client? Under what
circumstances 1is it appropriate? The wisdom of disclosing
personal information to clients has been the subject of much
debate. Some argue that self-disclosure impedes therapeu-
tic work and undermines the relationship because it violates
boundaries between professional and social roles (Pope &
Keith-Spiegel, 2008). Others argue just the opposite—that
self-disclosure can facilitate therapeutic work depending on
the circumstances—in cognitive—behavioral therapy, with
children, with persons with diminished capacity, in social
skills training, and in psychopharmacologic and support-
ive treatments (Psychopathology Committee of the Group
for the Advancement of Psychiatry, 2001). A recent review
of the literature on self-disclosure found divergent results
from one study to the next, indicating that the implications
of self-disclosure on the mental health professional’s part
are unclear (Henretty & Levitt, 2010). How much to share,
and under what circumstances, remains an area for further
research. Beginning psychiatric-mental health nursing stu-
dents should be cautious about personal self-disclosure to
clients and should always discuss self-disclosure with an
instructor first.
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Pay attention to the timing, appropriateness, and degree
of self-disclosure. For example, use self-disclosure cautiously
with a severely dysfunctional client with poor ego boundar-
ies. This client may not be able to separate thoughts and feel-
ings that belong to the self from those that belong to you. The
client might misinterpret your self-disclosure or might not
be able to make sense of the disclosure. The client may also
fear engulfment; that is, your feelings might be perceived as
threatening or overwhelming. Self-disclosure should foster
the development of the therapeutic relationship rather than
threaten its continuance. The right time and reason for self-
disclosure become clearer after answering the questions in
Your Self-Awareness.

Personal self-disclosures require evaluation. Students
should seek consultation from a faculty member. Practicing
nurses should seek consultation through peer review (Jain &
Roberts, 2009).

Culture, Values, and Beliefs

Address client values and beliefs that interfere with adaptive
functioning. Some examples of people who hold values and
beliefs that may interfere with constructive change are:

= The spouse who believes the partner should be
subservient, and, conversely, the partner who defers
personal needs to preserve the relationship

= The parent who believes that to “spare the rod” is to
“spoil the child”

» The child raised with the family injunction that
family problems should not be discussed outside
the home and may view your actions as an invasion
of privacy

» The woman who believes that because God takes
care of His people there is no need to solve personal
problems

= The man who believes that divorce and
homosexuality are sins that will never be forgiven

Initially, you should become aware of the specific values
and beliefs that influence the immediate relationship work.
It is often useful to label the value or belief with the client,
exploring its history, importance, cultural context, and im-
pact. Nonjudgmental, alternative values may be discussed if
the client initiates such an exploration. The humanistic nurse
respects the client’s values and beliefs and the client’s ulti-
mate choices regarding personal value systems. Your earnest

R COMMUNICATION

The Initial Contract
CLIENT: “What, exactly, are we supposed to be doing together?”

YOUR SELF-AWARENESS

Self-Disclosure

Determining whether or not to self-disclose will be made clearer
by answering the following questions:

= What is the purpose of the revelation; who is this self-
disclosure for?
m Does this self-disclosure meet the client’s therapeutic goals,
or does it meet my needs?
= Will this self-disclosure take the focus away from the client?
= Does this self-disclosure foster the development of a more
productive therapeutic relationship?
1. Will it encourage the client to disclose what the client
has withheld or suppressed?
2. Will it encourage the client’s cooperation?
3. Will it help the client to consider another point of view?
4. Will it support the client’s positive movement in
addressing life problems?
5. Will it encourage empathic understanding?

interest in how the client is coping with emotional stress-
ors provides the encouragement and support that facilitates
health-related behavior change (Weiss & Lewis, 2007).

. NURSING PROCESS
| Orientation (Beginning) Phase

The primary goal of the orientation phase is to establish con-
tact and begin developing a working relationship with the
client. Establishing contact includes the initial encounters
between nurse and client—how they approach and interact
with each other, both verbally and nonverbally. An example
of early dialogue in the orientation phase can be found in Rx
Communication.

In informal relationships, contact usually begins when
the nurse seeks out the client. Establishing contact may in-
volve developing client awareness of your presence, fol-
lowed by working to communicate with the client verbally.
In formal relationships, contact may begin when the client
inquires about services or when the psychiatric-mental health
nurse contacts the client following referral. In both formal

NURSE RESPONSE 1: “I'd like to meet with you every day while
you're here. This will give you an opportunity to talk about yourself
and the things that are of concern to you.”

RATIONALE: In addition to providing structure about the sessions,
the nurse lays the groundwork for the focus on the client.

NURSE RESPONSE 2: “That’s something that you and | can decide
together tomorrow morning when we meet here at 9:30.”

RATIONALE: The nurse reminds the client of the time for their meet-
ing and sets the stage for mutual collaboration and negotiation.
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and informal relationships, the sense of working together in
a therapeutic alliance enables the client to endure anxiety and
deal with resistance to change, which inevitably surface dur-
ing the course of one—to—one relationships.

This phase of the therapeutic relationship concludes with
mutual agreement on a therapeutic contract, which may be ver-
bal and quite simple. The contract spells out the client’s goals
for treatment and the nurse’s professional responsibilities.

Assessment

Client assessment begins at the first moment of contact.
Assessment continues throughout the therapeutic relation-
ship but is particularly important during the orientation phase.
Remember that shortcuts taken in assessment procedures
almost always jeopardize the ultimate quality of care because
crucial areas of concern may go unaddressed or be treated
superficially.

An important part of client assessment is to determine
what the client is likely to accomplish in the time allotted.
Consider the extent of the client’s responsiveness to you
during this early stage of relating, the severity of the client’s
symptoms, the client’s level of resistance, and the priorities
for the care of the client. Emphasize the treatment needed
to reach the most important and obtainable goals. Together,
you and the client take this opportunity to shape the nature of
the client’s care within the limits of the current health care
environment.

Subjective Data

Observation, a process long regarded as essential to clinical
nursing practice, is of particular importance in one—to—one
relationship work. Note elements in the nurse—client inter-
action that are missing, distorted, or imbalanced. What the
client avoids discussing is often more crucial than what is
shared.

An effective one—to—one relationship requires obser-
vation of the client’s behavior and facial expressions, the
content of the client’s communication, and other cues about
the client’s involvement in the process. Keep in mind that
you will also be sending the message that you understand,
care about, and respect the client. Being aware of and using
the cues you observe helps you adjust your interventions as
necessary during the session. Your goal is to promote the
therapeutic relationship and allow the therapeutic process to
continue.

An awareness of changes in the client’s nonverbal
behavior—such as crossing the arms across the chest, leaning
back in the chair, and appearing to withdraw from the inter-
action with you—is an important component of maintaining
a one-to—one relationship. In this instance, an appropriate
therapeutic response is, “I’'m noticing as we’re talking that
you’ve crossed your arms and leaned back in the chair away
from me. I wonder how you’re feeling right now.” This thera-
peutic response acknowledges the here-and-now, that is, the
processes and dynamics at that very moment in the interaction.
The importance of tuning in to process is emphasized later in
this chapter.

Objective Data

Objective data collection ideally includes the following:
mental status examination, complete physical examination,
nursing history, and psychologic testing, as needed. Which
examinations are done and by whom are generally determined
by the agency or institution in which the psychiatric—mental
health nurse works, and by the psychiatric—mental health
nurse’s expertise in these specific areas.

The Initial Interview

Interviewing is a process that serves several purposes in the
orientation phase of one—to—one relationships. Although a
psychiatric—mental health nurse may use a structured initial
interview in formal one—to—one work, it is rarely used in in-
formal relationships. In informal relationships, consider us-
ing the applicable principles and concepts during your initial
meeting with the client.
The initial interview has the following purposes:

= To initiate trust building

= To establish rapport with the client

= To obtain pertinent client data

» To initiate client assessment

= To make practical arrangements for treatment

The initial interview is crucial because it sets the stage
for subsequent therapeutic contact. As you begin to work to-
gether with the client to identify the issues the client intends
to work on, you further the development of the one—to—one
relationship. You are more likely to intervene effectively if
you understand how a therapeutic relationship will fit into the
client’s life and consider the direction the client wishes to take
(Gary, 2007).

Structure Structure the initial interview to establish rap-
port, decrease anxiety, and convey willingness to address the
client’s distress. Begin by introducing yourself, inviting the
client to be seated, and making a statement about informa-
tion thus far known about the client’s seeking of services. An
open-ended question, such as, “How is it that you are here
today?” or “What brought you to the hospital?” provides an
opportunity for the client to talk about concerns. Inform the
client that the purpose of the initial interview is to obtain an
overview of the client’s current situation and then determine
the availability of appropriate services.

Essential Data One primary purpose of structuring the ini-
tial interview is to collect essential data. Address client
resistance if it surfaces during the initial interview. This
resistance may occur when the client has initiated services
at someone else’s request or insistence, has fears and mis-
conceptions about therapy, or has had an unsatisfactory
therapeutic experience in the past. Explore resistance before
collecting further data.

Anxious clients may be confused about or misinter-
pret information you give during the initial interview.
You may need to repeat information several times or in
subsequent meetings. You will also need to determine
whether the client’s confusion or misinterpretation could
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be a manifestation of resistance instead of anxiety, as in the
clinical example that follows.

Clinical Example

Selena, a 35-year-old woman, has been referred to the outpatient men-
tal health clinic following several visits for minor medical problems. You
note from the record a pattern of medication refills for antianxiety medica-
tion from her primary care provider. You also note that she was referred
for mental health care on two other occasions, but failed to keep those
appointments.

In thinking about the information Selena presented in the first ses-
sion, you review her comments on her failures to follow through on the
other two referrals. There are many possible reasons a client may miss
appointments, some having to do with insufficient motivation for treat-
ment, some having to do with psychiatric symptoms, and others attribut-
able to unavoidable life circumstances. Selena’s explanations indicate no
external interfering life stressors or difficulties with transportation.

During that first session, Selena was distraught and apologetic for
not following through on the referrals, which she attributed to her anxiety
symptoms. Specifically, she has been experiencing increasing difficulty
leaving her home. The farther she gets from home, the more anxious she
becomes. She cannot leave her home, even to run important errands, with-
out taking antianxiety medications. Selena cannot really specify the rea-
son for her anxiety other than a sense of impending catastrophe. Selena’s
behavior, self-reports, and history are all consistent with what would be
expected in an anxiety disorder. You note the lack of defensiveness in her
presentation and you conclude that, at this point, there is no avoidance or
resistance that would sabotage the initiation of a one—to—one relationship.

Knowing about a client’s typical emotions and defenses is
valuable because it provides direction for formulating appro-
priate nursing diagnoses related to both behavior and affect,
identifying appropriate outcomes, setting specific client-
centered goals, and implementing appropriate interventions.

Nursing Diagnosis: NANDA

Organize all the data collected during the assessment phase
and formulate preliminary nursing diagnoses. The word pre-
liminary is used to imply the ongoing potential for revision as
client behaviors unfold during the course of the nurse—client
relationship.

The goal in organizing the data is to understand the data
as they reflect the client’s unique, private world. Look for
dominant themes or central issues in the client’s responses.

The dominant themes and central issues will be unique to
each individual client. Select NANDA nursing diagnoses that
derive from these themes and issues.

Outcome Ildentification: NOC

The major outcomes of the orientation phase are establish-
ing contact and beginning to form a working relationship
between client and nurse. The working relationship in this
initial phase is the framework on which the client constructs
behavioral change, a challenging task, in the next phase. Your
Assessment Approach highlights common signs of a working
relationship. Look for these signs to determine whether the
one—to—one relationship is moving into the working phase.
Other individual outcomes will be determined by the client’s
specific dominant themes and central issues.

Planning and Implementation: NIC

The following interventions are common elements during the
orientation phase. The development of additional interven-
tions is based on assessment and nursing diagnoses for each
individual client.

Developing the Therapeutic Contract

A plan for action actually forms the therapeutic contract
negotiated in a one-to—one relationship. The therapeutic
contract is a concrete, detailed, and mutually negotiated ac-
knowledgment of the client’s personal goals for treatment
plus the nurse’s professional responsibilities. Essentially,
you and the client discuss how you will work together. Be
certain to announce the timeframe for your work together
during this phase, and reinforce it during the other phases so
that it does not come as a surprise when it is time to terminate
the relationship.

The contract may be modified over time but always
serves as a tool for evaluating the benefit to the client and the
effectiveness of the nurse. In an informal therapeutic relation-
ship, the therapeutic contract may differ from the usual care
plan often developed in outpatient and inpatient settings. For
example, an initial contract may begin as a very simple agree-
ment concerning the time and place of subsequent meetings
together.

The client’s personal goals for treatment may be long-
term or short-term goals, but they always specify detailed,
observable outcomes, as in the following clinical example.

I YOUR ASSESSMENT APPROACH Signs of a Working Relationship I

For Nurse

Sense of making contact with the client

Sense that the client is responding well to the relationship
Sense that the nurse can facilitate client growth regardless of
the severity of client dysfunction

Sense of commitment to addressing the client’s problems

The following criteria may be useful in determining whether a one-to—one relationship is moving into the working, or middle, phase.

For Client

Nonverbal and verbal evidence of liking the nurse

Sense of relaxation with the nurse

Sense of confidence in the nurse

Nonsuperficial (in nature and depth) problems addressed
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Clinical Example

Nicole is a 30-year-old woman admitted to an inpatient psychiatric unit
following an overdose of risperidone (Risperdal). During past hospitaliza-
tions, Nicole has been emotionally labile, has had trouble following her
treatment schedule, was easily frustrated by the limits and compromises
of living in the hospital, demanded medication, and threatened suicide.
Nicole’s primary nurse proposed that they work together to identify goals
and behaviors for improved personal and interpersonal functioning. Ni-
cole identified problems of feeling empty, having poor relationships with
others, and being angry; she chose to focus on the overall goal of im-
proved social skills. Nicole agreed to the following expectations:
® | will participate in a one—to—one relationship with my nurse and ex-
press my feelings verbally.
® ] will identify uncomfortable situations involving other people and dis-
cuss the interactions with my nurse at appointed times.
® | will continue my routine treatment activities until the appropriate
time to meet with my nurse.

Client goals most often contribute to the establishment of
a working relationship when they are specific, address intraper-
sonal or interpersonal behavior patterns, and specifically delin-
eate the degree of change necessary for client self-satisfaction.
Strive for the most concise, detailed, and accurate description
of client goals in the beginning phase. Clearly stated goals facil-
itate subsequent mutual evaluation during the middle and end
phases of one—to—one work. Goals may focus on the following:

» Decreasing or eliminating troublesome behaviors
» Increasing socialization
» Increasing living skills

At times, client goals may be long term or even inappro-
priate. In this situation, help the client define initial steps to-
ward the long-term goal. For example, a readmitted mentally
ill client may pinpoint discharge as an important goal. You
may then work with this client to identify the steps needed
to achieve this goal. One step may be to maintain self-care in
the area of bathing/hygiene. When severe dysfunction limits
client input into planning, the nursing staff may supplement
goals that are determined to be beneficial to the client.

In a formal therapeutic relationship, as in individual psy-
chotherapy, the therapeutic contract is more detailed and gen-
erally includes three practical matters:

1. Determining the place, duration, and time of the
meetings

2. Establishing fees and payment intervals, if any

3. Considering optional referral sources, should the
client be unable to negotiate an agreement on the
first two matters

The therapeutic contract does not always reflect client
problems and strengths in their entirety. For example, the
client may not determine that an area is, in fact, a problem.
Thus, the therapeutic contract reflects the client’s definition of
personal goals at one moment in time. In this instance, remain
aware of other probable problem areas and engage with the
client in reassessing these areas and modifying or deleting
goals in subsequent phases.

Regardless of the form that goal identification takes, the
therapeutic contract serves the following purposes:

= Facilitating humanistic involvement with the client as
an individual

= Involving the client as a full partner in the therapeutic
process

= Serving as a basis for communication in the
therapeutic process

= Providing continuity for the client and everyone
involved with the client

Establishing Trust

Concerns about trust surface in this first phase of the rela-
tionship. Trust between nurse and client evolves over time
as the client tests the emotional climate of your interactions
together, risks self-disclosure, and observes that you are re-
sponsible and do what you say you are going to do. You can
promote trust by responding to all of the client’s feeling states
without being judgmental or attempting to control the client’s
expression of emotions. The process recording in TABLE 3 W
demonstrates how one nurse began to promote trust early in
the orientation phase. Note that she was self-assured enough
to encourage the client to share his concerns about trust. It is
important to be consistent and to be self-aware of the part your
feelings play in the interactions.

In addition to being consistent and self-aware of the part
your feelings play in interactions with clients, the following
positive and helpful behaviors encourage initial trust and help
the client to feel safe while disclosing uncomfortable, even
forbidden feelings, wishes, or behaviors:

= Listening attentively to client feelings

= Responding to client feelings

= Exhibiting consistency

= Viewing situations from the client’s perspective

These behaviors constitute positive, helpful influences in en-
couraging trust. It is also important to avoid giving premature
reassurances about trust, which may inhibit exploration of this
vital therapeutic issue and create distance between you and the
client.

Keeping Confidentiality

Client concerns about the level of confidentiality also surface
in this first phase of the therapeutic relationship. Keeping
clients’ confidentiality is a legal and ethical responsibility.
However, circumstances do exist (for example, intent to com-
mit suicide, intent to harm others) in which it is necessary to
disclose a client’s information. Be sure to inform clients of
the limits of confidentiality. Doing so actively demonstrates
caring behavior by protecting the dignity and respecting the
autonomy of clients (Fisher & Oransky, 2008).

Be aware of your responsibilities in relation to confiden-
tiality. Explicitly address the issue of confidentiality when
the client makes even vague reference to it. Explicitly state
which people will have access to client revelations (clinical
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TasLe 3 m Process Recording of an Orientation Phase Session

Verbatim Interaction

Nursing Intervention

Rationale

Client: “It's so difficult for me to talk . . . to let
you know about me.” (30-second pause)

None

Allows client to proceed at own pace; if silence
is uncomfortably long in first few contacts, you
may use reflection, e.g., “I sense how difficult
talking is for you.”

Client: “Every time | start to tell anybody about
myself, they usually end up laughing at me.”

Nurse: “Give me an example.”

Encourage elaboration.

Explores meaning of this statement to the client.

Client: “Well, just last week | started talking to
my neighbor. | told him that | was laid off from
work again. Next thing you know, he’s laugh-
ing, slapping my back, and saying, ‘Hey, hard
times, eh?’” (Shifts in chair, avoids eye contact.)

Nurse: “What was this like for you?”

Explore client’s personal reaction,
especially accompanying feelings.

Further explores meaning of this specific inci-
dent as perceived by the client.

Client: “Awful . . . lousy . . . that’s all.” (Pause.)

Nurse: “| wonder if you're concerned that
the same might happen here—that you’ll be

Connect the client’s concern regarding
this emotionally difficult interaction to
the here-and-now, i.e., the one-to-one

Issues concerning client’s immediate life
situations often reflect parallel issues in nurse—

laughed at?”

therapeutic relationship.

client relationship.

Client: “Well, maybe . . . | don’t know you, so
how do | know what you might do? You don’t
look like the type, but then again, how do |
know?”

Nurse: “It sounds like you’re wondering if it’s
safe to trust me.”

Identify what appears to be the
underlying central concern or theme.

Reflection of what appears to be the central
concern (theme) encourages client assessment
by validation or correction of your statement.

Client: “Yeah . . . no offense, though.”

Nurse: “Let’s talk about how safe you feel today
and as we continue to work together.”

Focus on trust as an issue for further
exploration; acknowledge that there is
stress in evolving a working relationship.

Avoid premature reassurances so that trust can
evolve and be assessed periodically.

instructor, case supervisor, consultant, colleague), and explore
how the client feels in response to this information.

Tuning In to Process

The beginning nurse often attends carefully to the content
of the client sessions—what the client says—and only af-
ter considerable experience becomes actively attuned to
process, the dynamics of the here-and-now situation. Avoid
focusing solely on your technique. This produces mechani-
cal, unfeeling responses and interferes with your ability to
be aware of process. Process as used here does not mean
nursing process. Processing is a complex communica-
tion skill that enables the nurse to focus on several aspects
of the nurse—client relationship at the same time. Process
involves attending to all nonverbal and verbal client behav-
iors. It involves responding to client themes, such as anger,
hopelessness, and powerlessness.

The experienced nurse is simultaneously aware of both
content and process, interweaving both for maximum thera-
peutic effectiveness. The challenge is to become savvy enough
to learn what to ignore and sensitive enough to know what to
emphasize (Guy & Brady, 2001).

Addressing the Client’s Suffering

Directly address the client’s suffering within the context of
the client’s cultural and ethnic background. This intervention
allows clients to share how they perceive, experience, and
manifest the problem. The following clinical example illus-
trates how a nurse encouraged a depressed client to “move
outside himself.”

Clinical Example

Client: “This depression is like a big log weighing on my chest.”

Nurse: “How would I know that you are suffering in this way? What
would I see and hear?”

Client: “Well . . . Isigh alot...I don’t move a lot, only when I have
to ... I wouldn’t look at you, or bother to talk to you. I guess
when I feel like this, I close people out. Yeah, I close everyone
out, even my wife.”

Nurse: “So when you suffer in this way, you close people out. And what
is this like for you?”

Client: “I'm alone and lonely. Not a soul on earth cares for me.”
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I YOUR INTERVENTION STRATEGIES Goals,Tasks, and Interventions of the Orientation Phase I

Therapeutic Tasks

Clarify the purpose of relationship work, the role of the nurse,
and responsibilities of the client.

Address client suffering directly, offering to work with the
client toward its alleviation.

Address issues of confidentiality.

Negotiate a therapeutic contract (client’s definition of
personal goals for treatment and the nurse’s professional
responsibilities).

Goal: Establish contact and begin to form a working relationship with the client

Nursing Interventions

Provide information regarding purpose, roles, and responsibilities in
relationship work to alleviate initial client anxiety.

Immediately and explicitly address any misconceptions, fantasies, and
fears regarding relationship work and/or the nurse.

Use therapeutic communication techniques, especially empathic
understanding.

Avoid premature reassurance (allow trust to evolve).

Be explicit about the degree of confidentiality and who has access to
client’s revelations.

Whenever possible, encourage delineation of goals that are specific,
address intrapersonal and interpersonal behavioral patterns, and
designate the degree of change necessary for client self-satisfaction.

Addressing the client’s suffering is not easy at first. Avoid the
temptation to offer reassurance or sympathy, or change the
topic, in the hope that you will ease the client’s burden. Doing
so will only demonstrate to the client that it is not safe to talk
about painful topics.

Clarifying Purpose, Roles, and Responsibilities

An additional therapeutic task in this beginning phase is to
intervene directly in clarifying the purpose of the relationship
work, the role of the nurse, and the responsibilities of the cli-
ent. When this preliminary exploration of purpose, roles, and
responsibilities is explicit and detailed, each participant bet-
ter understands how to move within the relationship. It also
decreases anxiety and the chance that a client may use the re-
lationship to obtain special privileges. From the first meeting,
you have the opportunity to reinforce effective coping skills
and increase client self-esteem. Your Intervention Strategies
summarizes the goals, tasks, and subsequent nursing inter-
ventions of the orientation phase of one—to—one relationships.

Gift Giving During the Orientation Phase

During the orientation phase of a therapeutic relationship, the
client may overtly offer or ask for a gift. This gesture may
be as incidental as offering you a cigarette or asking you for
one. Examine this overture, keeping in mind several possible
motivations:

= The client may seek to bribe or manipulate you,
thereby seeking to control the direction of the thera-
peutic relationship.

» The client may seek to “buy” your time and attention.

= The client may ask for small gifts to reinforce a
helpless, “take-care-of-me” interpersonal stance.

= Of course, the client may have no covert intent and
may simply need a cigarette.

In the orientation phase, it may be helpful not to accept or give
any gift you feel uncomfortable about or that may signal a
boundary violation (Forrester, 2010). Explore the client’s in-
tent. Often, this mutual exploration not only clarifies the cli-
ent’s intent but also helps define the parameters of the evolving
relationship and models the exploratory process for the client.

Evaluation

In the orientation phase, evaluation includes your initial com-
prehensive evaluation of client behaviors, any initial steps
toward the development of client self-evaluation, and your
ongoing self-evaluation. The more specific and goal-oriented
the therapeutic contract, the easier it is for the client and nurse
to evaluate the effectiveness of the therapeutic relationship.

In addition to evaluating the effectiveness of each thera-
peutic task, you must evaluate the important goal of the orien-
tation phase: Has a working relationship evolved between the
client and yourself, and, if so, to what degree? Review Your
Assessment Approach: Signs of a Working Relationship to
assess readiness to move into the working phase.

h \Q . NURSING PROCESS

: J Working (Middle) Phase

Once contact is established, attention turns to maintenance
and analysis of contact in the working phase. Analysis of con-
tact refers to an in-depth exploration of how the client relates
to others as manifested in the nurse—client relationship. In
this working phase, the client may address developmental
and situational problems, as well as interpersonal problems.
It is called the working phase because during this phase, you
and the client actively and systematically identify, explore,
link, modity, and evaluate specific behaviors, especially those
determined to be dysfunctional for the client.
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The client’s clearly stated goals in the therapeutic con-
tract are now explored. The nurse has the following two thera-
peutic goals:

m Behavioral analysis. The nurse and client determine
the dynamics of the client’s response patterns,
especially those considered to be dysfunctional. Such
analysis also addresses dysfunctional thought and
emotive patterns, because these inevitably alter the
client’s behavior.

u Constructive change in behavior. This applies
particularly to dysfunctional response patterns.

Thus, you and the client work together to analyze behavior and
institute behavioral change.

Assessment

Assessment is continued, detailed, and expanded upon. Your
observations of nonverbal, verbal, and environmental responses
continue to have vital importance as the client begins to ad-
dress personal response patterns. In addition, you continue to
assess emotive, cognitive, cultural, and behavioral aspects.

By filling in gaps of information not obtained in the ori-
entation phase, you may now acquire a detailed assessment
about a subject the client was unable to share or ignored ear-
lier. The following clinical example illustrates that what is not
said (that is, what is avoided, blocked, rejected) by the client
may have more significance than what the client shares.

Clinical Example

During initial sessions, 18-year-old Maureen avoided any inquiries about
her parents, other than to say that she lived alone. After several sessions,
the nurse again asked about the parents. Maureen replied softly, with tears
welling in her eyes, “They’re dead. They died in a car crash 2 years ago.”
She slowly related how, since their deaths, she had spent so much energy
trying to survive that she barely felt much of anything. Subsequent ses-
sions dealt with her apparent delayed grief reaction.

The new data caused the nurse to revise and update the
tentative nursing diagnoses and initiate a marked change in
the direction of the sessions. Such shifting is not uncom-
mon in one—to—one relationships. When a change in direction
occurs, assess if the sudden change indicates either the need
to avoid a certain topic or a move toward a deeper level of
emotive expression.

In the working phase, you facilitate many aspects of
assessment with the client. First, collaborate with the client in
identifying important behavioral trends and patterns. Know-
ing the issues that promote or inhibit therapeutic progress is
essential to success (Balkin, Leicht, Sartos, & Powell, 2011).
Once you identify a pattern, explore it in elaborate detail to
determine its origin, causes, operation, and effects on the cli-
ent and the people in the client’s world. Environmental fac-
tors (familial, political, economic, or cultural) are separated
from intrapersonal factors (depression or anxiety) contribut-
ing to the pattern. The client figuratively holds the pattern to
the light to examine and make sense of its every aspect. The

elements of one pattern will inevitably link with others, so
that the major life patterns gradually unfold. The first part of
Your Intervention Strategies summarizes the therapeutic tasks
undertaken to achieve the objective of behavioral analysis and
offers specific nursing approaches to helping the client.

There are two noteworthy considerations regarding thera-
peutic tasks of the first goal, behavioral analysis:

1. As clients begin to describe and re-experience con-
flict, they consciously or unconsciously use defenses
to ward off the anxiety this awakens. The develop-
ment of a good working relationship enables clients
to tolerate increased anxiety in the working phase.

2. As clients become familiar with self-assessment,
they may modify original personal goals, or develop
additional goals, in keeping with what they have
learned.

It is important during the working phase to encourage the
client’s self-assessment of growth-facilitating and growth-
inhibiting behaviors. After assessing one specific response,
the client is often able to transfer this skill to begin assessing
other aspects of life as well. A realistic self-assessment pro-
cess is perhaps the most valuable skill that the client can “take
home.” It is often thrilling to experience the client “taking
over” and further applying realistic assessment skills devel-
oped in one—to—one work.

Nursing Diagnosis: NANDA

In the working phase, nursing diagnoses may be revised,
expanded, or deleted to more accurately reflect a central pat-
tern of concern in the evolving one—to—one relationship. As
the working phase proceeds, the priority assigned to a nursing
diagnosis may change—for example, when the client is able
to implement positive change in some areas. Those nursing
diagnoses designated as “risk for” may move up or down on
the priority list, depending on what interventions, if any, have
been effective. A potential diagnosis may decrease in priority
after preventive health education, if both the client and the
nurse decide that this intervention is beneficial.

Outcome Ildentification: NOC

The initial goal of behavioral analysis of the client’s response
patterns continues throughout the working phase. The major
identified client outcomes are as follows:

= Develops an awareness of current behavioral patterns

= Understands how and when those patterns manifest
themselves

= May gain insight into the potential causes of those
patterns

= Assesses which behavioral patterns are ineffective
and self-defeating

= Attempts to change ineffective behavioral patterns
and develop new, more effective behaviors

Be aware that the quality of the therapeutic relationship predicts
outcomes—the better the relationship, the better the client out-
comes (Priebe et al., 2011).
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I YOUR INTERVENTION STRATEGIES Goals,Tasks, and Interventions of the Working Phase

ered dysfunctional)

Therapeutic Tasks

Identify and explore impor-
tant response patterns in
detail.

Goal: Behavioral analysis (mutual determination of dynamics of
response patterns identified by client, especially those consid-

Nursing Interventions

Explore the origin, causes, op-
eration, and effect of response
pattern (intrapersonally and

Goal: Constructive change in behavior, especially in dysfunc-
tional response patterns identified by the client

Therapeutic Tasks

Address forces that inhibit
desired change (trouble-
some thoughts, feelings, and

Nursing Interventions

Help the client challenge per-
sonal resistance to change.

Use problem-solving strategies,

interpersonally).

Separate environmental factors
(familial, political, economic,
cultural) from intrapersonal
factors.

Link elements of one response
pattern to other patterns as ap-
propriate for a gradual unfold-
ing of central life patterns.

Analyze, with the client,

the client’s mode of conflict
resolution.

Encourage detailed explora-
tion of how the client reacts to
reduce anxiety associated with
conflict.

Increase awareness of defenses
employed to ward off anxiety
awakened by such exploration.

Facilitate client self-
assessment of growth-
producing and growth-
inhibiting response patterns.

Encourage client to evaluate
each response pattern to deter-
mine which are self-defeating
and/or thwart gratification of
basic needs.

behaviors). active decision making, and

personal accountability.

Help the client learn and apply
problem-solving strategies.

Encourage the client to assert
own needs when external
environmental conditions
(group, agency, institution) are
an inhibiting force.

Allow freedom to make and as-
sess mistakes and blunders.

Create an atmosphere of-
fering permission for active
experimentation to test and
assess the effectiveness of
new behaviors.

Avoid parental judgment of any
behavioral experimentation;
encourage client self-assessment
instead.

Facilitate development of cop-
ing skills to deal with anxiety
associated with constructive
changes in behavior.

Address, rather than avoid,
anxiety and its manifestations.

Strengthen existing growth-
promoting coping skills, es-
pecially regarding unalterable
conditions (terminal illness,
physical deformity, loss of sig-
nificant other by death).

Encourage development of new
coping skills and their applica-
tion to actual life experiences.

Planning and Implementation: NIC

In the working phase, planning is ideally done collaboratively
between client and nurse. When planning has been systematic
and thorough, there is hardly a moment to worry about “what
to do.” The short-term and long-term treatment goals in the
form of the therapeutic contract comprise a map indicating the
direction, momentum, and the steps that are needed to reach a
designated point.

There is, however, a potential danger in the implementa-
tion of the planning component: moving too quickly and in-
completely through an exploration of the client’s feelings and
thoughts in an attempt to reach a designated goal. Slowness
and thoroughness are all-important here. Change needs to
take place in the client’s feelings, thoughts, and behaviors. If
change does not occur in all aspects, then it is destined to be
short-lived and ineffectual in the long run and may cause the
client to feel discouraged.

When the client is working on an issue that is unre-
solved at the end of a meeting, it is often helpful to sum-
marize the unfinished work for the next meeting. This
technique may help the client anticipate, plan, or prepare
to tackle this area of concern again. Personal experiments,
such as trying out new behaviors in real situations, may be
encouraged between sessions. Some clients may be able to
continue working through a problem on their own between
meetings.

Active intervention is especially important to achieve
the second goal of the working phase, constructive changes
in behavior, particularly in self-defeating, growth-inhibiting
behavior patterns. Behavioral change flows from the first goal
of behavioral analysis. The objectives are interrelated and es-
sential for successful therapeutic work. Understanding and
insight need to be complemented by behavioral implementa-
tion. The client’s failure to make adaptive behavioral changes
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stymies progress and sabotages the therapeutic experience
(Martin & Pear, 2007). Clients may consistently generate and
thrive on sophisticated insights while continuing to assume a
powerless stance about implementing constructive change in
their condition. Your Intervention Strategies highlights thera-
peutic tasks and specific nursing interventions for both goals
of the working phase, behavioral analysis, and constructive
change in behavior.

Testing the Effect of New Behaviors

You can also use active experimentation to test the effect
of new behaviors. The introverted male client who resolved
to establish relationships with women may try out various
postures (cavalier, paternal, seductive) with a female nurse
to determine the appropriateness of these behaviors. Permis-
sion to “try on” or role-play new behaviors must also include
the freedom to make mistakes. Errors and blunders are rich
sources of additional learning and occasional fun. Clients who
can see humor in errors in a nondefeatist manner have acquired
a new skill. Encourage them to apply this skill, and any other
coping skills learned in relationship work, to normal matura-
tional and situational crises encountered throughout life.

In inpatient settings, communicate with other staff mem-
bers to make the whole team aware when the client is try-
ing out new behaviors that may be exaggerated at first. For
example, a depressed client may be encouraged to verbalize
anger and begin by shouting. If there is no staff collabora-
tion, the client may receive negative feedback such as room
restrictions or a loss of certain privileges for testing out new
coping skills.

Implementing Problem-Solving Strategies

Problem-solving strategies, as a mode of intervention, are
particularly important in the working phase. Problem-solving
strategies are essential after the client has identified, explored,
and assessed important behavioral patterns. Encourage clients

to use the sequential problem-solving strategies discussed in
Your Intervention Strategies below. Reminding clients to be
patient is supportive and reassuring. Problem-solving abilities
improve with time and experience.

Challenging the Client’s Resistance to Change

Challenging the client’s resistance to change is an appropri-
ate intervention in the working phase. There are two major
categories of forces that inhibit desired change, as follows:

1. Intrapersonal forces, which may arise from trouble-
some thoughts, feelings, or behaviors; thoughts that
hamper the client’s sense of worth, the client’s in-
ability to control and express emotion appropriately,
or the client’s inability to relate to others in a mean-
ingful manner.

2. The client’s personal resistance to change, which
is the greatest inhibiting force. In fact, the client’s
challenge to this resistance constitutes the major
work in one—to—one relationships.

Problems of resistance and general intervention strategies
were discussed earlier in the chapter. Of equal significance
is the previous discussion of transference and countertrans-
ference phenomena, since these may require careful, planned
nursing interventions. Sometimes transference and counter-
transference are so intense that they become a problem for the
beginning psychiatric—mental health nurse.

Gift Giving During the Working Phase

During the working phase, particularly after the client has
shown positive growth, the client may offer a gift in the form
of a craft or skill. As in the orientation phase, the intent of
the gift needs to be made explicit. Most ethics and profes-
sional conduct boards set overall limits on the monetary
value of gifts and agree that professionals must consider the
symbolic meaning of the gift. Encourage this exploration by

I YOUR INTERVENTION STRATEGIES FProblem-Solving Strategies I

m Observation. Observation as a problem-solving strategy
involves gathering and analyzing facts about a potential
problem area. It eliminates opinions and impressions and
emphasizes facts. Observation as an aspect of assessment is
discussed in the section on subjective assessment.

m Definition. Definition is perhaps the most significant and
far-reaching problem-solving strategy. It involves an initial
specification of a problem, followed by a question. Starting
a problem-solving exploration with the word “How” (“How
is it?” “How does it manifest itself?” “How has this come
about?”) puts the focus on the process of a specific problem.
It is generally more useful than asking “Why?” which empha-
sizes rationale.

m Preparation. Preparation involves collecting additional
pertinent data related to the basic problem that may prove
useful in later stages of problem-solving strategies. This

enables the nurse and client to anticipate which data might
be most useful.

m Analysis. As a problem-solving strategy, analysis involves
breaking down the relevant material into subproblems so that
each subproblem may be assessed separately.

m Ideation. |deation involves accumulating alternative ideas on
how to resolve the basic problem.

m Incubation. Incubation involves setting aside the problem-
solving process or one aspect of it for a period of time to
allow for illumination.

m Synthesis. Synthesis involves putting together all elements of
the basic problem, subproblems, and possible alternatives.

m Evaluation. Evaluation consists of making judgments about
the ideas that result.

m Development. As a final problem-solving strategy, develop-
ment involves planning the implementation of these ideas.
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asking questions such as, “How is it that you’re sharing this
gift with me?” or “What feelings might you want to share with
this gift?” Be careful to establish and maintain professional
boundaries in relation to client gifts (Forrester, 2010).

A client might give a gift during the working phase for
several reasons:

= The client may wish to acknowledge the mutual work
that has taken place.

= The client may wish to show appreciation for being
allowed to share concerns with another person.

= The gift may be a smoke screen to block further
exploration of a major dynamic.

= The gift may outwardly cover up anger or frustration
felt inwardly.

= Finally, the gift may indicate the client’s perception
that the therapeutic work is finished.

In every instance, assess the intent of the gift, as well as
its timing and appropriateness, in the context of the therapeu-
tic relationship. Beginning psychiatric—-mental health nurses
should always discuss gifts with their clinical instructor.

Evaluation

Several levels of evaluation occur simultaneously in the
working phase. First, do an ongoing evaluation of the client’s
various levels of intrapersonal and interpersonal functioning.
Feedback from family, community agencies, or the client’s
employer may enhance any current comprehensive evaluation.
For example, does the client seem to be facing an impending
crisis? If so, you may choose to switch from intrapersonal
exploration to a crisis intervention strategy. Second, encour-
age client self-evaluation, as explored in previous discussion.
Finally, constantly perform self-evaluation as a helping per-
son growing in skill and experience. Nursing self-evaluation
is done by informal discussions with staff and other mental
health care personnel and by formal clinical supervision.

On-the-spot evaluations of relevant short-term and long-
term goals can occur during any meeting with the client. For
example, as the client talks about increasing socialization
skills, you may reflect: “Let’s look at our contract together.
You originally wanted to date a woman of your choice for
2 hours during an evening without having to leave. How do you
think this compares with what you’re now saying has hap-
pened?” Support any effort at evaluation on the part of the
client and explore what else needs to happen for the client to
achieve the short-term goal. An additional area of evaluation
involves the client’s “trying on” alternative behaviors to de-
termine whether these new behaviors may work.

The client and nurse should mutually evaluate the appro-
priateness of goals in any one of the following areas in light of
the client’s current functioning:

m Degree of the client’s success in achieving specific
goals

m The client’s growth-producing and growth-inhibiting
behavior patterns

= Unfinished business that must be resolved to achieve
a desired goal

The working phase may also involve ongoing evaluations
of the status, characteristics, and depth of the nurse—client re-
lationship. The client may view you in different ways (par-
ent, sibling, friend) at various times. It is only when the client
makes these views explicit that you may intervene to clarify
roles and responsibilities in a facilitative manner.

The psychiatric—-mental health nurse and the client have
moved through the first two phases of therapeutic relation-
ships when the following occurs:

= They have established a working relationship.

= They have analyzed the dynamics of the client’s
behavioral patterns.

= The client has effectively instituted behavioral
changes in keeping with the therapeutic contract.

In informal relationship work, you may touch on only
one or two aspects of the working phase. Even the advanced
psychiatric—mental health nurse rarely addresses all therapeu-
tic tasks in this phase of relationship work.

(=
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Termination (End) Phase

During the termination or resolution phase of one—to—one
relationships, the psychiatric-mental health nurse works to-
ward discontinuing contact. This phase is as important as the
previous two phases, although both the nurse and the client
frequently avoid it because of past difficulties with separation.

The goal of the end phase is termination of the one—to—one
relationship in a mutually planned, satisfying manner. Remind
the client that termination was first addressed in the orientation
phase, when the duration of the relationship was discussed.
Also emphasize the client’s growth and the positive aspects of
the relationship, rather than focusing exclusively on separation.

A smooth and complete termination sometimes occurs in
actual practice. In informal relationship work in inpatient set-
tings, termination more often occurs with the client’s abrupt
departure or planned medical discharge. Even in formal re-
lationship work in community settings, contact often ceases
without explanation after a series of missed appointments, or
with a phone call in which the client voices the decision to
terminate, or with the client abruptly leaving a session and
failing to resume subsequent contact. If this happens, you can
call or write the client and suggest an additional session to deal
with either the therapeutic good-bye or continue the relation-
ship work. Termination requires careful preparation, adequate
time for the client to work through the feelings about ending,
and an opportunity for you to explore your personal reactions
with a clinical instructor, colleague, supervisor, or consultant.

Assessment

Assessment as a component of the nursing process in the reso-
lution phase deals primarily with determining when the client
may be ready to terminate, how the client deals with termina-
tion, and how the nurse deals with termination. Criteria that
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indicate a client’s readiness for termination are presented in
Your Assessment Approach.

Many factors influence how the client reacts to termina-
tion. These factors include the following:

m Degree of client involvement. The greater the degree
of client involvement, the more intense the client’s
reaction to termination.

u Length of treatment. In general, the longer the nurse—
client relationship lasts, the more time should be
spent in exploring all aspects of termination.

u Client’s past history of significant losses. A client
who has lost significant others may re-experience
past conflicts and emotional responses.

u Ability to separate from others. The reaction to ter-
mination is influenced by how well the client has
mastered the early separation—individuation phase of
development.

m Degree of success achieved. Reaction to termination
depends on how successful and satisfying the rela-
tionship has been for the client.

m Degree of transference in the relationship. The
greater the transference in the nurse—client rela-
tionship, the more intense the client’s reaction to
termination.

Be alert to client responses during termination. Any num-
ber of responses—repression, regression, anger, denial, sad-
ness, withdrawal, avoidance, acceptance, joy—may surface,

YOUR ASSESSMENT APPROACH

Termination Readiness

The following criteria may be useful to determine whether the
client is ready to terminate:

The client has experienced relief from the presenting
problem. Symptoms no longer interfere with the client’s
comfort.

The client’s treatment goals have been achieved. These
ideally are planned goals included in the therapeutic con-
tract between the nurse and client.

The client’s social functioning has improved. The cli-
ent experiences increased satisfaction in interpersonal
relationships.

The client has acquired adaptive coping strategies.
Ideally, these strategies include the client’s use of effective
problem-solving strategies on a daily basis.

The client has acquired more effective defense mecha-
nisms. A client who cannot achieve adaptive coping strate-
gies should develop more effective defense mechanisms to
ensure stabilization.

The client has increased self-dependence. The client ex-
periences self-satisfaction and no longer needs to depend
on the nurse for a sense of well-being.

There has been a major impasse in the one-to—one rela-
tionship. Stubborn resistances may surface and persist on
the client’s part. Uncontrollable countertransference may
develop on the nurse’s part.

and it is not unusual for several to surface at once. When re-
pressing, the client shows no emotional response. Regression
on the part of the client is an extremely common response to
termination. Regressive behavior may range from statements
of abandonment and hopelessness to an inability to tend to
personal hygiene. The central message conveyed is: “See? I
can’t make it without you!”

Nurse’s Self-Awareness

Finally, assessment involves how you personally manage
separation in the one—to—one relationship. Like the client, you
can have any number of responses. Some common responses
are as follows:

= Regret that the client did not achieve more than the
client actually did

= Being dependent upon and hesitant to give up the
relationship

= Colluding with the client to prolong sessions to avoid
the inevitability of separation

Nursing Diagnosis: NANDA

Nursing diagnoses during termination should reflect the ter-
mination behaviors the client manifests. A wide variety of
nursing diagnoses may be relevant. Potential nursing diag-
noses that stem from regression during the termination phase
may be: Self-Care Deficit, Hopelessness, Powerlessness, and
Ineffective Coping. Modify nursing diagnoses as necessary, as
the client moves through the termination experience.

Outcome ldentification: NOC

The ideal outcome occurs when the nurse—client relationship
terminates after achieving all identified and measurable per-
sonal behavioral changes. Such resolution seldom occurs in
acute care inpatient settings, especially since brief hospital
stays are now the rule rather than the exception. Often, the
client achieves more limited behavioral changes and agrees to
return for future work or referral as necessary. At other times,
the client achieves symptom relief only.

Outcomes are compromised when the client is unable
to make progress due to lack of insight or mental capacity.
Chronic catastrophic life circumstances (such as severe medi-
cal illness, life-threatening poverty, prison, and so on) may in-
terfere with growth-producing behaviors. On rare occasions,
the client’s condition deteriorates and the client is unable to
benefit from the nurse—client relationship.

Planning and Implementation: NIC

Planning involves preparing for the final good-bye and for
where and under what circumstances the client may seek fu-
ture help if the need arises.

Intervening in Specific Client Termination Behaviors

Intervention strategies vary according to the client’s behav-
iors. You may respond to the client who is repressing the real-
ity of termination by repeatedly observing that he or she is not
addressing the issue of the impending separation. You may
then attempt to explore this avoidance with the client.
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I YOUR INTERVENTION STRATEGIES Goals,

Tasks, and Interventions of the Termination Phase I

Goal: Terminate contact in a mutually planned, satisfying manner

Therapeutic Tasks

Help the client evaluate the therapeutic contract and the
therapeutic experience in general.

Encourage the transference of dependence to other support
systems.

Participate in explicit, therapeutic good-bye with the client.

Nursing Interventions

Encourage the client’s realistic appraisal of personal therapeutic goals
(motivation, effort, progress, outcome) as these evolved in treatment.
Provide appropriate feedback regarding the appraisal of goals.

Review the client’s assets and therapeutic gains.

Review areas for further therapeutic work.

Encourage the client to develop reliance on others in client’s immediate
environment (spouse, relative, employer, neighbor, friend) for empathic,
emotional support.

Be alert to the surfacing of any behavior arising on termination
(repression, regression, acting out, anger, withdrawal, acceptance).
Help the client work through feelings associated with these behaviors.
Anticipate your own reaction to separation and share in a manner that
does not burden the client.

Allow time and space for termination; the longer the duration of the
one-to-one relationship, the more time is needed for the termination

phase.

Useful interventions for clients who are regressing in
response to termination include the following:

= Addressing the possible underlying fears of
abandonment

= Emphasizing the growth achieved by the client

= Continuing to focus on the realities of separation

The client who acts out may protest termination in nu-
merous ways before the termination date, such as attempting
suicide, requiring psychiatric hospitalization, quitting a job, or
rejecting the nurse.

In general, underlying feelings, fears, and fantasies need
ventilation, exploration, and working through, as do reactions
of anger, depression, and grief. An exception to this general
guideline is the client who uses distraction maneuvers to pre-
vent termination, such as introducing explosive new material
in final sessions. In this situation, you may use limit setting
rather than exploration because of time constraints. In other
words, there may be “unfinished business” despite appropri-
ate planning and effort.

Providing for an Explicit and Therapeutic Good-Bye

You have the final task of participating in an explicit and
therapeutic good-bye with the client. Nursing responsibili-
ties in this final phase include anticipating your own personal
reaction to separation and, optionally, expressing this reaction
in a manner that does not burden the client. In addition, you
may share a special wish for the client, based on the client’s
particular assets within the therapeutic relationship.

A therapeutic good-bye gives the client a sense of freedom
to move on to other relationships. The end phase may take from
one meeting to several months of meetings, depending on the
duration of the one—to—one relationship. In general, the longer
the duration of the relationship, the longer the time needed to

deal explicitly with the termination of contact. Your Interven-
tion Strategies summarizes the goal, therapeutic tasks, and spe-
cific nursing interventions of the termination phase.

Ideally, the client can completely work through feelings
regarding separation so that there is no unfinished business
between nurse and client. The nurse—client relationship has
given the client the opportunity to depend on another in a re-
alistic and mature manner. The direct, explicit good-bye is
frequently the first such experience for the client. It is usually
a moment of unique humanness for both the nurse and the
client.

Gift Giving During the Termination Phase

Gifts are most often given during the termination phase of
one—to—one relationships. In this phase, a gift may have sev-
eral overt and covert meanings, as follows:

= The client may wish to give a token of appreciation
for positive personal growth that has taken place.

= The client may desire to change the therapeutic rela-
tionship into a social one.

= The client may wish to prolong sessions to avoid the
final good-bye.

Some nurses accept a small gift from a client at the
time of termination if feelings regarding the gift have been
explored and clarified. (The gift may be an appropriate re-
membrance of a mutual and positive growth experience.)
Exploring the significance of a termination gift will ensure
the maximum therapeutic benefit for the client. A nurse’s
refusal to accept a gift of any type may prevent the client from
learning the important skill of being able to accept gifts from
others (Duffin, 2007). The nurse, as role model, has an oppor-
tunity to model appropriate gift giving and gift receiving. You
may find receiving a gift at times awkward and “artificial.”
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Yet, such a situation gives you the opportunity to help the
client toward further self-expression and self-knowledge.

Referring the Client for Follow-Up

When a referral is made to another psychiatric—-mental health
nurse or therapist, a home care nurse, a self-help group, a com-
munity agency, or a job training program, it is often wise to
arrange for an initial contact with the referred person or agency
before the nurse—client relationship terminates. This is a way
to identify and deal with any initial misconceptions about what
will take place after discharge and to ensure follow-up. The
shift to dependence on other support systems (family, friends,
referrals) is a therapeutic task that should be jointly managed,
at least initially, by the nurse and the case manager.

Evaluation

Evaluation is a vital component of the nursing process dur-
ing the termination phase. You have the task of helping the
client evaluate the therapeutic contract. The criteria for evalu-
ation are the goals formulated in the orientation and working
phases of the one—to—one relationship. Each goal is evaluated
in terms of measurable, observable behavior. Were the goals
appropriate, practical, and specific to the client? What are the
therapeutic gains? What are the areas for possible further ther-
apeutic work? How does the client evaluate motivation, effort,
progress, and outcome? Has the client worked through most
feelings about separation from the nurse?

You will also help the client evaluate the therapeutic experi-
ence in general, which may set the stage for future psychothera-
peutic work. Would the client seek a similar experience in the
future if deemed necessary? Having the opportunity to discuss
the work and the outcome is an empowering exercise for clients.

The nurse’s own personal, ongoing self-evaluation also
warrants emphasis here. It is essential to continuously eval-
uate which of your own behaviors consciously or uncon-
sciously promote, inhibit, or actively block growth-producing
client abilities.

Clinical Supervision

Clinical supervision is essential if the one—to—one relation-
ship is to be effective. Professional supervision helps you use
transference effectively and recognize countertransference

WHY | PLANTO BECOME
A PSYCHIATRIC-MENTAL
HEALTH NURSE

Jonathan’s Story: No matter what happens, there will always be
a place for psychiatric-mental health nurses. If mental disorders
could be totally treated with medications alone, then it would
be a different story. However, mental disorders are so very com-
plex. Besides being an actual disorder of neurons or chemicals
within the brain, they are disorders of interpersonal functioning.
That’s where we come in as psychiatric nurses. I've always been
pretty good with people, so | see psychiatric nursing as a perfect
fit for me. It will give me a chance to use my people skills as well
as my technical skills.

phenomena. The supportive function of supervision may be
used to monitor your own needs, thereby minimizing the like-
lihood of severe clinical stress and burnout. There are various
methods of evaluation: process recordings, videotapes, client
evaluations, audiotapes, didactic instruction, and referral to
specific clinical readings. There are several kinds of super-
vision available, such as intradisciplinary supervision with a
psychiatric-mental health clinical nurse specialist or with a
faculty member if a student, or interdisciplinary supervision
by another mental health care professional (psychologist,
psychiatrist, psychiatric social worker). Supervision helps the
psychiatric-mental health nurse effectively define, initiate,
use, and evaluate client and self in any therapeutic relationship.

CASE MANAGEMENT

The likely possibility that not all client goals would be
achieved during typical brief hospitalizations makes case
management and community-based care more important than
ever. Performing case management functions involves assist-
ing the client on an almost daily basis in managing frequent
challenges or problems associated with dysfunction. You will
need to work at promoting the client’s confidence in your
skills during the therapeutic relationship to ensure the cli-
ent makes the effort to seek help to manage problems. The
client’s confidence in your knowledge promotes improved
health maintenance behaviors so that he or she does not sabo-
tage the treatment or recovery process.

Guiding or accompanying clients through the mental
health care system is another facet of the case manager role.
Each geographic area differs in the kind of services that are
available. In order to obtain treatment, the psychiatric client
has to know how to work the system. Case management ser-
vices assist clients in this process. Working the system may in-
volve making appointments for clients, accompanying clients
to disability interviews, and explaining forms and paperwork
required by agencies or providers. Maneuvering around bar-
riers or obstacles is a special skill of the nurse case manager.

The clinical example that follows illustrates how a pri-
mary nurse in an inpatient setting can continue the therapeutic
nurse—client relationship after discharge and can also function
as a case manager.

Clinical Example

You have worked with Francisco, a 65-year-old male, during his brief
5-day stay on your unit. The treatment team’s goal was to stabilize his
mood and begin antidepressant medication. You have spent 45 min-
utes each day developing a therapeutic nurse—client relationship with
Francisco.

Following his discharge, you function as his case manager, con-
necting him with a job training program, a social club for mental health
clients, and a medication psychoeducation group. You also meet with
Francisco in the outpatient clinic weekly for 4 weeks, then every 2 weeks
for the next 2 months, and finally, monthly for the next 4 months.
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COMMUNITY-BASED CARE

Community-based care is a commonly used forum for treating
people who have psychiatric problems. It is much more cost
effective to treat clients on an outpatient than an inpatient ba-
sis. The nurse working in a community care setting will likely
see particular outpatients repeatedly in that setting. Even
though considerable time may elapse between sessions, you
should help the client develop a strong, ongoing relationship
with the provider, thus encouraging the client to seek needed
help and to disclose important information. Information about
symptoms, side effects, and recovery throughout the client’s
care in the community is essential to determining appropriate
and effective interventions.

HOME CARE

Acceptance of home care and other services by the client
and the client’s significant others involves a variety of cul-
tural, demographic, and personal preferences. In one study,
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KEY TERMS
castration anxiety
client-centered therapy
cognitive—behavioral

theory
conditioned response
conditioning
conscious
ego
Electra complex
general systems theory
holistic
humanism
id
interpersonal theory
negative reinforcement
Oedipus complex
operant conditioning
penis envy
positive reinforcement
psychoanalysis
psychoanalytic theory
psychobiology
reflected appraisals
reinforcement
self-actualization
self-system
shaping
superego

symbolic interactionism

token economy

unconditional positive
regard

unconscious

Theories
for Interdisciplinary
Care in Psychiatry

CAROL REN KNEISL

LEARNING OUTCOMES
After completing this chapter, you will be able to:

I. Discuss the major ideas of interactionism.

2. Discuss the major principles of humanism.

3. Describe the influence of the knowledge explosion in psychobiology.

4. Explain how the premises of human interactionism and psychobiology relate to
psychiatric—-mental health nursing.

5. Compare and contrast the assumptions and key ideas of medical-psychobiologic,
psychoanalytic, cognitive—behavioral, and social-interpersonal theories.

6. Discuss the implications of each theory for the practice of psychiatric—-mental
health nursing.

CRITICAL THINKING CHALLENGE

Sonia Jones, a 38-year-old musician, came to the mental health clinic complaining of
depression, anxiety, and fear about her increasing use of methamphetamines (speed)
and alcohol. Sonia’s reason for seeking help to is get clean and sober. Some members
of the treatment team, however, cite a randomized clinical trial and a psychobiologic
theory that support treating the depression prior to addressing Sonia’s coexisting
addictive disease. Your own clinical wisdom and past experience convince you that
both conditions must be addressed simultaneously.

I. When you do not have established theory or clear research findings to
guide your clinical decisions, how important are clinical preferences
and clinical wisdom?

2. Do you think they constitute evidence on which to base practice?
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T o practice psychiatric—-mental health nursing humanistically,
you must devote yourself to understanding what makes people
human, how they express their joy of living, their sadness, their
desire to love, their hopes for growth. Understanding these
phenomena becomes even more crucial when trying to explain
how the joy of living suddenly turns to the desire to die, how
love of self and others turns to violence and hate, how the hope
for growth turns to withdrawal and despair, and how alterations
in the brain relate to these human experiences.

This chapter introduces you to a holistic philosophy that
includes humanism, interactionism, and the knowledge explo-
sion in psychobiology. In this chapter, we also compare the
basic assumptions and implications for practice in the domi-
nant theories for interdisciplinary psychiatric care. These are
as follows:

= Medical-psychobiologic theory
» Psychoanalytic theory

» Cognitive-behavioral theory

» Social-interpersonal theories

Clinicians often say they are eclectic, that is, they
choose one or a combination of these theories in determining
what information to assess about clients, what intervention
outcomes and approaches to recommend, and what ulti-
mate evaluation criteria to set. We believe that clinicians
should be eclectic, choosing strategies based on scientific
evidence about their effectiveness for any given client.
The best strategies based on the best available evidence are
reviewed.

Your approach to understanding psychiatric—-mental health
clients is influenced by your philosophy. We believe, further,
that humanistic interactionism is the philosophy that fits best
with psychiatric-mental health nursing goals. Theories such
as those discussed in this chapter provide the conceptual tools
to formulate that understanding and to interpret clinical data.
Blend an understanding of these theories with the nursing the-
ories, especially the psychiatric-mental health nursing theory
of Hildegard Peplau.

SCOPE OF PSYCHIATRIC-MENTAL
HEALTH NURSING PRACTICE

All nurses are concerned with the quality of human life and its
relationship to health. The psychiatric-mental health nurse is
especially concerned with the relationship between the individ-
ual’s optimal psychobiologic health and feelings of self-worth,
personal integrity, self-fulfillment, and creative expression. Just
as important are the satisfying of basic living needs, comfort-
able relationships with others, and the recognition of human
rights. These elements, collectively define mental health.

Our scope of practice is broad enough to include issues
such as alienation, identity crises, sudden life changes, and
troubled family interactions. It may deal with poverty and
affluence, the experiences of birth and death, the loss of
significant others, or the loss of body parts. It is concerned
with sustaining and enhancing the individual and the group.

Yet it also must address basic life issues shared by psychi-
atric clients—eating, sleeping, grooming, and hygiene. This
broad-ranging, humanistic, interactional, and psychobiologic
view of the scope of psychiatric—mental health nursing is dra-
matically different from the exclusively medical or behavioral
science orientations of the last 50 years.

Psychiatric-mental health nurses are concerned with
the care of clients who have identified mental disorders.
However, our concerns extend to the wide range of human
responses to mental distress, disability, and disorder. For
example, an addicted parent may not only suffer from shame,
unemployment, and abusive outbursts of anger but may
also lose a sense of purpose and meaning and experience a
disturbed self-concept and spiritual distress. These responses
have detrimental effects on the health of children, partners,
and other significant people in the person’s life.

Like many concepts in the human sciences, the concept
of mental disorder lacks a definition that covers all situations.
Faced with such a diverse array of human problems, the
psychiatric—mental health nurse is challenged to synthesize a
holistic philosophy for practice that can be the basis for care.

HUMANISTIC INTERACTIONISM
AND PSYCHOBIOLOGY:
THE MIND-BODY-SPIRIT CONNECTION

The classic psychiatric and psychological approaches have
described and classified signs and symptoms of illness, then
accounted for it by individual psychological dynamics such
as character disorder, weak ego, or failed defense mecha-
nisms. The basis for this text is a synthesis of psychosocial
and psychobiologic knowledge required for practice in the
21st century.

Basic Premises of Interactionism

One central idea in the approach we advocate has come to
be known as symbolic interactionism (Hewitt & Shulman,
2011), a term that describes an approach to the study of human
conduct. It is based on the philosophic premises identified in
Box 1.

Implications for Psychiatric—Mental

Health Nursing Practice

Interactionism offers psychiatric—mental health nursing a per-
spective of human beings as having purpose and control over
their lives, even if they have altered brain structure and chem-
istry and stressful environments. Interactionism as interpreted
here provides the premise for a philosophy of caring with a
strong humanistic cast, such as that described in Evidence-
Based Practice. Interactionism acknowledges the interaction
of psychology, psychobiology, and sociocultural contexts.

The First Premise: Behavior Is Purposeful We believe
that people act with plans and purposes in mind. That is, human
conduct is directed toward some goal or purpose. However,
once people set their conduct in motion they may be deflected
from their intended paths by obstacles or more appealing
objects. Goals and purposes are not fixed and final—they
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Box I  Symbolic Interactionism:
Philosophic Premises

1. People act with plans and purposes in mind and have the
capacity to think of new ways to act by finding alternative
goals and alternative methods.

2. Human beings act toward things (other people, events) on
the basis of the meaning that the things have for them, that
is, meaning is a basis for behavior. Life experiences may have
different meanings for different people.

3. The meaning of things in a person’s life arises from, and is
transformed by, the social interactions that person has with
others. We learn meanings during our experiences with others.

4. People handle and modify the meanings of the things they
encounter through an interpretive process. They come to
their own conclusions.

5. People want to regard themselves favorably and to maintain
and enhance their self-esteem.

6. When human beings encounter situations they have not faced
before, they must find new meanings, new purposes, and new
methods to deal with novel situations.

7. As human beings, we inherit a society and a culture within
which we live; however, we do not have to reproduce it.

emerge and change as we go about our lives. Behavior arises
from, and is affected by, our interactions with others.

The Second Premise: Different Meanings for Different
People We believe that all behavior has meaning. To under-
stand clients’ actions, you must identify the meanings those
actions have for them. Be wary of interventions that ignore, dis-
count, or discredit the meaning an experience has for the client
in favor of your own definition of the situation. Thus, you must
develop skill in observing, interpreting, and responding to the

client’s lived experiences in the hope of arriving at a common
ground of negotiated meanings and authentic communication.

The Third Premise: Meanings Arise in One’s Social
World We believe meanings arise in the process of interaction
with others. It is essential, therefore, that psychiatric—mental
health nurses take into account the social and cultural environ-
ment of each client. A holistic assessment of a client accounts
for the interaction patterns in that person’s social world. A
shaved head, tattoos, baggy denim pants worn low on the
hips, and a woolen cap, which appear deviant in a milieu of
business suit-wearing bankers and executives, may represent
a close adherence to the dress and demeanor codes of some
street gang subcultures.

The Fourth Premise: Meaning Is Individually Inter-
preted We believe that people come to their own conclusions.
You need to keep this premise in mind when responding to
an expression of human distress. People handle situations in
terms of what they consider vitally important about the situa-
tion. Avoid saying, “I wouldn’t worry about it,” or “Don’t feel
that way,” “You are reacting inappropriately,” or “It’s not so
bad.” Such clichés are not usually helpful, not because they
are inherently nontherapeutic but because voicing them invali-
dates the basic premise that people interpret the world in their
own way.

The Fifth Premise: Self as a Valued Object We believe
that human beings want to regard themselves favorably and
to attach a positive value to the self. Human beings desire to
act in ways that will develop and sustain coherent images of
themselves. They also wish to find a sense of security and
place—a sense of social identity—by integrating themselves
into group life. They take themselves—their feelings, their
interests, and their images of self—into account as they act.

EVIDENCE-BASED PRACTICE

Strategy of Protective Empowering

Lorelei is the nurse manager on an alcohol detoxification unit.
James, a 55-year-old man with a 30-year history of alcohol abuse
and cigarette smoking, is admitted for alcohol detoxification.
Because he had pulled out his IV fluids on the preceding shift, man-
aged to obtain a cigarette lighter in order to smoke, and fallen out
of bed, the night shift put him in soft restraints. Every time one of
the night shift nurses came into his room, James cursed at them.
Lorelei assigned Kevin, who was newly hired and still in the
process of orientation, to James’s care. Lorelei and Kevin’s joint
assessment of James’s current mental status, background history,
and mental status examination results convinced them that he is at
risk for harming himself. Although hospital policy justifies the use
of soft restraints, Lorelei felt strongly that James could be kept safe

CRITICAL THINKING QUESTIONS

1. How does protective empowerment fit with the basic premises of humanistic interactionism?
2. How does protective empowerment fit with the basic premises of psychobiologic theory?
3. How does protective empowerment fit with the basic premises of cognitive—behavioral theory?

with one-to—one supervision rather than with soft restraints and
that the presence of a staff member would be more comforting and
less anxiety provoking for him. Lorelei cautioned Kevin not to take
James’s cursing personally.

Among the goals that Lorelei and Kevin formulated coopera-
tively were relating to John in a respectful way, keeping him safe,
and encouraging him to regain greater self-control. Although
action should be based on more than one study, their strategy
of protective empowering was based on the following grounded
theory research:

Chiovitti, R. F. (2011). Theory of protective empowering for balanc-
ing patient safety and choices. Nursing Ethics, 18(1), 88-101.
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The Sixth Premise: New Ways of Being We believe that
it is within interpersonal interaction that clients can learn new
definitions for life situations and new repertoires for action.
This is the heart of the psychiatric—-mental health nurse’s ther-
apeutic and caring role. The sensitive, intelligent, and human-
istic use of self within interpersonal relationships is a key part
of the psychiatric—-mental health nurse’s skill. You have the
potential for helping clients redefine their experiences in more
satisfying ways, learn new patterns of coping with stress, and
generally enhance the quality of their lives and social worlds.
Such is the essence of psychiatric—mental health nursing.

The Seventh Premise: Culture Shapes Conduct We
believe that people are born into an already existing society
and culture and are surrounded by others who define reality for
us. Human beings are not required to keep cultural definitions
set by others. Culture is an environment in which we all live.
However, we do not have to reproduce the society and culture
that we inherit. In many instances, our survival depends upon
coming to terms with the culture we have inherited.

Basic Premises of Humanism

One of the purposes of this chapter is to specify a philosophic
basis for subsequent chapters. The seven premises of
interactionism provide us with a basic orientation. A theory
of life centered on human beings, called humanism, adds
to the philosophic perspective. The humanistic perspective
views human nature as basically “good,” emphasizes present
conscious processes, and places strong emphasis on people’s in-
herent capacity for self-direction (Butcher, Mineka, & Hooley,
2010). It pays less attention to the unconscious processes and
past causes emphasized by some of the theories (see, for ex-
ample, psychoanalytic theory) discussed later in this chapter. It
first arose as a reaction against the psychoanalytic and behav-
iorist perspectives (Cicarelli & White, 2009).

The central concept of humanism is that the chief end of
human life is to work for well-being within the limitations of
life in today’s world. Humanism is a philosophy of service
to benefit humanity through reason, science, and democracy.
The humanistic perspective has seven central propositions
(Lamont, 1967) identified in Box 2.

Implications for Psychiatric—Mental

Health Nursing Practice

As a philosophy underlying psychiatric—mental health nursing
practice, having a humanistic perspective means devotion to the
interests of human beings wherever they live and whatever their
status or culture. It reaffirms the spirit of compassion and caring
toward others. It is a constructive philosophy that wholeheart-
edly affirms the joys, beauty, and values of human living.

The subsequent chapters in this text show how these basic
premises can be put to use in psychiatric—mental health nurs-
ing practice. Some fundamental concepts are described briefly
in the following sections.

A Holistic View of the Mind-Body Relationship Our
humanistic interactional view is that physical and mental
factors are interrelated and that a change in one may result

Box2 Humanistic Perspective:
Philosophic Premises

1. The human being’s mind is indivisibly connected with
the body.

2. Human beings have the power or potential to solve their
own problems.

3. Human beings, while influenced by the past, possess
freedom of creative choice and action and are, within
certain limits, masters of their own destinies.

4. Human values are grounded in life experiences and
relationships, and our highest goal must be the
happiness, freedom, and growth of all people.

5. Individuals attain well-being and a high quality of life
by harmoniously combining personal satisfactions with
activities that contribute to the welfare of the community.

6. We should apply reason, science, and democratic
procedures in all areas of life.

7. We must continually examine our basic convictions,
including those of humanism.

in a change in another. For example, anger may result in
increased blood pressure. An invading organism, a decrease in
a neurotransmitter, or a structural change in the body can alter
thought processes. Low self-esteem can result in hunched
shoulders and skeletal muscle contractures.

The implications for psychiatric-mental health nursing
are clear. Healing and caring must be approached in a holistic
manner, recognizing physical and psychosocial needs. That
is, the psychiatric—-mental health nurse deals with the biologic
aspects of a primarily psychological or emotional pattern and
the psychological or emotional aspects of biologic experi-
ences, as in the following clinical example.

Clinical Example

Kate, a prominent television personality who wants to remain anonymous,
is hospitalized for a severe eating disorder on an integrated behaviorial unit,
and you are assigned to provide her care. She weighs under 90 pounds,
which is extremely thin for her 5'7" frame and is dehydrated, malnour-
ished, and obsessed with getting back to work and looking good in an
industry that expects bone-thin women anchors for the news.

As a nurse educated to recognize both her physical and psychosocial
needs, you are challenged to formulate a holistic, integrated care plan.

What you will learn in this text is relevant not only in mental
health care settings. You can use the philosophies, theories,
concepts, and principles in the care of any client, no matter
the setting, even if their immediate problems are primarily
physical.

An Expanded Role for Nurses The humanistic interac-
tional perspective on mental disorders implies an expanded
role for psychiatric—-mental health nurses. We believe that
psychiatric nurses should be prepared to work for change
within social and political systems. Psychiatric-mental
health nursing must not be limited to client-oriented activities
designed exclusively to control symptoms and increase the
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capability of individuals to adjust satisfactorily to the existing
social condition. Instead, psychiatric-mental health nursing
must be involved in social goals that advance health holisti-
cally. Because psychiatric—mental health nursing has politi-
cal consequences, it is essential that you begin to develop a
philosophic and ethical framework to guide and evaluate the
political outcome of therapeutic intervention.

Negotiation and Advocacy In this book, the model for
intervention and change is one of negotiation and advocacy.
The responsibility for change remains with the person who
seeks psychiatric help or consultation. Clients are held
accountable for their own behavior. They are not the passive
recipients of care given by psychiatric professionals. Instead,
they are empowered in the process of developing new
perspectives and encouraged to weigh alternatives and make
self-directed choices. They and their families are educated
about their disorder and its treatment.

Basic Premises of Psychobiology

The last decades have seen major breakthroughs in knowl-
edge about the brain, the mind, the spirit, and behavior. This
knowledge explosion has taken place in a field of study called
psychobiology. Research has generated new understandings
of how genetics, immunology, biorhythms, brain structure,
and brain biochemistry influence mental disorders.

New imaging techniques make it possible to view what
has never been seen before. Neuroscientists have found that our
thoughts, sensations, joys, and aches consist of physiological
activity in the 100 billion neurons in the tissues of the brain. They
can almost read people’s thoughts from the blood flow in their
brains. They can tell whether a person is thinking about a face
or a place, or whether the person is looking at a bottle or a shoe.

New medications to correct biochemical imbalances
in the brain are being prescribed. Psychobiologic interven-
tions such as exposure to bright light and white noise, and
the restriction of nutrients and nonnutrients believed to affect
behavior, have become commonplace.

Implications for Psychiatric—Mental

Health Nursing Practice

Some authorities argue that psychiatric—-mental health nurses
should continue to focus on the human aspects of care as

psychiatry moves toward “remedicalization.” They fear that
by embracing the biologic sciences we will diminish the art of
psychiatric—-mental health nursing. Others, ourselves included,
contend that, to bring a contemporary holistic perspective to
psychiatric—-mental health nursing care, we must integrate
the rapidly accumulating knowledge in psychobiology. We
do not give up our humanistic, psychosocial, and interac-
tional premises simply because we recognize the value of the
breakthroughs being made in psychobiology. Instead, as we
redefine the traditional art of psychiatric-mental health nurs-
ing care and caring in contemporary society, our practice and
research must integrate “high tech” and “high touch,” nature
and nurture, the biologic sciences and the behavioral sciences.

THEORIES FOR INTERDISCIPLINARY
PSYCHIATRIC CARE

Dominant social attitudes and philosophic viewpoints have
influenced the understanding of and approaches to mental disorder
throughout history. Concepts and theories that we consider
modern may have roots in earlier eras.

TaBLE 1 M compares the major features of the medical—
psychobiologic, psychoanalytic, cognitive—behavioral, and
social-interpersonal theories discussed next. While the ap-
proaches suggested by these theories appear to be very differ-
ent, it is up to the individual psychiatric—mental health nurse
to use the best aspects of each approach in clinical practice.
For example, a biologically oriented clinician can see the
value of psychotherapy or cognitive—behavioral therapy, as
well as medication, for a man who has a fear of flying, and
a cognitive-behavioral therapist can appreciate the anxiety-
reducing effects of medication for the client.

Medical-Psychobiologic Theory
The medical-psychobiologic model in psychiatry originated
in the era of classification. The classification of mental dis-
turbances brought the emotional and behavioral aspects of
people into the domain of the medical doctor during a period
when the systematic observation, naming, and classification
of symptoms were emphasized.

Emil Kraepelin’s monumental descriptive diagnostic
classification system of mental disorders is acknowledged as
the first comprehensive medical model (Wallace & Gach, 2011).

TasLe | m Comparison of Major Features of Traditional Psychiatric Theories

Theory Assessment Base Problem Statement Goal Dominant Interventions

Medical-psychobiologic Individual client Disease Symptom management; Psychopharmacology and
symptoms cure other biologic therapies

Psychoanalytic Intrapsychic; unconscious Conflict Insight Psychoanalysis

Cognitive-behavioral

Behavior

Learning deficit

Behavior change

Behavior modification
or conditioning

Social-interpersonal

Interactions between
individual and social
contexts

Interpersonal
dysfunction

Enhanced awareness and
quality of interpersonal
interactions

Group, family, and milieu
therapies
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He noted that certain patterns of symptoms occurred with
enough frequency to be considered as specific types of mental
disorders. Kraepelin described these types of mental disorders
and worked out a classification scheme that is the basis of our
present system, the Diagnostic and Statistical Manual of Mental
Disorders (DSM) published by the American Psychiatric Asso-
ciation (2000).

Kraepelin also formulated the notions that the cause of
mental illness was organic, that it was located in the central
nervous system, that the disease followed a predictable course,
and that treatment should be based on accurate diagnosis.
Contemporary research findings in the field of psychobiology
lend support to some of these early ideas but advance them
and make them specific in important ways.

Assumptions and Key Ideas

Medical-psychobiologic  theories view emotional and
behavioral disturbances like any physical disease. Thus,
abnormal behavior is directly attributable to a disease process,
a lesion, a neuropathologic condition, a toxin introduced from
outside the body, or (most recently) a biochemical abnormality
of neurotransmitters and enzymes or a genetic predisposition.
The medical-psychobiologic position is summarized in Box 3.

Implications for Psychiatric—Mental
Health Nursing Practice

Nurses who were first involved in the care of psychiatric clients
were primarily responsible for the client’s physical well-being.
Their responsibilities included administering medications
prescribed by the physician and caring for clients undergoing
treatments such as insulin shock therapy, electroshock therapy,
hydrotherapy, or psychosurgery.

Box3 Medical-Psychobiologic Views

The individual suffering from emotional disturbances is sick
and has an illness or defect.

The illness can, at least presumably, be located in some part
of the body (usually the brain’s limbic system and the central
nervous system’s synapse receptor sites). Factors related to
mental disorders include, but are not limited to, excesses or
deficiencies of certain brain neurotransmitters; alterations in
the body’s biologic rhythms, including the sleep-wake cycle;
and genetic predispositions.

The illness has characteristic structural, biochemical, and
mental symptoms that can be diagnosed, classified, and
labeled.

Mental diseases run a characteristic course and have a
particular prognosis for recovery.

Mental disorders respond to physical or somatic treatments,
including drugs, chemicals, hormones, diet, or surgery.
Psychobiologic explanations of mental disorders can reduce
the stigma often associated with them, and can discourage
claims that mental disorders result from a lack of willpower
or moral character.

Psychobiologic theories are the conceptual basis for the
continued use of biologic therapies in the care of mental health
clients, the hospital as the setting for care, research into the ge-
netic transmission of mental illness, research on biochemical
and metabolic variables among diagnosed psychiatric clients,
and dominance of the medical doctor—the psychiatrist—in
the mental health team. As long as psychiatric clients are ad-
mitted to, and reimbursed for, care according to medical diag-
noses, knowledge of this framework is crucial. Furthermore,
as long as psychobiologic knowledge expands, psychiat-
ric—mental health nurses are responsible for translating that
knowledge into care practices that recognize the biologic fac-
tors related to mental disorders. Advances in psychobiologic
theory and research are also integrated throughout specific
disorders and interventions chapters.

Psychoanalytic Theory

Psychoanalytic theory is usually credited to the Viennese
physician Sigmund Freud (Ficure 1 m). Freud believed that
all psychological and emotional events, however obscure,
were understandable. For the meanings behind behavior, he
looked to childhood experiences that he believed caused adult
neuroses that interfered with productive and satisfying living.
Freud’s work shifted the focus of psychiatry from classifica-
tion to a dynamic view of mental phenomena.

Assumptions and Key Ideas

There are several basic principles that are central to psycho-
analytic theory.

FIGURE 1 W Sigmund Freud, founder of psychoanalysis.
Photo courtesy of Alamy SZ Photo/Scherl.
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Psychic Determinism Psychic determinism states that
no human behavior is accidental. Each psychic event is
determined by the ones that preceded it. Events in people’s
mental lives that seem random or unrelated to what went
before are only apparently so. Thus, psychoanalysts never dis-
miss any mental phenomenon as meaningless or accidental.
They always search for what caused it, why it happened. For
example, people commonly forget or misplace things. They
usually view this as simply an accident. Psychoanalysts seek
to demonstrate that the accident was caused by a wish or intent
of the person involved. Psychoanalysts also view dreams as
subject to the principle of psychic determinism, each dream
and each image in each dream bearing some relationship to
the rest of the dreamer’s life.

Role of the Unconscious The distinction between con-
scious and unconscious thought was made famous by Freud.
Some kinds of information in the brain—your plans for the
day, the faces of the people near you, your pleasures and your
pains—are conscious. You think about them, discuss them,
and let them guide your behavior. Others—the control of your
heart rate and the sequence of muscle contractions that allow
you to turn the pages of this book—are unconscious. They
are in your brain someplace, but are sealed off from your
planning and reasoning circuits. Likewise, any mental event
that occurs outside of conscious awareness represents the
unconscious region.

Significant unconscious mental processes occur frequently
in normal as well as abnormal mental functioning. Much of
what goes on in people’s minds is unknown to them, and
this accounts for the apparent discontinuities in their mental
life. According to psychoanalytic theory, if the unconscious
motivation of behavioral symptoms is discovered, the apparent
discontinuities disappear, and the connection becomes clear.

Psychoanalysis The most powerful method for study-
ing the unconscious is the technique that Freud evolved over
several years called psychoanalysis. The basic logic behind
psychoanalysis is discussed in Box 4.

Strategies used in psychoanalysis are hypnosis, the inter-
pretation of dreams, and free association, in which the client is

Box4 The Basic Logic Behind Psychoanalysis

1. The client underwent a traumatic experience that stirred up
intense and painful emotion.

2. The traumatic experience represented to the client some ideas
that were incompatible with the dominant ideas constituting
the ego. Thus, the client experienced a neurotic conflict.

3. The incompatible idea and the neurotic conflict associated
with it force the ego to bring into action defense
mechanisms. (describes in detail common defense
mechanisms.)

4. Therapy is directed toward resolving the conflict by
uncovering its roots in the unconscious. If the client is able
to release the repressed feelings associated with the conflict,
the symptoms disappear.

encouraged to express every idea that comes to mind—no mat-
ter how insignificant, irrelevant, shameful, or embarrassing—
ignoring all self-censorship and suspending all judgment.

Structure of the Mind With the publication of The Ego
and the Id in 1923, Freud introduced the structural model of
the mind (1962a). The structural model of the mind contends
that there are three distinct entities: the id, the ego, and the
superego. The id is a completely unorganized reservoir of
energy derived from drives and instincts. The ego controls
action and perception, controls contact with reality, and,
through defense mechanisms, inhibits primary instinctual
drives. One of its fundamental functions is also the capacity
for developing mutually satisfying relationships with others.
The superego is concerned with moral behavior. Frequently,
the superego allies itself with the ego against the id, imposing
demands in the form of conscience or guilt feelings. The rela-
tionship between Freud’s levels of conscious and unconscious
awareness and his concepts of id, superego, and ego is often
depicted as an iceberg (see FIGURE 2 m).

The id operates according to what Freud called the plea-
sure principle: the tendency to seek pleasure and avoid pain.
This is not always possible, so the demands of the pleasure
principle have to be modified by the reality principle. The
reality principle is a learned ego function by which people
develop the capacity to delay the immediate release of tension
or achievement of pleasure.

Instinctual Drives Freud believed that psychic energy
was derived from drives. He used the word cathexis to refer to
the attachment of psychic energy to a person or a thing. The
greater the cathexis, the greater the psychological importance
of the person or object.

Freud accounted for the instinctual aspects of a person’s
mental life by assuming the existence of two drives, the sexual

Region of contact
with outside world

FIGURE 2 M Levels of awareness in relation to id, ego, and superego.
In this image, the id is completely below the water’s surface and

the superego is partially below and partially above the surface. In
comparison to the superego, the ego is more fully above the surface
in the realm of conscious awareness.
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TasLe 2 m Freud’s Psychosexual Stages
Stage Age Span Task Key Concept
Oral 0-18 months | Satisfaction and anxiety management Oral activity gives pleasure and is a source for learning
from oral activity
Anal 18 months— Learning muscle control for toilet Delayed gratification and rule internalization
3 years training
Phallic 3-6 years Gender identification and genital Repression of attraction to the opposite-sex parent (Oedipus
awareness and Electra complexes), leading to same-sex identification
Latency 6-12 years Repression of sexuality Oedipal conflict resolved with a shift to other interests and friends
Genital 12 years— Channeling sexuality into relationships Re-emerging sexuality to motivate behavior
young adult with members of the opposite sex

drive and the aggressive drive. The former gives rise to the
erotic component of mental activity, and the latter gives rise
to the destructive component. The sexual drive came to be
known as the libido. According to Freud, we all pass through
five stages of psychosexual development from infancy
through puberty (see TaBLE 2 M). Each stage is characterized
by a dominant mode of achieving libidinal (sexual) pleasure.

The Oedipus Complex and the Electra Complex Freud
believed that each person must resolve the conflicts that arise
in each psychosexual stage of development in order to avoid
later fixations. He termed one of the most important con-
flicts the Oedipus complex. Freud believed that each young
boy symbolically relives the Greek myth, in which Oedipus
unknowingly kills his father and marries his mother, in the
phallic stage of psychosexual development. However, the
young boy, although longing for his mother sexually, fears
that his father will cut off his penis as punishment. This fear,
termed castration anxiety, forces the young boy to repress his
hostility toward his father and his sexual desire for his mother.
In successful resolution, the young boy has affection for his
mother (but not sexual desire) and is able to channel his sexual
impulses into relationships with other potential partners.

The Electra complex is the female counterpart, and is also
drawn from Greek mythology. Freud believed that young girls

The Psychoanalysis of Marilyn Monroe
It is surprising to most people to think of Marilyn
Monroe, a film “sex goddess,” as a woman with a
sexual dysfunction. She engaged in numerous af-
fairs throughout her life from an early age, appar-
ently participated in a stag film and in multiple sex
parties at a hotel in New York City (according to a government report),
posed nude for a calendar, engaged in sexual activity with women as
well as men, had nearly a dozen abortions and multiple miscarriages,
but had never had an orgasm until much later after seeking therapy.
Marilyn’s orgasmic difficulties were the focus of her relationship with a
renowned psychoanalyst popular among the Hollywood elite.

She saw her psychoanalyst virtually every day, and in the be-
ginning several times a day. Although she was helped to experience

desire to replace their mothers in order to possess their fathers.
It is at this stage that young girls experience what Freud termed
penis envy, the wish to be more like one’s father or brothers.

Decline of Freudian Psychoanalysis

We have seen a steady decline in the reliance on psychoana-
lytic theory and psychoanalysis as a treatment measure. The
most frequent cited criticisms are that psychoanalytic theory
is based on inferences (not proof) from clinical experiences,
no single verifiable cure exists, and psychoanalysis is the
costliest and most time-consuming treatment, often requiring
expensive weekly meetings between client and psychoanalyst
for years (Crews, 1998; Webster, 1995). The Mental Health in
the News feature discusses Marilyn Monroe’s psychoanalysis
to treat sexual dysfunction.

In addition, because it requires a person to be relatively
well functioning, introspective, and financially secure, psy-
choanalysis is not accessible to many mental health clients.
People with psychotic disorders or personality disorders
are especially unlikely to benefit. However, as you will see
later in this chapter, variations on Freudian theory led to the
development of various insight-oriented therapies such as
those described in the section on social—interpersonal theo-
ries. Most psychiatric-mental health clinicians continue to use

MENTAL HEALTH INTHE NEWS

an orgasm for the first time, Marilyn remained in the grips of a
severe addiction which continued to be fueled by the routine pre-
scriptions she received from her psychoanalyst for tranquilizers
and barbiturates. This relationship lasted for years until her death
from an overdose of the barbiturate pentobarbital (Nembutal).
Renowned Los Angeles medical examiner, Thomas Noguchi, listed
the cause of her death as a “probable” suicide after taking into
account several curious facts about her death (among the curious
facts is the possibility that the overdose was by rectum, not by
mouth, since pentobarbital was not present in her stomach in an
amount that would cause death).

Photo courtesy of Superstock.
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several relevant psychoanalytic concepts—the structure of
the mind, the role of the unconscious, defense mechanisms,
dream interpretation, and the three concepts of resistance,
transference, and countertransference—to understand mental
processes and the process of the therapeutic relationship.

Implications for Psychiatric—Mental

Health Nursing Practice

Psychoanalytic theory has historically provided an extremely
limited treatment role for the nurse. Psychoanalytic clients are
usually seen in the analyst’s office as private clients. With
the emergence of psychoanalytically oriented private hospital
treatment settings, nurses became somewhat more involved.
In these settings, nurses shared at least in the psychoanalytic
language, concepts, and speculations about client dynamics
and personality development, but usually not in the psycho-
therapeutic treatment role, unless they chose to train and func-
tion as psychoanalysts.

Cognitive—Behavioral Theory

Cognitive-behavioral theory focuses on the present rather
than the past. Behaviorist theory in psychiatry has its roots in
psychology and neurophysiology. The term behavior therapy
has largely been replaced by the term cognitive—behavior
therapy, although they may be used interchangeably through-
out this text.

To the behaviorist, symptoms associated with neuroses
and psychoses are clusters of learned behaviors that persist
because they are somehow rewarding to the individual. One
of the most important contributions to this framework was
made by Ivan Pavlov (1849-1936), who in 1902 discovered a
phenomenon he called the conditioned response in a famous
experiment with a dog and a bell (Figure 3 m). The basic prin-
ciple of the conditioned response is described as follows:

1. A response is a reaction to a stimulus.

2. If a new and different stimulus is presented with, or
just before, the original stimulating event, the same
response reaction can be obtained.

'
FIGURE 3 B Pavlov’s famous experiment demonstrated the part
conditioning plays in behavior. Pavlov is shown here with the staff

and some of the apparatus used to condition reflexes in dogs.
Photo courtesy of Photo Researchers, Inc.

3. Eventually the new stimulus can replace the original
one, so that the response occurs in reaction to the
new stimulus alone.

The conditioned or learned response is viewed as the
basic unit of all learning, the unit on which more complex
behavioral patterns are constructed. Such construction occurs
through a process called reinforcement, in which behaviors
are rewarded and persist. Pavlov’s theories have influenced
contemporary cognitive—behavioral therapists and are valued
for their simplicity, concreteness, and objectivity. Some
behaviorists see them as the key to understanding and control-
ling the whole range of undesirable human behavior.

Assumptions and Key Ideas

The fundamental premises of cognitive—behavioral the-
ory are presented in Box 5. Both Joseph Wolpe (1956) and
B. F. Skinner (1971) are associated with psychiatric treatment
approaches that represent one form of conditioning (using a
specific stimulus to elicit a specific response) and reflect the
assumptions in Box 5.

Wolpe defined neurotic behavior as unadaptive behavior
acquired in anxiety-generating situations. He based his thera-
peutic method on the introduction of a response that inhibits
anxiety when situations occur that ordinarily evoke anxiety.
Relaxation, for example, was considered incompatible with
anxiety and, therefore, effective in inhibiting it. Thus, Wolpe
would direct his intervention to a counterconditioning tech-
nique, usually putting the client under hypnosis and using
various techniques for gradual desensitization. For example, a
man afraid of dying might gradually attempt to overcome his

Box 5 Fundamental Principles
of Cognitive—Behavioral Therapy

The self in humans is the sum or repository of past
conditionings or simply the behavioral repertoire. Therapists
can know clients only by the clients’ behavior.

Behavior is the way in which a person acts. It can be
observed, described, and recorded.

There is no autonomous person. People are what they do
and what they are reinforced for doing by conditions in
their environment.

The self is a structure of stimulus-response chains or
hierarchies of habit. It is possible to know and predict
conditions under which behavior will occur.

The symptoms of a mental disorder are, in fact, the sub-
stance of that person’s troubles. There is no hidden motive,
no underlying cause, no internal pathogenic process. There is
only the symptom or the behavior, and the aim of
cognitive-behavioral therapy is to change the behavior.

The therapist determines what behavior should be changed
and what plan should be followed. Change comes about by
identifying events in the client’s life that have been critical
stimuli for the behavior and then arranging interventions
for extinguishing those behaviors. A changed way of acting
precedes a changed way of thinking, according to
behaviorist theory.
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anxiety at seeing a coffin, attending a funeral, and so on, by
trying to relax in these situations.

Skinner’s approach, called operant conditioning,
emphasizes discovering why the behavioral response was
elicited in the first place and what actively reinforces it. The
key concept in operant conditioning is reinforcement. Skinner
originally used the term positive reinforcement to describe
an event that increases the probability that the response will
recur—a reward for behavior. A negative reinforcement was
defined as an event likely to decrease the possibility of recur-
rence because it penalizes the behavior.

The term for an intervention designed to change a per-
son’s behavior is shaping. It is a procedure of manipulating
reinforcement to bring the person closer to the desired behav-
ior. According to Skinner, there are times in a client’s life
when responses are accidentally reinforced by a coincidental
pairing of response and reinforcement. This accidental pair-
ing may play a role in the development of phobias (irrational
fears) and other distressing and/or dysfunctional behaviors.

In addition to these classics, contemporary cognitive—
behavioral therapists use a vast array of techniques based on
basic psychological science and developed out of psycho-
logical research and validated in thousands of treatment out-
come studies.

Implications for Psychiatric—Mental

Health Nursing Practice

In many institutional environments, clients follow prescribed
schedules for daily living that include a token economy.
Clients are rewarded for desired behavior by token reinforc-
ers, such as food, candy, verbal approval, and even money.
The use of this approach raises issues of control, responsi-
bility for behavior, and the morality of using negative or
punitive stimuli in a therapeutic context, to name only a few.
Mental health professionals who successfully resolve such
basic philosophic issues have designed and implemented
successful behavior modification plans with disturbed,
overtly aggressive children, developmentally disabled clients,
violently self-destructive people and people who are severely
and persistently mentally ill.

The movement toward community-based psychiatric
treatment has made plain some of the shortcomings and eco-
nomic realities of therapies aimed toward resolving everyone’s
intrapsychic conflicts. The movement has instead attempted to
replace maladaptive behavior with behavior that allows people
to function effectively within their natural environment. When
parents or others in the client’s environment are taught to
implement behavior change procedures, therapy moves away
from the artificial situation of the therapist’s office into the
client’s total environment. It no longer requires the presence
of highly trained, often expensive experts and thus makes
treatment more affordable.

Psychiatric-mental health nurses have had a special role
in teaching behaviorist principles to people with little train-
ing so that they can act as change agents. Nonprofessional
staff can be taught the effective use of behaviorist principles

to eliminate chronic, maladaptive behavior. Hyperactive chil-
dren or children with borderline intelligence can be treated
in the home by their parents when nurses teach the parents to
use approaches such as frequency counts on specific behav-
iors to be modified, time-outs (short periods of isolation) for
undesired behavior, and the bestowal of attention, praise, and
affectionate physical contact as rewards.

Cognitive-behavioral interventions focus on the individual—
what that person feels, thinks, and assigns meanings to—and
empowers clients to learn new skills.

Social-Interpersonal Theories

Social-interpersonal theories of psychiatry grew out of a
general dissatisfaction with approaches that account for mental
illness in terms of either intrapersonal mechanisms (the symp-
toms of a disease) or individual personality dynamics such as
anxiety, ego strength, and libido. Advocates of this perspective
assert that other theories neglect the crucial social processes
and cultural variation involved in the development, identifica-
tion, and resolution of disturbed human responses.

Assumptions and Key Ideas

Two separate but philosophically congruent schools of
thought contribute to social-interpersonal theories. These are
the interpersonal—psychiatric (Harry Stack Sullivan, Abraham
Maslow, Carl Rogers, and Erik Erikson) and the general
systems approaches (von Bertalanffy, Menninger). The
assumptions and key ideas of each are discussed next.

Interpersonal-Psychiatric Theory: Harry Stack Sulli-
van Psychiatrist Harry Stack Sullivan (1953) made significant
contributions to social-interpersonal theory in the first half of
the 20th century and greatly influenced the work of Hildegard
Peplau. He is viewed as the least reductionist of psychiatric
theorists and emphasizes interpersonal theory (the client’s
past and present relationships with others and modes of in-
teraction) as the real focus of psychiatric inquiry. Sullivan’s
views were influenced by his teacher, Alfred Adler (1971),
who defected in 1911 from the dominant psychoanalytic
viewpoint of his teacher, Sigmund Freud. Sullivan became the
theoretic and ideologic leader of the interpersonal school of
psychiatry.

One concept that plays a crucial role in the organization
of behavior, according to Sullivan, is self-system or self-
dynamism. The self-system enables people to deal with the
tasks of avoiding anxiety and establishing security. The self
is a construct built from the child’s experience and initially
develops in the process of seeking satisfaction of bodily needs
and safety. To feel secure, the self essentially requires feelings
of approval and prestige as protection against anxiety.

The self-system is comprised of reflected appraisals—
that is, the view of ourselves that we learn in interactions with
significant others. Rewarding appraisals from others yield
what Sullivan calls the good-me aspect of the self. Anxiety-
producing appraisals result in the bad-me aspect. The not-me
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TaeLe 3 m Sullivan’s Stages of Interpersonal Development
Age Stage Task/Key Concept
Birth—18 months Infancy Experiences anxiety in interaction with mother figure; learns to use maternal
(to appearance of speech) tenderness to gain security and avoid anxiety
18 months-6 years (from first Childhood Learns to delay gratification in response to interpersonal demands; uses language
speech to need for playmates) and action to avoid anxiety
6-9 years Juvenile Develops peer relationships and uses environment outside the family to shape self
9-12 years Preadolescence Develops a caring relationship with same-sex peer, chum relationship
12-14 years Early adolescence Develops interest in opposite-sex relationships
14-21 years Late adolescence Has satisfying relationships; directs sexual impulses
21 years + Adulthood Establishes a love relationship

aspect exists normally in dreams and in aspects of experience
that are poorly understood and later experienced as dread,
horror, and loathing among mentally disordered people.

In summary, Sullivan emphasizes the pervasive interac-
tion between the organism and the environment as well as the
developmental tasks of the personality (TABLE 3 H). Nonethe-
less, Sullivan has little to say about the impact on behavior of
specific variations in the social or cultural scene.

Like Sullivan, other advocates of the interpersonal school
of psychiatry, such as Karen Horney (1950) and Erich Fromm
(1941), stress the general climate in the immediate family.
The interpersonal school of psychiatry in general takes a
developmental—interpersonal view of the self.

Hierarchy of Basic Human Needs: Abraham Maslow
The self-actualization and hierarchy-of-needs theories of Abra-
ham Maslow (1962) belong squarely in this school (FIGURE 4 m).
Maslow was one of the early humanistic psychologists who
rejected the dominant views of psychoanalysis and behavior-
ism in favor of a more positive view of human behavior.

Maslow proposed an order, or hierarchy, of basic human
needs. According to Maslow, there are eight categories
of needs (Maslow & Lowery, 1998). First, we must meet
elemental and basic physiological needs for food and water.
Once these needs have been met, second-tier or safety needs
come next. After safety needs are belongingness and love
needs, needs for friends and companions. See Caring for the
Spirit for a discussion of what a client might experience when
there are problems meeting these first three levels.

CARING FOR THE SPIRIT

Basic Biologic, Safety, and Belonging Needs

The self-esteem need is the need to feel that one has
accomplished something good and earned the esteem of
others. Next come the cognitive needs—the need to gather
knowledge so that one can know and understand the world.
Aesthetic needs have to do with appreciating beauty and
expressing oneself artistically. It is not until all these needs
have been met that one can concern oneself with self-
actualization or reaching full human potential. The times that
we achieve self-actualization are called peak experiences. The
highest need, transcendence, involves helping others achieve
their full potential.

Moving up and down the pyramid, and then back up,
is quite common. A shift in life circumstances, such as that
described in the clinical example, may require a shift to a
lower need.

Clinical Example

Donna had been retired for 4 years from her job as a consulting engineer.
When she was actively employed, Donna was held in high esteem by her
colleagues. She often travelled internationally as a “trouble-shooter” to
Thailand, Indonesia, France, Germany, and the Czech Republic. When
Donna’s husband, Jim, died after a long battle with cancer, Donna found
herself in some financial difficulty. There were many bills and a mortgage
and car to pay for. Jim’s retirement income ended upon his death, and the
economy took a nose-dive. Currently, Donna works as a cashier at the local
supermarket in her community in order to ease her financial problems.
While Jim was alive, he and Donna spent lots of time together. Now that
Jim is dead, Donna has increased the time she spends with people from
her church and friends from the senior center in her community.

disconnected or disoriented? Ask someone with mania what

Spirituality may be an important connection between mental
health and mental illness. In mental illness, most clients
describe feeling “disconnected” from their families, their
friends, the universe itself, and from their “faith.” For example,
clients describe depression as similar to being in a gray or
black tunnel with a profound sense of disconnectedness.
Imagine what it would be like to go for 24 hours or
longer without sleep. How would you look? Would you feel

that’s like. Have you ever awakened suddenly and not known
where you are? How would it be to feel like that for an hour,
a whole day, or a month? Ask someone with schizophrenia
what that’s like. Perhaps you’ve driven down the road and
realized that you're confused about where you are and how
you got there. And what if you had voices inside your head
at the same time? Would this be frightening? Would you feel
disconnected?
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Transcendence
needs: to help
others achieve
self-actualization

Self-actualization needs:
to find self-fulfillment and
realize one’s potential

Aesthetic needs:

to appreciate symmetry, order, and beauty

Cognitive needs:

to know, understand, and explore

Esteem needs: to achieve,

Safety needs:

to feel secure and safe, out of danger

Physiological needs:

to satisfy hunger, thirst, fatigue, etc.

be competent, gain approval and recognition .
Belongingness and love needs: to be
with others, be accepted, and belong |

FIGURE 4 B Maslow’s hierarchy of needs. The most basic needs for survival that must be met first are at the bottom and the highest

needs are at the top.

Source: Ciccarelli, S. K., & White, ]. N. (2009). Psychology. Upper Saddle River, NJ: Pearson, p. 367.

Client-Centered Therapy: Carl Rogers Like Maslow, 2.
Carl Rogers was an early humanistic psychologist who
emphasized human potential, the ability of each person to
become the best he or she could be. Rogers is probably the
first to use the term client, rather than patient, for the person
seeking counseling or mental health services. Client-centered
therapy focuses on the client as the healer, rather than the 3.
therapist.

Rogers identified four elements as key in successful
therapeutic relationships:

1. Reflection. Rogers believed that it was important to
allow the ideas coming from the client to flow freely
in order to attain insight. To this end he believed that
therapists should not interfere with their own inter-
pretations and biases. Reflection is literally a mirror-
ing of the client’s statements.

Unconditional positive regard. Therapists should
be warm and accepting and provide an uncritical
atmosphere for clients. Having unconditional
positive regard means that therapists respect clients
and their feelings, values, and goals, even if they
differ from those of the therapist.

Empathy. Empathy is the ability to understand
clients by acknowledging what they are feeling and
experiencing. Empathic therapists listen closely to
what their clients are saying and try to feel what
their clients feel without getting their own feelings
mixed up with the client’s feelings.

4. Authenticity. Authenticity is the ability to be

open, genuine, and honest in response to the
client. Being authentic means not hiding behind
the role of therapist. It does mean that the therapist
treats the client as a partner in the counseling
process.
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Like Maslow, Rogers believed in helping clients move toward
self-actualization. Rogers was also an influence on Hildegard
Peplau and her work.

Developmental Theory of Personality: Erik Erikson
Erik Erikson also formulated a developmental theory of
personality that took much more into account than just biologic
instincts. He elaborated and broadened Freud’s psychosexual
stages into more socially, culturally, and interpersonally
oriented concepts. For example, Erikson believed that, in
what Freud described as the “oral stage” in which the child
is focused on oral gratification, the child’s real development
centers around issues of basic trust. The child develops either
“basic trust” or “basic mistrust” of his or her social world.

Erikson described eight stages of life in which crises or
conflicts develop. Each crisis or conflict has the potential for
beingresolvedin ahealthy orunhealthy way. Resolution of each
stage is required in order to move forward developmentally.
Erikson’s developmental theory is considered more optimistic
than Freud’s because he believed that clients in therapy could
return to a developmental task that had not been accomplished
previously and relearn it (Erikson, 1963). Erikson’s eight
developmental stages are discussed in TABLE 4 M.

General Systems Theory General systems theory was
pioneered by Ludwig von Bertalanffy (1968), a biologist. In
general systems theory, every entity, or system, from the
atom to rapid transit systems are maintained by the mutual
interaction of its parts, that is, every system is a subsystem of
larger systems. A system is more than the sum of its parts—
when things are organized into a system, something new
emerges (Nichols, 2010). When applied to living systems
(people), general systems theory provides a conceptual frame-
work for integrating the biologic and social sciences with the
physical sciences. In psychiatry, it offers a resolution of the

mind-body dichotomy, an integration of biologic and social
approaches to the nature of human beings, and an approach to
psychopathology, diagnosis, and therapy. The most common
application of general systems theory today is in understand-
ing how families function.

Karl Menninger (1963) views normal personality
functioning and psychopathology in terms of general systems
theory. His work addresses four major issues, as follows:

1. Adjustment or individual-environment interaction

2. The organization of living systems

3. Psychological regulation and control, known as ego
theory in psychoanalysis

4. Motivation, which is often called instinct or drive in
the psychoanalytic framework

A salient point of Menninger’s theory is the idea of
homeostasis (equilibrium). He asserts that the greater the
threat or stress on a system, the greater the number of system
components involved in coping with or adapting to it. There-
fore, pathology can exist at various levels, as follows:

m The cell and organ level: An example might be the
behavioral changes that follow cellular alterations
due to addictive drugs, a blood clot, or a tumor.

» The group level: An example is family violence.

= The community level: Examples are overpopulation,
pollution, homelessness, and poverty.

In general systems theory, all represent abnormalities or stresses
on matter—energy processes and would be included within the
domain of psychiatric professionals.

In Menninger’s view, a system’s well-being depends on
the amount of stress on it and the effectiveness of its coping
mechanisms. He asserts that mental illness is an impairment
of self-regulation in which comfort, growth, and production

TasLe 4 m Erikson’s Eight Developmental Stages

Task/Area
of Resolution

Age

Stage of Development

Concepts/Basic Attitudes

Birth-18 months Trust versus

mistrust

Infancy

Ability to trust others and a sense of one’s own trustworthiness;
a sense of hope; withdrawal and estrangement

18 months-3 years Early childhood Autonomy versus

shame and doubt

Self-control without loss of self-esteem; ability to cooperate
and to express oneself; compulsive self-restraint or compliance;
defiance, willfulness

despair

3-5 years Late childhood Initiative versus Realistic sense of purpose; some ability to evaluate one’s own
quilt behavior; self-denial and self-restriction

6-12 years School age Industry versus Realization of competence, perseverance; feeling that one will
inferiority never be “any good,” withdrawal from school and peers

12-20 years Adolescence Identity versus Coherent sense of self; plans to actualize one’s abilities; feelings
role diffusion of confusion, indecisiveness, possibly antisocial behavior

18-25 years Young adulthood Intimacy versus Capacity for love as mutual devotion; commitment to work
isolation and relationships; impersonal relationships, prejudice

25-65 years Adulthood Generativity versus Creativity, productivity, concern for others; self-indulgence,
stagnation impoverishment of self

65 years to death Old age Integrity versus Acceptance of the worth and uniqueness of one’s life; sense

of loss, contempt for others
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are surrendered for the sake of survival at the best level
possible but at the sacrifice of emergency coping devices.
Therapists using the general systems approach emphasize
current conflicts, restoration of impaired systems of function-
ing, and subsequent reintegration of the restored function into
future coping strategies.

Implications for Psychiatric—Mental

Health Nursing Practice

Social-interpersonal theories give independent and collaborative
psychiatric-mental health nursing clear theoretic direction and
support. Nursing roles are associated with shifts in the deliv-
ery of psychiatric services variously termed case management,
social psychiatry, community psychiatry, psychoeducation,
and milieu therapy. According to these orientations, all social,
psychologic, and biologic activity (including research devel-
opments in psychobiology) that affect the mental health of the
population is important to professionals in community psychia-
try. Therapeutic interventions may include programs for social
change, political involvement, community organization, social
planning, family support groups, and education about medica-
tions, symptom management, genetic risk, and family environ-
ment. Many implications for practice can be derived from this
theoretic model, which are reflected in the following examples:

= Clients are approached in a holistic way, reflecting
the interrelationship and interaction between the
biophysical, psychologic, and socioeconomic—
cultural dimensions of human life.

= Definitions of the client must include the concept
of the client system. A family, a couple, an aggregate,
or even a community may collectively constitute
the client.

= Intervention strategies include primary prevention
achieved through psychoeducation, social change,
and research.

= Therapy focuses on helping troubled people gain
a useful perspective on their lifestyle and social
environment.

= Therapy also focuses on helping trouble people
develop coping skills and resources rather repressing
and controlling their symptoms.

= Psychiatric—mental health nurses must synthesize
psychobiologic knowledge with psychosocial reha-
bilitations skills and psychoeducation.

= Psychiatric—mental health nurses must be prepared
to function as autonomous members of the mental
health team and to assume more responsibilities in
the shift away from the dominance of the physician
in decision making and toward diffusion of roles.

Once clients are viewed as becoming dysfunctional in the
context of unhealthy or problem-filled interpersonal relation-
ships, establishing healthy, constructive interpersonal relation-
ships becomes important in their care. Psychiatric—-mental

health nurses can apply concepts of milieu therapy, primary pre-
vention, social psychiatry, community psychiatry, and psycho-
biologic interventions to implement this fundamental idea. The
following clinical example and discussion that follows demon-
strate how these concepts can be applied in clinical practice.

Clinical Example

Mrs. Seminara is a 67-year-old woman in good physical health. She has
become increasingly untidy, forgetful, reclusive, sad, and suspicious since
the death of her aggressive, bank-president husband from a heart attack
6 months ago. She recently sold the large house where she had lived for
the past 45 years and moved into a two-bedroom apartment in a nearby
town. Because of apartment rules, she was unable to take her 12-year-
old cat. She sold the house because her husband had told his lawyers
that she should do so. (He made all the family decisions while he lived.)
Mrs. Seminara has taken to skipping meals except for candy bars because
she must rely on a friend to drive her to the grocery store. (Her husband
believed she did not need to learn to drive.) Her younger sister (age 59),
seeking advice about Mrs. Seminara’s behavior, phoned the community
mental health center at the suggestion of the family physician.

The social-interpersonal psychiatric-mental health nurse
assessing this situation would tend not to view Mrs. Seminara’s
symptoms as psychological conflicts reflecting her ambivalence
toward her dead husband or as manifestations of a mental disor-
der, such as major, single-episode depression. Instead, the nurse
would focus on the way Mrs. Seminara is functioning in her
current interpersonal situation and her holistic human responses
to it. In this analysis, the nurse does not view Mrs. Seminara as
“diseased” and therefore in exclusive need of a somatic treat-
ment such as medication.

Instead, treatment consists of helping Mrs. Seminara
develop strategies for coping with her new situation and
satisfying her needs. The nurse would seek out the younger
sister and other family members in an attempt to enhance
Mrs. Seminara’s social support network. Efforts may be
directed toward mobilizing other environmental forces
(including the nurse) to provide company, stimulation, and
proper nutrition for Mrs. Seminara, since the absence of all
three contributes to her symptoms and discomfort. The clini-
cal situation would undoubtedly reinforce the psychiatric
nurse’s political efforts to point out the potential consequences
of lifelong passive dependence for some adult women. The
nurse may also become involved in community organizations
working for better services for older clients.

The shifts in the delivery of psychiatric services toward a
social psychiatry or community psychiatry view are associated
with efforts to provide psychiatric services more efficiently
to large groups of people (particularly those previously
neglected), and attempts to counteract the debilitating effects
of long-term institutionalization. Social psychiatry or commu-
nity psychiatry are associated with a movement to address the
client’s social context in providing psychiatric care.
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The Biologic Basis
of Behavioral
and Mental Disorders

EILEEN TRIGOBOFF

LEARNING OUTCOMES

After completing this chapter, you will be able to:

I. Describe five neuroanatomic structures that affect thought, behavior, memory,
understanding of consequences, and emotions.

2. Systematically compare and contrast alterations of the neuromessengers that occur

in schizophrenia, bipolar disorder, and major depression.

Provide three examples of genetic contributions to mental disorder.

4. Identify two ways in which communication between the endocrine and immune
systems affects a person’s mood and behavior.

5. Explain how understanding the biologic contribution to emotional problems
contributes to your nursing practice.

6. Partner with clients and families to teach the biologic implications of
psychiatric illnesses.

7. Analyze how your own personal feelings, opinions, or beliefs about psychobiology
can enhance or diminish your ability to be a support person and advocate for clients
and their families.

w

CRITICAL THINKING CHALLENGE

Imagine you are the nurse at a family care clinic, and Kay, a 30-year-old woman with
mood swings, is being assessed. During your clinical interview you discover she is
currently a caretaker for several family members: her father, who has dementia of
the Alzheimer’s type; her mother, who is depressed and unable to function; and her
38-year-old brother, who has severe symptoms of paranoid schizophrenia. Major
psychiatric illnesses are now understood as brain diseases that affect behavior,
cognition, learning, and emotion. This knowledge has ramifications as it relates to
your role, because the interventions that are aimed at improving overall functioning
must consider Kay’s unique biologic, environmental, and psychosocial strengths

and weaknesses.

I. How can you integrate the understanding of the biologic components of Kay’s
functioning when providing comprehensive care!?

2. Do you have a responsibility to integrate the biologic information with the
behavioral and affective components of Kay’s life? Why, or why not!?

From Chapter 6 of Contemporary Psychiatric-Mental Health Nursing, Third Edition. Carol Ren Kneisl,
Eileen Trigoboff. Copyright © 2013 by Pearson Education, Inc. All rights reserved.
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P sychobiology is neither a new concept nor a recent discovery.
It has existed since the birth of humankind and has been a sub-
ject of discussion for at least the last 2,000 years. What is new in
psychobiology is a broader understanding of the biologic basis
of the mind and behavior. This understanding lowers the like-
lihood that people with psychiatric disorders will experience
stigma. Current knowledge about the biologic components of
behavior is revolutionizing not only psychiatry but also our view
of behavior, temperament, and psychiatric disorders and their
treatment.

Psychobiology encompasses an enormous amount of
information and current research contributes to its growth.
The study of the brain structures, biochemical foundations,
molecular and genetic influences on cognition, mood,
emotion, affect, and behavior and the interactions among
them make up the realm of psychobiology. This comprehen-
sive view takes into consideration both internal and external
influences across a person’s life span, including genetics,
the effects of other body systems such as the endocrine and
immune systems, temperament, resilience in the face of stress,
and the environment.

A major barrier to seeking care for psychiatric symptoms
can be stigma. Stigma results from lack of knowledge, misun-
derstanding how a severe mental disorder comes about, and
not a small contribution from media sources that sensational-
ize events, issue misinformed and ill-conceived explanations,
and demonize those who are ill. In addition, there are a great
many sites on the Internet that do not offer entirely accurate
information. Every instance of erroneousness and distortion
can fuel someone’s frightened or angry interaction. Stigma is
often the result.

Science has provided more relevant explanations for
psychiatric symptomatology than the long-held myth that par-
enting styles and lack of character are, in and of themselves,
responsible. Understanding the working hypotheses of psycho-
biology is important for removing the guilt and stigma associ-
ated with psychiatric disorders. Teaching clients and families
about the biologic aspects of the disorder increases their under-
standing of the illness and its treatment, and can increase the
client’s motivation to continue to seek appropriate treatment.

The standards of practice for psychiatric-mental health
nursing (American Nurses Association, American Psychiatric
Nurses Association, & International Society of Psychiatric—
Mental Health Nurses, 2007) urge the inclusion of biologic
therapies along with the use of the more traditional psycho-
therapy, psychosocial therapies, and combination therapies
in the ongoing shift to a community-based care system.
Excellence-based psychiatric—-mental health nursing integrates
psychobiologic concepts with our traditional practice to pro-
vide holistic caring for both clients and their families. Our
understanding of the role biologic factors play in the client’s
illness and recovery can assist the client in adhering to medi-
cation regimens and other therapeutic interventions through
psychoeducation and partnerships.

In this chapter we highlight the psychobiologic principles
that can be used in the nursing care of a client. The scope

of this chapter curtails how much psychobiology we can
explore, therefore we crafted this chapter to help you apply
basic psychobiologic principles to your professional work. To
help integrate these psychobiologic principles into your clini-
cal practice, this chapter will focus on structure and function
and how they both play key roles in behavior and emotional
communication.

BRAIN, MIND, AND BEHAVIOR

Communication is a vital aspect of psychiatric-mental health
nursing. Through neurobiologic discoveries we now know
that communication, behaviors, and thought patterns have a
molecular, anatomic, and chemical basis. Who we are origi-
nates from order or disorder at any of these levels.

The brain encodes or decodes information through com-
plex interactions of neuromessengers, chemical processes,
and anatomic systems. When clients ask about their symp-
toms you can provide useful information using current neu-
robiologic knowledge. For example, a client who has panic
attacks certainly feels like they are real, but may not know
why they occur. You can bring an understandable scientific
explanation of how panic attacks result from the triggering of
an over-reactive alarm center in the brain. This trigger sends a
message of fear via the release of a neurotransmitter, causing
a racing heart and shortness of breath.

Certain portions of the brain function in concert with
other parts to create a system with a specific action; the limbic
system is a good example. Other systems that are of special
interest to psychiatric-mental health nurses include the reticu-
lar activating system and the extrapyramidal system, which
are discussed later in this chapter.

Neuroanatomy

Volumes have been written about the anatomy of the brain
and the other components of the nervous system. The defini-
tion that best suits the perspective of this chapter is that the
brain is a part of the central nervous system (CNS; that also
includes the spinal cord) encapsulated by the skull. The brain
is the core of our humanity. Intercommunication among dif-
ferent parts of the brain yields the experiences of love, hate,
joy, fear, silliness, and sadness. The brain provides the un-
derlying biology for will, determination, hopes, and dreams
as well as the ability to problem solve, to establish memory,
and to learn and use acquired knowledge productively. The
major features of the brain discussed here are the cerebrum,
diencephalon, mesencephalon, pons, medulla oblongata, and
cerebellum.

Cerebrum
The cerebrum includes the following structures and functions:

m Cerebral hemispheres

m Conscious thought processes and intellectual
functions

= Memory storage and processing

» Conscious and subconscious regulation of skeletal
muscle contractions
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Source: Smock, T. K. (1999). Physiological psychology: A neuroscience approach. Upper Saddle River, NJ: Prentice Hall.

If you were to dissect the brain, you would see only in-
distinguishable gray matter, layer after layer. It is remarkable
that such homogenous-looking tissue can be fundamentally
varied. See FIGURE I W, a cross-sectional view of the structures
of the brain. Advantages of technological advances such as
brain imaging allow us to study the brain in a number of ways.
Electroencephalograms (EEGs), computerized tomography

(CT) scans, magnetic resonance imaging (MRI), and positron
emission tomography (PET) scans all give us a glimpse of
how the brain works. FiGure 2 m shows these techniques.

The cerebrum comprises the largest part of the human
brain. It is divided into two components, the cerebral hemi-
spheres. The deep furrow that divides the hemispheres is the
longitudinal sulcus. A small but important piece of tissue,
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(a)

(d)

Gesture Preparation

(e)

FIGURE 2 M Studying the brain. These are four methods researchers use to study the brain: EEGs, CT scans, MRIs, and PET scans.

(a) An example of an EEG readout. (b) A CT scan (colored by a computer) showing the detail of a center cross-section of the brain. (c) An MRI
(colored by a computer) showing enhanced detail of the same view of the brain as in the CT scan. (d) A PET scan showing activity of the brain,
using colors to indicate different levels of activity; areas that are very active are white, whereas areas that are inactive are dark blue. () An fMRI
tracking the oxygen levels in the brain shows the difference between brain activity when preparing to make a gesture and brain activity when

actually making the gesture.

Source: Ciccarelli, S. K., & White, ]. M. (2009). Psychology (2nd ed.). Upper Saddle River, NJ: Pearson Education, p. 66.
Photo courtesy of (a) SPL/Photo Researchers, Inc.; (b) Alfred Pasieka/Photo Researchers, Inc.; (c) © Pete Saloutos/Corbis; (d) Tim Beddow/Photo Researchers, Inc.;

(e) Corbis.

the corpus callosum, connects the two hemispheres medially
and allows communication between them through networks
of neurologic fibers. In the past, scientists believed that each
hemisphere had separate functions, such as logic or creativity
and spatial accommodation. With technologies such as
positron-emission tomography (PET) itis now possible to assess
metabolic activity in the brain as it occurs (see Box 1).
Scientists are now able to observe brain activity and have con-
cluded that creative as well as logical activities require input
from both cerebral hemispheres.

The cerebral hemispheres are divided into four lobes,
named after the parts of the skull under which they lie: frontal,
parietal, temporal, and occipital (see Box 2). The lobes have
pairs on each side of the corpus callosum, which splits the
brain in half. These lobes comprise the neocortex. The
neocortex is involved in the subjective experience of emotion,
motivation, learning, memory, and gross motor skills. Each
lobe has unique functions that contribute to a person’s ability
to move, process information, and have thoughts and feelings.

Frontal Lobe The frontal lobe has functional responsibili-
ties for muscular movement and vegetative effects (slowing ef-
fects) on respiration and circulation. After receiving information
from the limbic system, the frontal lobe affects motivation, think-
ing, and how one understands consequences to behavior. You
may have already seen during clinical rotations how lesions in

the frontal lobe lead to a host of problems. See Box 3 for informa-
tion on the practical impacts of frontal lobe damage or a lesion.

Temporal Lobe The temporal lobe is the emotional cen-
ter and is involved with memory and cognition. This lobe
helps us understand the acoustic aspects of language. It is the
primary auditory cortex. The limbic system, which is involved
in emotions, memory, and thought patterns, will be covered
later in this chapter.

Parietal Lobe The parietal lobe facilitates complex
motor and cognitive skills, such as a mastery of visual and
spatial balance, math abilities, and spelling. The parietal lobe
is also the primary somatosensory area receiving input from
the thalamus—you know what your body is trying to tell you
because the parietal lobe is working.

Occipital Lobe The occipital lobe is involved in visual
perception and recognition (Ankney & Colbert, 2011). All the
lobes contain many gyri (ridges), fissures, and sulci (grooves)
that serve to maximize the surface area of the brain.

The brain in general, and the cerebral hemispheres in par-
ticular, are well protected not only by the skull but also by a
protective fluid, called cerebrospinal fluid (CSF), that circu-
lates around and within the brain. Deep within the brain are
three spaces, or ventricles, that aid in the circulation of CSF.
Normal CSF volume is about 125 mL in an average adult and
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Box | Tools of Psychobiology

Brain Imaging
Computed tomography (CT). An X-ray beam (radiation
exposure) is passed through serial sections of the brain to
look at structural images.
Magnetic resonance imaging (MRI). Reconstructs detailed
images of cerebral anatomy from multiple perspectives,
including subcortical structures, using radio frequency signals
emitted by relaxing hydrogen atoms. It delineates gray and
white matter. New instruments image elements other than
hydrogen, allowing an MRI to be used for structural imaging.
An fMRI (functional MRI) is used to detect the functional and
metabolic processes under review. Contraindicated for clients
with any metal objects in their bodies such as pacemakers, due
to the presence of a magnetic field.
Positron emission tomography (PET). Imaging of active
neurochemical substrates and physiological processes; regional
localization of metabolic functions through the measurement
of radioactive labels or tags attached to molecules as glucose;
density of neuroreceptors; regional cerebral blood flow (rCBF)
of the brain. Operates on the principle that blood rushes to the
busiest area of the brain to deliver oxygen and nutrients to the
active neurons.
Single photon-emission computed tomography (SPECT).
Measures rCBF; visualizes and measures the density of
neuroreceptors, using tracer isotopes such as xenon, a gas;
iodine 123; or technetium.

Neurophysiological Techniques

Electroencephalogram (EEG). Measures electrical activity
patterns of the brain from leads connected to surface
electrodes placed on the scalp and nasopharyngeal area.
Polysomnography (sleep EEG). Measures electrical brain
activity data during all-night sleep.

Brain electroactivity mapping (BEAM). Extends the EEG by
generating computerized maps of brain electrical activity to
produce images; permits visualization of the brain performing
tasks or specific functions. Useful with children.
Event-related potential (ERP). Repeated auditory or

visual stimuli associated with tiny electrical events in the
cerebral cortex or subcortical structures, measured by surface
electrodes.

Pharmacologic Challenge

A pharmacologic challenge involves the use of a medication to
provoke (challenge) a neuronal system to better understand
its physiological effects and changes. Examples are the
dexamethasone suppression test (DST), thyrotropin-releasing
hormone (TRH) challenge, or giving a medication known to
have specific receptor affinity such as clonidine to examine the
alpha-2-adrenergic system in panic disorder.

Molecular Genetics

Linkage map. A genetic map that represents the relation-
ship between two genes, often revealed by the inheritance
of traits in families, to determine the relative position of
genes on a given chromosome.

Restriction fragment length polymorphisms (RFLPs).
Method of molecular genetics using restriction enzymes,
which cuts a DNA strand at sites where the enzyme
recognizes a sequence between coding information.
Differences in the lengths of these restriction fragments are
believed to be inherited. The transmission can be mapped
within families and a genetic pattern of transmission
identified.

Candidate genes. |dentification of a specific gene thought to

have pathophysiological relevance to the illness being studied.

Box 2 Functions of the Cerebral Lobes

Frontal Lobes

Responsible for movement; the right frontal lobe controls
the left side of the body’s movements, the left controls the
right-sided movements

Contain the premotor cortex, which organizes complicated
movement

Contain prefrontal fibers with capacities for planning and
problem solving; also responsible for social judgment, volition,
attention, learning, spontaneity, thinking, and affect
Responsible for executive functioning, which determines
how information is interpreted; starting and stopping certain
functions (such as verbal exchanges); and filtering and
screening out extraneous information

Parietal Lobes

Contain the sensory cortex, which interprets contact
sensations such as touch and pressure
Facilitate spatial orientation

Temporal Lobes

Involved in hearing, memory, language comprehension,
and emotions

Connect with the limbic system (the “emotional brain”)

to allow for the expression of emotions such as rage, fear,
sexual and aggressive behavior, and possibly love; damage
to temporal lobes is sometimes seen as extreme and
inappropriate expressions of these feelings

Occipital Lobes

Facilitate the interpretation of visual images and visual
memory

Involved in language formation

Collaborate with many other brain structures in the
formation of memory
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Box 3

Practical Impacts of Frontal Lobe Damage or Lesion

The frontal lobe organizes various aspects of everyday interactions
and functioning. Examples of the effects of damage to this lobe
are as follows:

Speech

In a slow-moving supermarket line, someone with

frontal-lobe damage might curse and shout at others in line

in a way not typical of that person prior to the injury.

The capacity to restrain or inhibit expressions of strong emotion
may be impaired, regardless of the circumstances. The person
will make inappropriate sexual comments, ask rude questions,
or say things that others may think but do not say, such as
“You're not too bright, are you?” or “Your breath really stinks.”
The person may have difficulty comprehending a moderately
abstract idea, such as an assignment to oversee an area or a
process and would not be likely to tell you when he was feeling
overwhelmed.

Motor and Voluntary Movement

There will be considerable trouble using a straw, groping for

objects, and gripping objects (objects are often dropped).
Drive and Motivation

There will be a noticeable loss of energy to participate

in activities.

Hygiene activities are neglected or not completed.
Thinking

Reactions occur without trying to think it through because

it is too demanding.

Planning

The person has difficulty developing and keeping

to a schedule.

Arranging any type of transportation (bus schedules, calling
for a ride) is challenging.

Concentration

The person will have regular and remarkable forgetfulness.
Someone with a frontal lobe problem will not be able to track
events that occur in the environment.

Ability to Sort Out What Is Happening

in the Environment
Stimuli, both internal and external, are disorganized
and affect the ability to react.
The person is easily overwhelmed.

Shifting from One Mental Activity to Another
The person will have difficulty making the shift from, for
example, watching TV to talking to another person.

Behavior

The person demonstrates an easy loss of self-control and
has temper tantrums.

Mood changes are common.

The person is apathetic (not caring about events or ideas).

is replaced approximately four times in 24 hours. The CSF
reflects neurochemical activity of the brain and is one method
for studying in vivo (within the living organism) communica-
tion. The purposes of spinal taps are to measure the volume
and pressure of the CSF; to look for trauma, blood, or infec-
tion; and to measure metabolites, which are the products or
substances produced from the breakdown of metabolic pro-
cesses of the brain’s neuromessengers.
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The dichotomy between
the deficits of autism and the
skills called savant skills were
displayed in the film Rainman.
The inspiration for the autistic
brother depicted in the movie was Kim Peek, an autistic man (who
recently died). Mr. Peek had limited social skills and was taken care of
by his father for his day-to-day needs. When Mr. Peek and his father
educate people on autism he demonstrated one of his many extraor-
dinary skills at the beginning of every conference. Typically, he was
introduced to each person in the audience as they entered the audi-
torium or conference center. During the talk Mr. Peek demonstrated

MENTAL HEALTH INTHE MOVIES

The cerebral hemispheres consist of both white and gray
matter. Gray matter consists of fibers called nerves; bundles
of nerves are called tracts. The cerebral cortex consists solely
of gray matter with underlying white matter. The white matter
is an indication of myelination. The white matter increases
with age, while gray matter decreases with age. The corpus
callosum, a white matter structure, grows in size about 1.8%
each year between the ages of 3 and 18 years. This structure

that he remembered not only the name of every person at the con-
ference, but every person he ever met—over one million people.

The neuroanatomic and biologic difference between
Mr. Peek and most other people is that he did not have a corpus
callosum. Because he had access to his entire brain without the
mediating influence of the corpus callosum, Mr. Peek could think
and remember very quickly and completely. This contributed to
his great memory in that not only could he remember people,
but he could also quote dialogue from any movie, and tell you
the day of the week for any date you selected. Despite these
unique abiities, problem-solving was always a challenge for him.
Photo courtesy of UNITED ARTISTS/VAUGHAN, STEPHEN/Newscom.
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integrates the activity between the left and right cerebral hemi-
spheres. The increase in corpus callosum may be a sign of an
increased ability for problem solving (Boyd & Bee, 2012).
See Mental Health in the Movies for an excellent example of
what happens when a person does not have a corpus callosum.
The cerebral cortex produces results much like those pro-
duced by the central processing unit (CPU) of a computer. The
cortex is the part of the brain that makes sense out of volumes
of input. It processes and synthesizes information, thought, rea-
soning, will, and choice. Our dreams come from the cortex.

Limbic System

The limbic system, often called the emotional brain, the
primitive brain, or the reptilian brain, is believed to be
responsible for the experience and expression of emotion, as
well as memory and some aspects of attention. It is involved
in the creation of our emotional states, drives, and behaviors
associated with feelings and motivations. The limbic system is
not a cohesive structure located in one place in the brain; it is
a functional grouping rather than an anatomic one. The limbic
system consists of structures from the cerebral hemispheres
and the diencephalon, a part of the brain located between the
cerebrum and midbrain (see Box 4).

The following two limbic structures play an especially
important role in how emotions and memories are generated:

1. Amygdala
2. Hippocampus

Learning and memory are two aspects of the interaction
between the amygdala and the hippocampus.

The limbic structures also include the olfactory area. If
the olfactory sensors determine a scent, the memory of the
event will include this cue. For example, does the smell
of baking cookies trigger a pleasant memory of being in a
kitchen when cookies are being baked? This is the combined
effect of amygdalar and hippocampal functions using the cue
of the aroma of cookies as the stimulus for the memory.

Amygdala The amygdala gauges certain emotional
reactions and plays a role in social behavior. It serves as the

Box 4  Structures of the Limbic System

Cerebral Components

Cortical areas: Limbic lobe (cingulate gyrus, dentate gyrus,
and parahippocampal gyrus)

Nuclei: Hippocampus, amygdaloid body

Tracts: Fornix

Diencephalic Components

Thalamus: Forward (anterior) nuclear group
Hypothalamus: Center for emotions, appetites (thirst, hunger),
and related behaviors

Other Components

Reticular formation: Network of nuclei throughout the
brain stem

behavioral awareness center and helps pattern appropriate
emotional and behavioral responses such as fear, sexual
desire, rage, and appetite. It is hypothesized that the amygdala
is also important in seeking love and sustaining long-term
emotional memories.

Hippocampus The hippocampus is also involved in
emotional reactions and in learning. It helps process, store,
and retrieve information in our memory. It provides new
information for permanent storage. Hallucinations may, in
part, originate from hyperexcitability of psychomotor effects
of olfactory, visual, auditory, and tactile stimulation in this
region (Brown, 2010). Weak stimuli in the hippocampus can
cause epileptic seizures.

The limbic system has numerous functions beyond those
addressed here, and the neuronal connections are so wide-
spread and intricate within the brain that their complex inter-
actions involve many different areas. Other neuronal groups
that participate with the limbic system are the thalamus, hypo-
thalamus, and pituitary gland.

Reticular Activating System The reticular activating
system (RAS) consists of nerve pathways that originate in
the spinal cord and connect in the reticular formation, a sys-
tem of neurons that modulates awareness and states of con-
sciousness. By screening stimulation from the environment
and helping us filter out what we don’t need at the moment,
the RAS enables us to concentrate. The RAS also permits
us to not pay attention for a period of time, allowing us to
sleep. During sleep, excitatory neurons of the RAS gradu-
ally become more and more excitable because of prolonged
rest, while inhibitory neurons of sleep centers become less
excitable because of overactivity, leading to a new cycle of
wakefulness. This helps explain the rapid transitions between
sleep and wakefulness. Arousal, as experienced by people
with psychiatric conditions, can be the insomnia that occurs
when a person’s mind becomes preoccupied with a thought.
In states of mental disorder, there is obviously some biologic
disequilibrium of the RAS because it involves motivation and
levels of arousal. However, the details of this imbalance are
not yet well understood.

Extrapyramidal System The extrapyramidal system
(so labeled because it lies alongside the outer aspects of the
pyramidal system) consists of tracts of motor neurons from
the brain to parts of the spinal cord. This system has com-
plex relays and connections to areas of the cortex, cerebellum,
brain stem, and thalamus. The tracts play an important role in
gross movements and responses of emotional tone, such as
smiling and frowning. Antipsychotic medications create side
effects that affect the extrapyramidal system and are called
extrapyramidal side effects (EPSE).

Diencephalon

The diencephalon is composed of the thalamus and the hypo-
thalamus. The thalamus functions as a relay and processing
center for sensory information. The hypothalamus controls
emotions, autonomic functions, and hormone production.
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Thalamus The thalamus receives impulses from the spinal
cord, brain stem, and cerebellum. With the aid of numerous con-
nections in the cerebral hemispheres and cortex, the thalamus
regulates activity and movement, sensory experience (except
smell), and emotional expression.

Hypothalamus The hypothalamus is a “hub” between
the mind and body, giving physical form to thoughts and emo-
tions. It weighs approximately 4 grams and accounts for less
than 1% of the total volume of the brain. Its size, however,
is not a good indication of its importance. The hypothalamus
regulates many of the body’s critical activities, including
hormone levels, appetite (hunger), body temperature (thermo-
receptors), sex drive (libido), water balance (thirst), circadian
rhythms, pleasure, and pain. See FIGURE 3 m for a graphic rep-
resentation of the hypothalamus as a hub.

The hypothalamus is the critical link between the cerebral
cortex, the limbic system, and the endocrine system. It serves
as a pipeline to the brain stem and acts as a conduit for control
of the autonomic nervous system. The mammillary bodies,
located at the back of the hypothalamus, help transfer infor-
mation about the activities of the hypothalamus to other parts
of the brain. The amygdala controls hypothalamic impulses
due to the direct neurologic connection. This control is impor-
tant in the regulation of hunger, thirst, sexual behavior, rage,
and/or pleasure.

The infundibulum, a narrow stalk, connects the hypothal-
amus to the pituitary gland, a part of the endocrine system.
The hypothalamus is involved in hormonal balance along with
the pituitary gland, which is crucial when the individual
experiences a stress response (Ankney & Colbert, 2011). The
thalamus and hypothalamus, as well as the pituitary gland, are
illustrated in Figure 1.

Pituitary Gland

The pituitary gland, under the direction of the hypothalamus,
secretes hormones. These hormones are carried through the
bloodstream and trigger the activities of other endocrine
glands. The pituitary also receives input from the fornix and

Control of
autonomic
nervous system

Cerebral cortex

Hypothalamus Limbic

system

Endocrine
system

Hormone
balance in
partnership with

Brain stem pituitary gland

FIGURE 3 M The hypothalamus hub.

includes connections to the thalamus, which in turn commu-
nicates to and from the frontal cortex. The pituitary gland is
the primary link between the nervous and endocrine systems.

Basal Ganglia

The basal ganglia are collectively a set of structures that
include the caudate nucleus, putamen, globus pallidus, and
substantia nigra. Their functions include starting and stopping
movements, planning motor activities, mediating hallucina-
tions and delusions, and processing emotions and memories.
The basal ganglia have a high concentration of dopamine
receptors, acetylcholine, gamma-aminobutyric acid (GABA),
and peptides. A deficit of dopamine in this area is associated
with Parkinson’s disease. Parkinson’s disease is character-
ized by rhythmic tremors of the extremities, slurred speech,
and an unchanging facial expression. Former boxer Muham-
mad Ali, who demonstrates all these symptoms, sustained
numerous blows to his head that resulted in damage to the
basal ganglia.

Cerebellum

The cerebellum lies below the posterior section of the cere-
brum. It is our second largest brain structure. Like the cerebral
hemispheres, the cerebellum has an outer layer of gray matter
and is mainly composed of underlying white matter. The main
function of this highly specialized part of the brain is move-
ment, posture, balance, and sensory—motor coordination. The
hand—eye coordination of a diamond cutter, the fluid move-
ments of a ballerina, and the success of a quarterback’s moves
all depend on cerebellar functions. The cerebellum also coor-
dinates complex somatic motor patterns and adjusts the output
of other somatic motor centers in the brain and spinal cord.

Brain Stem

Beneath the structures in the limbic system is the brain
stem. The brain stem consists of three smaller structures: the
medulla oblongata, the pons, and the midbrain.

Medulla Oblongata The medulla oblongata (Latin for
“oblong marrow,” or the inner, oblong portion of the organ)
relays sensory information to the thalamus and other portions
of the brain stem. As the connecting piece of tissue between
the brain stem and the spinal cord, it functions as the auto-
nomic center for the regulation of visceral function (cardio-
vascular, respiratory, and digestive system activities). It is less
than 5 cm long but is responsible for controlling many vital
functions, including respiration, regulation of blood pressure,
and partial regulation of heart rate. It also controls vomiting,
swallowing, some aspects of talking, and the perception of
pain. Incoming fibers from the spinal cord cross over in the
medulla; thus, the left cerebral hemisphere controls the right
side of the body, and vice versa.

Pons The pons (Latin for “bridge”) contains conduction
paths between the spinal cord and the brain, relaying sensory
information to the cerebellum and thalamus and serving as a
visceral and motor center. It is truly a bridge. It also contains
reflex centers that mediate sensations of the face, chewing,
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WHY | BECAMEA
PSYCHIATRIC-MENTAL

HEALTH NURSE
Pamela Marcus, RN, MS

As a very young nurse, | worked in a burn unit. One of my
clients was only 7 years old—a young boy who had attempted
suicide by grabbing a live electrical wire. When | took care of
him, he had full-thickness electrical burns over 90% of his body.
He endured great pain during physical care and | was consumed
with worry that his comfort needs would not be met.

Although he later died, this young boy’s struggle to live
after his suicide attempt made an indelible impression on me.
My interest in suicide prevention grew, and | became a psychiatric—
mental health nurse. In that role, | developed nursing care plans
with suicide prevention protocols for clients who were suicidal.
More recently, | developed a staging protocol to predict the risk
of suicide and determine the appropriate level of care for inpa-
tient hospitalization, partial hospitalization, or outpatient treat-
ment. | believe that hope plays an important role in people’s
lives, and | try to instill hope in suicidal persons so that their
dilemma is not so overwhelming.

abduction of the eyes, facial expressions, balance, and the reg-
ulation of respiration. Located within the pons is the locus ce-
ruleus, a tiny oval structure that contains 70% of the neurons
(nerve cells) that release norepinephrine, a neurotransmitter
affecting the entire brain. One projection of the pons is to the
amygdala, resulting in emotional and cardiovascular control.
Activation of the locus ceruleus is associated with fear, pain,
and alarm.

Midbrain The midbrain, also called the mesencepha-
lon, is located above the pons and below the cerebral hemi-
spheres. The midbrain processes visual and auditory data and
is a reflex center for the regulation of eye movement, visual
accommodation, and regulation of pupil size. The midbrain
is also essential for relaying impulses to the cerebral cortex,
generating reflexive somatic motor responses (sending
behavior-producing messages back to the rest of the body),
and maintaining consciousness.

Autonomic Nervous System Within the brain stem is
an area of the autonomic nervous system (ANS) known as
the parasympathetic division. In stressful emotional circum-
stances, the sympathetic division of the ANS (also called
the sympathetic nervous system), located in the spinal cord,
prepares for fight or flight; the parasympathetic initiates the
relaxation response with the aid of the endocrine system. Pro-
longed stress can weaken the immune system (Miodrag &
Hodapp, 2010). Long-term effects may trigger mood disor-
ders. The goal of meditation and other forms of stress man-
agement is to inhibit the sympathetic response and strengthen
the parasympathetic response.

Genetics

Clients may tell you that others in their family experi-
ence “moodiness,” “crazy thoughts,” or that they “worry
constantly for no reason.” These are important clues to how
major psychiatric disorders tend to run in families. A new
area of research, genomics, explores genetic material for
clues to a possible heritable basis of behavior in order to
answer the question: What are the molecular consequences
of abnormal genes? Applying genetic strategies to clini-
cal practice will bring many new challenges and ethical
dilemmas. Alterations in genetic coding, or designer genes,
are currently being used with diseases such as cancer and
cystic fibrosis to supply healthy genes or block a defective
gene. In the future, perhaps the following questions will be
answered for us:

= How can understanding the biologic markers deter-
mine what medications may help an individual?

= What specific steps can a family take to decrease the
incidence of a severe mental disorder if there is a
high genetic loading based on history?

= How can nurses help clients understand the role
genetics may play in emotional illness?

= Do the same genes, but a different environment,
result in depression or an anxiety disorder?

m Does a stressful life event trigger genetically vulner-
able neurons to promote rapid-cycling mood disorder
or panic disorder?

To begin to answer these questions, a review of the chem-
ical composition of genes and certain aspects of cell structure
and function is necessary.

Gene Structure

In 1990, the Human Genome Project was established to dis-
cover gene structure, provide a map of how genes work, and
locate the chemical base pairs that comprise DNA and the
spaces between the chemical pairs, to determine abnormal or
disease-linked genes.

The gene is the functional unit of information within
the chromosome. The human genome consists of 23 pairs
of chromosomes, one from each parent; 22 pairs are the
somatic chromosomes, and one pair is the sex chromosome
(XX female, XY male). Genes are segments of DNA (deoxy-
ribonucleic acid), the complex molecule that comprises chro-
mosomes, and are found in all the body’s cell nuclei. Each
cell uses its complement of genes in a specific way. The genes
make proteins that are necessary for the cell to do its assigned
task. For example, a bone cell gene differs from a brain cell
gene in structure and function. Our genotype, or our genetic
makeup, differs from our phenotype, how our genes are actually
expressed.

RNA (ribonucleic acid) is another complex molecule that
plays arole in translating DNA’s coding instructions for mak-
ing protein. Each strand of the complex molecule of DNA is
compactly formed into a double helix. The strand of DNA
is composed of chemical nucleotides consisting of one sugar
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Adenine
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FIGURE 4 M The structure of DNA shows how each strand of the complex molecule is compactly formed into a double helix and the
strand of DNA is composed of the chemical nucleotides adenine (A), thymine (T), guanine (G), and cytosine (C), which fit together like

the teeth of a zipper.

Source: Martini, F. H. (2001). Fundamentals of anatomy and physiology. Upper Saddle River, NJ: Prentice Hall.

molecule (DNA or RNA), one phosphate group, and one of
four nitrogen bases. The nucleotides are as follows:

= Adenine (A)
» Thymine (T)
= Guanine (G)
m Cytosine (C)

The nucleotides line up next to each other like two sides
of a zipper, with the phosphate and sugar forming the outer
strand; the bases (A, T, G, and C) act like interlocking teeth
(see FIGURE 4 m). The sequence of amino acids, which are pro-
teins, is coded by genes. The sequence or code is like a lan-
guage and is not arbitrary. The nucleotides, or two sides of the
zipper, can fit together in only one way: A pairs with T, and G
pairs with C. This base pairing allows for the known sequence
of one strand to predict the partner strand. Each strand of the
double helix thus specifies its complement and allows for the
duplication of genetic information in dividing cells.

Gene Function

Variations in the chemical composition of the genes can
produce abnormal structural proteins or enzymes, altering
how signals are sent or received and resulting in dysfunction
or disease. The main component of all living matter is protein,
which consists of large molecules or long chains of amino
acids linked together. The sequence of amino acids along the
chain determines each protein’s physical and biologic proper-
ties, acting as information molecules.

The transfer of DNA from the nucleus requires messen-
ger RNA (mRNA), which serves as the instructor for making
proteins outside the nucleus. Ribosomes, which float in the
cytoplasm or sit on the rough endoplasmic reticulum, trans-
late the mRNA into proteins. Also in the cytoplasm are the
mitochondria, which generate energy, via ions and adenosine

triphosphate (ATP), from the oxidation of fats and sugars, and
also contain RNA and DNA.

Instructions for synthesizing and metabolizing molecular
messengers of the brain are coded in the DNA. A typical pro-
tein has a useful life of about 2 days, so new protein molecules
are constantly being synthesized. Genes can be mutated by
a single mismatch of the wrong base in the DNA, or a piece
of the DNA can be mistakenly repeated, deleted, or altered.
This error could cause the cell to function in a changed man-
ner. This may help explain how a client’s symptoms or behav-
ioral expression can change over time. New messages among
the complex combinations of proteins change the code in the
physical environment, resulting in different expressions of
temperament, behavior, and individuality.

New technologies enable researchers to modify DNA
and RNA so that both the messages and the expression of the
messages can be manipulated experimentally. DNA markers,
from fragments of DNA (restriction fragment length poly-
morphisms, or RFLPs), are making it possible to identify and
localize the genes involved in a disease process. RFLPs repre-
sent a direct reflection of the DNA sequence and can be used
to determine accuracy on kinship and group relationships.
RFLP separation has led to a large library of DNA sequence
markers and a human mutation database. This information
has assisted researchers in determining the probability that a
mutation can take place at any specific area of the genome and
can affect functioning and symptoms (Kareken et al., 2010).
The data gathered in the mutation database help us to under-
stand the pathophysiology of a disease and its treatment and
possibly, in the future, its prevention.

The polymerase chain reaction (PCR) is another tech-
nology used with DNA. Even a single cell would be enough
to start the process of analyzing a DNA fragment with PCR,
because the amounts needed for analysis can be generated
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from that cell. This process reproduces individual fragments
of DNA and is used in genetic engineering efforts and research
investigations (Morgan, Dudley, & Rosenberg, 2010). PCR
was used to develop a number of diagnostic tests to detect
disease-causing agents, and it is used in determining paternity.
Also, in forensic medicine, PCR has proved indispensable for
criminal investigations.

Genetic Research

Psychiatric-focused genetic studies are conducted by exam-
ining the blood of family members who have mental disor-
ders. Linkage studies are a type of genetic blood study used
to locate genes that are thought to be involved in suscepti-
bility to emotional illness. These studies examine the inheri-
tance patterns of known DNA markers. This research assists
in understanding the possible location of a suspect gene for
an identified disorder, although the results thus far have not
shown one particular gene as the culprit for any major mental
disorder (Avramopoulos, 2010).

The National Human Genome Research Institute
(NHGRI), part of the National Institutes of Health (NIH), is
encouraging research that would lower the cost of sequenc-
ing a mammalian-sized genome. Lower costs would enable
researchers to sequence the genomes of hundreds or even thou-
sands of people to identify genes that contribute to common,
complex diseases. If the cost of whole-genome sequencing
is cut to a manageable level, sequencing individual genomes
may become part of routine medical care and would allow us
to tailor diagnosis, treatment, and prevention to each person’s
unique genetic profile.

Ethics in Genetic Research
When a genetic loading component has the potential to create a
mental disorder, the ethical implications can be controversial:

= How should a mental health professional proceed in
discussions about heritability of the illness?

= What treatments are offered if, in the future, a gene
is identified as causing a mental disorder and a child
with no symptoms has that gene?

The ethical dilemmas include waiting until the child
experiences symptoms and treating at that point, or treating
before any symptoms appear. These are not clear choices. But
overall, nurses need to be familiar with the biologic mecha-
nism of the illness to help clients make decisions about their
care, their choices about childbearing, and to avoid the poten-
tial stigma associated with the genetics of mental disorders.
See the Evidence-Based Practice feature for a perspective on
this issue.

The ethics of genetic research is another area under
examination. Consent for study participation includes be-
ing given information about the study and understanding the
risks and benefits of the research, what is involved in study
participation, and what will be done with the genetic infor-
mation obtained during the course of the study. Researchers
must define how the information that is gathered during the
study is secured, how the client’s identity will be protected,
and what will be reported. Confidentiality in keeping the ge-
netics of the study sample anonymous is an essential consid-
eration for the participants. Study participants have the right
in every study to ask questions of the principal investigator
(Sterling, 2011).

Questions might include, among others:

1. What do the individual results mean?

2. What implications might genetic results have for
children?

3. What implications could genetic results have for
developing physical illnesses?

The Genetic Basis of Psychiatric Iliness

The field of genetics maps the genetics of psychiatry more com-
pletely each year. Research on the genetic basis of inherited

EVIDENCE-BASED PRACTICE

Genetic Counseling

Your work as a nurse involves contacts with those in rural areas or
low—population density sectors. Access to genetics specialists can be
limited, or nonexistent, in these areas. With all the advances being
made in genetic determinations and the potential, as well as the
reality, of genetic treatments, it is important for you to keep your
knowledge base about genetics current.

Evidence is strong that developing strategies for translating re-
search discoveries and pilot project findings into realities will be essen-
tial to improving health care for the whole community. Some strategies
that will improve fairness and create a more equitable distribution of

CRITICAL THINKING QUESTIONS

2. What legal questions does genetic counseling raise?

1. What ethical questions do genetic testing and the subsequent counseling raise?

3. Why should the ethical and legal issues raised by genetics be of concern to psychiatric-mental health nurses?

genetic services for society as a whole, not just those fortunate enough
to live close to a major genetic center, are as follows:

= Enabling genetic technologies, with proven utility, to be imple-
mented in a timely and effective manner

m Providing educated professionals who can discuss and counsel
regarding genetics

Hawkins, A. K., & Hayden, M. R. (2011). A grand challenge:
Providing benefits of clinical genetics to those in need. Genetic
Medicine, 13(3), 197-200.
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psychiatric illnesses has been a focus of the Office of Human
Genetics and Genomic Resources in the National Institute of
Mental Health (NIMH). This group supports research on the
identification, localization, function, and expression patterns
of genes that produce susceptibility to mental disorders.

Research findings will set the stage for our understanding
of the complexity of the genetic and environmental influences
on mental disorders. All the genetic models must consider the
roles of environmental influences, perinatal events, trauma,
infections, and stress. When evaluating clients and families
for possible genetic links to an emotional disorder, it is impor-
tant to consider the interaction between the genetic factors and
the environment (Miodrag & Hodapp, 2010).

Nurse scientists and those from other disciplines have
discovered the following:

= There is no single gene responsible for a mental
disorder.

= There may be several susceptibility genes that
interact with one another.

= Environmental influences interact with genes to
increase the risk of developing a mental disorder.

Currentresearchisdevelopingintwodirections. The Human
Genome Project and genetic mapping have enabled researchers
to look for chromosomes that may be implicated in a disease.
For example, researchers identified molecular approaches to
the genetics of psychiatric disorders (Avramopoulos, 2010;
Stewart & Pauls, 2010). Another area of study you will see often
in the literature involves examining the altered genetic material
of mouse brains. This type of research is vital in helping us
understand the structure and behavior patterns demonstrated in
these altered animals. This body of research is useful in testing
hypotheses about the nature of mental disorders in humans as
well as in testing new medications.

Neurons, Synapses, and Neurotransmission

The brain’s structural complexity increases as one consid-
ers the biochemical processes that occur with every thought,
emotion, memory, dream, or hope. Thoughts and feelings are
made possible by the complex interplay and communication
between cells in the central nervous system (CNS) in response
to stimuli in the environment.

The specialized cells of the nervous system are called
neurons. Like other cells in the body, each neuron has a cell
body that contains cytoplasm and a nucleus. Unlike other
cells, a neuron has at least two other extensions: an axon and
one or more dendrites. An axon is the portion of a neuron
that conveys electric impulses from the cell body to other
neurons. Axons are covered with a white myelin sheath and
are the white matter in the brain and spinal cord. Dendrites
are unmyelinated and conduct electrical messages to the cell
body. There are approximately 100 billion neurons in the
brain and nearly an equal number of supporting (glia) cells.

Neurons are classified according to the direction in which
they conduct impulses. Sensory neurons, also known as affer-
ent neurons, send messages from the peripheral body parts to
the brain. For example, if you place your foot into a tub of

scalding water, the message that the water is too hot is sent to
your brain via sensory neuron pathways. Motor neurons, or
efferent neurons, carry messages that originate in the brain and
yield a behavioral change in the peripheral body parts. When
your foot is in the hot water, the message from your brain is to
remove the foot quickly; this message travels via motor neuron
pathways, causing your foot to jerk out of the water.
Communication among and between neurons is complex
and specific and is believed to be the basis of behavior.
Each neuron forms anywhere from 1,000 to 10,000 synaptic
connections. The synapse is a gap in the synaptic cleft
between neurons. See FIGURE 5 m for a structural view of how
a neuron conveys its messages. These reciprocal synapses
form positive and negative feedback loops. Neurons are ar-
ranged in networks or pathways where neuronal communica-
tion is facilitated by repetition. Interneuron communication is
electrical and chemical and occurs at synapses, or points of
contact between neurons, as well as along the neuron itself.

Synaptic Transmission

Neuromessenger is a collective, generic term for neurotrans-
mitters, neuromodulators, and neurohormones. Neurotrans-
mitters (NTs) are neuromessengers that are rapidly released
at the presynaptic neuron on stimulation, diffuse across the
synapse between two neurons, and have either an excitatory
or inhibitory effect on the postsynaptic neuron. The mem-
brane of the axon terminal of a neuron contains many saclike
projections called synaptic vesicles, which contain the NT
molecules that transmit messages across the synapse.

Neurons are encased in cell membranes that function as
a complex regulation site. The membranes contain proteins,
some of which are phospholipids, enzymes, and ion channels.
Ion channels are water-filled molecular tunnels that pass
through the cell membrane and allow electrically charged
atoms (ions) or small molecules to enter or leave the cell.
The neuron exists in a state of tension because of the various
ions in its membrane. Changes in ion concentrations cause the
nerve impulse, or action potential, which transmits informa-
tion between the neurons. The four major ions are sodium,
potassium, calcium, and chloride. Each ion passes in or out
of the neuron via its own channel. Nerve impulses involve the
opening or closing of the ion channels by gates.

Once the action potential reaches the end of the axon, the
electrical transfer of the information ends, and messages are
then conveyed by chemicals, the NT molecules. The signal is
mediated by binding to specific receptors on the cell surface
(Ciccarelli & White, 2009). Depending on the type of chan-
nel, the action potential can be one of the following:

= Excitatory, influencing the neuron to fire
= Inhibitory, preventing it from firing

Presynaptic axon terminals contain large numbers of calcium
channels, which determine the quantity of NT that is released
into the synaptic cleft.

At the synapse, the membrane of the postsynaptic neuron
contains receptor proteins. Receptors are highly specialized
proteins embedded in the membrane of the neuron that are
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FIGURE 5 M Synaptic contacts. A neuron is capable of making many
different types of synaptic contacts. Shown here are:

(a) a synapse contact on a dendrite, called axodendritic contact;

(b) a contact on the soma, called axosomatic contact; (c) a synapse
contact on another axon, called axoaxonic contact; and (d) an area
where signals are sent and received, called axosynaptic contact.
Source: Smock, T. K. (1999). Physiological psychology: A neuroscience approach,
p. 23. Upper Saddle River, NJ: Prentice Hall.

in part exposed to the extracellular fluid and recognize the
neuromessenger. Receptors are located on the axon (presyn-
aptic) or on the dendrite (postsynaptic). Neurotransmitters
and receptors vary in their affinity for each other, depending
on the NT involved. They may bind like a lock and key, or
the outcome may depend on what is available. Every neuron
is more or less sensitive to a constant amount of neuromes-
senger, and this is an important principle in pharmacology.
The NT that remains in the synapse after the postsynaptic
response is either dissolved by synaptic enzymes or reab-
sorbed for recycling by the presynaptic neuron, a process
known as reuptake.

FIGURE 6 @ Common neurotransmitter pathways. Purple = DA,
black = NE, dashed line = 5-HT. The dotted line indicates the pons.

Neurotransmitters

Neurotransmitters include three classes—biogenic amines
(monoamines), amino acids, and peptides—as well as dissolved
gases and a number of other compounds. Neurotransmitters are
discussed in TaBLE 1 M. Biogenic amines are synthesized in the
axon terminals and released into the synapse. The era of neu-
ropsychopharmacology began with the identification of these
neurotransmitters.

Functional imaging techniques now enable researchers
and clinicians to visualize the pathways of neuron clusters at
work and better understand their functional association with
behavior. The original belief that a neuron contained only one
NT is no longer valid. FigUre 6 m illustrates the basic pathways
of three of the major biogenic amines.

Dopamine Dopamine (DA) is released in many areas
in the brain, where it influences how we interact in the world.
One example of the excitatory effects of DA is when cocaine
inhibits the removal of DA from the neuronal synapse. This
causes a rise in the concentration of DA at those synapses, the
excitatory impact takes effect, and the “high” associated with
cocaine use is created.

Because of the presence of DA pathways in all of these
areas of the brain, DA disturbance is involved in psychosis.
See TasLE 2 W for specific DA areas and functions.

Norepinephrine Norepinephrine (NE) is also called
noradrenalin, and synapses that release NE are adrenergic
synapses. Receptors for the neurotransmitter norepinephrine
are widespread in the brain. Locations of the receptors for NE
are listed in TaBLE 3 M. NE plays a major role in mediating
mood and anxiety. Normally NE is considered to have an excit-
atory impact. Regulation of norepinephrine has been examined
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TaeLe | m The Major Known Neurotransmitters

Neurotransmitter

Function

Biogenic Amines (Monoamines)

Acetylcholine (Ach)
Precursor: choline

Attention; memory; promotes preparation for action; conserves energy; thirst; defense and/or
aggression; sexual behavior; regulates mood; REM sleep; voluntary movement of the muscles;
stimulates parasympathetic division of the ANS; controls muscle tone in balance with DA in the
basal ganglia

Dopamine (DA)
Precursor: tyrosine

Integrates thoughts and emotions; regulates pleasure and reward-seeking stimuli; controls complex
movements; motivation; cognition; stimulates hypothalamus to release hormones affecting adrenal,
thyroid, and sex hormones

Histamine (H)
Precursor: histidine

Mediates allergic and inflammatory responses; smooth muscle constriction; stimulates gastric acid
secretion; role in biorhythms and thermoregulation; role in second messenger transmission

Norepinephrine (NE)
or noradrenalin
Precursor: Tyrosine

Stimulates sympathetic division of the ANS; role in stress response; fluctuates with sleep and
wakefulness; role in attention and vigilance, arousal, ability to focus or learn, feeling of reward,
and regulation of mood and anxiety

Serotonin (5-HT)
Precursor: Tryptophan

Inhibits activity and behavior; role in level of arousal; increases sleep time; reduces aggression, play,
sexual, and eating activity; regulates temperature; controls pain; controls mood states;
role in circadian rhythms; regulates senses; helps focus the brain; regulates pituitary

Amino Acids

Aspartate

Excitatory

Gamma-aminobutyric acid (GABA),
also written as y-aminobutyric acid
Precursor:

Glutamic acid

Reduces aroused aggression, anxiety, and excitation; sedation; motor behavior; anticonvulsant
and muscle-relaxant properties

Glutamate

Excitatory; role in learning and memory; neural degeneration

Glycine
Precursor: serine

Inhibitory; spinal reflexes; motor behavior

Peptides (Neuromodulators)

Cholecystokinin (CCK)

Role in schizophrenia; eating and movement disorders; panic disorder

Corticotropin-releasing hormone
(CRH)

Stress, mood, memory, and anxiety

Neurotensin

Role in schizophrenia

Opioids: endorphins and enkephalins

Alter emotional behavior; pain control; hallucinations; pleasure; motor coordination; water balance

Somatostatin

Mood disorders; Alzheimer’s disease; negative feedback control of thyrotropin secretion;
role in positive symptoms of schizophrenia; excites limbic neurons

Substance P

Excitatory; role in pain syndromes, mood, and movement disorders

Vasopressin

Role in mood disorders

TasLe 2 @ Dopamine Location and Function

Area/Location

Dopamine Is Associated With

Basal ganglia area

The control of complex movement

Limbic system Memory
Mood

Reward

Hypothalamic tract

Endocrine functions
Circadian rhythms

Frontal cortex pathway Insight

Judgment

Problem solving

TasLe 3 m Norepinephrine Location and Function
Pleasure Area/Location Norepinephrine Is Associated With
Motivation Pons, specifically Stress response Alertness

locus ceruleus Arousal
Food and water Cerebral cortex Cognitive functioning
intake Limbic system Emotional responses Regulation
Temperature Ability to focus or learn  of mood
Inhibition Reward Pleasure
Social awareness Hypothalamus Endocrine functions Appetite
Temperature Biologic rhythms
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closely in the treatment of mood and anxiety disorders and
contributes to current psychopharmacologic interventions.

Serotonin The serotonin (referred to as 5-HT) neurons
arise in the raphe nuclei and project to the same areas as the
NE pathways. A raphe, anatomically, refers to a seam in the
tissue. A raphe nucleus is a moderate-sized cluster of nuclei
found in the brain stem. This cluster releases serotonin to the
rest of the brain. Selective serotonin reuptake inhibitor (SSRI)
antidepressants are believed to act on these nuclei. Serotonin
appears to be a modulator. Its effects influence the temper-
ature, sensory, sleep, and assertiveness areas of the brain.
Serotonin serves as a chemical mediator in pain perception,
normal and abnormal behaviors, moods, drives, the regulation
of food intake, and neuroendocrine functions. Receptor sub-
types decrease cerebral blood flow during a migraine episode
and increase the response to pain.

Acetylcholine The first chemical to be identified as a true
neurotransmitter, acetylcholine (ACh), is the “grandparent” of
neurotransmitters. Dopamine and ACh share a concentration
of activity within the basal ganglia, and medications used to
block EPSE are cholinergic stimulants, suggesting a recipro-
cal relationship between these two neurotransmitters in the
modulation of movement and possibly the development of
psychosis. ACh plays a major role in the encoding of memory
and in cognition. It also plays a mediation role in mood disor-
ders, stress, and sleep regulation. It is considered to be highly
significant in neuromuscular transmission.

Histamine The role of histamine (H) in psychiatric
illness is less understood. It is a chemical messenger that
mediates a wide range of cellular responses, including
allergic and inflammatory reactions, gastric acid secretions,
and neurotransmission. Some psychiatric medicines block H
receptors, resulting in the side effects of sedation, weight gain,
and drowsiness (Preskorn, 2011).

Amino Acids These neurotransmitters are natural
substances found throughout the brain and body and in the
proteins of the food we eat. The amino acid GABA is the most
prevalent inhibitory NT. GABA neurons are widely distributed
in the CNS. Glycine, also an inhibitory NT, exists primarily
in the brain stem, spinal cord, and cerebellum. GABA has
a prominent role in arousal; when the neuron is stimulated,
GABA acts as a brake, decreasing neuronal excitability.

Glutamate and aspartate are the two primary excitatory
amino acid neurotransmitters. Glutamate is primarily located
in the cerebral cortex and hippocampus and has a role in long-
term memory and learning. Too much glutamate can be a
neurotoxin, as seen in Huntington’s chorea and phencyclidine
(PCP) psychosis.

Psychoendocrinology and Psychoneuroimmunology

This section examines the interaction of the brain with two
body subsystems: the endocrine and immune systems. The
interaction of the brain with the endocrine system is known
as psychoendocrinology. The interaction of the brain with
the immune system is known as psychoneuroimmunology.

The immune and endocrine systems are integrated through a
shared set of hormone receptors.

Endocrine System

The endocrine system functions through neurochemical messen-
gers in the bloodstream called hormones. The rise or fall in the
blood level of one hormone can cause an increase or decrease in
the level of another hormone. Hormones have a broader range
of responses than nerve impulses and require seconds to days to
cause a response that may last from weeks to months.

Irregularities of Neuroendocrine Function Neuroen-
docrine function irregularities have been linked to depression,
postpartum psychosis, schizophrenia, polydipsia in clients
with psychosis, panic disorder, obsessive—compulsive dis-
order, anorexia nervosa, dementia of the Alzheimer’s type
(DAT), and circadian rhythms.

Psychopharmacologic challenge tests, described in
Box 1 earlier in this chapter, enhance our understanding of
the pathophysiology of these conditions. One such test is the
dexamethasone suppression test (DST), which attempts to
assess the hypothalamic—pituitary—adrenal (HPA) axis and
neuroendocrine feedback (Ficure 7 m). Dexamethasone, a
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FIGURE 7 W Example of neuroendocrine feedback. The positive
loop in the axis is depicted by the hypothalamus. Upon stimulation
from the cortex or limbic system, the release of trophic peptide
CRH (corticotropin-releasing hormone) tells the pituitary gland to
signal the adrenal cortex, via ACTH (adrenocorticotropic hormone),
to release the glucocorticoid cortisol. Cortisol released into the
bloodstream provides negative feedback to the hypothalamus or
anterior pituitary. Additionally, ACTH can provide negative feedback
to the hypothalamus.
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synthetic glucocorticoid, is given by mouth at 11:00 p.m. to
“challenge” the axis. By measuring blood samples of the hor-
mone cortisol drawn at 4:00 p.m. the day before the pill is
taken, and at 8:00 a.m. (highest level of normal rhythm), 4:00 p.m.
(lowest level of rhythm), and 11:00 p.m. the day after the pill
is taken, one can assess the relationship between the pituitary
and the hypothalamus.

Dexamethasone “turns off”” adrenocorticotropic hormone
(ACTH) secretion at the pituitary, which in turn suppresses
cortisol secretion from the adrenals. In a normally function-
ing axis, cortisol is reduced for the next 24 hours. However,
in many psychiatric conditions, nonsuppression, or “escape,”’
is observed by a rise in the 4:00 p.m. level, when it should
be low. There are no side effects or long-lasting changes as a
result of taking dexamethasone. The results are not diagnostic
of the illness, but suggest some pathology in the HPA axis
function.

Neuropeptides Hormones secreted by the hypothala-
mus and pituitary are neuropeptides, which are large, com-
plex chains of amino acids linked together and synthesized by
ribosomes in the neuronal cell body through the transcription
of DNA. Their physiology is complex; they bind to specific
receptors, modulating the response of the postsynaptic cell
to the NT. These effects are slow, involving such prolonged
actions as changes in the number of receptors, synapses, and
closures of ion channels. They also have an important role in
the memory process (Adams, Holland, & Urban, 2011). The
most commonly understood neuropeptides are summarized in
Table 1.

Researchers have been studying the effect substance P
has on human beings. Substance P is a prototype neuropeptide
that is thought to cotransmit with serotonin in the neuronal
pathways. The role of substance P has been studied in altered
mice (discussed later in this chapter). The synthesis of sub-
stance P along with other neuropeptides is necessary during a
neurogenic inflammatory response in mice.

Substance P is released during stress—both physiological
stress, such as pinching the mouse’s tail, and environmental
stress. In human beings, substance P is thought to contribute
to changes in the CNS that predispose the individual to anxi-
ety and depression. We are now beginning to understand sub-
stance P’s role in signaling the intensity of pain and aversive
stimuli and substance P’s involvement with depression and
psychological stress. The direction of this research will lead to
the development of medication compounds that are substance P
antagonists that may treat diseases that have an emotional
response to aversive stimuli, such as post-traumatic stress
disorder (PTSD). Antagonists of the neuropeptide substance P,
vasopressin, and neuropeptide Y represent a departure from
traditional monoamine receptor—based mechanisms (Pongor,
Altdorfer, & Feher, 2011).

Immune System

Psychoneuroimmunology (PNI) is the study of the links between
thoughts, emotions, the nervous system, and the immune sys-
tem. The relationships between these systems have been known

to clinicians for a long time. New research is being dedicated
to further the why of the interactions. The National Institutes
of Health (NIH) National Center for Complementary and
Alternative Medicine (NCCAM) investigates methods and
techniques of complementary and alternative treatments. The
goal for most practitioners is to combine effective treatments
from complementary and alternative options with commonly
understood mainstream medicine to provide the best care.
This combination is referred to as an integrative approach.
An enormous reservoir of choice for promoting health for
an individual can be opened up by determining how com-
plementary and alternative techniques, can influence healing.
This field holds great potential for nurses and clinicians in
all specialties including psychiatry as we strive to understand
the influence stress has on mental disorders (Miodrag &
Hodapp, 2010).

Our understanding of chemical communication between
the brain and immune system comes from the study of
receptors. Cells in the limbic system have many receptors
for neuropeptides such as endorphins, and immune system
cells contain receptors for endorphins and other peptides such
as corticotropin-releasing hormone (CRH). The brain can
directly influence the immune system by sending messages
along nerve cells. This series of communications affects the
cell nucleus, producing changes in the DNA and RNA that
alter the shape of the neuron or even cause cell death. In the
fight-or-flight response, immune system function is slowed,
and energy is directed toward helping the body meet the
immediate challenge.

Kindling and Behavioral Sensitization

Kindling is the repeated administration of a subconvulsant
stimulus, such as repeated stress, to the neuron. The stimu-
lus can come from a variety of sources and may be a chemi-
cal cascade from stress. When stress occurs over and over,
it can sensitize the neuron rather than creating a tolerance to
the stimulus. The theory about kindling includes the idea that
stress induces symptomatic episodes and, as the illness pro-
gresses, the individual becomes more and more vulnerable to
stress and further episodes. Soon only a slight stressor tips the
person into a symptomatic episode (Kanner, 2011; Wilhelm
etal., 2011).

Behavioral sensitization is a chemical phenomenon in
which changes occur in the person’s behavior. Short-term and
long-term memory are affected. Following a series of these
“behavioral seizures,” the neuron requires less stimulus to
produce the seizure-like response. Kindling appears to be a
kind of learning, independent of cognition, and it can set off
an autonomous process.

Alcohol withdrawal, PTSD, panic disorder, and rapid-
cycling mood disorders are all similar in that stress or a chemical
substrate produces kindled seizures in the amygdala region of
the brain, which, over time, produces behavior changes (Stroud,
Davila, Hammen, & Vrshek-Schallhorn, 2011; Claycomb,
Hewett, & Hewett, 2011).

Carbamazepine, an anticonvulsant, and the benzodiaz-
epines act on kindled episodes. Some anticonvulsant medica-
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tions are also mood stabilizers for those with bipolar disorder
and raise the question about the relationship between mood in-
stability and kindling. The current working hypothesis is exam-
ining the correlation of the first episode of bipolar disorder with
a stressful life event. The thinking is that repetitions of illness
(episode sensitization) may trigger further psychopathology
and also provide some explanation for why people with rapid-
cycling mood disorders become refractory to medications over
time. The neuron actually goes through changes, so different
medications or combinations of medications are required to sta-
bilize the progressive course.

Circadian Rhythms

Circadian rhythm (biologic rhythms or biorhythms) pro-
gram our 24-hour day—night cycles. Chronobiology is the re-
lationship between time and biologic rhythms and their effect
on living systems. There are rhythms in endocrine secretion,
NT synthesis, receptor number, enzyme levels and affinities,
brain electrical activity, duration of cell cycle times, and the
transcription regulation of DNA. Rhythms can have different
cycle lengths, as follows:

m Ultradian: less than 24 hours
m Circadian: 24 hours
» Infradian: more than 24 hours

Plasma cortisol, core body temperature, and growth hormones
are all paced in a particular manner. Zeitgebers are time cues
or synchronizers, environmental cues about timing, and they
set the biologic rhythms. See Box 5 for examples of zeitgebers.
When there is a problem with someone’s cycle length, you
can assess the typical cues that may contribute to the cycle
distortion. Assess the environment including social, occupa-
tional, and contributions from the surroundings. Family pat-
terns of activities influence biologic rhythms and cycles, and
disturbances of body rhythms impacting psychological func-
tioning are well substantiated in the literature (Tsai, Barnard,
Lentz, & Thomas, 2011; Quera-Salva, Hartley, Claustrat, &
Brugiéres, 2011).

One of the major functions of circadian timing is orga-
nizing and prioritizing metabolic and physiological events.

Box 5 Zeitgebers

Zeitgebers are the external environmental synchronizers that
help us adjust to a 24-hour day and include the following:

Light

Eating schedules

Work

Sounds (birds chirping, clocks chiming)

Dark

Social activities

Smells (coffee brewing)

Other time-enforced activities

The solar light-dark cycle is considered the most important
environmental cue.

The suprachiasmatic nucleus (SCN), a cluster of neurons in
the hypothalamus, is the body’s own internal synchronizer
for temperature and sleep. External influences work as cues
to your body and include the light—dark cycle, mealtime pat-
terns, and work schedules.

One theory of depression is that it represents a phase
advance disorder (as evidenced by early morning awaken-
ing), decreased onset of rapid eye movement (REM) sleep,
and neuroendocrine changes. Research into the question of
whether estrogen shortens the circadian period, lengthening
the sleep phase, advancing sleep onset, and consolidating
sleep, would help our understanding of the phenomenology
of depression and menopause related to changes in the sleep—
activity cycle for women. Symptoms of people with seasonal
affective disorder (SAD) vary, but common symptoms are
increased sleep and appetite, decreased energy, weight gain,
low self-esteem, and negativism. A common treatment for
this desynchronization is exposure to broad-spectrum light.
Melatonin, synthesized from tryptophan in the pineal gland,
allows the individual to become drowsy and promotes sleep.
Light suppresses melatonin production. Therefore, broad-
spectrum light can decrease the physiological source of in-
creased sleep.

You can teach clients who have a recurrent pattern of win-
ter depression to begin preparing for their symptoms by seeking
light treatment in the early fall. Usually, early morning expo-
sure to pale blue bright light treatment (BLT) of approximately
7,500 lux may be sufficient to promote a change (Lieverse et al.,
2011). Additional strategies include the following:

= Cautioning individuals with bipolar disorder not to
stay up all night studying or partying, as that disrupts
the sleep—wake cycle

= Helping postpartum mothers with a history of
mood disorders prepare for night feedings to avoid
becoming sleep deprived

= Advocating that people with mood disorders not
work irregular shift patterns

The Americans with Disabilities Act (ADA) supports the
idea that people with psychiatric disabilities should have a
“reasonable” work schedule. This could include stable shift
assignments.

Circadian Sleep Rhythm Disorders

The circadian rhythm sleep disorders are those disor-
ders in which the 24-hour sleep—wake schedule is disturbed
through internal cues (e.g., phase delay is more common in
teenagers and young adults; phase advance is more common
in young children and older adults) or external cues (e.g.,
shift work, travel across time zones). The cycle of human
biologic rhythms (as seen in FIGURE 8 m) determines much of
our mammalian activity level. Three circadian rhythm sleep
disorders are discussed here—jet lag type, delayed sleep
phase type, and advanced sleep phase type.

Chronobiology (the scientific study of the impact of time
on the body) is rapidly expanding and has implications for
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Female human
sexual cycle

Seasonal

Amount of change within the period

3 Months

1 Year

27 Days
FIGURE 8 W Continuum of human biologic rhythms.

coping with shift work. Inquiries about shift work should be
a routine part of a sleep assessment because the impact on
sleep patterns and sleep disturbance often extends beyond the
period of shift work. Specific suggestions for obtaining good
sleep despite a night-shift work schedule can be developed.
Although studies in sleep labs indicate that light exposure,
melatonin, hypnotic agents, caffeine, and central nervous sys-
tem stimulants are helpful, clock entrainment is also studied
as a helpful tactic (Alvarez-Saavedra et al., 2011).

Jet Lag Type Jet lag was unknown until the middle of
the 20th century when large numbers of people began flying
long distances in high-speed aircraft. Many noticed their body
clocks become disoriented and confused after crossing sev-
eral time zones. The impact on a passenger depends on the
direction flown (east or west) and the number of time zones
crossed. The impact on a passenger of flying east is illustrated
in FIGURE 9 m, and the impact of flying west in FIGURE 1o m.

From New York

~

When you leave
New York, it is
9:30 p.m., and your
body thinks it
is 9:30 p.m.

FIGURE 9 M Flying east.

24 Hours

-hour flight

Gastric

90 Minutes 45 Seconds 0-60/Second

1/Second

Sleeping pills are not recommended for trips of 8 hours or
less. The medication may still have an effect if one has slept
for only 4 or 5 hours, and disorientation, memory problems, or
amnesia is possible for several hours following the flight. For
long-haul flights, a sleeping pill may help you fall asleep and
keep airplane distractions from waking you up.

In a client with bipolar disorder, jet lag and the associated
sleep deprivation may further exacerbate a manic phase.

Clinical Example

Mr. Bernstein traveled from the United States to the Middle East on busi-
ness. Upon his return to the United States, he made a series of irrational
business decisions that he blamed on the stress of jet lag. However, it was
subsequently determined that Mr. Bernstein had bipolar disorder.

Jet lag, a known stressor, may have precipitated Mr. Bernstein’s
first manic episode. The stressor may have also contributed

To Paris

When you arrive in
Paris, it is 10:30 a.m.
(Paris time) but
your body thinks
itis 4:30 a.m.
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To Tokyo

When you arrive in
Tokyo 12 hours later,
itis 4 p.m. (Tokyo time),
but your body thinks
it is midnight.

FIGURE 10 M Flying west.

to sleep deprivation experienced by travelers flying across
several time zones. However, the body clock can be ad-
justed by both pharmacologic and behavioral interventions
(Alvarez-Saavedra et al., 2011). Two Internet resources
that provide information on preventing or reducing
jet lag are http://www.circadian.com and http://www
.goodsleep.com.

Delayed Sleep Phase Type An abnormality in sleep
phase can contribute to what may appear to be socially inap-
propriate or uncooperative behavior. Clients with the circa-
dian rhythm disorder known as delayed sleep phase type seem
programmed to stay up late and sleep in late. This syndrome
should not be confused with normal tendencies to be either a
“night owl” or “morning lark.” Delayed sleep phase syndrome
is a persistent problem that is resistant to standard attempts to
get up earlier.

Treatment measures include chronotherapies to change
the delayed sleep circadian rhythm, such as morning bright
light exposure, the administration of melatonin, and behav-
ioral strategies (Mottram, Middleton, Williams, & Arendt,
2011). However, most people with delayed sleep phase type
do not seek treatment. Many will say, “That’s just how I'm
programmed.” It is not unusual to encounter people with this
disorder who have adapted by seeking types of employment
and entertainment that are conducive to late nights and late
rising. The disorder can also contribute to social isolation.

Advanced Sleep Phase Type Advanced sleep phase type
is the reverse of delayed sleep phase type in that early evening
sleepiness regularly accompanies early wakening. A mildly
advanced sleep phase is common among older adults and
should not be confused with the early wakening associated
with depression. With depression, other symptoms and sleep
changes are evident.

The main consequences of delayed or advanced sleep
phase syndrome are the disruption of family, work, and/or
social activities. If the circadian pattern is problematic, phase
shifting can be modified through chronotherapy or light
therapy. Chronotherapy consists of systematically delaying

12-hour flight

From Los Angeles, California

)

=

When you leave
Los Angeles at
12 noon, your body
thinks it is 12 noon.

bedtime, usually in 3-hour increments, over a period of several
weeks until the client reaches the desired bedtime hour, after
which the new schedule is carefully maintained. Light therapy
is timed to coincide with the time of day that sleepiness should
be reduced. For people with advanced sleep phase syndrome,
light therapy may be administered in the early evening.

As our understanding of biorhythms grows, we can
expect that certain clinical decisions, such as the optimal time
to administer medications or perform surgery, will change.
Knowing a client’s circadian patterns will help you administer
appropriate medication dosages, resulting in greater efficacy
and minimal side effects.

PSYCHOBIOLOGY AND MENTAL DISORDERS

This section examines current hypotheses about the psychobi-
ologic basis of schizophrenia, mood disorders (major depres-
sion and bipolar disorder), anxiety disorders (panic disorder
and OCD), dementia of the Alzheimer’s type (DAT) person-
ality disorders, and substance-related disorders. Research is
continuing to examine most major psychiatric problems for
issues related to biologic changes. The disorders described in
this section are examples of how biologic research helps us
understand and treat these disorders.

Schizophrenia

The evolution of the diagnosis of schizophrenia has been dra-
matic, shifting from a narrowly focused definition of the ill-
ness to one with specific criteria that acknowledge the many
ways this illness is manifested. No single neurobiologic hy-
pothesis as the source of schizophrenia exists. The variability
of the psychopathology requires the implementation of multi-
faceted, or multifocal, treatments.

Neuron Loss

Researchers are trying to determine why there is a neuronal
degeneration in the brain tissue of people with schizophrenia
(Monji, Kato, & Kanba, 2009). While there are fewer nerve
cells overall, there are more pyramidal cells (containing DA,
ACh, and glutamate) that are excitatory in nature, bringing
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sensory inputs (sights, sounds, thoughts) to the cerebral cor-
tex. This suggests that the illness may result from an increased
flow of activity up to the cortex and may explain why people
with schizophrenia become overwhelmed by stimuli such as
hallucinations and misperceptions (Vyas, Patel, & Puri, 2011).

Cognitive Abnormalities

Changes in electroencephalograms (EEGs) may indicate a
deficit in the processing of data in individuals with schizo-
phrenia. Abnormalities in the GABA minergic system can
result in cognitive abnormalities such as hallucinations, and
association problems in the thought pattern. Studies of DA
receptors, especially DA type II (D,) receptors, provide clues
to the neuropathology of schizophrenia. Most D, receptors
are in the basal ganglia, as observed with neuroimaging stud-
ies. The presence of D, receptors in structures with receptors
having connections to the limbic and cortical pathways helps
link the functions or behaviors of the cognitive and emotional
aspects of schizophrenia. Postmortem studies are looking at
serotonin receptors to clarify the relationship of the central
neurocognitive deficits and the pathophysiology of the dis-
ease syndrome (Rasmussen et al., 2010).

Molecular Genetics

The conventional and less frequently used antipsychotic
medications, haloperidol and fluphenazine, bind to block
D, receptors in the basal ganglia and target the symptoms of
hallucinations, delusions, and loose associations (also called
positive symptoms). From the application of molecular genet-
ics techniques, the cloning of other DA receptors (D5, D4, and
D;s) has led to the development of more specific psychotropic
medications.

Structural Brain Abnormalities

A second major hypothesis about schizophrenia is that
structural brain abnormalities are associated with being
schizophrenic. Brain computed tomography (CT) scans
show enlarged ventricles and widened sulci and fissures that
appear to have been present from the onset of symptoms, so
are not a result of treatment. When a twin has schizophrenia,
the nonaffected twin’s ventricles appear normal in size;
the ventricles of the twin with schizophrenia are larger. A

prenatal injury, postnatal maturational change in brain cells,
or delayed myelination of nerve cells may explain the delay
of the syndrome until adolescence. Myelin forms the insu-
lating lining of axons and is associated with the maturation
of behavior during normal development. Myelination is
thought to assist with the emotional component of cogni-
tion and behavior. The ability to think abstractly is related
to myelination in the limbic system and is thought to be es-
tablished by midadolescence, with full maturity taking place
during adulthood. A decrease in myelination would cause an
increase in anxiety, difficulty socializing, abrupt or muted
styles of interacting, and difficulty in modulating affect.
Think about the medical syndromes that involve a decrease in
myelination (such as multiple sclerosis) and how that affects
emotions and interactions.

Genetic Alterations

Genetic polymorphisms—many genetic alterations as opposed
to a single gene mutation—are now generally thought to be
responsible for the development of schizophrenia. Recent
research has concentrated on determining the specific chro-
mosomal locations of those genes. For example, genes 1q22—q24
and 1g42 demonstrate that genetic changes in the brain in-
crease the likelihood of developing schizophrenia or bipolar
disorder. Research on genetic location may assist in determin-
ing genetic counseling and treatment, and true genotype vari-
ants for schizophrenia could be discovered in the near future.
Such a discovery would allow us to predict who will get the
illness and who will respond to which specific medication.
The variable expression of the illness likely occurs through
epigenetic modification of gene activation (Liao et al., 2009).
We see this variability in monozygotic twins when only one
twin has schizophrenia even though they have the same genes;
in the difference in the risk for schizophrenia between dizy-
gotic twins and siblings, when both share about the same per-
centage of parental genes; in the considerable drop in elevated
risk for schizophrenia from first-degree to second-degree
relatives; as well as in multiple documented environmental
factors of modest but elevated risk. See the Partnering With
Clients and Families feature.

The CATIE study (Clinical Antipsychotic Trials of In-
tervention Effectiveness) selected subjects (N=738) with

PARTNERING WITH CLIENTS AND FAMILIES

Teaching About Genetic Testing for Schizophrenia

At present there is no definitive test for schizophrenia—no blood
test or biopsy result that would render a diagnosis—so genetic
testing for schizophrenia takes place in research settings. A reliable
test using blood and other body cells is sure to be developed in the
not-too-distant future. Talking about genetics with clients and families
will familiarize them with the potentials for diagnosis, treatment,
and risk reduction.

If your clients and their family members have the opportunity
to be involved in genetic research, informed consent documents

for participation in these studies explain in detail what is being
tested, how the sample will be used, and how long the sample will
be kept following the research. Clients and their family members
should know that research does not necessarily help study subjects
who have the illness. After hundreds of genetic samples have been
examined, however, a clearer picture of the genetics of schizophre-
nia can be developed. Helping clients and families understand the
benefits of genetic research now will shape what happens for future
generations of people with schizophrenia.
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schizophrenia who were then genotyped (Lieberman et al.,
2005). The genome-wide approach seeks to detect genetic
variation underlying individual differences in response to
treatment with the antipsychotics olanzapine, quetiapine, ris-
peridone, ziprasidone, and perphenazine. This effort, which
is ongoing at this printing, demonstrates the potential of ge-
nome-wide association studies to discover novel genes that
will mediate the effects of antipsychotics for people who have
schizophrenia. Utlimately, this research could help tailor drug
treatment to clients who have schizophrenia.

Stress—Diathesis Model

Contemporary treatment of schizophrenia is influenced by a
stress—diathesis model (a biologic predisposition to a disease
that is activated by stress). We know that merely having a
predisposition for the illness does not necessarily mean the
individual will develop the illness. Resilience in response to
stress can make the difference between developing the illness
or not. These interactions between psychobiologic vulnera-
bility and environmental events can stress the person’s adap-
tive abilities and precipitate the onset of the syndrome or the
recurrence of symptoms. Nurses can target interventions that
alter the neurochemical systems with pharmacotherapy and
psychosocial treatments (such as social skills, case manage-
ment, client and family education).

Mood Disorders

Because of the variability in both the genetics and the symp-
toms of major depression and bipolar disorder, the psychobio-
logic basis of mood disorders can be difficult to determine.
Research has focused on 5-HT and NE receptors. Brain stem
nuclei that project to the amygdala, hippocampus, mammil-
lary bodies, and cerebral cortex help account for the symp-
toms of appetite change, insomnia, depressed affect, loss of
interest and pleasure (anhedonia), decreased problem-solving
skills, and thoughts of self-harm. The association of decreased
5-HT with aggression may account for the suicide potential
of this population. Postmortem findings show reduced 5-HT
reuptake sites in the hypothalamus and hippocampus. Much
further investigation is needed to determine whether more
severe functional deficits are related to the neurotoxic effects
of severe manic episodes on medial temporal structures, or
to the neurobiologic differences that occur over time (Bora,
Yucel, Pantelis, & Berk, 2011).

Neuroendocrine challenge tests report increased cortisol,
blunted ACTH response, hypothalamic—pituitary—thyroid axis
alterations, and a higher-than-expected rate of autoimmune
thyroiditis. When clients ask you, as their nurse, what these
results indicate, you can emphasize they are state-dependent
findings, that is, these are markers that occur while the per-
son is in a depressed mood (state), and do not demonstrate a
genetic characteristic of the illness.

Recent NT studies suggest that complex interactions
among NE, 5-HT, DA, ACh, GABA, peptides, and second

messengers contribute to bipolar disorder. There may be as
many as six different types of bipolar disorders; further re-
search to distinguish among them will refine our assessments
and clinical treatments. Bipolar disorder tends to accelerate
over time if left untreated. Early episodes tend to be precip-
itated by stress, either positive or negative stress. But once
recurrent episodes have occurred, the illness accelerates in-
dependently of external causes. Even with a genetic predis-
position, there can also be changes in gene expression based
on life experiences. Cognitive alterations may reflect genetic
influences as well as mood, medication, and thyroid function
(Arts, Jabben, Krabbendam, & van Os, 2011). The skill of
resilience—knowing how to manage and cope with negative
events—can mitigate a major portion of a person’s genetics.
In other words, even if you had a very strong genetic loading
for a major mental illness, if you were able to show resilience
in the face of stress, there would be less likelihood you would
develop a major mental illness.

Because of the various clinical symptoms associated with
mood disorders, you have an excellent opportunity to assess
clients for their unique psychobiologic profile. The outcome
of this specific assessment with each client over time will pro-
mote improved efficacy of treatment for the target symptoms
and potentially prevent future disruptive episodes. Promoting
client self-care, which involves the client’s becoming aware
of his or her symptoms in order to report clinical changes
early in a recurrence of the depression, will assist in limiting
the severity of the mood disorder.

Anxiety Disorders

Anxiety disorders have many subtypes. Therefore, this chap-
ter will not provide a complete review. As you know from an
earlier discussion in this chapter, the question of whether anx-
iety disorders are a separate type of disorder or a variant of a
depressive spectrum is still unanswered. MRI and PET scans
reveal right hippocampal changes, high brain metabolism,
and an abnormal sensitivity to hyperventilation in people with
panic disorder.

Anxiety is a psychobiologic condition that responds
to both behavioral and pharmacologic interventions and is
recognized as amenable to our nursing care. Through the
use of nursing science, you conduct a thorough assessment
of a client’s symptoms of anxiety, using various assessment
tools. Cognitive—behavioral and supportive approaches have
been effective interventions for anxious clients. Clients with
any of the anxiety disorders benefit from being taught about
the use of medications to decrease anxiety symptoms. How
is your approach with mildly anxious clients different from
your approach with clients who have moderate, high, or cri-
sis levels of anxiety? Provided that you assess the client’s
anxiety accurately, how prescriptive are your interventions,
and what objective evaluative measures of anxiety control
do you use? See What Every Nurse Should Know for an
example.
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WHAT EVERY NURSE
SHOULD KNOW

N =L

An Agitated Client

Imagine that you are the psychiatric nurse on a crisis response
team. The team receives a call about a very agitated man who
has a history of paranoid delusions and hallucinations. You and
the other team members approach the man, who is on his porch
mumbling agitatedly to himself.

Your knowledge of the psychobiology of schizophrenia
supports the strategy of having only one person speak clearly
and simply to this man so as not to overwhelm him. His execu-
tive functioning, and therefore his ability to process incoming
information, is challenged when symptoms are acute. You inter-
act with him in a calm, straightforward manner, asking what the
problem could be. When he answers you in a loud, menacing
tone that he must “strike before the irons have cooled beyond
their coloration,” you ask him to tell you what he wants you to
do. In the conversation that follows, you discover that he has
not been eating or sleeping, that he becomes very upset when
people interrupt him (to ask him to eat or try to get some sleep),
and that he is exhausted from days of trying to accomplish a
delusional task.

When it is apparent that an individual such as this man is
experiencing severe symptoms, stabilization is needed to protect
him and others. Stabilization can be achieved through a combi-
nation of a safe environment, psychopharmacology to balance
neurotransmitter functions, and compassionate care to help him
through this trauma.

Panic Disorder

Neurochemical changes are associated with NE, 5-HT, GABA,
and peptides in panic disorder. The discharge of NE in the
brain stem, chemoreceptors in the medulla, and 5-HT sets off
a series of communications that extend through the limbic sys-
tem, rich in benzodiazepine receptors, to the prefrontal cortex.
This pathway may explain why the cortex interprets the rapid
pulse from the NE discharge as a life-threatening heart attack.
These neural connections allow for a hypervigilant cognitive
appraisal or an inability to integrate the sensory information
with any biologic sensation. The inappropriate behavioral out-
come is anticipatory anxiety and avoiding stimuli that might
be the associated precipitant of the arousal.

Obsessive-Compulsive Disorder (OCD)

PET scans show higher metabolic rates in the left prefrontal
cortex and caudate nuclei in people with OCD. The caudate
or “gating station” dysfunction may lead to overactive circuits
that fail to properly integrate cognitive, emotional, and motor
responses to sensory inputs. The prefrontal hyperactivity in
the brain’s error-detection circuits give messages something is
deadly wrong and may give rise to the tendency to ruminate and
plan excessively, as well as to think in an abstract way (Meyer,
Chapman, & Weaver, 2009). Increased frontal lobe activity
manifests as a heightened sense of judgment (guilt and worry),
intense affect (depression), and hyperjudgmental rigidity.

Abnormal regulation of the 5-HT subsystem has a role
in the pathophysiology of OCD. This possibility is supported
by improvement in response to treatment with SSRIs. In ad-
dition, increased levels of arginine, vasopressin, somatostatin,
and CRH are found in the CSF of people with OCD. These
neuropeptides promote grooming activity and perseverative
(repetitive) motor behaviors and increase arousal (anxiety),
which are part of the OCD symptomatology.

Voyiaziakis et al. (2011) describe the genetics of OCD
as equivocal (not definitive in one direction or another). OCD
is a complex illness with a variety of presentations. In a fam-
ily with a high rate of OCD, the illness will look different
clinically as well as genetically among affected family mem-
bers. A further complication arises with nonfamilial cases of
OCD. A reasonable question would be, “Where does OCD
come from?” It appears to arise from genetic, neurochemical,
neuroanatomical, and environmental influences that are be-
ing thoroughly explored. The existence of a possible gender
effect is being explored. Indications that people who have
OCD show differences in their serotonin transporter gene as
well as abnormalities in the brain’s white matter is also of
interest; however, there does not seem to be an OCD syn-
drome gene.

Dementia of the Alzheimer’s Type (DAT)

Working with clients suffering from DAT and their fam-
ily caregivers calls for creativity based on knowledge of the
structure and function of the brain. In assessing and interven-
ing with the DAT client, be aware that disorientation results in
fear and agitation. Thus any change, such as bed reassignment
or facility transfer, is a significant stressor. For those with
parietal involvement, walking down a hall with a patterned
carpet, stepping up on a weight scale, or managing steps is
difficult because they cannot orient themselves in relation to
the space around them.

Neurobiology

People with DAT have decreased cerebral blood flow or met-
abolic function in the posterior temporoparietal regions. DAT
is the only major mental disorder to show this characteristic
pattern of hypometabolic function. Thus, PET and SPECT
studies may be useful in differentiating DAT from other dis-
orders that include confusion and intellectual deterioration as
symptoms. Structural neuronal degeneration occurs, produc-
ing neurofibrillary tangles and amyloid deposits, or plaques.
Nerve receptor density and distribution studies promise
improved diagnostic accuracy.

Decreases in cholinergic neurons in a region of the basal
ganglia that connect to the amygdala, hippocampus, and cor-
tex are seen in DAT. Functionally, these decreases result in the
short-term memory loss characteristic of the disease. While
the deficits are considered central, other NT systems are in-
volved in the pathology, including NE, 5-HT, DA, peptides,
and nerve growth factor. If receptors in the limbic structures
are affected, depression or labile mood results; a decrease in
social skills, inhibition, and impaired judgment can also be a
part of the behavioral pattern.
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Genetics

DAT research investigates chromosomal abnormalities. Un-
derstanding the causal factors in early onset DAT has led to
assessing for mutation in presenilin-1. This research used
altered mice that lacked the gene for presenilin-1. The mice
demonstrated that the presenilin-1 did not cleave in the usual
way and the beta-amyloid plaques that are present in DAT
did not occur. The research concluded that when the gene for
presenilin-1 is present and overactive, there is excessive
cleaving of the amyloid precursor protein that forms the
plaques. Further genetic research in DAT is focusing on the
effect amyloid-beta-derived diffusible ligands (ADDLs) have
on the nerve cells. ADDLSs disrupt the neurons responsible for
learning and memory, then cause neuronal death. Understand-
ing the changes in the genetic composition of the nerve cells
can lead to new medications that block ADDLs or decrease
the excessive cleaving of the amyloid precursor protein. Com-
pounds called [gamma]-secretase modulators (GSMs) inhibit
the generation of amyloidogenic A[beta]42 peptides and are
proving to be promising agents for treatment or prevention of
Alzheimer’s disease through breaking the attenuating effects
of presenilin mutations (Hahn et al., 2011). Research will con-
tribute to the information needed to develop effective treat-
ments for this complex disease.

Where does DAT come from? Inheritance is well docu-
mented and accounts for approximately one third of all cases
of DAT. Evidence of mutations in at least four genes that can
cause DAT has now been documented: mutations in the amy-
loid precursor gene; mutation in a chromosome 14 gene en-
coding presenilin-1; mutation in a gene on chromosome 1 that
encodes presenilin-2; and association with the APOE-4 allele
on chromosome 19. Each mutation depicts different aspects of
the disease (e.g., early onset, cardiovascular disease). APOE
4-allele confers a risk for both sporadic and familial DAT and
may be better labeled a risk gene, although there are no widely
accepted definitions of risk versus cause. Keep in mind that
more factors than simply the presence of the APOE-4 allele
are necessary for the expression of DAT; other yet-to-be-
identified environmental or genetic factors may contribute to
the development of DAT.

Personality Disorders

Personality disorders, by definition, cause distress and impair-
ment severe enough to lead clients to seek help. You are sure
to come in contact with someone with a personality disorder
at some point in your practice.

Neurobiology

Recent neurobiologic evidence indicates that the origin of per-
sonality disorders rests in biology as well as psychology. An-
tisocial personality disorder, three to six times more prevalent
in men, is evident when someone who is literally against soci-
ety is caught and their story publicized in the media (Ciccarelli &
White, 2009). Narcissistic personality disorder is also inor-
dinately represented by men. One of the largest groups of
personality disorders, borderline personality disorder (BPD),
remains a rich area of study. Women are more likely than men

to be diagnosed with this disorder. Legitimate gender differ-
ences in the prevalence of a diagnosis has been found in other
mental health disorders as well (i.e., depression in women
and OCD in men) and you will likely become aware of other
possible genetic and sociocultural factors that influence the
development and course of a disorder.

Neurochemistry

The neurochemistry of personality disorders, especially cat-
echolamine activity, differs, depending on the mental health
diagnosis. An individual with more than one personality
disorder—also called heterogeneity of diagnosis—will dem-
onstrate a wide variety of clinical symptoms. For example,
catecholamine regulates and modulates visual, visiospatial,
and verbal working memory tasks. The result of catechol-
amine activity would likely be different with each individual
where mood and stress, and a sense of well-being, are im-
pacted by catecholamine activity (Rief et al., 2010).

Genetics

Both quantitative and molecular approaches are important
in understanding the genetics of personality disorders. A
comingling of mental disorders, or heterogeneous diagno-
ses, blurs the picture. High comorbidity rates in this group
make genetic testing for personality disorders difficult. Hy-
potheses are being tested for commonalities between mood,
behavioral, and personality disorders on a neurobiologic
substrate. The frequent combination of fear and anger traits
among persons with personality disorders suggests a direc-
tion for research.

The same factors that help create healthy personalities—
genetics, social relationships, and parenting—also create
disordered personalities (Ciccarelli & White, 2009). Under-
standing the underlying features of personality disorders con-
tributes to effective goal setting and treatment.

Substance-Related Disorders

The psychobiology of substance abuse is a rich field of study.
So many substances are destructive not only to the users’
health but also to the integrity of families and communities.
Exploring this area to its greatest extent is necessary to pro-
mote public health. Research moves us toward that goal.
Because 4% to 5% of people in Western societies have
difficulty with alcohol dependence and the relapse rate is 50%
to 80% in a year, understanding its origins and having a re-
liable genetic analysis are vital. We know from decades of
studies that there is heritability and predisposition to alcohol
dependence as well as complex environmental influences. The
latest research indicates an association of alcohol dependence
with single-nucleotide polymorphism in a GABA receptor
gene, especially in those with a presumed genetic predisposi-
tion (Kareken et al., 2010). Identifying the genetic compo-
nents of the disease helps identify high-risk individuals. Once
someone is identified as being at high risk, you can intervene
as a nurse on an interpersonal basis. Interventions include de-
fining weaknesses in stress responses, improving resilience to
adversity, and teaching the person how to increase support
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PARTNERING WITH CLIENTS AND FAMILIES

Teaching About the Genetic Basis of Substance-Related Disorders

When someone is diagnosed with a substance-related disorder such
as alcoholism, your involvement with that client and the family will
revolve around teaching. The genetic basis for alcohol dependence
includes heritability and a predisposition for offspring to be alcohol
dependent as well. While the immediate concern is for the client,
a future concern will be the life-impacting ramifications that a
substance-related disorder will have for the client’s children.

Whether the client’s children are biologically related or
adopted, there are also complex contributions from environmental
conditions. Once a blood relative has been identified as alcohol de-
pendent, there is a presumed genetic predisposition to alcoholism.
You may introduce the topic and explain how genetics can serve as
advance notice for people to take action. A proactive environment
helps the at-risk individual maximize coping skills without turning
to substances to cope and begins the process of prevention for
future generations.

Your role can include mapping out how an at-risk person
reacts when exposed to a stressor. Is the reaction adaptive? The
following are all healthy responses:

= Learning
= Exploring options

= Thinking about consequences

= Reviewing how well one’s coping skills worked in a situation

= Making changes when things didn’t turn out well

= Adjusting and fine-tuning the changes made

If you detect less-than-ample adaptive coping skills in an at-risk in-
dividual, you would proceed with shoring up the weaker areas to
prevent (or at least minimize the possibility of) maladaptive coping
such as substance abuse. These are some client-centered strategies
to promote better coping:

= Become actively involved in shaping a personal support system.
= |dentify stressors such as the following:
m Timing—time of year, holidays, anniversaries, schedule
disruptions, varying work shifts
m Interpersonal issues—arguments, intimacy, loneliness,
crowding, demands from others, financial problems
m Intrapersonal issues—feelings of anger, incompetence,
fatigue, frustration, fear
= Rehearse and practice healthy responses to difficult situations.
m Develop an array of activities or behaviors that minimize or
reduce stressful times and situations.

systems. Genetic research has helped to develop meaningful
and effective pharmacologic treatments. See Partnering With
Clients and Families for an example of counseling clients
and families about the genetic basis of substance-related
disorders.

The combination of substance abuse or dependence and
another identified psychiatric problem is common and com-
plicates the picture. The characteristics of one illness meld
with the features of another, resulting in a deepening and
difficult situation from which few effectively extricate them-
selves. Psychiatric care settings that address this problem are
better equipped to improve outcomes for these clients.

PSYCHOBIOLOGY AND NURSING

We remind you frequently in this text that linking body, mind,
brain, and behavior is the essence of a holistic psychiatric—
mental health nursing practice. Integrating psychobiologic
principles enhances that goal. To function as a professional
nurse, it is important to be aware of any personal feelings,
opinions, or beliefs that you have that may diminish your abil-
ity to be an advocate for and support person to clients and
their families.

Your attitude about the underlying neurobiology of be-
havior can influence therapeutic outcomes. It is important to
consider how treatment outcomes are potently influenced by
both the style and the knowledge incorporated into nursing
interventions. If the comprehensive nursing assessment, in-
terpretation of the assessment, client teaching, and evaluation
of the intervention are based on knowledge of the biologic,

cognitive, and behavioral factors that affect the client, the
client has a greater opportunity for successful reduction of
symptoms. If, however, you are ambivalent about the value
of biologic or somatic therapies, you will inevitably commu-
nicate this attitude to the client and the family, and your inter-
ventions may not be as effective as they could be. Remember,
you integrate your own viewpoint into client teaching, and its
expression can hinder or help your clients and their families.

Integrating psychobiology into nursing care involves
our skills as nurses throughout our assessment, integration
of assessment information into a cogent plan of action, and
interventions with psychological and biologic foci (medica-
tions and physiological-based strategies). It enables the nurse
to fine-tune assessments, diagnoses, interventions, and evalu-
ations of clients’ response patterns. The synthesis of this
critical thinking provides clients and families with quality,
cost-effective care. The Evidence-Based Practice feature on
genetic profiles is an example of how relevant psychobiologic
research can contribute to our nursing practice.

Being a nurse is an opportunity for you to be flexible, cre-
ative, and a visionary. Keep a diary of how you made a differ-
ence for a client. Was a biologic variable involved? Articulate
how you made that difference, and link it with cost-effective
care. The care of people who have psychiatric disorders uses
technology to address the neuropathology. Technology assists
you in determining diagnostic impacts and targeting symp-
toms in order to effectively intervene as a psychiatric-mental
health nurse. Your psychobiologic nurse—client relationship
remains the core of your nursing practice.
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EVIDEN

ASED PRACTICE

The Role of Genetic Profiles in Treatment

Exciting advances are being made in psychobiology as a result of
research evidence. One example is a study on the neuropeptide Y
(NPY). This particular neuropeptide helps restore calm after expe-
riencing stress. People whose genes predispose them to produce
lower levels of NPY are more responsive to negative stimuli in key
psychobiologic circuits related to emotion and are therefore less
resilient when faced with stress. As you have seen in other discus-
sions, less resilience may put people at higher risk for developing a
major depressive disorder.

NPY is a genetic feature that can be measured in anyone to
determine what the overall impact might be on how one responds
to stress. Individuals with the genotype that produced lower
amounts of NPY had measurably stronger brain responses to nega-
tive stimuli and psychological responses to physical pain. This is
called a low-expression NPY genotype. These individuals were also
over-represented in a population diagnosed with a major depressive
disorder.

CRITICAL THINKING QUESTIONS

1. How can this test be used to individualize treatment selection?
2. How can this test be used to individualize medication dosing?

3. How do clients benefit when nurses are knowledgeable about genetic testing?

Examining this genetic feature can guide us toward assessing
someone’s risk for developing depression and anxiety. Recognition of
this link between a genetic predisposition and an emotional outcome
will help in early diagnosis and early intervention for depression.

Other psychiatric illnesses eventually will be the target in
developing tailored therapies based on genetic profiles. This is the
personalized medicine we have been striving toward in psychobio-
logic research. Valid, reliable, and clinically applicable psychobiologic
research evidence such as this is of the highest standard. This ex-
pansion of our understanding of the physiology of depression has
the potential to change how we treat psychiatric disorders with
medications.

Mickey, B. J., Zhou, Z., Heitzeg, M. M., Heinz, E., Hodgkinson, C. A,,
Hsu, D. T, ... Zubieta, J. K. (2011). Emotion processing, major
depression, and functional genetic variation of neuropeptide.
Archives of General Psychiatry, 68(2),158-166.

The exact biologic determinants for psychiatric disor-
ders and behaviors are yet to be discovered. To date, there is
no definitive biologic test to identify a psychiatric disorder.
We still rely on expert nursing observations and assessment.

Pearson Nursing Student Resources

» _ Find additional review materials at
nursing.pearsonhighered.com

Prepare for success with NCLEX®-style practice questions,
interactive assignments and activities, web links, animations
and videos, and more!

However, multifocal and multidisciplinary care that incorpo-
rates psychobiologic dimensions advances our ability to of-
fer new, more effective assessments and interventions for our
clients.
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LEARNING OUTCOMES

After completing this chapter, you will be able to:

I. Explore how psychopharmacology has changed psychiatric—-mental health nursing
since 1958.

2. Incorporate psychiatric medications into treatment for two diagnostic groups.

3. Apply biologic impacts of medications to the care of clients from three ethnically
distinct groups.

4. ldentify two manifestations that require you to differentiate psychiatric
symptomatology from medication side effects.

5. Describe how you would document the positive and negative impacts of psychiatric
medications on behavior.

6. Compare and contrast the general classifications of medications used for particular

psychiatric symptoms.

Explain the psychobiologic mechanisms important in psychopharmacology.

8. Teach clients and their families about the effects and uses of psychotropic
medications.

N

CRITICAL THINKING CHALLENGE

Psychiatric medications could address the clinical problems of psychiatric symptoms
a client is having, but they are capable of creating additional clinical problems because
of side effects. Unpleasant side effects may cancel out whatever relief is felt. Consider
the following situation with a client with schizophrenia.

Roberta has symptoms that cause severe difficulties in her thinking, information
processing, communication, and relationships. The discomfort she experiences from
these symptoms is exceeded only by a sense of demoralization as she realizes she
has a chronic and debilitating disease for which there is no cure and the medication
she takes causes the chronic side effects of stiffness and dry mouth. Rehabilitating
Roberta to a lifestyle with psychotic symptoms, or with fewer or no psychotic
symptoms, requires a realistic view of her needs and abilities and specific training to
cope with the mental illness and its impact on her life.

I. What solutions would medications provide and what problems could be created
for Roberta?

2. Under what conditions might there be unethical use of medications for
psychiatric treatment?

3. What steps could you take to reduce the sense of demoralization Roberta feels?

From Chapter 7 of Contemporary Psychiatric-Mental Health Nursing, Third Edition. Carol Ren Kneisl,

Eileen Trigoboff. Copyright © 2013 by Pearson Education, Inc. All rights reserved.

N e = . - —
\J % . ‘ 4 R ! v?‘. N, ‘M 2 ﬂ
o L ! 2 L g - g \ X Lo
’ ' » YN 2
a ?""!./f \\ SN
r E i f'l-] 1} \ ‘

KEY TERMS
acetylcholinesterase
inhibitors
agranulocytosis
antidepressant
medications
antipsychotic
medications
anxiolytic medications
depot injection
disinhibition
hypertensive crisis
monoamine oxidase
inhibitors (MAOIs)
selective serotonin
reuptake inhibitors
(SSRls)
serotonin and
norepinephrine

reuptake inhibitors
(SNRIs)

tricyclic
antidepressants
(TCAs)
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The Science of Psychopharmacology

This chapter explores the science of the psychopharma-
cologic agents used to treat symptoms of mental disorders
and disabilities. The categories and main effects of these
medications are detailed here, as well as some rationales for
certain medication choices. The science and management of
psychopharmacology are intertwined; however, this chap-
ter’s discussion of the basics of major medication groups
used in psychiatric—-mental health nursing can help you cre-
ate a useful platform on which to build your therapeutic
interactions.

Psychopharmacologic nursing interventions deal with
the side effects, drug interactions, psychosocial implica-
tions, and education activities among you, your clients,
and their families. Psychiatric-mental health nursing de-
mands both areas of expertise, but it may be easier to un-
derstand psychopharmacology—one of the major tools of
your work.

Psychiatric medications form the primary treatment for
many psychiatric diagnoses. As you can see in the psycho-
pharmacologic timeline in FIGURE 1 m, in the years prior to
the 1950s (when psychopharmacology became available
and widely used), the focus was on behavioral interventions
and sedative substances. The past six decades have shown
us the beginning use, then enormous leaps of generations
of compounds with major impacts, and even success, in
treating many of the serious symptoms of mental illness.
FiGure 2 m illustrates the drop in numbers of inpatients as
a result of biologic and pharmacologic interventions. Just
as the symptoms of an endocrine disorder such as diabetes
respond to treatment with insulin, mental illness is an imbal-
ance of brain chemicals that can be addressed or corrected
with medications.

Psychopharmacology is a primary treatment mode of
psychiatric—mental health nursing care and requires nurses
to monitor client response as well as identify problems or
side effects. Ours is a holistic function, incorporating the cli-
ent’s life, likes and dislikes, and activities along with symp-
tomatology into a comprehensive view of treatment. One
of the aims of psychopharmacologic nursing interventions
is to teach clients about their medications, including over-
the-counter medications and supplements, and their likely
impact.

PSYCHOPHARMACOLOGY AND NURSING

The knowledge base of psychopharmacology contin-
ues to grow as a result of research and clinical expertise.
Psychiatric-mental health nursing has similarly grown,
and our responsibilities to recipients of mental health care
services involve, to a large degree, psychopharmacologic
expertise. Once we integrate current data from the neurosci-
ences about psychopharmacologic compounds, we can pro-
vide safe and effective clinical management of clients taking
these medications.

Every nurse is responsible for maintaining an updated
knowledge base in psychobiology and pharmacology to

intervene during clinical work. Our national professional
organization, the American Nurses Association (ANA), ex-
amined this issue, and the ANA’s Task Force on Psycho-
pharmacology set forth guidelines for this aspect of nursing
practice (ANA, 1994). The guidelines remain current and
delineate three areas that unite the practice of psychiatric—
mental health nursing with expertise in psychopharmacology.
The goal of psychopharmacologic interventions is to promote
clients’ physiologic stability so they can achieve psychologic,
social, and spiritual growth.

The word drugs conjures up a variety of powerful posi-
tive and negative images. Media messages depict the dev-
astating negative effects of IV drug use, alcoholism, and
methamphetamine use. They also give a picture of people
leading productive lives, professionals demonstrating relief of
symptoms, and schoolchildren being inoculated against diph-
theria, polio, and pertussis. All these images are powerful, and
each is backed by truth. But every media representation, posi-
tive or negative, must be viewed critically, because misunder-
standing and outright ignorance about psychiatric disabilities
can lead to inaccurate portrayals of symptoms and treatments.
Powerful media messages can influence and interfere with
proper care.

Examine your attitudes about medications, in particu-
lar psychiatric medications, by looking at the Your Self-
Awareness box. Exploring your personal feelings will be a
healthy challenge throughout your psychiatric—-mental health
nursing practice, and psychopharmacology could evoke very
strong feelings in either direction for you. Make sure you
are aware of your biases and that you have well-informed
opinions so that you give your clients the best possible care.

Neuroleptics and Psychotropics

The complexities of psychiatric disorders and the desire
to address the difficulties that face people who have these
symptoms have resulted in a number of innovative medication
regimens. Research has further expanded our knowledge,
and a clearer vision of the capabilities of these compounds
is emerging. Now many medications have multiple indica-
tions beyond their original ones, which have necessitated
more global terms to describe the medication. We still use
classification names such as “antipsychotic” and “antidepres-
sant”; however, this is changing and some medications are
labeled “neuroleptic” or “psychotropic” with the understand-
ing that they can be used across some diagnostic groups. See
TaBLE 1 B for some examples of the changing psychopharma-
cologic landscape.

One example of this phenomenon is fluoxetine (Prozac),
used originally as an antidepressant, indicated as an antiob-
sessional medication and for the treatment of premenstrual
dysphoric disorder (PMDD; a proposed category under study
but not yet included in the DSM [Diagnostic and Statistical
Manual of Mental Disorders]). A second example is risperi-
done (Risperdal), an atypical or newer antipsychotic, indi-
cated for use in stabilizing the manic phase of bipolar disorder
but also used in dementia. There are clinical applications of
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YOUR SELF-AWARENESS

Your Views on Psychopharmacology

Your cultural inclinations have an influence on your attitudes to-
ward medications. These attitudes have an impact on one of the
major interventions in psychiatry—psychopharmacology. Which
of these views do you hold about medications? How will they af-
fect the care you give clients?

= They will make me healthier.

= This stuff will kill me.

m [tis only for a short time.

m They are addictive.

= | will take medications only if my life depends on it.

= Isn’t modern pharmacology a wonderful thing?

m | take the right medication for the problem.

m Taking the medications will mean | am a bad/weak person
because | couldn’t battle my disorder on my own.

= Medicine is made from herbs—it is the same thing, so |
would rather take the herbs.

= Medications are too strong for me, so they are too strong
for everybody.

= | cannot contaminate myself with these chemicals.

m [f | take psychiatric medications, people will think | am
crazy.

= What if the people at work find out | am taking these pills?
They will think | cannot do my job.

= | am flawed because | need medication.

m People are more sophisticated these days. They would
understand that | am taking the exact same medications as
a well-known public figure.

psychiatric medications to a different diagnostic group, or for
a different set of psychiatric symptoms, than originally in-
tended. There may not be a Food and Drug Administration
(FDA) indication for the medication in those circumstances;
however, clinical appropriateness has established the use pat-
tern. This holds true for risperidone as a treatment for demen-
tia with agitation.

Clinical application of nonpsychiatric medications to
treat a psychiatric diagnostic group or a set of psychiatric
symptoms also occurs. The complexity of the brain’s in-
volvements in physical and emotional problems indicates the
need for overlapping and interwoven treatments. One of the
most apparent examples is the anticonvulsant class. Valproic
acid (Depakote), carbamazepine (Tegretol), and lamotrigine
(Lamictal) are all used as mood stabilizers as well as for their
original indications.

Biologic Impact on Ethnically Distinct Groups

You may notice in your psychiatric-mental health practice
that the effects of medications may differ in ethnically dis-
tinct groups. Factors such as medication toxicity levels and
autonomic nervous system (ANS) responses are not the
same for all groups of individuals (Seripa et al., 2011). In a

multicultural environment such as mental health care, these
are important considerations in assessing responses to psy-
chopharmacologic treatments.

Important factors are the variation in genetics and in
metabolic rates among ethnic groups (an important point
in evaluating the effectiveness of a medication). McClay et
al. (2011) examined genetic variations and their impact on
response rates for those with schizophrenia. Metabolizing
a medication more quickly or more slowly than expected
changes what we observe during our clinical assessments.
A high metabolic rate may produce effects below the opti-
mal level, resulting in ineffective treatment. A low metabolic
rate increases side effects. Because people of Asian descent
have low metabolic rates, almost all Asians (95%) experi-
ence extrapyramidal side effects (EPSE) as compared to
European- and African-Americans, two thirds of whom ex-
perience EPSE. Also because of metabolic differences, the
therapeutic range for lithium differs among Asian, African-
American, and Caucasian groups. The determination of ef-
fective lithium levels must take ethnicity into account.

Recognizing how ethnicity determines the way in which
people respond to medications promotes the provision of
culturally competent care. How ethnicity affects the expres-
sion of abnormal biologic processes is a growing field of
study as is recognizing how to involve cultural competence
in organizational functioning (Purnell et al., 2011; Mallinger
& Lamberti, 2010). Exploring the related literature will help
you to incorporate this expanding knowledge base into your
psychiatric—mental health nursing practice and promote your
cultural competence.

ANTIPSYCHOTIC MEDICATIONS

Antipsychotic medications are those used to treat hallucina-
tions, delusions, disorganized thinking, and other psychiatric
and nonpsychiatric conditions and symptoms). The discov-
ery of the first antipsychotic medications, such as chlorprom-
azine (Thorazine), is a prime example of the role of chance
in the history of psychopharmacology. Chlorpromazine was
initially synthesized as an antihistamine to facilitate opera-
tive procedures and was not tried as a tranquilizer for clients
with schizophrenia until 1952. Its effects on the behavior,
thinking, affect, and perception of clients with schizophre-
nia were so profound that information about its properties
was rapidly disseminated, and it became widely used within
3 to 4 years.

Chlorpromazine’s effects on the hospital practice of psy-
chiatry were staggering. Its use contributed to reversing a
steady rise in the population in U.S. mental institutions, and
that population has progressively decreased ever since. It is
not hard to imagine that chlorpromazine gave birth to the mod-
ern notions of psychiatric treatment—unlocked wards, milieu
treatment, occupational and recreational therapy, psychiatric
rehabilitation, and supervised living environments. The entire
field of community mental health is ultimately linked to its
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Important Dates in the Treatment
of Mental Disorder with
Psychopharmacology

* Quite by chance,
chlorpromazine was
first used to treat
schizophrenia in 1952
after it was observed
that its use as an
antihistamine also
calmed preoperative
clients. It changed

¢ Olive oil infused
with narcotics,
opium, morphine,
or other sedatives

was }lscd to forever the face of psychiatry, dramatically decreasing the
Ir}edlcate number of inpatients and gave birth to modern notions of
insane” and psychiatric treatment.
“deranged”
people. « In this decade, other antipsychotics, trifluoperazine,
perphenazine and thioridazine were developed.
Before Psychopharmaceuticals Conventional Antipsychotics

2000s

Psychopharmaceuticals for the New Millenium

» Nonbenzodiazepine anxiolytic, ramelteon, used to treat * The first long-acting atypical antipsychotic, Risperdal Consta,
anxiety. provides long-acting antipsychotic without the side effects of
the conventional antipsychotic. This leap forward in treating
psychosis was followed by other long-acting atypical
antipsychotics Zyprexa Relprevv and Invega Sustenna.

* The first sedative—hypnotic for long-term treatment of
insomnia, eszopiclone, is released.

* Mood stabilizer medication, Symbyax, is a combination of
olanzapine and fluoxetine for the treatment of acute mania and
depression in bipolar disorder and as maintenance treatment in
bipolar disorder and psychotic depression.

* Synaptic action developments
lead to antidepressant SSRI
medications sertraline, paroxetine,

and citalopram.  Acetylcholinesterase inhibitor medication, galantamine, is

developed and released.

e The first medication for
dementia modifying the
brain’s glutamate
pathway, memantine,
pioneers alternative
modes of dementia

* The first antidepressant medication in a patch, seligiline, treatment.
is made available.

* Antidepressants called serotonin and norepinephrine
reuptake inhibitors desvenlafaxine and duloxetine—
which treat depression and pain—are developed and
released or newly indicated for depression.

* Atypical antipsychotics ziprasidone, aripiprazole,
paliperidone, asenapine, and iloperidone add to treatment
options.

FIGURE 1 B Photo source top to bottom by column: Philosophical Library; Smock, Timothy K., Physiological Psychology: A Neuroscience Approach,
1st Ed., ©1999. Reprinted and electronically reproduced by permission of Pearson Education, Inc., Upper Saddle River, New Jersey; Everett Collection;
Shutterstock; Eileen Trigoboff; Shutterstock; Eileen Trigoboff; Pearson; Pearson; Pearson; Pearson; suravid/Shutterstock.

102



The Science of Psychopharmacology

* Atypical antipsychotic clozapine is re-released
after extensive research to establish safety and
« Other antipsychotics such as haloperidol and thiothixene use in North America. Becomes the “gold
are made available. standard” in managing a treatment-resistant or
treatment-refractory psychosis. Different
* During this period, antianxiety agents were developed to dopamine action has decided impact on both
relieve anxiety and induce sleep. Meprobamate was the negative and positive symptoms of schizophrenia.

first antianxiety agent in common use.

* Atypical antipsychotics risperidone, olanzapine,
and quetiapine are developed and released and
have the advantage of being easier on the body,
have fewer side effects due to advances in
neurotransmitter effects, and do not require blood

* Medications help people
move out of institutions into
less restrictive settings and
homes.

monitoring.
* The antipsychotics mesoridazine and loxapine were )
developed. . Antid.epressant SSRIs sertral%ne, paroxetine, |.| <
and citalopram are made available. &N -
* Long acting injections of ———

haloperidol and fluphenazine
allow clients to maintain
steady levels of antipsychotic
without depending on oral
formulations. Injections can
be given every 2, 3, or 4
weeks.

* The first acetylcholinesterase inhibitor for memory
enhancement in dementia, tacrine, is a new approach to
treat the most problematic symptom.

%

* Acetylcholinesterase inhibitors donepezil and rivastigmine are
developed and released.

« The first nonbenzodiazepine anxiolytic, zolpidem, is made available
to treat anxiety, followed by zaleplon.

First Generation Antipsychotics

and Anxiolytics Advances in the Decade of the Brain

1960s - 1970s

Y

2010s

Contemporary Developments

¢ Psychiatric drug manuals
(such as that written by
psychiatric nurse Eileen
Trigoboff) demonstrate
nursing involvement in
psychopharmacology.

« Atypical antipsychotic lurasidone is synthesized,
adding yet another compound to treat psychosis.

 Genetic phenotypes and variations, as well as the
il effects of ethnicity on psychiatric pharmacology
(ethnopharmacology), are being explored so that
someday soon we may be able to have exactly the
right medication to help a client reach stability and
recovery.

* New research in G
seratonin reuptake e
leads to latest SSRI ipscae
antidepressant ==
vilazodone.
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FIGURE 2 M The great success of biologic psychiatry. This graph
illustrates the dramatic decrease in psychiatric inpatient numbers
since the inception of psychopharmacology.

discovery because it enabled clients to return to their lives
outside an inpatient facility.

In the decades since that discovery we learned a great
deal about which medications generally work under which
circumstances. Studies demonstrated that taking antipsy-
chotic medication is far more effective than taking no medi-
cine, and that taking it regularly is essential to the long-term
treatment of schizophrenia. We know that medications alone
are not sufficient to cure the disease, but they are necessary

to manage it. These medications make psychosocial interven-
tions possible. Decades of experience demonstrate how psy-
chopharmacology assists clients in managing anxiety, stress,
and other symptoms so nurses can intervene with education
about coping strategies and developing or strengthening sup-
port systems.

The National Institute of Mental Health funded a land-
mark study, the Clinical Antipsychotic Trials of Intervention
Effectiveness (CATIE) study (Lieberman et al., 2005), that
looked at treatment outcomes. This major study was designed
to learn whether there were differences among the newer
medications and whether they had significant advantages over
older medications. It is still an important study although even
newer medications exist. The results of the CATIE study are
summarized in Box 1.

Understanding the psychobiology of antipsychotic med-
ications requires a basic knowledge of the functions of the
central nervous system. Illustrations and animations are also
available through the Online Student Resources website. Here
is an overview of the basic mechanisms of action.

Basic Mechanisms of Action

Generally, neuroleptics (medications that work on the cen-
tral nervous system) work by blocking a variety of cen-
tral nervous system (CNS) receptors. Most medications
work on more than one neurotransmitter system. There-
fore, it is likely that several types of neurotransmitters and

TaeLe | m Medications and Their Cross-Diagnostic Uses
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Aripiprazole (Abilify) v v 4
Bupropion (Wellbutrin, Zyban) v v
Carbamazepine (Tegretol) v v
Divalproex (Depakote) v v 4 v
Duloxetine (Cymbalta) v v
Fluvoxamine (Luvox) v v v
Fluoxetine (Prozac, Sarafem) v v 4
Olanzapine (Zyprexa) v v
Paroxetine (Paxil) v |/
Quetiapine (Seroquel) |/ v
Risperidone (Risperdal) o/ v/ v
Sertraline (Zoloft) v v v v
SSRIs 4 v
Tricyclic antidepressants v v v
Ziprasidone (Geodon) v v v
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Box |

CATIE Study Summary

The 18-month Clinical Antipsychotic Trials of Intervention
Effectiveness (CATIE) study, whose results were published in
2005, involved more than 1,400 participants at 57 sites around
the United States. Its findings, based on a wide range of clients
in a variety of treatment settings, are considered reliable and
relevant to the 3.2 million Americans with schizophrenia. CATIE
directly compared an older medication (perphenazine), avail-
able since the 1950s, to four atypical antipsychotics (olanzap-
ine, quetiapine, risperidone, and ziprasidone) introduced in the
1990s. The goal of the study was to learn whether there are dif-
ferences among the newer medications and whether the newer
medications hold significant advantages over the older medica-
tions. The study was conceptualized before the newer antipsy-
chotics such as aripiprazole (Abilify) and lurasidone (Latuda)
were available in the United States.

These were the results:
Several factors, such as adequacy of symptom relief,
tolerability of side effects, and treatment cost, influence a
person’s willingness and ability to adhere to a medication
regimen.
Three fourths of the participants discontinued their antipsy-
chotic medication and changed to another because of intoler-
able side effects or inadequately controlled symptom:s.

Olanzapine performed slightly better than the other medica-
tions but also was associated with significant weight gain
and metabolic changes.
Clients taking olanzapine were less likely to be hospitalized
for a psychotic relapse and tended to stay on the medication
longer than those taking other medications.
Quetiapine, risperidone, ziprasidone, and olanzapine had
a modest advantage over the older generic medication
perphenazine.
The study’s highest olanzapine dose exceeded current label
recommendations. Prescribers use higher doses of the other
antipsychotics clinically than the study did.
People taking ziprasidone, on average, experienced no
weight gain and fewer of the neurologic tremors that can be
a serious problem for people with schizophrenia.
An important issue still to be considered is individual differ-
ences in response to these medications.
Each medication has tradeoffs that must be considered for
each client.

Source: Lieberman, J. A., Stroup, T. S., McEvoy, |. P., Swartz, M. S.,
Rosenheck, R. A., Perkins, D. O., . . . Hsiao, J. K. (Clinical Antipsychotic
Trials of Intervention Effectiveness [CATIE] Investigators). (2005).

Effectiveness of antipsychotic drugs in patients with chronic
schizophrenia. New England Journal of Medlicine, 353, 1209-1223.

neuromodulators are affected by the administration of a
single medication. While most neuroleptics have an affin-
ity for several types of neurotransmitters, others are more
specific and work more selectively. These differences ac-
count for the effects of the various neuroleptic medications.
Blockade of postsynaptic dopaminergic receptors (in other
words, receptors that are designed specifically for dopa-
mine are prevented from receiving dopamine) is one way
these medications can have their main effect. Other path-
ways and mechanisms may also contribute. The side effects
that result from this mechanism are consistently dry mouth,
blurred vision, constipation, urinary retention, and parkin-
sonian side effects.

Major Effects

The beneficial effects of antipsychotic medications in all
psychotic states have been demonstrated beyond question.
Multiple and varied criteria have been used to measure im-
provement. These medications have been used successfully
in clients with delusional thinking, hallucinations, confu-
sion, motor agitation, and motor retardation. Antipsychotic
medication treatment also decreases thought disorder, blunted
affect, bizarre behavior, social withdrawal, belligerence, and
uncooperativeness.

The most common disintegrative condition treated with
antipsychotic medication is the group of symptoms tradi-
tionally labeled schizophrenia. The problem of assessment
is complicated by the fact that many diseases can cause syn-
dromes with features like those of schizophrenia. For example,

delusions may indicate a variety of DSM conditions, including
schizophrenia, bipolar mania, and dementia of the Alzheim-
er’s type. All clients manifesting psychotic symptoms should
have a thorough review of their medical history and a physi-
cal examination to rule out treatable medical illnesses, many
of which are accompanied by behaviors considered psychotic
or psychobiologic. Consider this: Would it be unjust to treat
someone’s symptoms with neuroleptic medications when a
basic physical would have determined that the problem was a
result of infection or a tumor?

The Choice of a Specific Medication

There are currently many older antipsychotic medications
and several newer antipsychotic medications on the market
in the United States. Two of the newer antipsychotics come
in a long-acting injectable form. Medications have varying
success rates because individual responses frequently dictate
use. The choice of a particular medication, then, depends
on its pharmacologic properties and likely side effects, the
client’s or a family member’s history of response to that
medication, and the prescriber’s experience with various
compounds. Important client variables are past successes
with specific medications, a history of allergies, a history of
serious or intolerable side effects, and current ability to man-
age a medication schedule. Some medications may have side
effects such as sedation, which, while not necessarily desired
by the prescriber, may nevertheless prove helpful in treat-
ment. Expect a certain amount of trial and error with each
clinical application.
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TABLE 2 M lists the major antipsychotic medications. The
list is extensive and growing, and it makes sense for each
member of the treatment team to become familiar with just a
few representative medications, their predictable effects, and
their common side effects. As the nurse, you will likely be a
resource for the other non—medically trained team members in
this regard (that is, social workers, rehabilitation counselors,
and psychologists). Some characteristics of these medications
are discussed in the sections that follow.

More than seven distinct chemical classes of antipsy-
chotic medications are now commonly used in the United
States. (One class, the phenothiazines, is subdivided into three
different types of medications.) As a result, there are choices
in terms of side effects and potential client responsiveness. A
client who is unresponsive to one class may respond to an-
other that circumvents a problem in absorption, accumulation
at neurotransmitter receptor sites, or metabolism. However,
there are many people for whom the available medications are
not especially helpful, or, if major symptoms are addressed,
the side effects reduce the overall benefit of the medication.

You will see in the course of your career, whether it is as a
psychiatric—mental health nurse or in any other specialty prac-
tice, that more choices are still needed.

Table 2 also shows the wide range among antipsychotic
medications in milligram-per-milligram potency. This fact is
most relevant when treating clients who require large doses.
In such cases, a potent medication is best. Consumer issues
and clinician concerns are addressed at http://www.FDA.gov,
the website for the U.S. Food and Drug Administration. You
can access the FDA through the Online Student Resources.

Newer Antipsychotics

The newer antipsychotics (also called atypical antipsychot-
ics) have a drastically different physiologic action than do
the traditional or conventional antipsychotics. Conventional
antipsychotics primarily affect the positive symptoms of psy-
chotic disorders, with little or no effect on the negative or
cognitive symptoms. Their mechanism of action is thought
to occur through nonselectively blocking the neurotransmitter
dopamine D, receptors in the brain. To be clinically effective,

TasLe 2 m Antipsychotic Medications™
Class Generic Name Trade Name Usual Dosage Range (mg/day)
Atypical/SGA
Benzoisothiazol derivative Lurasidone Latuda 40-80
Benzisothiazolyl piperazine derivative Ziprasidone Geodon 40-200
Benzisoxazole derivative Risperidone Risperdal 4-6
Paliperidone Invega 3-12
Dibenzodiazepines Clozapine Clozaril 12.5-900
Dibenzo-oxepino pyrrole Asenapine Saphris 10-20
Dibenzothiazepine derivative Quetiapine Seroquel 300-400
Dichloropheny! piperaziny! Aripiprazole Abilify 10-30
butoxydihydroquinolin
Piperidinyl-benzisoxazole derivative lloperidone Fanapt 12-24
Thieno-benzodiazepine Olanzapine Zyprexa 10-20
Conventional /Typical
Butyrophenones Haloperidol Haldol 2-40
Dibenzoxazepines Loxapine Loxitane 10-100
Dihydroindolones Molindone Moban 15-225
Phenothiazines
Aliphatic Chlorpromazine Thorazine 150-1500
Piperazine Trifluoperazine Stelazine 10-60
Fluphenazine Prolixin 3-45
Perphenazine Trilafon 12-60
Piperidine Thioridazine Mellaril 150-800
Thioxanthenes Thiothixene Navane 10-60
Chlorprothixene Taractan 40-600
*Atypical antipsychotics currently not available in the United States: sulpiride, amisulpiride, melperone, sertindole.
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these medications occupy between 70% and 90% of the D,
receptors, while the advent of EPSEs occurs at above 80%
occupancy (Veselinovi et al., 2011; Muller et al., 2010). The
newer antipsychotics have a much reduced affinity, or attrac-
tion, for D, receptors, and they all have an affinity for the
serotonin receptors, a profile that appears to lessen EPSEs and
can improve the negative symptoms of psychotic disorders.

The newer antipsychotics offer a wider range of options
for the care and treatment of clients experiencing psychotic
conditions. The search continues for more psychopharma-
cologic treatments for psychoses. Medications are being re-
searched and tested every day, and if they provide relief from
symptoms without undue side effects, clients will be more
likely to continue taking them, and will therefore have fewer
symptoms of their illness and stay healthier longer.

Uncomfortable side effects are reasons many people do
not continue taking any prescription medication. If someone
with a major mental illness such as schizophrenia stops taking
an antipsychotic, becoming very sick and losing the ability to
function well is likely. Mental Health in the Movies provides
one such example.

There is a variety of atypical antipsychotics includ-
ing clozapine (Clozaril), risperidone (Risperdal, Risperdal
Consta), paliperidone (Invega, Invega Sustenna), olanzapine
(Zyprexa, Zyprexa Relprevv), asenapine (Saphris), iloperi-
done (Fanapt), and lurasidone (Latuda). An overall look at
two examples follows.

Clozapine (Clozaril)

The first atypical antipsychotic on the market in the United
States was clozapine (Clozaril). Clozapine is an antipsychotic
medication with an unusual pharmacologic and clinical pro-
file. It was used in Europe for several years and is now gener-
ally used in the United States with clients who cannot tolerate
the EPSEs of other antipsychotics, or who have a treatment-
resistant or treatment-refractory psychosis, as is the case with
certain clients with schizophrenia. Reviews of studies re-
garding the effectiveness of clozapine have demonstrated its

7SI
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The Soloist

The movie The Soloist is based on the true
story of a homeless musician with schizo-
phrenia, Nathaniel Ayers (played by
Jamie Foxx), befriended by a Los Angeles
Times correspondent, Steve Lopez (played by Robert Downey, Jr.),
who wrote a series of articles that brought the plight of the home-
less and the seriously mentally ill to attention. Nathaniel, a cello
prodigy at Juilliard, dropped out of the prestigious music school
and ended up on the streets when he was no longer able to han-
dle the voices in his head. An accomplished musician, Nathaniel
also plays the violin, French horn, clarinet, and oboe. The movie
shows Nathaniel sleeping each night on one of skid row’s filthy,

MENTAL HEALTH INTHE MOVIES

decided impact on both negative and positive symptoms, with
improvement evident on follow-up as well.

Serious Side Effects Despite its remarkable capacity
to ameliorate some very recalcitrant symptoms for people,
clozapine has some serious side effects. The most serious
is agranulocytosis (a marked decrease in granulated white
blood cells), which occurs in less than 1% of clients taking
this medication. It is essential to monitor the white blood cell
count (WBC) and absolute neutrophil count (ANC) of cli-
ents taking clozapine. Immediately discontinuing the medi-
cation when agranulocytosis is detected and before signs of
an infection develop will usually resolve the episode. There
are specific guidelines for treating a client who experiences
agranulocytosis as a result of using clozapine. Clozapine can
be reinstituted (called re-challenging) under certain circum-
stances but not others.

There is a risk for agranulocytosis with a variety of other
psychotropic medications (conventional antipsychotics, ben-
zodiazepines, anticonvulsants); however, there is a higher risk
with clozapine. There have been reported rates of agranulocy-
tosis at significantly lower levels than the currently estimated
1% (that is, 0.25%, according to Snowdon & Halliday, 2011).
One of the important questions for clozapine treatment re-
mains, “Is there a specific risk period for agranulocytosis, and
if there is, when does it occur?” The risk period establishes the
frequency of blood monitoring, which can be an impediment
to clients’ initial and continued use of the antipsychotic.

Currently, it is estimated that this rare side effect of agran-
ulocytosis may occur up to a year following initial treatment
with clozapine, although the vast majority of cases appear
within 5 months. As a result of these data, blood monitoring
for agranulocytosis is completed weekly for the first 6 months
of therapy. If WBC levels remain normal and regular use is
not interrupted throughout those 6 months, then blood moni-
toring can be reduced to biweekly frequencies. After another
6 months of regular use and normal blood results, monitor-
ing can be done monthly. Because the medication stays in the

rat-infested streets in which thousands of homeless, mostly men-
tally ill, people sleep. The Soloist is essentially the story of the ups
and downs, and bumps in the road, in a friendship between a per-
son with schizophrenia who has the right to refuse treatment such
as medications and a person who tries to help from his own frame
of reference. The movie does not end with Ayers magically get-
ting better and rejoining mainstream society. In 2009, Ayers was
honored by the National Assocation on Mental lliness for decreas-
ing the stigma associated with being mentally ill. Their friendship
continues to this day.

LUCY NICHOLSON/Reuters/Landov
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system for some time after discontinuation, remember that
blood monitoring must continue for 4 weeks following the
discontinuation of clozapine regardless of where your client
is in this schedule.

Another serious side effect is the potential for seizure,
which seems to be dose related at over 600 mg/day. Less
acute, but nonetheless important, side effects include seda-
tion, tachycardia, sialorrhea (drooling), weight gain, and
hypotension.

Risperidone (Risperdal)

Risperidone was introduced in the United States in 1994. It
was the first of a new class of antipsychotics, benzisoxazole
derivatives, that does not clinically relate to any existing an-
tipsychotic medication. Its unique feature is the relative ab-
sence of EPSE at the therapeutic dosing level. It addresses the
positive, negative, and affective symptoms of schizophrenia
and may also alleviate depression and anxiety. Side effects
similar to those experienced with haloperidol (Haldol) are
seen in doses above 10 mg per day.

Dosage for risperidone has been described as “the 1-2-3”
regimen, in which the client receives 1 mg bid, the next in-
crease (slowly titrated according to the client’s tolerability
and response) is to 2 mg bid, and the next increase after that is
to 3 mg bid. This places the client at 6 mg/day, which is in the
currently recommended therapeutic window of 4 to 8 mg/day.
Doses less than 3 mg/day have been linked with a better out-
come than higher doses (Gafoor et al., 2010). Risperidone can
be administered up to 16 mg/day, but the absence of EPSEs
fades at doses over 10 mg/day. Response within 1 to 10 weeks
gives the medication a fair trial. Dosage for older clients is
lower; the initial dosage is generally cut in half (0.5 mg bid,
1 mg bid, and 1.5 mg bid) and there is at least 1 full week
between dosage changes.

Risperidone has been very useful in the treatment of psy-
chotic symptoms, and the clinical knowledge gained from
using it regularly has been valuable. Risperidone is now
available in depot injection form. (Depot injection is a term
used to describe the slow release of a long-term medication
given by intramuscular or subcutaneous injection using the
body as a temporary storage device for the entire dose.) This
compound, called Consta, is injected every 2 weeks. This ad-
ditional administration mode for risperidone offers another
choice in the array of treatments for psychotic symptoms.
(See Unique Routes of Administration.)

Other uses for risperidone include its 2003 indication for
treating extreme mood swings in bipolar disorder in addition
to its antipsychotic features. In 2006, the orally disintegrat-
ing tablets of risperidone, M-tab, received an indication to
treat symptoms of irritability in autistic children and adoles-
cents. Aggressiveness, deliberate self-injury, and the temper
tantrums associated with autism are also addressed by this
medication.

Dosage

Dosage ranges for antipsychotic medications vary widely
among clients. Medications must be titrated against the psy-
chotic target symptoms and the appearance of side effects.
Most clients are initially given a relatively low dose of an anti-
psychotic to test for adverse effects for 1 to 2 hours. Consider
chlorpromazine, with an initial dose of 20 to 50 mg orally
(PO) or 25 mg intramuscularly (IM). Later the medication is
typically given in doses of 300 to 400 mg (or IM equivalent)
per day, and gradually increased by 25% to 50% each day un-
til maximum improvement is noted or intolerable side effects
are encountered. This type of progression is common with the
various antipsychotic medications.

Treatment settings frequently influence the medication
regimen. In a crowded hospital emergency room, for ex-
ample, hourly doses of medication may be given until a cli-
ent is sedated. In more completely staffed, private inpatient
units, a client may be observed for several days before med-
ication is given. Symptoms and behavioral problems are
addressed by the antipsychotic medication, but cognitive
functioning studies have been inconclusive. When looking
at long-term outcome and length of time until eventual re-
mission, neither approach has been found to be superior to
the other (Preskorn, 2011).

Clients who are extremely agitated, violent, severely with-
drawn, or catatonic require significant doses during the first few
days of treatment, delivered by injection to ensure rapid relief.
Chlorpromazine, 50 to 100 mg IM, may be used, particularly if
sedation is required. Be aware that this is an irritating medication;
injections must be deeply intramuscular in either the buttocks or
upper arms, and sites must be rotated. Substantial IM doses of the
more potent antipsychotics, such as haloperidol 10 mg or trifluo-
perazine 10 mg, may be given to agitated clients.

There are options for short-term injections, such as zipra-
sidone (Geodon), aripiprazole (Abilify), and olanzapine
(Zyprexa), that replace the use of older, conventional antipsy-
chotic medications. This approach frequently avoids some of
the more troublesome side effects while ameliorating behavioral
and cognitive symptoms. Use of an atypical antipsychotic re-
duces side effects and therefore has a positive impact on a cli-
ent’s perceptions of psychiatric medications.

After maximum clinical improvement has been ob-
tained, antipsychotic medications are generally reduced in
a gradual manner. Continuing to give a client modest doses
of an antipsychotic following a psychotic episode lowers the
chances of relapse and rehospitalization. Rehabilitation and
recovery interventions are especially helpful for individu-
als who have psychiatric symptomatology. Psychotherapy
with clients who have schizophrenia may not be particularly
effective without maintenance medications in conventional
treatment settings, but it does improve psychosocial function-
ing in clients who are also taking maintenance medications. It
is generally believed that clients should be kept on doses of
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antipsychotics sufficient to suppress symptoms for 3 months to
1 year following an acute episode. After that interval, the cli-
ent’s course and life situation must be considered and treatment
individualized. Some clients recover from a psychotic episode
completely within 6 months. Clients with schizophreniform
disorder should not receive long-term maintenance medica-
tion treatment. For individuals who have already experienced
recurrent episodes of psychosis and demonstrate a deteriorat-
ing course, it is clearly advantageous to prevent relapses with
medications if possible.

The Decision to Use a Medication

Today, the following general principles govern antipsychotic
medication use:

= Medications are given to treat target symptoms of
schizophrenia or other psychotic disorders.

= Initial treatment may require parenteral doses or
rapidly dissolving forms. These are changed to
oral forms such as pills or liquid concentrate as the
behavior disturbance subsides.

= Total dosages are tailored to individual needs; wide
variations exist among clients.

= For medications with sedating side effects, divided
doses are changed as soon as is practical to a single
dose, given at bedtime to maximize the medication’s
sedative properties.

= Most clients with a chronic course require
maintenance doses for sustained improvement and
to minimize the number of relapses.

Other considerations for using a particular medication
include the use of adjunctive therapies. Adjunctive treat-
ment may be necessary when an available compound has a
necessary, but insufficient, impact on symptoms and another
medication using different pathways or different mecha-
nisms is able to provide an additional and sufficient impact.
This package of two or three medications can work in con-
cert for the client. The ever-present danger with this practice

is called polypharmacy where too many medications are
used without careful consideration of when medications
can and should be discontinued from the mix (Mojtabai &
Olfson, 2010).

Do the medications needed to treat one problem blend
well with any or all of the other medications the client may
need? Clients often have more than a single mental disorder.
Multiple diagnoses require a more complex palette of biologic
therapies. See Your Assessment Approach for antipsychotic
medication interactions with other medications and sub-
stances to which your client may be exposed.

Special Considerations

The following special considerations apply to the use of anti-
psychotic medication.

Unique Routes of Administration

The phenothiazines, fluphenazine (Prolixin) and haloperidol,
are available in long-acting intramuscular injectable forms
that behave like time-release capsules. These medications are
gradually released over a long period of time, 2 to 4 weeks.
Long-acting fluphenazine and haloperidol are available in
decanoate, long-acting depot injection preparations that are
oil based. The long-acting parenteral form of risperidone
(Risperdal Consta) is also a depot medication available for
injection every 2 weeks but instead of being oil based, the
microspheres containing the medication are suspended in
water. This injection is easier to tolerate and, because it is
an atypical antipsychotic, has fewer side effects and can ad-
dress the negative symptoms of schizophrenia. Olanzapine
has a long-acting injectable atypical antipsychotic—Zyprexa
Relprevv. The standard of care is to observe the client for
4 hours following the injection. Research is nearing comple-
tion for the depot route of administration for aripiprazole
(Abilify).

As with any depot medication, the oral form of the same
medication must be administered before the depot is used to
ensure the client tolerates the medication. The main advantages

I YOUR ASSESSMENT APPROACH Antipsychotic Medication Interactions I

Combining One of These

anxiolytics, alcohol, barbiturates,
or antihistamines
Coffee, tea, milk, or fruit juices

With One of These Antipsychotics

Antacids Phenothiazine antipsychotic
Anticholinergics Clozapine

Antipsychotic
Benzodiazepines Clozapine
Carbamazepine Haloperidol

Clozapine
CNS depressants such as: narcotics, Antipsychotic

Phenothiazine antipsychotic

Can Lead to These Problems

Decreased phenothiazine effect

Potentiated anticholinergic effect of clozapine

Increased level of neuroleptic in the system, with
extrapyramidal side effects

Respiratory arrest, circulatory difficulties

Decreased effect of either medication

Additive bone marrow suppression

Additive CNS depression

Decreased phenothiazine effect
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of depot forms are that they reduce clients’ ambivalence about
taking medication, eliminate the need for constant pill taking,
and can help clients who have illness-related cognitive im-
pairments. Memory and concentration difficulties are typical
among those with executive functioning deficits, one of the
major impairments that must be overcome by people who have
schizophrenia. Making sure clients have a steady level of medi-
cation in their system minimizes the fluctuations in blood level
seen in nonparenteral forms of medication administration. A
fluctuating blood level leads to more difficulty managing symp-
toms, especially if the client is sensitive to minor fluctuations.
A depot antipsychotic with considerably fewer side effects than
haloperidol and fluphenazine, such as Risperdal Consta, has the
potential to prolong antipsychotic medication use and minimize
dissatisfaction with, and discontinuation of, treatment.

The psychiatric-mental health nurse in a community set-
ting may frequently have occasion to administer long-acting
fluphenazine, haloperidol, Risperdal Consta, or Zyprexa
Relprevv. With a client whose treatment will include a long-
acting medication, a dose of the oral form is taken first to rule
out the possibility of allergic reactions. Such reactions can be
devastating if discovered after a 2- or 3-week supply of medi-
cine has been given as a depot treatment. If no adverse reac-
tions are noted, the long-acting form is injected, usually in a
large muscle mass. Ongoing research and clinical experience
provides us with options for muscles such as the deltoid to use
for these injection sites (Saxena et al., 2008).

Various pharmaceutical companies have explored better
routes for medication administration for years. As a result,
there is yet another way to give a number of antipsychotic
preparations. Clozapine, risperidone, olanzapine, and aripip-
razole are all available in orally disintegrating tablet formula-
tions. The clozapine version is called FazaClo, risperidone’s
oral formulation is called M-tab, the olanzapine version is
called Zyprexa Zydis, and aripiprazole has a Discmelt prod-
uct. (You may see the Zydis form used with a variety of
compounds in medical-surgical settings.) These tablets be-
gin disintegrating in the mouth within seconds, so they can
be swallowed with or without liquid, thus reducing problems
with swallowing and cheeking (hiding) behaviors and offer-
ing a more discreet option for taking medication during activ-
ities. This vehicle for administering full doses of medication
promotes adherence.

In the future we will see a variety of innovative and ef-
fective technologies for enhancing the administration and
absorption of psychiatric medications. Currently, research is
investigating the following:

= Multiphase, multicompartment capsules using
gelatin, natural hydroxypropyl methylcellulose,
and alternative capsule materials

= Quick-dissolving strips and films

= Inhalers

= Implanted pumps

The first patch for transdermal delivery of an antidepres-
sant is selegiline (Emsam). More are being developed. These

opportunities for medication delivery platforms, coupled with
research for new compounds to treat disorders, help normalize
psychiatric disorders—that is, they are treated just as all other
physical disorders are treated—and provide more options.
Over the course of your career in nursing, you will see innova-
tive and effective absorption-enhancing delivery systems and
routes for administration of medications to treat and improve
the quality of life for your clients.

Potential Side Effects of Antipsychotic Medications

Continuous contact with clients gives nurses an advantage
over other professionals who may see a client only every other
day or, at best, once a day. Both the dangerous and the more
uncomfortable side effects frequently have a rapid onset and
need prompt attention.

The side effects of antipsychotic medications that nurses
must recognize can be divided into the following classes:

Autonomic nervous system
Extrapyramidal

Other central nervous system
Allergic

Blood

Skin

Eye

Endocrine

Weight gain

Metabolizing Psychiatric Medications

A liver enzyme called cytochrome P,s, (abbreviated as CYP)
is responsible for metabolizing psychiatric medication out of
the client’s system. The two main directions that can influ-
ence how your clients metabolize psychiatric medications are
called inhibition and activation (or induction). Inhibition of
the enzyme allows the medication and its metabolites to re-
main in the system longer than usual, accumulating and caus-
ing higher blood levels, enhanced effects of the medication,
and greater side effects. Imagine a jammed parking lot or grid-
lock on a city street as the medication is unable to flow out of
the system easily.

Induction (or activation) of the enzyme speeds the medi-
cation and its metabolites out of the system faster than usual.
When a medication does not have enough time to take full
effect, it may appear that symptoms are not being competently
addressed. The medication is considerably less effective in
this case than if it had the time to be fully utilized by the body.
Picture the medication being washed out of the system faster
than intended.

Other coadministered medications, your client’s genetics,
foods eaten, and cigarettes smoked are some of the factors
that can induce or inhibit cytochrome P,5,. The entire field of
study on CYPs is an extensive one, covering the intricacies
of medication interactions, metabolism, and coadministration
cautions.
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ANTIDEPRESSANT MEDICATIONS

Classes of antidepressant medications (pharmaceutical
compounds used to treat the symptoms of depression) that
currently exist include: tricyclic antidepressants (TCAs),
monoamine oxidase inhibitors (MAOIs), selective sero-
tonin reuptake inhibitors (SSRIs), phenethylamine anti-
depressants (also known as serotonin and norepinephrine
reuptake inhibitors [SNRIs]), and atypical antidepressants
(so called because of their variety of formulation and actions).
For a look at some of the variety of antidepressant medica-
tions currently available from different classes with differing
actions, see TABLE 3 M.

Like antipsychotic medications, the original antidepres-
sant medications were discovered accidentally. In the case
of imipramine (Tofranil), the first of the tricyclic antidepres-
sants, investigators were actually searching for effective anti-
psychotics similar to chlorpromazine. The “tri-” in tricyclic
antidepressants refers to the triple chemical rings at the cen-
ter of each of the medications. Iproniazid, a MAOI, was dis-
covered when people with tuberculosis who were regularly
treated with a similar medication, isoniazid, became less de-
pressed. Antidepressants have shed considerable light on the
biochemical mechanisms of the brain in both normal and ab-
normal emotional expression. See the Evidence-Based Prac-
tice feature regarding psychopharmacology in the treatment
of depression.

Psychobiologic Considerations

Knowledge about the pharmacology of antidepressant medi-
cations has led to a theory of the biochemistry of depression.
Basically, all the true antidepressants make the neurotransmit-
ters norepinephrine (NE) and serotonin (5-HT) more available
to the synaptic receptors in the central nervous system. Tricy-
clics block the reuptake of these substances into the neuron af-
ter their release, thereby postponing their degradation. MAOIs
interfere with the enzymes responsible for the actual break-
down of the neurotransmitter molecules. Because both are
antidepressants, these observations have led to the theory that
NE and 5-HT shortages in the brain cause depression, at least
the type of depression that responds to medication therapy.
The initial distinction to be understood in the psycho-
pharmacology of depression is between true antidepressants

and stimulants or euphoriants. TCAs and MAOIs are not
stimulants and do not induce euphoria in healthy people.
In a single dose they have a sedative effect. Amphetamines
and methylphenidate (Ritalin), on the other hand, are stimu-
lants but not antidepressants in the pharmacologic sense.
They can induce an increased sense of well-being in certain
individuals, but do nothing to combat depression on a last-
ing basis.

Tricyclic antidepressants are the “first generation” of an-
tidepressant medications, that is, they were among the first
medications identified as effective in the treatment of depres-
sion. New developments and ideas in chemical motivations to
help treat symptoms of depression are labeled as subsequent
generations.

Since the introduction of the first antidepressants, a
number of medications have been developed to treat the
symptoms of major depression and the depressive features
of schizoaffective disorder. Among these medications are
the MAOIs, the SSRIs, the SNRIs, and a number of atypical
antidepressants with a variety of neurotransmitter actions.

Bupropion (Wellbutrin) is an oral antidepressant medica-
tion that is not a TCA and is unrelated to other known antide-
pressants. Bupropion has been well tolerated in people who
experience orthostatic hypotension when taking TCAs. This
medication has the potential to cause seizures to a greater ex-
tent than other antidepressants depending on the dose. It has
few anticholinergic side effects and essentially no important
cardiovascular effects. Bupropion is also indicated for use as
an aid to smoking cessation. Sustained-release formulations
of this medication are available under two trade names, Well-
butrin SR and Zyban. For smoking cessation, the medication
is used for up to 14 weeks.

As each new group of medications became available,
practitioners initially used the new medications to the par-
tial exclusion of the old. When a client is not responding to
a medication, it is helpful to have an array of choices from
which to select further treatment. The side effect profiles of
antidepressants remain one of the linchpins of successful
care. If sedation is a side effect and the client is sleeping
at a higher-than-preferred level, then a class of medica-
tions with less sedating side effects may be a better choice.
Experience reinforces the truth that a number of treatment
and medication options are necessary to effectively treat

TaeLe 3 m Antidepressant Medications

TCA Other Antidepressants SSRI

MAOI SNRI

Amitriptyline (Elavil) Amoxapine (Asendin)

Sertraline (Zoloft)

Phenelzine sulfate (Nardil) Venlafaxine (Effexor)

Desipramine (Norpramin) | Trazodone (Desyrel)

Paroxetine (Paxil)

Tranylcypromine sulfate (Parnate) | Duloxetine (Cymbalta)

Imipramine (Tofranil) Maprotiline (Ludiomil)

Fluoxetine (Prozac)

Isocarboxazid (Marplan) Desvenlafaxine (Pristiq)

Nortriptyline (Aventyl) Bupropion (Wellbutrin)

Citalopram (Celexa)

Selegiline (Emsam)

Protriptyline (Vivactil) Mirtazapine (Remeron)

Escitalopram (Lexapro)

Vilazodone (Viibryd)
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EVIDENCE-BASED PRA E

Depression and Antidepressant Medications

You are working in an acute psychiatric setting with an individual
who is severely depressed and is receiving a tricyclic antidepres-
sant. This African-American client, Ryan, told you he feels so much
better after only a few doses of medication, although his mouth is
uncomfortably dry. You ask a number of questions about his latest
symptoms, and he reports significantly less depression. You have a
few theories about why this is happening. One is the “flight into
health” people sometimes demonstrate, especially those with de-
pressive symptoms. The diagnosis of depression and the need for
therapeutic interventions may frighten or disrupt them to the point
where they downplay symptoms or actually feel less depressed tem-
porarily and declare themselves much better.

Another theory is that the energizing impact of the antidepres-
sant is taking place before a significant difference has been made
in depressive thinking, including lethality. This energy can be mobi-
lized into suicide attempts. The third theory for Ryan’s improvement
is the faster therapeutic response and higher serum concentrations
of tricyclics in African-Americans. His dry mouth is evidence that the
higher serum concentration is causing more adverse effects than are
experienced by other groups.

CRITICAL THINKING QUESTIONS

a depressed client?

N

. How would you go about determining Ryan’s suicide risk?

been disrupted?

1. How would you go about determining whether Ryan is downplaying his symptoms?
2. How would knowing the racial and cultural differences in main effects and side effects of medications help you assess

3. Why would Ryan’s energy level be a helpful indicator of medication effectiveness?

5. Of what value are Ryan'’s responses to your therapeutic interventions in interpreting whether his depressive thoughts have

Your discussion with Ryan focuses on his treatment, side ef-
fects, and a lethality assessment. You have seen journal articles
regarding these issues and are able to assess a depressed indi-
vidual at this stage of treatment, keeping the possible explana-
tions in mind. Findings from ethnopharmacology research, such
as the following reference citations, support the differences seen
with extensive metabolizers (EM) and poor metabolizers (PM) in
genetic phenotypes. (Remember that action should be based on
more than one study.)

Lea, D. H., Skirton, H., Read, C. Y., & Williams, |. K. (2011). Implica-
tions for educating the next generation of nurses on genetics
and genomics in the 21st century. Journal of Nursing Scholar-
ship, 43(1), 3-12.

Nichols, A. 1., Focht, K., Jiang, Q., Preskorn, S. H., & Kane, C. P.
(2011). Pharmacokinetics of venlafaxine extended release
75 mg and desvenlafaxine 50 mg in healthy CYP2D6 extensive
and poor metabolizers: A randomized, open-label, two-period,
parallel-group, crossover study. Clinical Drug Investigations,
31(3), 155-167.

psychiatric disorders; therefore, all categories of antide-
pressants remain useful.

Tricyclic Antidepressants (TCAs)

One of the commonly used classes of antidepressant medi-
cations is tricyclic antidepressants (TCAs), named for their
consistent triple-ringed chemical structure. These com-
pounds are close in chemical structure to phenothiazines and
have many similar side effects, but they have profoundly dif-
ferent effects on mood, behavior, and cognition. TCAs are
not antipsychotic agents when given to clients with schizo-
phrenia and may in fact aggravate a disintegrative pattern
or precipitate overt symptoms in a client with latent disin-
tegrative behavior. Imipramine (Tofranil) and amitriptyline
(Elavil) are the two prime representative TCAs. Desipramine
(Norpramin, Pertofrane), nortriptyline (Pamelor), and pro-
triptyline (Vivactil) are reported to reduce the incidence of
side effects.

Monoamine Oxidase Inhibitors (MAOIs)

Clients who do not respond to TCAs may respond to another
major class, monoamine oxidase inhibitors (MAOIs). These

medications inhibit the enzyme monoamine oxidase from
breaking down the neurotransmitter. Generally, MAOIs are
not as effective as tricyclics and are somewhat slower to act,
sometimes requiring a month of treatment before improve-
ment shows. Isocarboxazid (Marplan) is considered the most
effective, with phenelzine (Nardil) and tranylcypromine
(Parnate) slightly behind. Complicating the decision to use
MAUOIs is their association with several very severe side ef-
fects. Hepatic necrosis, commonly fatal, and hypertensive
crisis (severe elevation in diastolic blood pressure above 120
to 130 mmHg) leading to intracranial bleeding are among
the most threatening. The latter reaction, heralded by severe
headache, stiff neck, nausea, vomiting, and sharply increased
blood pressure follows the ingestion of foods that contain the
amino acid tyramine and the ingestion of sympathomimetic
medications. The potential to have an antidepressant inter-
act with other medications is explored in Your Assessment
Approach: Antidepressant Medication Interactions.

Introduction of a patch system for treatment with a MAOI,
selegiline (Emsam), does not require the dietary restrictions at
the lower dose (Gillman, 2011).
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I YOUR ASSESSMENT APPROACH Antidepressant Medication Interactions I

Combining One With One of These
of These Antidepressants
Antiarrhythmic TCA
Anticholinergic TCA
Anticonvulsant TCA
Antihypertensive TCA
Antipsychotic TCA
CNS depressants such as: TCA

Alcohol

Antihistamines

Anxiolytics

Barbiturates

Narcotics
Foods or medications MAOI

containing tyramine
Levodopa MAOI
MAOI SSRI
MAOI TCA
Nicotine TCA
St. John’s wort (herb) SSRI
SSRI TCA

Additive antiarrhythmic effect, myocardial depression
Additive anticholinergic effect

Can Lead to These Problems

Decreased TCA effect, lower seizure threshold
Hypertensive crisis

Increased TCA effect, confusion, delirium, ileus
Decreased TCA effect, additive CNS depression

Hypertensive crisis

Hypertensive crisis

Serotonin syndrome, serious adverse reactions

Hyperpyrexia, severe excitation

Decreased TCA serum level

Sedative-hypnotic intoxication

Increased TCA serum levels, elevated nortriptyline serum levels with
adverse effects

Further development of antidepressants has been the re-
sult of a scientific search for medications with fewer toxic
side effects and greater biologic predictability in the treat-
ment of depression. Newer antidepressants are believed to
be more neurotransmitter specific and better able to treat
conditions related to dopamine, serotonin, or norepinephrine
dysfunctions.

The earlier antidepressants have certain disadvantages.
Uncomfortable and sometimes intolerable side effects and a
number of use restrictions with certain populations, combined
with the dietary restrictions of the MAOIs, make these medi-
cations inappropriate for many people.

Selective Serotonin Reuptake Inhibitors (SSRIs)

The next class of antidepressant medications developed was
the selective serotonin reuptake inhibitors (SSRIs). While
chemically different, SSRIs inhibit the reuptake (and thus the
deactivation) of the neurotransmitter serotonin, allowing for
the increased availability of serotonin at synapses. The first
SSRI developed was fluoxetine. There are now a number of
potent and highly specific medications with this action includ-
ing the latest vilazodone (Viibryd). A profound difference
with this group of medications is their much safer and more
tolerable side effects.

The SSRIs shed light on the workings of synapses. For the
first time, psychiatric-mental health nurses were able to see
the direct impact of changing neurotransmitter concentrations.

FIGURE 3 m shows the structure of the synapse. To see an ani-
mation of the synaptic action of these medications, see the
Online Student Resources accompanying this text.

An important consideration for clients taking SSRIs is the
proximity of the administration of MAOIs. Fluoxetine and a
MAOI together may cause serious and fatal interactions. The
half-life of fluoxetine is such that there must be a 5-week gap
between taking fluoxetine and taking a MAOI, and vice versa.
Sertraline (Zoloft), paroxetine (Paxil), citalopram (Celexa),
and escitalopram (Lexapro) have shorter half-lives, and there
must be a 1- or 2-week gap (both directions) between tak-
ing these medications and taking MAOIs. Keep in mind that
St. John’s wort is a naturally occurring MAOI and, although
as a botanical it is much less potent than a pharmaceutical-
grade compound, can also interact with an SSRI and cause
a negative episode for your client. FIGURE 4 m illustrates the
process of serotonin neurotransmission, which is so important
to the effectiveness of SSRIs. Imagine the movement of neu-
rotransmitters back and forth across the synapse—this is the
movement that SSRIs affect.

Of note is the cross-diagnostic use of medications ini-
tially indicated for other conditions (discussed earlier in
this chapter and referred to in Table 1). Fluoxetine (Prozac)
is an antidepressant and was the first SSRI developed. This
compound has an indication for another treatment regimen.
Under the trade name Sarafem, fluoxetine is used to treat the
mood and physical symptoms of premenstrual dysphoric dis-
order (PMDD), which is differentiated from depression and
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FIGURE 3 M Structure of the synapse. The synapse at the top has
many specialized characteristics. The electron micrograph shows
the vesicles containing the synaptic transmitter, the abundance of
mitochondria necessary for energy production, and the abundance
of protein in the presynaptic and postsynaptic densities. Above

are incoming axons (purple) contacting dendrites (yellow) with
nonneural cells nearby (green).

Photo courtesy of (top) Photo Researchers, Inc., Don W. Fawcett;

(bottom) Photo Researchers, Inc.
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FIGURE 4 M Serotonin neurotransmission. (a) A highly schematic
model of normal serotonin (5-HT) neurotransmission.
(b) In depression, there may be a shortage of 5-HT in the synapse.
(c) The action of an antidepressant medication blocking 5-HT
reabsorption (reuptake).
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other mental disorders. The dosing is flexible and is usually
20 mg/day.

Serotonin and Norepinephrine
Reuptake Inhibitors (SNRIs)

Venlafaxine (Effexor) is the first in a class of new-generation
antidepressants called phenethylamine antidepressants, also
called serotonin and norepinephrine reuptake inhibitors
(SNRIs). They have two mechanisms of action: inhibiting the
reuptake of both serotonin and norepinephrine. Anticholinergic-
like side effects may occur. The newest compound in this class
is desvenlafaxine (Pristiq). A time buffer is also necessary
when a SNRI is used in conjunction with MAOIs: a 14-day gap
after discontinuing a MAOI before starting the SNRI, and at least
a day gap after discontinuing SNRI and before starting a MAOI.

Another SNRI is duloxetine (Cymbalta). The starting
dose is 30 mg/day, usually given for 1 week, with the target
therapeutic dose of 60 mg/day. Higher doses have occasion-
ally been used for treatment-resistant neuropathic pain and
treatment-resistant depression. Like venlafaxine, duloxetine
can occasionally disturb sodium metabolism and disrupt lab
values. Notable is that duloxetine may enhance the effects of
benzodiazepines, but does not enhance the effects of alcohol
(Knadler, Lobo, Chappell, & Bergstrom, 2011).

Other Medications Used for Depression

Stimulants, such as amphetamines and methylphenidate
(Ritalin), and the phenothiazines are less commonly used
antidepressants. Stimulants are not a proven treatment. Phe-
nothiazines may be particularly useful in the presence of
agitation. Some clinicians and researchers believe that ma-
jor depressive episodes with psychotic features (delusional
depressions) respond better to a combination of an antide-
pressant and an antipsychotic agent or to electroconvulsive
therapy (ECT) than to antidepressants alone. Others simply
recommend higher-than-usual doses of antidepressants.

Age-Related Considerations

Antidepressant use raised the concern that children, adoles-
cents, and adults might, as a result of certain medications,
demonstrate an increased risk of suicidal behavior. This has
not been fully supported by the data; however, following an
FDA Public Health Advisory in 2005, all antidepressants now
have specific labeling. This labeling reinforces what clinicians
have always been vigilant of—that children, adolescents, and
adults who are being treated for depression with antidepres-
sants, and therefore experiencing an increase in energy prior
to resolution of depressive and suicidal thinking, can have an
increase in suicidal ideation and behavior during the first few
months of treatment. Clients who are new to therapy with these
compounds should be assessed for clinical worsening, changes
in behavior, or suicidality.

MOOD STABILIZERS

The earliest discovery of a mood-stabilizing medication was
made in 1948 by Australian physician John Cade. Cade found
that lithium worked to subdue wild behavior in animals. To
the astonishment of his colleagues, he went one step further
and gave lithium to humans.

The psychopharmacologic treatment of conditions col-
lectively labeled mania used to be virtually synonymous
with lithium carbonate therapy in the United States. Many
well-controlled clinical studies indicated unequivocally that
lithium was initially the most effective agent for treating the
vast majority of acute manic and hypomanic episodes. In ad-
dition, because of the absence of sedative side effects, clients
felt much more connected to their environment and able to
function normally while under the influence of lithium.

In the last few years, several medications have been
added to the list of pharmacologic treatments for bipolar dis-
order. The first was carbamazepine, used to control bipolar
symptoms in people who either could not take lithium or did
not respond therapeutically to it. Recognizing the potential
effectiveness of carbamazepine in certain mood disorders,
another seizure medication, divalproex (Depakote), was pre-
scribed for clients with diagnoses of bipolar mood disorder or
schizoaffective disorder.

Pharmacologic treatments for bipolar disorder have ex-
panded and are a substantial improvement over the clinically
efficacious choices available even a decade ago. New guide-
lines for bipolar treatment have been created and have thus
expanded our abilities to care for clients with bipolar disor-
ders. Current treatment guidelines for bipolar disorders em-
phasize the following key recommendations:

= A mood stabilizer is used in all phases of treatment.

= Atypical, or newer, antipsychotics are preferable to
conventional antipsychotic medications (first-line use
only when mania is accompanied by psychosis).

= Mild depression is treated initially with a mood stabi-
lizer. Severe depression is treated from the beginning
with an antidepressant plus a mood stabilizer.

= Rapid cycling (mania or depression) is treated from
the beginning with a mood stabilizer alone, prefer-
ably divalproex.

Divalproex or lithium is the foundation of acute-phase
and preventive treatment for mania. An additional treatment
feature is the use of atypical antipsychotic medications in the
acute manic phase of the disorder. The Clinical Example pro-
vides a description of a manic episode with psychotic features.
The medications that are effective during the acute manic
phase are also used for long-term prevention of mania. Bipo-
lar depression usually necessitates lithium to stabilize clients
in monotherapy for depression. If, for some reason, lithium is
not used, divalproex or even lamotrigine can be used.

The various treatments for bipolar disorder necessitate an
in-depth view of medication interactions. See Your Assess-
ment Approach for examples of potential problems.

[18pJosiq Jejodig ‘Buiyaea | uoneaipa|y :Apmg ased @

115



116

The Science of Psychopharmacology

YOUR ASSESSMENT APPROACH Mood Stabilizer Medication Interactions

Combining One
of These
Aminophylline
Benzodiazepines
Carbamazepine
Carbamazepine
Chlorpromazine
Clozapine

With One of These

Mood Stabilizers
Lithium

Valproic acid
Lithium
Topiramate
Valproic acid
Carbamazepine

Can Lead to These Problems

Increased lithium secretion

Excessive CNS depression

Increased effect of lithium, lithium toxicity

Decreased topiramate level

Valproic acid toxicity

Additive bone marrow suppression

Possible topiramate-induced CNS depression as well as other adverse cognitive
and neuropsychiatric effects

Increased lithium levels and potential lithium toxicity (monitor electrolytes,

Decreased effectiveness of either compound

Increased lamotrigine levels, decreased valproic levels
Increased depressant and anticholinergic effects
Increased lithium levels and potential lithium toxicity

Increased effect of lithium, lithium toxicity
Increased effect of lithium, lithium toxicity

CNS depressants Topiramate
Diuretics Lithium
especially sodium)
Haloperidol Carbamazepine
Lamotrigine Valproic acid
MAOI Lithium
Marijuana Lithium
Neuroleptics Lithium Encephalopathy
NSAIDs Lithium
SSRI Lithium
Tetracyclines Lithium Lithium toxicity
Thyroid hormones Lithium

May induce hypothyroidism

Dosage

The management of an acute manic episode involves rapid
initiation of the selected mood stabilizer, increased to substan-
tial doses during the first week of treatment. Lithium is avail-
able only in oral form in capsules and time-release tablets or
as a liquid known as lithium citrate. Because lithium is an ion,
its concentration can be measured in the blood. In the acute
phase, the blood level must usually attain a concentration of
1 to 1.5 mEq/L. After 1 week to 10 days, as the bipolar symp-
toms subside, the dosage of lithium can be decreased to 900 to
1,200 mg/day, with the blood level maintained in the range of
0.6 to 1.2 mEg/L for continuing control of symptoms.

The basic principles for lithium medication therapy are
as follows:

= Blood levels must be monitored after each dosage
increase.

= Blood levels are checked every 2 to 3 months, or
sooner if there is evidence of mood instability.

For symptoms of breakthrough depression seen with
bipolar depression, the dosing of divalproex or lithium must
be maximized before other stabilizing or antidepressant
agents are added to the regimen. After that episode resolves,
the doses of the antidepressant medication are tapered slowly
over the following 2 to 6 months. Special assessment skills are
called into service during the tapering process to detect any
resurgence of depressive symptoms.

Length of treatment with medication for bipolar disor-
der is a debated issue. Clinical practice suggests prophylactic
use of a mood stabilizer, preferably the compound effective

during the acute phase of treatment, for at least 2 years. If the
client has no intention of taking the medication for that long
a period of time, there may be a premature recurrence of the
mania. The following Clinical Example illustrates the appro-
priate use of medication in the case of a client with bipolar
disorder.

Clinical Example

Chris, a 32-year-old legal aide, was brought to the clinic by her sister after
she was fired from her position at a law firm. She had been arguing con-
stantly with the lawyers and legal secretaries and stood on the conference
room table, loudly telling people how to do their jobs. She had not slept in
3 days and was so irritable that she shoved a court clerk when approached
about seeking care. Her sister stated that Chris was grandiose; spoke very
quickly, moved from topic to topic in a rapid-fire style; and belittled every-
one around her. The family was very concerned. She had not taken any pre-
scription or recreational compounds as far as the family knew. In the past
5 years she had been prescribed lithium, which seemed to help; however,
Chris refuses to take it now because it leaves a metallic taste in her mouth.

On interview, Chris spoke about having special powers such as
bringing people back from the dead because she was a “sanctioned deity.”
Her episodes in the past did not include delusional thinking, and this was
the first time her family could not contain her. Chris had some awareness
that her behavior had frightened her family. She was told she had bipolar
disorder with delusions. She was given divalproex sodium 250 mg tid
and risperidone 1 mg bid initially to control the mania and the psychosis.
Chris was not hospitalized because her family agreed to supervise her
care. After 1 week, the divalproex dosage was increased to 250 mg qid
and Chris’s behavior was under considerably better control.



The Science of Psychopharmacology

The use of anticonvulsants as mood stabilizers has its
own unique set of effects and termination-of-treatment issues.
Divalproex, carbamazepine, topiramate, and lamotrigine all
have sedation, gastrointestinal (GI) disturbances, and dizzi-
ness as side effects, along with others more specific to each
compound. The body needs time to adapt to the medication;
therefore, some side effects are temporary. However, dosage
adjustments can minimize the impact of these side effects so
that the quality of life is not shifted downward.

Important client teaching points when using anticon-
vulsants as mood stabilizers are twofold. When using an
anticonvulsant as a mood stabilizer, especially for exam-
ple the medication topiramate, the dose is initially going
to be too low to address symptoms and must be gradually
increased to prevent negative cognitive impacts. The result
is less-than-optimal symptom control until a therapeutic
dose is reached. Clients and significant others need to be
prepared for this stage. The other relevant and vital issue
is the body’s inability to handle the abrupt discontinua-
tion of these medications. Frank discussions must highlight
the increased chance of having a seizure, even if the cli-
ent has never had one, if the dose is not tapered slowly to
discontinuation.

Remaining on a mood stabilizer can be a challenge for
those with bipolar disorder, but effective nursing interven-
tions and medication teaching can promote adherence. The
success seen with maintenance medication for someone with
bipolar disorder is described in Mental Health in the News.
Even the stressors and pressures of a life in the Arts can be
managed with the help of psychopharmacology.

Psychobiology of Lithium

The psychobiology of bipolar disorder has not yet been
mapped, but much can be said about the psychobiology of
lithium. Lithium is a salt that occurs naturally in our bodies.
People who have bipolar disorder and respond to lithium do
not have a deficit of lithium in their systems. Lithium, not
unlike the antidepressants, affects neurotransmitters, espe-
cially norepinephrine and serotonin. In short, lithium aids in
the reduction of neurotransmitter release into the synapse and
enhances its return, yielding a lower overall amount of the
neurotransmitter in the synapse. Behaviorally, these biologic

Patty Duke Aston

Patty Duke Aston is an actress who shares her
story of bipolar disorder and how she struggled,
and succeeded, over the years. An actress with
her own show, The Patty Duke Show, Patty Duke
had pressures and responsibilities at a very young
age. She also had remarkable symptoms of bipolar disorder that
few recognized and some took advantage of for the benefit of the
fast-paced world of entertainment. Once Patty Duke finally received

changes can be observed as an absence of mania or depres-
sion. What is unclear is why lithium takes up to a few weeks
to be fully effective, when its effects can be observed on syn-
aptic activity almost immediately. Also, why do some people
with bipolar disorder not respond at all to lithium therapy?
Many psychobiologists believe that lithium’s effects are
likely to be based on neurocellular changes that occur over
weeks or months after a client begins lithium therapy. A simi-
lar explanation may hold true concerning the effectiveness of
other mood stabilizers.

ANXIOLYTIC MEDICATIONS

Medications in this class are used to treat a variety of prob-
lems from high levels of anxiety and panic to insomnia.

Effects

Anxiolytic medications, or antianxiety agents—sedatives
and hypnotics—have very similar pharmacologic attributes.
All can be used in small or moderate doses to relieve anxiety
and in larger doses to induce sleep. Although they share the
major clinical effect of tranquilization or disinhibition (loss
or reduction of an inhibition) of fear-induced behavior, their
side effects, including their addictive potential and overdose
sequelae, make certain medications in this category more suit-
able for routine use and others better reserved for limited, spe-
cial circumstances.

Antianxiety medications are sometimes called minor tran-
quilizers, but this is a misleading term. Their effects on anxiety
have qualities that are different from those of the “major tran-
quilizers” or antipsychotic medications, but the quantity of the
impact is the same.

Meprobamate

Meprobamate (Miltown, Equanil) was the first antianxiety
agent to gain popularity in the 1960s. The results of controlled
studies of the effects of meprobamate compared to placebos
are generally favorable but not overwhelmingly convincing.
This, and the addictive and fatal overdose potentials of the
medication, prompted investigators to develop more effective
and safer medications that have made meprobamate all but
obsolete. You will seldom see the use of this medication in
clinical settings.

MENTAL HEALTH INTHE NEWS

treatment after years of bizarre behavior and outrageous stunts, she
was able to reach stability and share her story. She speaks at profes-
sional conferences, does public speaking to explain mental illness,
and established The Patty Duke Online Center for Mental Wellness.
She is an example of how stability, recovery, and rehabilitation are
not only possible, but highly probable with proper treatment.

Photo courtesy of Alamy.
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Benzodiazepines and Nonbenzodiazepines

The major class of medications used today in the management
of anxiety is benzodiazepines and nonbenzodiazepines. This
group, represented by alprazolam (Xanax), lorazepam (Ati-
van), and others, accounts for a very high percentage of all the
psychoactive medications prescribed in the United States. This
fact usually evokes a mixed response in professional circles.
The easy distribution of medications for such a ubiquitous hu-
man phenomenon as anxiety fosters the development of a pill-
oriented and pill-dependent society, say critics. If someone’s
anxiety level is low to moderate and they are not interested in
learning how to effectively cope with anxiety, or the person is
unaware they could develop the skills in therapy, then taking
a pill seems like the only logical course of action. Using a
medication instead of a skill leaves the individual vulnerable
to distress when the medication is not available or is no lon-
ger effective. Sympathizers focus on the proven effectiveness
of the medications, which help people achieve higher levels
of functioning, more pleasurable experiences, and even more
productive psychotherapies in some instances.

The dosing and timing of an antianxiety medication deter-
mine whether the treatment of anxiety is effective or interferes
with a client’s ability to learn how to cope. These are two en-
tirely different pathways in the treatment of anxiety. Anxiety is
anormal human response to threats of varying intensities and is
not necessarily an experience to be avoided at all costs. At low
to moderate levels, anxiety can be motivating and instructive
and helps one to be more aware of one’s environment. Treat-
ment is not needed for this entirely healthy human reaction.
But when anxiety passes these stages and becomes excessive,
high anxiety and panic can occur. Extreme feelings of anxiety
and panic are not motivating—in fact, they are immobilizing
and make learning impossible. Treatment with psychotherapy
and possibly also medication would be introduced at that point,
because anxiety has surpassed a normal level reaction and be-
come a symptom.

The clinical application and purpose of antianxiety medica-
tions is primarily to support clients through episodes of stress
and anxiety at moderate to high levels. Medicating so that
higher levels of anxiety are prevented allows the individual
to have a lower level of anxiety that can be managed with the
coping skills taught by nurses, and to gauge the effectiveness
of his or her coping skills. If antianxiety medications are given
without regard for the actual anxiety level and the individual’s
need to learn coping skills, it is possible to obliterate the need
to learn to cope. Instead, the client learns to rely on the medica-
tion to become less anxious. Having taken the medication and
experienced no level of anxiety whatsoever, the client would
not be motivated to do anything. The lesson the client will have
learned is: When anxious, take pills. For a list of currently avail-
able benzodiazepines and nonbenzodiazepines, see TABLE 4 M.

New Medications

In recent years, anxiety-related research has expanded tre-
mendously, and several new anxiolytic medications have
been introduced. The newer benzodiazepines give prescrib-
ers a wider range of therapies to target the often idiosyncratic

TaeLe 4 m Generic and Trade Names of
Benzodiazepines and Nonbenzodiazepines

Generic Name

Trade Names

Benzodiazepines

Adinazolam Deracyn

Alprazolam Xanax

Bromazepam Lexotan, Lexotanil, Lexomil
Brotizolam Lendormin

Camazepam Albego

Chlordiazepoxide

Librium, Libritabs, Elenium

Clobazam Frisium
Clonazepam Klonopin
Clorazepate Tranxene

Clotiazepam Clozan, Trecalmo
Cloxazolam Enadel
Diazepam Valium
Estazolam ProSom, Nuctalm

Ethyl loflazepate

Meilax, Victan

Etizolam

Depas

Flunitrazepam

Rohypnol

Flurazepam Dalmane, Dalmadorm
Halazepam Paxipam

Ketazolam Anxon, Unakalm
Loprazolam Dormonoct
Lorazepam Ativan

Lormetazepam Loramet

Medazepam Nobrium

Midazolam Versed, Dormicum
Nitrazepam Mogadon

Oxazepam Serax

Oxazolam Tranquit

Pinazepam Domar

Prazepam Centrax

Quazepam Doral, Oniria, Dormalin, Quazium
Temazepam Restoril

Tetrazepam Musaril, Myolastan

Tofizopam (tofisopam)

Grandaxin, Seriel, Tavor

Triazolam Halcion
Nonbenzodiazepines

Buspirone BuSpar
Eszopiclone Lunesta
Meprobamate Miltown, Equanil
Ramelteon Rozerem
Zaleplon Sonata
Zolpidem Ambien
Zopiclone Imovane
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manifestations of anxiety. Some of the new medications have
more rapid onsets and shorter half-lives (triazolam, quazepam
[Doral]), while others have the usual benzodiazepine onset
time and an extended half-life (clonazepam [Klonopin]).

With what we know now about psychobiology, a great
variety of benzodiazepine medications can be used more
effectively in the treatment of a number of disorders. Benzo-
diazepines are used for the following:

Anxiety disorders

Sleep disorders

Mood disorders

Anxiety associated with medical illness

Psychotic symptoms and disorders

Convulsive disorders

Involuntary movement disorders

Spastic disorders and acute muscle spasms
Intoxication and withdrawal from alcohol and other
substances

= Preanesthesia

= Nausea and vomiting associated with chemotherapy
= Anxiolytic, sedative, and amnestic effects in a wide
range of stressful diagnostic procedures

Uses for Anxiolytics

There is no question that benzodiazepines offer a rapid,
effective, and safe treatment for the emotional state commonly
known as anxiety. Caffeine interferes with the effectiveness
of these medications, both pharmacologically and as an irri-
tant to the client’s mood and systems.

These medications are absorbed much more rapidly and
completely from the gastrointestinal tract than from intramus-
cular injection and are almost always administered orally.
Exceptions are the intramuscular injections of lorazepam
(Ativan) for extreme agitation and the use of intravenous diaz-
epam (Valium) to induce sleep before anesthesia or to manage
status epilepticus. Peak levels of chlordiazepoxide (Librium)
are reached in the bloodstream 2 to 4 hours after oral inges-
tion, and peak levels of diazepam are reached in 1 to 2 hours.

The major side effects of benzodiazepines are related to
their sedative qualities. Clients may complain of excessive
drowsiness and must be cautioned against driving a car or
operating other machinery.

Other medications used to treat anxiety, generally less
effectively, include the antihistamines diphenhydramine
(Benadryl) and hydroxyzine (Vistaril, Atarax), the beta blocker

propranolol (Inderal), and methaqualone (Quaalude), which is
a synthetic nonbarbiturate sedative. Methaqualone has been a
much-abused medication, probably because of the intense eu-
phoria associated with peak blood levels.

Anothercommon use of benzodiazepines, especially diazepam
and chlordiazepoxide, is in the detoxification of individuals who
are alcohol dependent. Given adequate doses of benzodiazepines
to induce sedation (usually starting at 30 to 40 mg/day of diazepam
or 150 to 350 mg/day of chlordiazepoxide), alcoholic clients can
be smoothly withdrawn by stepwise reductions in chlordiazepox-
ide dose over a 1- to 2-week period, without encountering alcohol
withdrawal delirium or generalized seizures.

Psychobiology of Anxiolytic Medications

Antianxiety medications probably work through a process
of synaptic activity involving the neurotransmitter gamma-
aminobutyric acid (GABA) in the brain and spinal cord.
Benzodiazepines most likely potentiate GABA, producing
muscle relaxation. This mechanism involves a complex pro-
cess of presynaptic and postsynaptic receptor activity. The
antianxiety effectiveness seen with these medications is re-
lated to their impacts on GABA receptors. Recent research
has yielded information about the presence of a postsyn-
aptic receptor called the benzodiazepine receptor. As the
term implies, benzodiazepines bind perfectly and with great
specificity to these receptors, allowing for the sensation of
relaxation. Two types of benzodiazepine receptors have been
identified in the CNS. Type 1 receptors are located in parts of
the brain responsible for sedation, and nonbenzodiazepines
bind exclusively to the Type 1 receptors. This makes nonben-
zodiazepines an excellent choice for the treatment of sleep
disturbances. Type 2 receptors are positioned in parts of the
brain responsible for cognition, memory, and psychomotor
functioning. Benzodiazepines bind with either Type 1 or Type
2 receptors.

Researchers continually work to develop next-generation
benzodiazepines by adjusting the chemical design to deliver
a more selective main effect that avoids the many unwanted
side effects. Alternatives such as an anxiolytic fatty acid iso-
lated from the plant Aethusa cynapium and an omega-3 fatty
acid containing eicosapentaenoic acid (EPA) are also being
explored. Some advances have been made but are still in clini-
cal trials at this writing. Your Assessment Approach points
out potential medication interactions between existing anxio-
lytics and other medications and substances.

I YOUR ASSESSMENT APPROACH Anxiolytic Medication Interactions I

Combining One of These With One of These Anxiolytics
Cimetidine Alprazolam

CNS depressants Anxiolytics

Digoxin Clorazepate, lorazepam, oxazepam
Kava (herb) Alprazolam

MAOIs Buspirone

TCA Alprazolam

Can Lead to These Problems

Decreased alprazolam clearance

Increased CNS depression, increased risk of apnea
May increase serum digoxin level, digoxin toxicity
May cause coma

Elevated blood pressure

Increased TCA plasma level
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TREATMENT FOR INSOMNIA

The pharmacologic management of insomnia presents an
interesting and challenging clinical problem. Many of the
truly hypnotic medications tend to have undesirable effects,
including physiologic dependence, fatal overdose potential,
and dangerous interactions with other medications because
of liver enzyme induction. The first principle of treatment is
to assess whether the insomnia is related to one of the major
mental disorders, such as schizophrenia or major depression.
If so, the insomnia can and should be treated as part of the
larger problem, and sedative antipsychotics or antidepressants
may be given at bedtime for this purpose.

In the management of simple insomnia without an associ-
ated major mental disorder, sedative—hypnotics are indicated
for short-term treatment. Overall, the available sedative—
hypnotics include certain antidepressants, benzodiazepines,
nonbenzodiazepines, over-the-counter (OTC) medications,
barbiturates, and some miscellaneous substances such as
chloral hydrate and alcohol (Adams, Holland, & Urban, 2011;
Samuel, Zimovetz, Gabriel, & Beard, 2011). Prescription
medications are more effective than OTCs, while barbiturates
are rarely, if ever, prescribed due to safety and substance de-
pendence problems. The benzodiazepine compound fluraz-
epam (Dalmane), 15 to 30 mg at bedtime, is an example of

Examples

Type
Antidepressants Tricyclic antidepressants such as

amitriptyline (Elavil)

Selective serotonin reuptake inhibitors
such as fluoxetine (Prozac)

Antiepileptics Phenytoin (Dilantin) and phenobarbital

Antihistamines Chlorpheniramine (Chlor-Trimeton)
and pseudoephedrine compounds
(Benylin cold capsules)

Lithium (Lithane)

Levodopa—carbidopa combinations
(Sinemet)

Antimanic medications

Antiparkinson
medications

Antipsychotics Traditional antipsychotics such as
chlorpromazine (Thorazine) and

haloperidol (Haldol)

Atypical antipsychotics such as
clozapine (Clozaril), risperidone

(Risperdal)

Anxiolytics Benzodiazepines such as temazepam
(Restoril)
Buspirone (BuSpar)

Caffeine Additive to some pain and headache

remedies, coffee, tea, colas

Cardiovascular
medications

Antihypertensives such as
propranolol (Inderal), clonidine
(Catapres), captopril (Capoten)

Corticosteroids Prednisone

Hypnotics Zopiclone (Imovane)

Zolpidem (Ambien), zaleplon (Sonata),
eszopiclone (Lunesta)

Flurazepam (Dalmane)

Comments

Induce drowsiness to varying degrees; effect on insomnia
associated with depression usually occurs earlier than
antidepressant effect. Suppress REM.

Generally decrease total sleep time, increase wakefulness, may
induce vivid dreaming.

Sedation common, less so with newer seizure control
medications.

Induce drowsiness to varying degrees. Sometimes used as sleep-
promoting agents because of their availability over the counter.

Improves sleep but may cause daytime sleepiness initially.

Low doses may improve sleep, but generally persons on
medication for Parkinson’s have poor sleep with insomnia,
vivid dreaming.

Chlorpromazine very sedating, haloperidol less so.

High incidence of sedation with clozapine, less so with
risperidone.

May be used as hypnotics to induce and sustain sleep
(note differences between short- and long-acting types).

Little effect on sleep and alertness.

Increases wakefulness, effects may last 8-14 hours.

Insomnia, sedation, and nightmares, less so with captopril
and other angiotensin-converting enzyme inhibitors.

Generally disturb sleep, especially if taken late in the day;
suppress REM sleep.

Effective for sleep-onset insomnia because of rapid absorption.

Indicated for treatment of insomnia by U.S. Food and Drug
Administration.

Longer half-life, useful for sleep onset and maintenance insomnia.
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a commonly used historical insomnia treatment. This medi-
cation can be used on consecutive nights for about 1 month.
Other benzodiazepine compounds that are used for their hyp-
notic qualities include triazolam and lorazepam.

The rapid absorption of nonbenzodiazepines, within
30 minutes, along with efficient elimination and the minimal
hangover effects of sedation the following day, make them
the treatment of choice for insomnia. Zolpidem (Ambien),
zaleplon (Sonata), and eszopiclone (Lunesta) are nonbenzodi-
azepines structurally very different from each other but equally
effective in the treatment of insomnia. Fast-acting, competent
sleep-inducing, and quickly eliminated medications such as
these can be used without the difficulties associated with other
commonly used compounds. Clinical reports of unusual side
effects from the nonbenzodiazepines include sleep walking,
sleep eating, and other behaviors that the individual does not
remember. Inform your clients about these and other side
effects of treatment with these compounds. Eszopiclone is the
first sedative—hypnotic medication approved by the FDA for
long-term treatment of insomnia. Clients using zolpidem may
find it a little more difficult to fall asleep the first night with-
out the medication, but zaleplon only has minimal withdrawal
or rebound effects.

Sleep hygiene is an important topic for nurses to dis-
cuss with clients who are being treated for sleep problems.
Behavioral and pharmacologic circumstances can affect sleep
as well as interfere with effective treatment. See What Every
Nurse Should Know about relevant information for medica-
tions that affect sleep.

TREATMENT OF DAT

A group of medications that is used to treat some of the be-
havioral symptoms of dementias, including DAT, are atypi-
cal antipsychotics. They are common choices for treating the
delusions, hallucinations, aggression, and agitation seen with
clients who have dementia. Lower doses of these medications
than would be used in the treatment of younger clients with
psychotic disorders are usual.

There is ongoing debate about whether the adverse ef-
fects of atypical antipsychotics offset the advantages. As these
concerns are explored, atypical antipsychotics offer good
symptom control with far fewer side effects than haloperidol,
the antipsychotic previously used to treat the symptoms of
dementia.

ACETYLCHOLINESTERASE INHIBITORS

The class of medications with specific abilities for demen-
tia treatment is acetylcholinesterase inhibitors, also called
cholinesterase inhibitors. The title of this class describes how
these compounds affect the CNS. The enzyme responsible for
the breakdown of a particular neurotransmitter is inhibited
from acting by the medication. The enzyme is acetylcholin-
esterase, and the neurotransmitter it specifically works on is
acetylcholine. The cholinergic system is involved in memory,
the ability to logically progress from one step to the next in
problem solving, and the identification of objects and people
in the environment, among other skills. Clients with dementia

of the Alzheimer’s type (DAT) have acetylcholine neurotrans-
mitter deficits at the root of some of their problems. When
the breakdown of acetylcholine is slowed, it allows more of
the neurotransmitter to remain in the synapse, thus promot-
ing acetylcholine’s function—transmitting information from
one cell to another. In mild to moderately affected individuals,
when there is more acetylcholine in the CNS, cognitive func-
tioning and memory improve. This is essentially the path by
which these medications slow the progression of the memory
deficits in clients with early stage DAT.

Acetylcholinesterase inhibitors are best utilized early in
the dementing process when deficits are still mild to moder-
ate in scope. But the best timing and the most effective use
of the compounds are frequently thwarted by the realities of
human nature. Instituting treatment at early stages may be
difficult because many people are not aware they are in the
early stages of dementia. Frequently they are unable to grasp
their own level of symptomatology and lack information on
the early signs, symptoms, or issues of dementia. Confabu-
lation or denial prevents a client or loved ones from noting
deficits or recognizing the implications of low-level difficul-
ties. For example, a woman who is unable to tie her shoes
may ask her husband to do that for her; both of them attri-
bute her difficulty to arthritis, musculoskeletal problems, or
side effects of medications. Another example is the man who
stops balancing his checkbook, ostensibly because the bank
has always been correct when in reality he has lost the basic
math skills required.

Think of this medication class as a treatment for specific
symptoms, not a cure. Acetylcholinesterase inhibitors do not
alter the course of the underlying disease process or have an
impact on the progressive nature of the disease. They are a
way to temporarily improve neurotransmission and thus ame-
liorate memory deficits. The first of the acetylcholinesterase
inhibitors was tacrine (Cognex). Although it did not help all
clients with DAT, it was the first step in the direction of active
treatment for a major portion of people with dementing pro-
cesses. Problems with this medication included liver toxicity,
which could be controlled, and several common side effects
including GI disturbances and headache. From this begin-
ning, other compounds were developed. Donepezil (Aricept)
and rivastigmine (Exelon) are acetylcholinesterase inhibitors
with improved impacts and fewer difficulties from side ef-
fects. Donepezil (Aricept) is approved for the treatment of all
degrees of severity of DAT. GI disturbances occur at a much
lower level than with the original compound, and headaches
are reported at only a slightly higher level than with clients
taking a placebo. There is even hope that these medications
can play a role in preventing individuals with cognitive defi-
cits from converting to DAT.

GLUTAMATE PATHWAY MODIFIER

Another approach to address the memory difficulties in the
pathologic process of DAT involves looking at glutamate.
Glutamate is a primary excitatory neurotransmitter in the
brain and glutamate receptor activity is associated with infor-
mation processing, storage, and retrieval. Glutamate triggers

121



@ FDA: Counterfeit Drugs |

122

The Science of Psychopharmacology

N-methyl-D-aspartate (NMDA) receptors to allow calcium
to flow into a nerve cell, creating the chemical environment
required for information storage. Too much glutamate over-
stimulates NMDA receptors to allow too much calcium into
nerve cells, leading to disruption and death of cells. It may
be that overexcitation of these receptors contribute to the im-
paired cognition and memory in DAT.

The medication memantine (Namenda) is the first glu-
tamate pathway modifier and is used to mitigate the impacts
of DAT on functioning. Its job is to moderate the gluta-
mate such that it does not overexcite the NMDA receptors.
As a result, nerve cells are not negatively impacted or de-
stroyed and degradation is minimized over time. While the
mechanism of action of memantine in DAT is not known,
the principal pharmacologic actions at a therapeutic dose
are inhibition of NMDA receptors. Memantine can reverse
the decreased metabolic activity associated with DAT, pos-
sibly accounting for its beneficial effects on cognition and
global functioning. Memantine also has neuroprotective
properties and can inhibit amyloid-beta-induced toxicity and
neurodegeneration.

MEDICATION COUNTERFEITING

Medications available through prescription can be, and are,
counterfeited and sold through nonprescription means. Coun-
terfeit medications are illegal and inherently unsafe and are
a growing public health problem. A counterfeit medication
is a fake medication. It may be contaminated or contain the
wrong—or no—active ingredient, be made with the wrong
amount of ingredients, or be packaged in phony packaging.
Typically, a person who cannot afford a particular medication
may purchase it over the Internet and unknowingly receive a
counterfeit medication instead, with unintended and possibly
serious consequences.

The World Health Organization (WHO) has the Inter-
national Medical Products Anti-Counterfeiting Taskforce, or
IMPACT, to protect people from counterfeit medicines. Reg-
ulation and technology are being employed to try to minimize
this public health problem. To ensure your clients are receiv-
ing safe medications, advocate that they obtain medications
only from a licensed pharmacy. Legitimate Internet pharma-
cies carry accreditation (the Verified Internet Pharmacy Prac-
tice Sites Accreditation Program, or VIPPS) to show they are
a reputable source. The FDA is preparing requirements to
track the pedigree of prescription medications from the manu-
facturer, through the medication distribution chain, to the end
retailer. For up-to-date information on this subject, visit the
FDA website at http://www.fda.gov/counterfeit.

HERBAL MEDICINES

Herbal medicines are widely used as an alternative or comple-
mentary therapy. One quarter of prescription medications and
hundreds of OTC medications are derived from plants. Herbs
and plants generally take longer to act than pharmaceuticals,
and few have the potency of a prescription. However, many
herbal agents have powerful medicine-like actions and side
effects.

One of the vital features of safe and effective nursing care
is communication about complementary and alternative treat-
ments. Keep in mind the variety of terms used to describe these
treatments: complementary, alternative, botanical, nutriceutical,
herbal medicine; home remedy, natural remedy, homeopathic
remedy; health food, vitamin therapy, dietary supplement,
phytomedicine, supplements, herbal tea; and others.

The concomitant use of herbal medicines with psychiatric
pharmaceuticals can be accomplished safely only when health
providers know that their clients use them and the safety and
effectiveness for the client’s specific condition have been
thoroughly appraised. Be sure to assess your clients for the
use of herbal medicines.

There are many benefits to using alternative substances.
For example:

= Self-treatment can be empowering.

= The very low concentrations of these substances
could be helpful and might not be harmful for those
who are sensitive to even low doses of pharmaceuti-
cal compounds.

= Some people feel safer using “natural” products and
distrust chemical formulations.

= Standard labeling and dosing are possible.

However, there are potential problems with the use
of alternative substances in psychiatry even though these
substances have lower potencies. Psychiatric indica-
tions for alternative substances currently exist only for
St. John’s wort for depression and ginkgo biloba for de-
mentia, although alternative substances are frequently used
for several other psychiatric symptoms and disorders. You
may encounter clients using ma huang (ephedra) for gen-
eral malaise, kava for anxiety and stress, and ginseng and
SAMe for depression. Competent assessment and evalua-
tion requires our awareness of the potential for difficulties
with alternative substances. Problems with using herbs
may include:

= Contamination of the product

= Dosing inconsistencies

= Delayed absorption of other coadministered
medications

= Worsening of high blood pressure, potassium
imbalance, and coagulation problems

= Side effects such as nerve damage, kidney damage,

and liver damage

Advertising of unproven claims

Aggravation of allergic reactions

Interference with breastfeeding

Believing that one is treating the problem, when

in reality the symptoms could continue to worsen,

making effective treatment much more difficult

Assessing Herb Consumption

Many clients do not tell health care providers about their
herbal use for fear of being ridiculed or criticized. How do
you find out what alternative therapies your clients are taking?
Good interviewing skills—tolerance, a nonjudgmental stance,
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R COMMUNICATION

CLIENT: “I do not like taking all these chemicals. It is not natural.”

Communicating With Your Client About Herbal Medicines

NURSE RESPONSE 1: “Are you more comfortable taking medicine
to help you when you know it is natural?”

RATIONALE: This question gathers more data about what the client
needs in order to feel better and raises the possibility of alternative
substance use.

NURSE RESPONSE 2: “Have you had bad experiences with any-
thing in particular?”
RATIONALE: This response makes the connection for the client be-

tween the idea and a possible result. It may also encourage discus-
sion of recreational substance use.

and some expressive questions—will bring much of your
client’s life into the light. Questions such as “Do you do any-
thing to improve your health?” or “What do you buy at the
grocery store or health food store besides food?”” can open the
subject. See Rx Communication for examples of a conversa-
tion about this topic.

Be aware of the client’s need to talk to a knowledgeable
professional. The client may tell you about someone else who
is taking alternatives while watching for your reaction. A non-
judgmental response would include questions about what the
client thinks about it, whether it has helped the individual, or

Pearson Nursing Student Resources
Find additional review materials at
nursing.pearsonhighered.com

Prepare for success with NCLEX®-style practice questions,
interactive assignments and activities, web links, animations
and videos, and more!
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Stress, Anxiety,
and Coping

CAROL REN KNEISL

LEARNING OUTCOMES

After completing this chapter, you will be able to:

I. Explain how stress affects an individual.

2. ldentify the sources of anxiety.

3. Describe the everyday methods people use to cope with stress and anxiety.

4. Compare and contrast the common defense-oriented behaviors (defense
mechanisms) people use to cope with stress and anxiety.

5. Implement nursing intervention strategies specific to each defense-oriented
behavior listed.

6. Discuss common medical conditions with an onset or a course influenced by
psychological and behavioral factors.

CRITICAL THINKING CHALLENGE

At the scene of an auto accident in which a couple in their eighties lost control of
the RV trailer they were towing, the husband remained immobile in the driver’s seat,
hands firmly fixed to the steering wheel, eyes focused on some distant spot despite
the threat of explosion from the smoking car. The wife ran around in circles. She had
lost her shoes in the accident, but despite numerous bleeding cuts, she was unaware
she was running barefoot through broken glass from the windshield.

Two nurses who were the first drivers on the scene had differing opinions about

e s P

which person displayed the healthier response. One said the gentleman’s “contro
was positive, but the wife’s “hysteria” was negative.

I. What is your opinion?

2. Does everyone react in the same way to stress! Anxiety?

3. Are some strategies for handling stress and anxiety better than others?
In what ways?

From Chapter 8 of Contemporary Psychiatric-Mental Health Nursing, Third Edition. Carol Ren Kneisl,
Eileen Trigoboff. Copyright © 2013 by Pearson Education, Inc. All rights reserved.

KEY TERMS

anxiety

cardiac neurosis

conflict

coping strategies

defense mechanisms

denial

displacement

dissociation

false memories

fantasy

fight-or-flight response

general adaptation
syndrome (GAS)

identification

intellectualization

introjection

mental disorder due
to a general medical
condition

projection

psychological factors
affecting medical
conditions (PFAMC)

psychoneuroimmunology
(PNI)

rationalization

reaction formation

recovered memory

regression

repression

selective inattention

stress

stressor

suppression

type A personality

undoing

vacillation
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H ow do we handle the ups and downs of life? Our brains have
built-in chemical circuit breakers that shut off stress hormones
and networks of nerves whose job it is to calm us down. The
circuit breakers and the nerves require us to take regular breaks
from our everyday routines—that is, we have a biologic need to
periodically disengage. Consider how advances in technology
have affected our lives: cell phones, text messaging, tweeting,
handheld computers for e-mails—with instant messaging we are
on call 24/7/365. In a survey of over 1,000 people, 40% of 18- to
25-year-old students said they couldn’t cope without their cell
phones. Yet, when they do, the students reported feeling less
stressed and had lower heart rates and blood pressure (Gallegos,
2011). Instant communication technology makes it harder, not
easier, to get away, to decompress, or to disengage.

In addition, personal and professional expectations have
risen exponentially in a culture that favors constant, measur-
able productivity. At work and at school we feel that we must
hit the benchmarks that are set for us. Then there is the driver
who cut you off this morning, the argument with the person
you are dating, and the newest tuition increase at school. The
global condition keeps us on edge everyday—terrorist attacks,
wars in Iran and Afghanistan, threats of bird and swine flu,
medication-resistant strains of staphylococcus, oil spills in the
Gulf of Mexico. Insurance claims for stress, job burnout, and
depression are among the fastest-growing disability catego-
ries in the United States. Are our nervous systems designed to
take this kind of beating?

The study of stress raises other questions:

= Why is the same event stressful for one person but
not another?

m Is change always stressful?

= How do people typically cope with stress?

= How does stress affect psychological and physical
health?

In this chapter, we show how the traditional view of stress as a
purely biologic phenomenon has given way to a biopsychoso-
cial model. That is, stress is caused by a complex interaction
of biologic, psychological, and sociocultural factors.

STRESS

Stress is part of being alive. Standing erect stresses the mus-
cles and bones that must work together to keep the body erect;
eating stresses the digestive system, which must produce
enzymes and absorb nutrients; and breathing stresses the re-
spiratory system, which must exchange carbon dioxide and
oxygen. Facing a demanding situation is stressful. We define
stress more broadly and holistically as an interaction. Stress
is what happens when threats such as demanding situations
or daily challenges are greater than our coping abilities or re-
sources and upset our balance. The threats may be to physical
safety, long-range security, self-esteem, reputation, peace of
mind, or other things that one values.

This broader definition fits more closely with the hu-
manistic perspective of this textbook. In this view, stress is
a person—environment interaction. That is, our interpretation
or perception of what is happening to us. The source of the

stress, the demanding situation, is known as a stressor. The
internal state the stress produces is one of tension, anxiety, or
strain. See FIGURE 1 m for an example of stress as a person—en-
vironment situation.

There is no one universally accepted definition of stress
among stress theorists and researchers. An interactional view
of stress, such as the one given earlier, is consistent with how
nurses view human experiences. The theories of stress that
follow in this chapter are those in common use. Although
they do tell us a great deal about responses to stressful situ-
ations, these explanations are not necessarily consistent with
nursing’s orientation. The causes, the situational context
in which the stressful event occurs, and the psychological
interpretation of the demanding situation must be consid-
ered in a holistic, humanistic approach to the client. These
and other important factors related to stress are illustrated in
FIGURE 2 m. The DSM-IV-TR (American Psychiatric Associa-
tion [APA], 2000) offers some general parameters for assess-
ing the severity of stress.

Conflict as a Stressor

The concept of conflict is useful in identifying the stresses
that help cause disturbed coping patterns. Conflict often ex-
plains such behaviors as hesitation, vacillation, blocking,
and fatigue. Conflict—having opposing desires, feelings,
or goals—is frequently seen in the behavior of psychotic
clients, who may have difficulty making even the simplest
decisions.

The following conflicts are the most likely to cause stress:

» Conlflicts that involve social relations with significant
people
= Conlflicts that involve ethical standards

FIGURE 1 M A family is shocked at the devastation caused by the
powerful March 11, 2011 earthquake in their hometown in Fukushima
Prefecture, Japan. The stressed and anxious family has an additional
worry—the state of emergency at the nearby Fukushima nuclear
power plant damaged by the earthquake and its strong aftershocks.
Photo courtesy of Photoshot Holdings.
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FIGURE 2 M Factors involved in stress. Several important factors are
involved in understanding stress. They include personality factors
(such as how we handle anger), cognitive factors (such as whether
we perceive an event as a challenge or threat), physical factors (such
as how the body responds to stress), environmental factors (such as
fog, fire, or snow), cultural factors (such as our learned beliefs about
religion, health, and family), and coping strategies (such as what we
do to manage stress).

Conflicts that involve meeting unconscious needs
Conflicts that involve the problems of everyday
family living

A conflict proceeds according to the following four steps:

1. The person holds two goals simultaneously.

2. The person moves in relation to both of the goals,
using approach—avoidance, avoidance—avoidance, or
approach—approach movements.

3. The person shows hesitation, vacillation, blocking,
or fatigue.

4. Resolution occurs either temporarily or permanently.

Approach—Avoidance Conflict

When a person is faced with a single goal that has both attrac-
tive and unattractive aspects the person is in an either—or situ-
ation. If the person chooses one goal, the other goal is rejected
or abolished automatically. The following is an example.

Clinical Example

Mrs. Reynolds wants to talk with the nurse about her fears of going back
to work. At the same time, she wants not to be perceived as weak or “a
bother.” Mrs. Reynolds makes a movement in relation to her goal—talking
to the nurse—by walking up to her. When the nurse stops and turns toward
her, Mrs. Reynolds asks some superficial question about the time of the
next group meeting. In this way, she avoids discussing her real concerns.
When the nurse offers an opening to talk further, Mrs. Reynolds avoids
the conversation she needs by saying she wants to rest. An hour later, she
approaches the nurse with an apologetic but vague question about her
medication.

Vacillation (moving first one way, toward a desirable goal,
that is, talking to the nurse, then moving another way to avoid
what is undesirable, that is, being perceived as weak or as a
bother) describes Mrs. Reynolds’ behavior.

Avoidance—Avoidance Conflict

In avoidance—avoidance conflict, a person is faced with two un-
desirable or unattractive goals at the same time. This is the sort
of situation we find ourselves in when we say we are “between a
rock and a hard place.” The person attempts to avoid the nearer
of these two goals, but with the retreat from the nearer goal, the
tendency to avoid the second goal increases. Unless the tendency
to avoid one of the goals overpowers the tendency to avoid the
other goal, or unless there is a third way out of the conflict, the
person feels trapped by the conflict. Obviously, avoidance—
avoidance conflicts are most unpleasant and highly stressful.

Clinical Example

Robert, the 35-year-old son of wealthy parents, was strongly attracted to
“the good life.” He wanted to live in a creative, esthetic environment, read
good books, attend the opera, and drink quality wine. Simultaneously,
he wanted both to avoid working to earn the money for the lifestyle he
desired and to not depend on his parents for support. His lifestyle became
one of waiting to find a resolution to his conflict. He neither worked nor
accepted “handouts” from his family, but his preferred lifestyle became
one that he talked about rather than lived.

Using avoidance-oriented strategies can also pose both behav-
ioral and physical risks (Wong & Moulds, 2011).

Approach—Approach Conflict

In an approach—approach conflict a person must make a choice
between two desirable goals. The old saying “six on one hand,
half a dozen on the other” describes this conflict nicely.

Clinical Example

Niesha is shopping at the mall for a dress to wear to the prom. She has
narrowed her choices down to two dresses that she really likes—an indigo
blue chiffon dress with a bouffant skirt and spaghetti string straps and a
slinky red dress with one shoulder strap. She cannot afford both and must
decide which one to buy.

Among the three types of conflict, approach—approach con-
flict tends to be the least stressful. Deciding which of two
equally beautiful prom dresses to buy is not usually exhaust-
ing. However, approach—approach conflicts may sometimes
be troublesome especially if the alternative not chosen repre-
sents a loss of sorts.

BIOPSYCHOSOCIAL THEORIES OF STRESS

Each of the theories discussed in this section contributes to
our understanding of stress and coping. However, none is
complete in and of itself. Psychoneuroimmunology, the fi-
nal theory discussed in this section, offers a comprehensive
framework for understanding stress—disease relationships by
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taking the best of what the other theories offer and integrat-
ing them with the increasing body of evidence on how stress
can alter immunologic functioning and, consequently, disease
susceptibility and pathology.

The Fight-or-Flight Response to Stress

Beyond the routine and essential stress of everyday life,
humans risk encountering undesirable or excess stress that
threatens well-being and may even be life threatening. They
cope with such threats through either a fight (aggression) or
flight (withdrawal) response. The fight-or-flight response
was first discussed by the physician Walter Cannon in 1932,
when he identified stress as an actual cause of disease. The
fight-or-flight response is mediated by the sympathetic divi-
sion of the autonomic nervous system which controls blood
vessels, smooth muscles, and glands.

Consider the following situation of extreme stress: A
woman is walking down a dark, deserted street when a man
with a knife emerges from the shadows just in front of her.
Does she try to defend herself? Does she run away? Which-
ever action she takes is a result of a variety of physiological
responses to extreme danger. The following signs of adren-
aline rush are likely to happen when a person faces such a
situation:

= The heart beats strong and fast to circulate the blood
more quickly.

= Airways in the lungs dilate so that the extra blood
becomes oxygenated.

= Glucose is released into the blood by the liver.

= The blood vessels dilate to permit the oxygen-rich
blood to get to where it is needed most.

= The pupils of the eyes dilate to let more light through,
making vision more acute.

m Peristalsis in the gastrointestinal system is inhibited
so that the energy peristalsis would consume becomes
available for other purposes.

= Norepinephrine-containing cells in the central
nervous system are active.

= The palms become sweaty; the mouth becomes dry.

Although these physiological responses seem appropriate,
imagine the wear and tear on the body if humans responded to
all stress in all of these ways.

Many specialists in the field of behavioral medicine be-
lieve the fight-or-flight response to be maladaptive. For ex-
ample, some forms of hypertension are caused or made worse
by chronic activation of the heart due to either an excessive
amount of stress or an excessive response to stress. See the
section on Psychological Factors Affecting Medical Condi-
tions later in this chapter for a discussion of the relationship
between stress and hypertension, heart disease, and a variety
of other medical conditions.

Selye’s Stress—Adaptation Theory

Hans Selye, a Canadian endocrinologist and the most well-
known and widely recognized stress researcher, developed a
response-oriented framework for understanding the effects of

stress on the human body (1956). He disputed the idea that
only serious disease or injury causes stress. Selye believed
that any emotion or activity requires a response or change in
the individual. Stressors can be physical, chemical, physiolog-
ical, developmental, or emotional. Playing a game of tennis,
going out in the rain without an umbrella, having an argu-
ment, and getting a promotion are all examples of stressful
events. Life itself is basically stressful because it involves a
process of adaptation to continual change. Though the experi-
ence of adaptation is stressful, it is not necessarily harmful.
Indeed, it can be exciting and rewarding under certain circum-
stances; and although we cannot avoid the stress of living, we
can learn to minimize its damaging effects.

Selye observed that, regardless of the diagnosis, most
physically ill people had certain symptoms in common; they
lost their appetite, they lost weight, they felt and looked ill,
they were anxious and fatigued, and they had aches and pains
in their joints and muscles. A long series of experiments led to
more objective evidence of actual body damage: enlargement
of the adrenal glands; shrinkage of the thymus, spleen, and
lymph nodes; and the appearance of bleeding gastric ulcers.
Feelings of anxiety, fatigue, or illness are subjective aspects
of stress.

Though stress itself cannot be perceived, Selye found that
it can be objectively measured by the structural and chemi-
cal changes that it produces in the body. These changes are
called the general adaptation syndrome (GAS) because
when stress affects the whole person, the whole person must
adjust to the changes. The GAS occurs in three stages: alarm,
resistance, and exhaustion. The three stages of the GAS are
illustrated and summarized in FIGURE 3 m.

Selye’s theory has stimulated extensive research on the
neuroendocrine mechanisms underlying stress. The conse-
quent research into psychoendocrinology brought Selye’s
model into question. Now classical research has demonstrated
that neuroendocrine response differs for different stressors,
and that there is individual variance in the sensitivity to psy-
chosocial stimuli (Lazarus & Folkman, 1984; Smith, 1998). In
addition, a response-based model of stress such as Selye’s is
not consistent with our view that each individual is unique and
people respond differently to similar situations.

Life Changes as Stressful Events

Most people are accustomed to thinking of untoward events as
stressful, but they do not realize that desirable events such as
job promotions, vacations, or outstanding personal achieve-
ments may also prove stressful. Holmes and Rahe (1967)
studied life changes—noticeable alterations in one’s living
circumstances that require readjustment—as stressful events
and devised the Social Readjustment Rating Scale (SSRS)—a
way to measure the amount of stress in a person’s life. These
authors believe that life events that require coping behavior
tend to decrease a person’s ability to handle illness or sub-
sequent stress. Since Holmes and Rahe began their research,
other investigators have raised cautions about applying this
stimulus-based explanation indiscriminately. These cautions
are discussed later in this section.
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FIGURE 3 W Selye’s general adaptation syndrome. The diagram at the

top shows some of the physical reactions to stress in each stage. The

diagram at the bottom shows the relationships of the stages to the individual’s ability to resist a stressor. In the alarm stage, resistance drops at
first as the sympathetic nervous system quickly activates. But resistance then rapidly increases as the body mobilizes its defense systems. In the
resistance stage, the body is working at a much increased level of resistance, using resources until the stress ends or the resources run out. In the
exhaustion stage, the body is no longer able to resist because resources have been depleted. At this point, disease and even death are possible.
The third stage of exhaustion may be reversible if the total body is not affected and if the person can eventually eliminate the source of stress.
Source: Adapted from Ciccarelli, S. K., & White, J. N. (2009). Psychology (2nd ed.) Upper Saddle River, NJ: Prentice Hall, p. 445.

Their research assigned ratings to 43 different life changes,
called life change units (LCUs). They asked subjects to indi-
cate what life changes had occurred in the past year and then to
add up the points assigned to each one (some life changes have
higher ratings than others). According to these researchers, a low
score indicated that the subject was not likely to have an adverse
reaction. A “mild” score meant that there was a 30% chance that
the person would manifest the impact of stress through physical
symptoms. People in the “moderate” category had a 50% chance
of a change in health status, and a “high” score meant an 80%
chance of major illness in the next 2 years. High LCU scores
also correlated with an increased probability of accidental injury.
The following clinical example demonstrates the LCU model.

Clinical Example

Marcia Montes, a 22-year-old woman, had recently been divorced from
her husband (LCU 73) after attempting to achieve a marital reconcili-
ation (LCU 45). Marcia’s pregnancy (LCU 40) earlier in the year was
uneventful, and the couple’s healthy son was born on June 2 (LCU 39).
At 6 weeks of age, the child suddenly and unexpectedly died in his crib
(LCU 63). The couple began to argue frequently (LCU 35) before they
made the decision to divorce. After the divorce, Marcia found herself
short of funds (LCU 38) and went to work as a waitress in a pizza res-
taurant (LCU 36). She found it necessary to move to a less expensive
apartment (LCU 20). In the period of 1 year, Marcia accumulated an LCU
score of 390 and was in the high-risk group.
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The SSRS was subsequently revised (Miller & Rahe, 1997) to
reflect a 45% increase in the ratings found in the 1967 studies.

A review of the findings of recent research supports clas-
sic observations of a close link between stressful life events
and physical health related to binge eating (Woods, Racine, &
Klump, 2010), skin disorders such as psoriasis (Manolache,
Petrriescu-Seceleanu, & Bevea, 2010), and maternal well-
being (Ngai & Chan, 2010). They also stress the need for
early recognition and timely management of stress-induced
illnesses.

Application to Clinical Practice

This model is based on several assumptions that depict a per-
son as a passive recipient of stress caused by life changes. At
present, there is little reason to believe that change in itself is
inherently or inevitably stressful. To understand the effects of
life changes on health, you need to identify what each indi-
vidual perceives as stressful. Only then can you help people
become aware of the stress they face in their lives and plan for
the future. In the clinical example that follows, we return to
the example of Marcia Montes, who had accumulated an LCU
score of 390.

Clinical Example

During the course of group therapy, Marcia shared her desire to return to
college and complete the junior and senior years of a medical technology
program in which she had been enrolled before her marriage. To do so,
she would have to make a number of changes: move to an apartment close
to the college because she could not afford to own a car, change her work-
ing hours or job so that she could attend day classes, change her sleeping
habits, change her recreational and social activities, and reduce her other
expenses to pay school costs. The changes required would add almost
200 LCUs to her score.

In group therapy, Marcia was able to consider this information and
re-evaluate her goals. She decided to delay her return to school until she
could get on her feet financially. She chose not to make any other changes
in her life for the present time.

Clients can identify the life change events in their lives, much
as Marcia did, to help decide when it might be advantageous
or disadvantageous to engage in a life change. This knowledge
helps them make responsible decisions about the directions
their lives will take. Partnering With Clients and Families

includes some strategies based on the inter-relationship be-
tween life changes and stressful events.

Stress as a Transaction

Richard Lazarus, a pioneering theorist and researcher in
stress, coping, and health, is known for his transaction-based
approach to understanding stress. He believed that measuring
major life events misses the point. Instead, the constant minor
irritants or hassles that go on day in and day out in a person’s
life are more important than large or landmark changes. His
view is reflected in the definition of stress given at the begin-
ning of this chapter and his transactional model—stress is a
process of complex interplay among the perceived demands
of the environment and the perceived resources one has for
meeting these demands (Lazarus & Folkman, 1984)—is con-
sistent with nursing’s holistic approach.

In the Lazarus model, perceived threat—what the per-
son appraises as taxing or exceeding his or her resources
and endangering his or her well-being—is the central char-
acteristic of stressful situations because it threatens a per-
son’s most important goals and values (Monat & Lazarus,
1991). Once a person has perceived a threat, the person
evaluates it by thinking about it. This process is termed cog-
nitive appraisal. According to Lazarus, the process works
like this:

1. The person assesses the potential for benefit, harm,
loss, threat, or challenge in a situation. This is called
primary appraisal.

2. The person who has identified a threat or a harmful
effect then evaluates his or her coping resources and
options in the situation. This is called secondary
appraisal.

3. The person applies the coping resources and options
at his or her disposal. This is called coping.

4. The person engages in ongoing reinterpretation
of the situation based on new information. This is
called reappraisal.

Lazarus believes that stress depends not only on external con-
ditions but also on the person’s physical vulnerability and the
adequacy of that person’s coping styles.

Cognitive appraisal and coping style are influenced by
the person’s culture. Providing culturally competent care re-
quires understanding the client’s perspective and recognizing

PARTNERING WITH CLIENTS AND FAMILIES

Teaching About Life Changes

You can assist clients by incorporating the following guidelines:

= Help clients recognize when a life change occurs.

= Encourage clients to think about the meaning of the change
and identify some of the feelings associated with the change.

= Discuss with clients the different ways they might best adjust
to the event.

= Encourage clients to take time in arriving at decisions.

= If possible, encourage clients to anticipate life changes and plan
for them well in advance.

= Encourage clients to pace themselves. It can be done, even if
they are in a hurry.

= Encourage clients to consider the accomplishment of a task as a
part of daily living and to avoid looking at such an achievement
as a stopping point or a time for letting down.
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that a client’s cognitive appraisal of a situation may, and prob-
ably will, differ from your own.

Psychoneuroimmunology Framework

The most comprehensive framework for understanding the
relationship between stress and disease and the biopsycho-
social nature and complexity of the stress process is the
psychoneuroimmunology (PNI) framework. PNI is concerned
with interaction among the neurologic, endocrine, and immune
systems and takes into account the nature of the influence of
psychosocial factors on immune function and health outcomes.
In other words, the PNI framework integrates the person—en-
vironment transactions of the stress process with the psycho-
logical and pathophysiological processes involved in stress. An
important key that has surfaced in some of the recent research
on stress and first-episode psychosis (Pruessner, Iver, Faridi, &
Malla, 2011) is the importance of improving resilience.

What is emerging is a complex picture of the body’s re-
sponse to stress that involves several related pathways. Over
the past few decades, corticotropin-releasing factor (CRF)
signaling pathways have been shown to be the main coordina-
tors of the endocrine, behavioral, and immune responses to
stress (Taché & Bonaz, 2007). Cortisol, as well as adrenaline is
a stress hormone. Cortisol, however, is produced more slowly,
and lingers longer in the bloodstream. Because it is primarily
immunosuppressive, cortisol contributes to reductions in lym-
phocyte numbers and function and NK-cell activity (natural

CARING FOR THE SPIRIT

killer lymphocytes that attack infected cells and tumor cells
in the body). Neuropeptides, the chemical messengers that
are links between the mind and the body, are produced in the
brain and in the endocrine and immune systems.

In addition to the physiological research, forty decades
of sociologic research tell us that stressors have measurable
damaging impacts on physical and mental health (Thoits,
2010). Caring for the Spirit is an example of the multifaceted
nature of the psychoneuroimmunology framework.

Self-Healing Personalities

Neuropeptide manufacture is activated by positive men-
tal states and suppressed by negative mental states. Several
stress and coping-related studies have suggested that some
people have self-healing personalities, while others have
disease-prone personalities. Self-healers are emotionally
stable people who bounce back from stressful situations.
These are people whom others describe as enthusiastic, joy-
ful, secure, energetic, alert, and content. They are likable and
have close, warm relationships with others. The nurse-theorist
Jean Watson, also stresses people’s self-healing potential
(Pilkington, 2007).

Hardiness, Resilience, and Health

A now-classic study on hardiness and health found that indi-
viduals who have strong feelings of confidence in their abil-
ity to control circumstances, a willingness to see life events as

Long-Term Survivors of HIV

seem to function better. They have higher T-cell counts and,
in many cases, other immune system cells compensate for the

Wars wage within our bodies every minute of every day. Most
of the time we are unaware of the battles that go on within
us. We have evolved legions of defenders—specialized cells
that silently rout the unseen enemy. Their victories go unher-
alded. When our defenses are penetrated, our defenders are
caught unprepared, or our defenders are routed and we've
lost the battle. Then we develop a cold, the flu, or something
worse. Why did | catch a cold from the sick toddler on the
airplane when the woman next to me did not? Why didn’t
you come down with the flu when your roommate was sick?
Why do only some of the people exposed to HIV develop the
disease? Why do some people with HIV die within a year or
two while others have survived, or even thrived for 10, 20, or
more years? We don't, as yet, have all the answers to these
questions.

Perhaps the most common characteristics of people with
AIDS who live long past the time predicted for them is their
refusal to accept the diagnosis of HIV disease as a death sen-
tence. They do not deny the diagnosis, but they do defy the fa-
tal outcome that is supposed to be connected to it. Long-term
survivors are extremely goal oriented and social. They treat
their symptoms as if they were minor impediments in their
lives; they are determined to prevail. Their immune systems

ravaged T cells. Emotional distress, on the other hand, has
been found to accompany negative immune function factors
in HIV-infected individuals.

The highest incidence of illness and death occurs in
people who experience stress after infection with HIV. This
suggests that HIV-seropositive people should reduce their ex-
posure to stressful events. Assertive coping, less stress, more
self-nurturing, regular exercise, and a spiritual outlook have
been associated with better immune status, suggesting that
stress-reduction behaviors may be helpful in slowing the pro-
gression of HIV disease.

While we cannot promote the idea that clients are in
total control of the disease process and the state of their
health, or that the mind or the spirit can cure AIDS, we can
and should teach clients the self-care and self-nurturing be-
haviors that long-term survivors are using to maintain their
health. Assess the level of stress, quality of social support, and
mood factors that influence the quality of life of people with
HIV disease. Nursing interventions to help clients enhance
neurologic, immunologic, and cognitive functioning should
focus on improved nutrition, adequate sleep-wake patterns,
hygiene, stress reduction, and social and spiritual support.

131



132

Stress, Anxiety, and Coping

challenges rather than as obstacles, and a strong commitment
to the experiences and demands of daily living have fewer ill-
nesses than those who lack these qualities (Kobasa, 1979). Mar-
tin Seligman (2011), the father of positive psychology, has spent
30 years researching failure, helplessness, optimism, and resil-
ience. He has developed a program for teaching resilience that
has been used with children and young adults and is currently
being tested by the U.S. Army.

Disease-Prone Personalities

Disease-prone personalities, on the other hand, tend to display
negative emotions. They are suspicious of others and tend to
be chronically anxious, angry, or depressed. These chronic
negative emotional patterns are linked with various physio-
logical changes such as activation of the sympathetic nervous
system, increase in the level of cortisol, and suppression of the
immune system, leading to increased vulnerability to illness.

ANXIETY

Anxiety is a state of varying degrees of uneasiness or dis-
comfort. It is frequently coupled with guilt, doubts, fears, and
obsessions. Beyond the mild level, anxiety is often described
as a feeling of terror or dread; anxiety is believed to be the
most uncomfortable feeling a person can experience. In fact,
anxiety is so uncomfortable that most people try to get rid of
it as soon as possible.

Anxiety is a potent force because the energy it provides
can be converted into destructive or constructive action.
When used constructively, anxiety can stimulate the action
necessary to alter a stressful situation, fill a painful need, or
arrange a compromise. A client who understands the source of
anxiety is best able to use it constructively.

Neurobiologic Basis of Anxiety

Contemporary thinking about anxiety includes a neurobio-
logic component. Anxiety is now thought to result, at least
in part, from dysregulation of one or more neurotransmit-
ters and their receptors. Most research has focused on the
BZ-GABA-chloride complex, although several other neu-
rotransmitters and their receptors such as serotonin, norepi-
nephrine, and the neuropeptide cholecystokinin may play a
role in the development of anxiety. Other research using MRIs
and PET scans focuses on brain structure itself.

Sources of Anxiety

Anxiety is an inevitable result of the attempt to maintain
equilibrium in a changing world. People experience anxiety
in many different situations and interpersonal relationships.
However, the general causes of anxiety have been classified
into two major kinds of threats, discussed in Box 1. It is cru-
cial to understand that either actual or impending interference
may cause anxiety; actual interference with a biologic or psy-
chosocial need is not a necessary condition. All that is neces-
sary is the anticipation of one of these major threats.

Box |  General Causes of Anxiety

1. Threats to biologic integrity: actual or impending interference
with basic human needs such as the needs for food, drink,
or warmth

2. Threats to the security of the self:

a. Unmet expectations important to self-integrity

b. Unmet needs for status and prestige

c. Anticipated disapproval by significant others

d. Inability to gain or reinforce self-respect or gain
recognition from others

e. Guilt, or discrepancies between self-view and actual
behavior

Threats to biologic integrity or to the fulfillment of such
basic human needs as food, drink, warmth, and shelter are a
general cause of anxiety. Threats to the security of self are not
as easily categorized. In some instances, they are obvious; in
others, they are more obscure because each person’s sense of
self is unique. To one person, power and prestige may be es-
sential; to another, independence; to a third, being of service
to others.

Consider the last category—being of service to others.

Clinical Example

Mrs. C, a nurse, is convinced that a client would feel much better if he
expressed his fears to her. But no matter how often she provides the op-
portunity, he insists, “This is not the time to talk about it,” and thwarts her
attempt. She is not able to help him in a way that is important to her sense
of self. In addition, she believes that the unit’s nurse manager (whose
skills she admires) expects her to have been successful in this endeavor.

Mrs. C is worried and anxious. When unmet needs or expecta-
tions related to essential values (such as being of service to the
client) are coupled with the actual or anticipated disapproval
of others who are important (the nurse manager), anxiety is
generated.

Anxiety as a Continuum

Many theorists conceptualize anxiety as a continuum
(FiGURE 4 m). Mild to moderate anxiety can be functionally
effective in that it helps us focus our attention and generates
energy and motivation. Thus, anxiety is an aspect of prob-
lem solving in that it alerts us to the need to concentrate our
resources. However, severe anxiety and panic narrow our at-
tention to a crippling degree. Under these conditions alertness
is greatly reduced, and learning does not usually take place.

Mild Anxiety

Mild anxiety helps one deal constructively with stress. A mildly
anxious person has a broad perceptual field because mild anxi-
ety heightens the ability to take in sensory stimuli. Such a person
is more alert to what is going on and can make better sense of
what is happening with others and the environment. The senses
take in more; the person hears better, sees better, and makes
logical connections between events. The person feels relatively
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Perceptual field

T T T 1
Mild Moderate Severe Panic
anxiety anxiety anxiety

FIGURE 4 M The effect of anxiety on the perceptual field. Notice
that the perceptual field is increased in mild anxiety, becomes
increasingly constricted as anxiety increases, and is completely
disrupted at the panic level.

safe and comfortable. Because learning is easier when one is
mildly anxious, mild anxiety helps clients learn, for instance,
how best to administer their own insulin. Mild anxiety can also
help a nursing student review psychiatric-mental health nurs-
ing before a final examination.

Moderate Anxiety

In moderate anxiety a person remains alert, but the perceptual
field narrows. The moderately anxious person shuts out the
events on the periphery while focusing on central concerns.

Clinical Example

A nursing student who is moderately anxious about the final examina-
tion may be able to focus so intently on studying that she or he is not
distracted by an argument between roommates, loud music on the stereo,
and a rousing chase scene on television. The student shuts out the chaos in
the environment and focuses on what is of central personal importance—
preparing for the exam.

This process of taking in some sensory stimuli while exclud-
ing others is called selective inattention.

People also use selective inattention to cope with
anxiety-provoking stimuli. This phenomenon may account for
the anxious preoperative client who fails to remember what
the nurse said about postoperative pain or about the need to
cough and deep breathe after surgery.

Although the perceptual field is narrowed and the person
sees, hears, and grasps less, there is an element of voluntary
control. Moderately anxious individuals can, with direction,
focus on what they have previously shut out.

Severe Anxiety

In severe anxiety, sensory reception is greatly reduced. Se-
verely anxious people focus on small or scattered details of
an experience. They have difficulty in problem solving, and
their ability to organize is also reduced. They seldom have the

complete picture. Selective inattention may be increased and
may be less amenable to voluntary control. The person may
be unable to focus on events in the environment. The person
may experience new stimuli as overwhelming and may cause
the anxiety level to rise even higher.

The sympathetic nervous system is activated in severe
anxiety, causing an increase in pulse, blood pressure, and
respiration as well as in epinephrine secretion, vasoconstric-
tion, and even body temperature. A multitude of physiological
changes may be observed, which are described in the following
sections.

Panic

The panic level of anxiety is characterized by a completely
disrupted perceptual field. Panic has been described as a disin-
tegration of the personality experienced as intense terror. De-
tails may be enlarged, scattered, or distorted. Logical thinking
and effective decision making may be impossible. The person
in panic is unable to initiate or maintain goal-directed action.
Behavior may appear purposeless, and communication may
be unintelligible.

Assessing Anxiety

Anxiety can be assessed in the physiological, cognitive, and
emotional/behavioral dimensions. This observation illustrates
the relationship between the mind and the body. Anxiety is
a multidimensional phenomenon in that the total person is
involved in every aspect of it. Objective data, particularly
nursing observations, may be critical because of the nature
of anxiety. Selective inattention interferes with the client’s
awareness of anxiety and ability to give accurate reports.
Families and friends also can contribute data useful to the as-
sessment of anxiety.

Physiological Dimension

Observations of the client’s physiological state are likely to
indicate autonomic nervous system responses, particularly
sympathetic effects. Sympathetic nervous system dominance
is associated with arousal as occurs during anxiety or as the
body’s response to a physical emergency. The parasympathetic
nervous system maintains normal, smooth functioning. Vari-
ous organs may be affected, such as the adrenal medulla, heart,
blood vessels, lungs, stomach, colon, rectum, salivary glands,
liver, pupils of the eyes, and sweat glands. FIGURE 5 m illus-
trates the sympathetic and parasympathetic nervous systems
in detail. Anxious clients may have an increased heart rate,
increased blood pressure, difficulty breathing, sweaty palms,
trembling, dry mouth, “butterflies in the stomach” or a “lump
in the throat,” as well as other symptoms.

Laboratory tests are not routinely done to evaluate anxi-
ety because observation is faster and more accurate. How-
ever, anxiety affects the results of laboratory tests done for
other purposes. Blood studies may show increased adrenal
function, elevated levels of glucose and lactic acid, and de-
creased parathyroid function and oxygen and calcium levels.
Urinary studies may indicate increased levels of epinephrine
and norepinephrine.
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FIGURE 5 M Involuntary control of bodily functions. The autonomic nervous system has two divisions, the sympathetic and the
parasympathetic, which exercise automatic control over the body’s organs, generally in opposing ways. The parasympathetic generally has
inhibitory or relaxing effects, while the sympathetic has stimulatory effects. Axons of the parasympathetic division emerge not only from the

spinal cord, but from the brain as well.

Source: Krogh, D. (2000). Biology: A guide to the natural world. Upper Saddle River, NJ: Prentice Hall, p. 515.

Cognitive Dimension

Assessment of cognitive function may indicate difficulty in
logical thinking, narrowed or distorted perceptual field, se-
lective inattention or dissociation, lack of attention to details,
difficulty concentrating, or difficulty focusing. The level of
anxiety determines the extent to which cognitive function is
affected. Mild, moderate, severe, or panic-level anxiety is as-
sessed according to the descriptions earlier in this chapter.

Emotional/Behavioral Dimension

In the emotional/behavioral dimension, clients may be irritable,
angry, withdrawn, and restless, or they may cry. The affective
response can often be assessed through the client’s subjective

description. Clients may describe themselves as “on edge,”
“uptight,” “jittery,” “nervous,” “worried,” or “tense.” They
may feel dizzy or faint and may experience a feeling of impend-

ing doom as if something terrible were about to happen.

COPING WITH STRESS AND ANXIETY

Reactions to threatening situations can be divided into two
general categories: task-oriented responses and defense-
oriented responses.

When we feel competent to deal with stress and the situ-
ation is not too threatening to our sense of self, our behavior
tends to be task oriented. Task-oriented behavior is geared to-
ward problem solving such as occurs in the clinical example.
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Clinical Example

Samantha is a psychiatric—mental health nursing student who has been
assigned to a psychiatric hospital for her clinical experience. Samantha
does her best to avoid interacting with the clients on the unit and busies
herself reading charts, chatting with classmates, and running errands for
the staff. When clients approach her, Samantha’s hands shake, her heart
races, and she wishes that she was anyplace else. Once she drives home
after the clinical experience she falls into bed exhausted.

After three uncomfortable weeks pass, Samantha decides to discuss
her reactions with her clinical instructor.

Because Samantha was not too frightened by the possibility
that she may be thought of by the instructor as incompetent
or weak, she was able to acknowledge her need for assistance
and seek help. This is a task-oriented reaction. It is based on a
realistic appraisal or assessment of the situation and involves
a series of carefully thought-out judgments about what course
of behavior would be most effective. Had Samantha not taken
a task-oriented route she would likely inhibit her own growth
and development (Freeman & Sinclair, 2009).

When we feel inadequate to cope with stress and the situation
is extremely threatening to our sense of self, we tend to engage
in defense-oriented behavior. Everyone uses defense-oriented be-
havior from time to time as a protective measure. The diagnosis of
aterminal illness, for instance, may be so overwhelming that a per-
son must temporarily defend against acknowledging this reality.

YOUR SELF-AWARENESS
What Coping Strategies Do You Use?

When you are feeling competent to deal with stress and the
situation is not too threatening to your sense of self, which task-
oriented coping strategies do you use? Review the everyday
ways of coping with stress discussed and answer the following
questions:

= Which everyday ways of coping with stress do you use
most often? Be specific.

= Can you identify a pattern or common thread among
them? If so, what is it?

= What effects do they have on your sense of comfort or
well-being?

m What effects do they have on your interpersonal
relationships (include professional relationships)?

When you are feeling inadequate to cope with stress and the
situation is extremely threatening to your sense of self, which
defense-oriented behaviors do you use? Review the defense-
oriented ways of coping (defense mechanisms) discussed and
answer the following questions:

m Which defense-oriented ways of coping do you use most
often? Be specific.

= Can you identify a pattern or common thread among
them? If so, what is it?

m What effects do they have on your sense of comfort or
well-being?

= What effects do they have on your interpersonal
relationships (include professional relationships)?

Such behavior becomes harmful only when it is the predominant
means of coping with stress. In such cases, problem-solving and
reality-based behaviors are continually avoided. Defense-oriented
behavior is discussed later in this chapter.

Coping strategies are a set of behaviors people under
stress use in struggling to improve their situations. Once you
have finished reading this section, thoughtfully consider how
you cope with stress by answering the questions posed in
Your Self-Awareness in this section. Coping strategies can be
thought of simply as ways of getting along in the world.

Everyday Ways of Coping With Stress

Everyday coping strategies offer an immense repertoire of de-
fenses to maintain control and balance in the face of stress. A
person can cope on different levels, including physical, social, cog-
nitive, and emotional levels. However, the devices people choose
to cope with stress depend on many factors. Among them are the
external circumstances, the suddenness and intensity of the stress,
the resources available to the person, and the person’s predisposi-
tion to certain coping patterns, established over the course of one’s
development. One man who is late for an appointment because
he gets caught in a traffic jam may react with a furious outburst
of anger. Another may begin to daydream and forget where he is
going. A third may use the time to solve some problem.

Most often, individuals use behaviors that have worked
well for them in the past. Sometimes they behave in a certain
way because it is the only method they have of coping with
stress or because other coping strategies failed to work. Some
people learn to turn to others for protection and nurturance;
some learn to turn to chemicals or food; some rely on self-
discipline and keeping a stiff upper lip; others feel better after
the intense expression of feelings; some withdraw physically
and/or emotionally; still others exercise or talk the problem
out. Common coping methods are discussed in the next section.

Seeking Comfort

The earliest coping strategy is probably the familiar method of
turning to a nurturing person for soothing, comfort, and protec-
tion. Receiving love is being reassured that one is lovable. Love
from supportive others may take the form of physical touching,
rocking, patting, or verbal reassurances of various kinds (“Don’t
be afraid, I'll stay with you™). Sustained touch, such as that in
massage, can reduce the stress response (Lindgren et al., 2010).
Nurturing may also come about in the form of Bible study or
listening to religious tapes, which is comforting to many people.
Some people, like Scott in the clinical example that fol-
lows, use less positive behaviors such as alcohol, nicotine, and
other chemicals to enhance well-being in the face of stress.

Clinical Example

Scott is a student of economics preparing to apply to law school. He
comes to the campus mental health clinic because of difficulty sleeping;
a vague, uneasy feeling of dread and apprehension; difficulty working
on his final course papers; irritability; and hypervigilance. From time to
time, he is sweaty and feels his heart pounding. He describes himself as
“stressed out” and smokes pot to calm down almost every day.
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This category also includes eating in times of stress and
for general support. While comfort foods can soothe in the
short term, they can sabotage the long-term stress response by
increasing the number of inflammatory proteins in the body.
In addition to comfort foods, alcohol, nicotine, and other
chemicals are often used to enhance well-being in the face of
stress. Many theorists view these alternatives as substitutes
for the dependent comfort of being a baby in the care of a
nurturing parent.

Relying on Self-Discipline

Wheareas some people under stress tend to turn to the comfort
of friendly company, food, or alcohol, all of which are reminis-
cent of childhood dependence, others rely on self-discipline.
Self-control ranks high in the value system of many cultures
and subcultures (De Bono, Shmueli, & Mursven, 2011). This
coping style involves pride in the ability to laugh off prob-
lems, endure frustrations, and discount anxiety. Keep a stiff
upper lip, bite the bullet, and get over it are all admonitions
that people address to themselves when self-discipline is their
patterned response to stress.

Clinical Example

Amanda is under considerable stress. After retiring from her job she was
forced to go back to work for financial reasons at age 68. Now at age 74,
she is taking care of her younger sister who is incapacitated by rheuma-
toid arthritis. Amanda becomes annoyed when friends make statements of
support or comment on how difficult things must be for her. Her rudeness
toward those who attempt to be supportive is driving her friends away.

People such as Amanda are unlikely to want the company of
supportive others and may even push them away. They are
often unresponsive when others seek comfort from them, for
they see such dependent behavior as weak.

Intense Expression of Feeling

Crying, swearing, and laughing all tend to relieve tension.
Swearing loses its usefulness as an escape valve if it becomes
a habit. This is less true of both crying and laughing. Crying
and laughing tend to release energy and exert a soothing effect
on a person who is experiencing tension.

Avoidance and Withdrawal

While some people find it hard to sleep when they are under
tension, others react to worries, bad news, or an argument with
somnolence. Still others respond with a form of waking sleep
like apathy or emotional withdrawal, which accomplishes the
same thing.

Talking It Out

Many people relieve tension by talking it out. Talking implies
establishing and maintaining a contact of sorts with another
human being. In addition, it enables new ideas to emerge and
new perspectives to be entertained. Obviously, this device is
the medium of most therapeutic interventions. This has pro-
found implications for nursing because nurses are the health

care providers who spend the most time with clients. It also
has profound implications for clients whose communication
is dysfunctional or whose ability to communicate freely is re-
stricted. Psychiatric clients generally fall into these categories.

Privately Thinking It Through

Some people believe that the unexamined life is not worth
living. When faced with a problem that causes them anxiety,
these individuals become introspective about it. The rational-
izations that emerge serve as effective tension relievers.

Working It Off

Physical activity to relieve tension may range from simple ges-
tures such as finger tapping, floor pacing, and door slamming
to activities purposely designed to alter the tension-producing
circumstances, such as aerobic exercise. In addition, some
tense individuals feel a lot of aggressive energy. Physical
exertion in the form of demanding sports, like jogging or rac-
quetball, or manual labor, like scrubbing the floor, is a way
to use this energy constructively. Physical exercise has been
found to reduce the symptoms of anxiety and depression. In
fact, exercise has been found to compare favorably to anti-
depressant medication as a first-line treatment for mild to
moderate depression (Carek, Laibstain, & Carek, 2011). Even
low-impact physical activity can result in improvements in
stress, mood, and quality of life.

Engaging in Self-Healing Mind—Body Practices

Increasing numbers of people are integrating self-healing
practices such as yoga, meditation, massage, visualization,
and relaxation exercises into their everyday lives. While
Western medicine continues its explosive growth in psycho-
biologic knowledge and technology, more of us are finding
that these ancient principles and practices have significant
therapeutic value.

Clinical Example

Four young mothers who have been friends since the first year of high
school get together three mornings a week after their children are picked
up by the school bus. On Mondays they meditate using a CD that com-
bines deep breathing, meditation, and imagery. On Wednesdays they take
an early morning tai chi class in which the graceful movements help their
balance, flexibility, and mindfulness. A Zumba class on Friday gives them
energy for the active weekend ahead.

Meditation has been found to significantly reduce
chronic insomnia (Gross et al., 2011), and enhance inner
strength (Woods-Giscombe & Black, 2010). It has also been
associated with enhanced quality of life and decreased de-
pressive symptoms in women with fibromyalgia (Sephton
et al., 2007).

Spirituality and Prayerfulness

We define spirituality as the search for self-transcendence—
the search for meaning and purpose through connection with
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others, nature, and/or a Supreme Being. Spirituality may, but
does not always, involve religious structure or traditions. A
failure to let the world in, to perceive it and to engage it fully,
leads to the emptiness that some people feel in their lives.

Many people’s spirituality includes prayerfulness and
attendance at religious services. Attending religious services
can enhance the recovery process of people with mental illness
despite the severity of their symptoms (Fukui, Starmino, &
Nelson-Backer, 2011). Prayer can be individual or commu-
nal, private or public. People pray for different reasons—to
ask for something for themselves, to ask for something for
others, to repent of wrongdoing and ask for forgiveness, to
give honor and praise to a Higher Power, to offer thanksgiv-
ing. Recent research shows that praying can positively affect
high blood pressure, the course and extent of heart attacks,
migraine headaches, and anxiety. Further, nursing activities
that support prayer may be seen by some clients as equally as
important as encouraging and reassuring them and speaking
up for them (Wilson, 2010).

Using Symbolic Substitutes

Stress may be relieved by ascribing symbolic values to acts
or objects. These acts or objects may or may not have other
meanings. There are symbolic devices for the management of
tension in religious practices such as confession, prayer, or
sacrifice. For some people, the automobile has a symbolic sig-
nificance; others ascribe symbolic significance to their annual

income or their physical appearance. The list is almost end-
less, but the principle is always the same. Some people attach
a meaning beyond the obvious one to objects, experiences,
and people, through which they find a means to reduce their
tensions.

Somatizing

Many organs of the body have an expression and commu-
nication function. This is sometimes known as somatizing
or organ language. Somatizing is not uncommon in people
with chronic illnesses such as chronic obstructive pulmonary
disease (COPD). Those with somatization tendencies report
more severe dyspnea (Albuquerque et al., 2011). Some or-
gans communicate their messages only to their owner. For
example, the heart may communicate by means of palpitation.
Other demonstrations are public, such as blushing or stutter-
ing. Urination and defecation, increased sweating, and altered
sexual activity are other familiar examples of organ language.

Evidence-Based Practice illustrates how nurses can apply
everyday ways of coping with stress in helping clients influ-
ence the course of their lives.

Defense-Oriented Ways of Coping:
Defense Mechanisms

The coping strategies described earlier are considered normal.
They are simply ways of getting along. In some people, how-
ever, what passes for a normal adjustment is actually a very

EVIDENCE-BASED PRACTICE

Psychoeducation for Managing Stress

As the nurse in a day treatment unit located in a suburb of a large
city in the southeastern United States, you are especially aware of
the difficulty your older clients have in handling stress. Most of your
clients are diagnosed with a psychotic disorder or post-traumatic
stress disorder and have difficulty maintaining relationships with
friends and family and finding or keeping a job. Thus, most have
become marginalized, and the day treatment unit has become the
core of their daily activities.

You understand that it is important to strengthen life control
among those who have become marginalized. People who are in
charge of their lives have a sense of coherence. They are more likely
to be able to cope with stressful situations in ways that decrease, or
even eliminate, their distress. To help your clients develop a sense
of coherence and strengthen their resilience to stress, you develop
a psychoeducation program for them, focusing on the following:

1. Achieving understanding of the internal environment (what
thoughts, feelings, and wishes drive the individual)

2. Achieving understanding of the external environment (what
forces affect what an individual is able to accomplish)

3. Exploring human relationships to include client-family,
client-friend, client—client, client-employer, client-staff,

CRITICAL THINKING QUESTIONS

1. What actual activities would help clients to understand their internal environment and explore human relationships?
2. What does it mean to explore the meaning of present events by focusing on the here-and-now?

client-landlord, and whatever other dyads are active
relationships or potential relationships in the clients’ lives

4. Exploring the meaning of present events, that is, focusing on
the here-and-now, rather than the there-and-then, to gain
an understanding of what the stressors are in the lives of the
clients

5. Partaking in a program of regular physical activity that
includes flexibility training and walking in place

The psychoeducation program you developed is based on the fol-
lowing research citations:

Chan, D., Fan, M. Y., & Unutzer, J. (2011). Long-term effectiveness
of collaborative depression care in older primary care patients
with and without PTSD symptoms. International Journal of
Geriatric Psychiatry, 26(7), 758-764.

Chou, K. L., Mackenzie, C. S., Liang, K., & Sareen, J. (2011). Three-
year incidence and predictors of first-onset DSM-IV mood,
anxiety, and substance use disorders in older adults: Results
from wave 2 of the national epidemiologic survey on alcohol
and related conditions. Journal of Clinical Psychiatry, 72(2),
144-155.
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tenuous one with few outlets for controlled aggression, few
love objects, few opportunities for satisfaction and growth.
These people find it more and more difficult to cope with ad-
ditional stress. Ultimately, the external stress the person is
trying unsuccessfully to ward off is matched by a mounting
internal stress. The person suffers both from increased anxiety
and from the strain on overworked stabilizers. And what hap-
pens to the person who has no one to talk with, who cannot jog
5 miles, or who cannot laugh off the problem?

When a person is unable to ward off stress or reduce
tension in the usual way, anxiety mounts as the person feels
increasingly inadequate to cope with the situation. Under
these circumstances, the person is more likely to engage in
defense-oriented behavior. Defense-oriented behavior is not a
specific attempt to solve a problem; it consists of using mental
mechanisms to lessen uncomfortable feelings of anxiety and
to prevent pain regardless of cost. These characteristic men-
tal mechanisms are commonly called defense mechanisms.
Defense mechanisms are automatic psychological processes
that protect the self by allowing the person to deny or distort
a stressful event or to restrict awareness and reduce the sense
of emotional involvement. Defense mechanisms are mostly
unconscious and often inflexible coping patterns that protect
a person through intrapsychic (coming from within) distor-
tions that are really self-deceptions. The person usually has
little awareness of what is happening or even less control over
events.

Although these reactions may help keep the lid on anxi-
ety, they also limit the ability to grow from and savor the ex-
perience, they interfere with rational decision making and the
ability to work productively, they can easily become a substi-
tute for addressing the underlying cause, and they impair and
erode interpersonal relationships. Even adaptive devices can
go wrong. Being unable to ward off stress is at the heart of the
film discussed in Mental Health in the Movies.

You will notice that definitions of various defense mech-
anisms overlap, and the same observed behavior may often
be explained by more than one type of defense. In addition,
people do not use one method of defense at a time; they usu-
ally rely on a combination of defenses. For study purposes,
the more common defense mechanisms are discussed here: re-
pression, regression, suppression, dissociation, identification,

Black Swan

Desperately wanting the lead in a pro-
duction of Swan Lake, Nina is a fragile
ballerina in the stressful world of a pres-
tigious New York dance company. Kept
in a state of perpetual childhood by a
hovering, unfulfilled, and controlling
mother, she has dedicated her life to the
pursuit of her art, obsesses over being
perfect, and lacks the coping resources

MENTAL HEALTH INTHE MOVIES

introjection, projection, denial, fantasy, rationalization, reac-
tion formation, displacement, undoing, and intellectualiza-
tion. They are summarized in TABLE 1 M.

Repression

Repression, the basis of all defense mechanisms, is the dy-
namic behind much of “forgetting.” When people repress, they
unconsciously exclude distressing emotions, thoughts, or expe-
riences from awareness. Repression bars access to conscious
awareness of feelings and thoughts that would cause anxiety
and disrupt the self-concept. At best, repression protects the in-
dividual from overattention to a distressing experience (Scho-
les & Martin, 2010). It also affords protection from a sudden
trauma until the person can deal with the shock. From the indi-
vidual’s point of view, a repressed memory is “forgotten” and
cannot be deliberately brought to awareness (see Caring for the
Spirit for an example of repression). Although the repressed
feelings remain unconscious, they continue to exert pressure for
expression. The self tries to maintain the repression, but in peo-
ple experiencing extreme stress or anxiety, or in febrile (fever-
ish) or toxic states, repression may begin to fail. Clients who
are intoxicated by alcohol or drugs or who are emerging from
anesthesia may verbalize feelings that they usually repress.

Clinical Example

Susan was raped. She was brought to an outpatient clinic by her room-
mate. Susan said she felt very anxious and could not recall the circum-
stances surrounding her rape or what the rapist looked like. Her use of
repression protected her from facing her fears and humiliation.

Nursing Intervention Strategies Nursing intervention
in such cases should be supportive and protective of the cli-
ent’s defenses. This means that interventions into repression
are not called for until after the initial shock has lessened and
the client’s anxiety level has been reduced. Then, you can help
the client examine the traumatic event.

Regression

Regression is falling back to an earlier psychosexual
developmental stage involving less mature behavior and

that help people deal with a stress-laden life. Her journey begins
with tension and anxiety and moves rapidly to purging, drugs, and
gruesome self-mutilation. Her all-consuming drive to become the
best leads to growing paranoia and hallucinations and she becomes
increasingly unstable. Nina achieves her goal as the Black Swan, but
dies on stage as the result of her self-mutilation. A very dark movie,
Black Swan emphasizes Nina’s inability to cope that leads to an in-
evitable tragic ending.

Photo courtesy of Newscom/g90.
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TasLe | @ Common Defense Mechanisms

Name

Definition

Example

Denial

Blocking out painful or anxiety-inducing events or feelings

A manager tells an employee he may have to fire him. On the
way home, the employee shops for a new car.

Displacement

Discharging pent-up feelings on people less dangerous
than those who initially aroused the emotion

A student who has received a low grade on a term paper
blows up at his girlfriend when she asks about his grade.

and another

Dissociation Handling emotional conflicts, or internal or external stress- | A woman has amnesia for the events surrounding a fatal
ors, by a temporary alteration of consciousness or identity | automobile accident in which she was the speeding driver.

Fantasy Symbolic satisfaction of wishes through nonrational A student struggling through graduate school thinks about
thought a prestigious, high-paying job she wants.

Identification Unconscious assumption of similarity between oneself After hospitalization for minor surgery, a girl decides to

become a nurse.

Intellectualization

Separating an emotion from an idea or thought because
the emotional reaction is too painful to be acknowledged

A man learns from his doctor that he has cancer. He studies
the physiology and treatment of cancer without experiencing
any emotion.

to others

Introjection Acceptance of another’s values and opinions as one’s own | A woman who prefers a simple lifestyle assumes the
materialistic, prestige-oriented values of her husband.
Projection Attributing one’s own unacceptable feelings and thoughts | A man who is quite critical of others thinks that people are

joking about his appearance.

Rationalization

Falsification of experience through the construction of
logical or socially approved explanations of behavior

A man cheats on his income tax return and tells himself it’s
alright because everyone does it.

Reaction Unacceptable feelings disguised by repression of the real | A woman who dislikes her mother-in-law is always very nice
formation feeling and by reinforcement of the opposite feeling to her.

Regression Reverting to an earlier stage of development A man exposes his genitalia to women he sees in public places.
Repression Unconsciously keeping unacceptable feelings out A man is jealous of a good friend’s success but is unaware

of awareness

of his feelings.

Suppression
out of awareness

Consciously keeping unacceptable feelings and thoughts

A student taking an examination is upset about an argument
with her boyfriend but deliberately puts it out of her mind so
she can finish the test.

Undoing
behavior that is unacceptable or hurtful

Attempting to take back an unconscious thought or

A young woman realizes that she has just insulted her
boyfriend and spends the rest of the evening complimenting
him on his looks and his athletic ability.

responsibility as a way of coping with stressful situations. For
example, an individual fixated at the oral stage might eat or
smoke excessively or be verbally aggressive. An individual
fixated at the anal stage might display excessive messiness or
excessive tidiness. Many of the clients in psychiatric inpatient
settings demonstrate regressive behavior.

A common example of regression is the young child who
reverts to thumb-sucking or bed-wetting upon the birth of a
baby brother or sister. It has to do with the young child’s fear
of change in the parent—child relationship and the fear of los-
ing the parent’s love to the newborn sibling. Regressing to an
earlier stage of helplessness guarantees the parent’s attention
and helps the child avoid having to deal with feelings of ag-
gression toward the newcomer. An example of regression in
an adult is in the clinical example that follows.

Clinical Example

Marie’s husband, Bill, recently passed away. Since his death, Marie remains
in her night clothes and stays in bed most of the day. When her daughter
comes to check on her, Marie either refuses the meal her daughter has pre-
pared for her, or insists on having it on a tray and being served in bed.

Regression, secondary to illness, is a well-known
psychological phenomenon. Illness and hospitalization
with its consequences of disability, dependency, unpleas-
ant and restrictive therapeutic regimens, and diminished
ability to function in social, familial, and occupational
roles often results in regression to more dependent
behavior.

Nursing Intervention Strategies Nursing interven-
tions would focus on acknowledging what preceded the
regression (illness, death, disability), making supportive
statements, and gradually reminding clients of events or
situations in which they demonstrated competence before
the regression.

Suppression

Suppression is an intentional (therefore, conscious) act that
helps keep thoughts, feelings, wishes, or actions that cause
anxiety out of conscious awareness. Suppression is the con-
scious form of repression.
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CARING FOR THE SPIRIT

Repressed Memories or False Memories?

Over 100 years ago, Sigmund Freud proposed that we ac-
tively and deliberately bury painful or dangerous memories
beyond the reach of consciousness. He called this process
repression.

According to Freud, repressed memories influence be-
havior, thinking, and emotions, and produce mental symp-
toms. Early in his career, Freud wrote that sexual abuse in
childhood was common and was the cause of repression. This
abuse, and the resulting repression, caused the “hysteria” he
diagnosed in his patients. After 1897, Freud abruptly aban-
doned his theory on repression. Instead, he said, children
have fantasies of being seduced. These imagined seductions,
according to Freud, cause internal conflict, and repression is a
way of coping with this internal conflict.

It is unclear why Freud abandoned his theory. Some of
his critics believe that Freud bowed to social pressure and the
threat of professional ostracism because the notion of ram-
pant childhood sexual abuse was outrageous. Others of his
critics believed that Freud himself distorted his patients’ sto-
ries because of his own psychological problems.

To understand the concept of repression, we need to
understand how memory works. Memories are stored in a
portion of each of the millions of neurons in the brain. Each
neuron represents a little bit of memory. Because the brain is
such a complex organ, it parcels out bits and pieces of an ex-
perience to different parts of the brain. For example, memories
of sound are parceled out to the auditory cortex, memories of
appearance to the visual cortex, memories of sensation to the
sensory cortex, memories of smell to the olfactory cortex, and
source memory to the frontal cortex. All scattered memory
fragments remain physically linked. It is the limbic system that
takes on the job of assembling these bits and pieces. The lim-
bic system actually acts as a neural file clerk by pulling memory
fragments from various file drawers. Intensely traumatic events
produce unusually strong nerve connections.

Memory can go awry if the terror of an experience is so
great that the biologic processes underlying information stor-
age are disrupted. However, the right biologic stimulus can
set the nerve circuits firing and trigger fear. The source of the
fear is not remembered. Memory blocks come at great cost.
They leave a person without an explanation for bewildering
emotional distress that causes turmoil.

Memory can also be confounded; that is, snippets of
memory from a real event can be interwoven with snippets
of an imagined event. Recent research has demonstrated that

the mere suggestion that you could have once been lost in
a shopping mall can leave a memory trace in the brain. This
memory trace can then become linked to the memory of a
friend’s or sibling’s story of being lost or a fairy tale such as
Hansel and Gretel, as well as actual memories of shopping
malls. Under stress and over time, the knowledge that be-
ing lost in a mall was only a suggestion deteriorates. If you
are asked at a later time if you were ever lost in a mall, your
brain will activate these assorted images, and eventually you
“remember” being lost in a mall as a child.

These findings—that memories are open to faulty rec-
ollection or that they can be created through a suggestion
from another—have caused great distress for survivors of
childhood sexual abuse who experience the phenomenon
called recovered memory. Recovered memories of childhood
sexual abuse are those that emerge into consciousness after
being repressed for a period of time, sometimes for years.
Imagine what it must be like having recalled long-forgotten
memories of painful and humiliating sexual abuse by a trusted
or loved adult. Imagine further what it must be like to have
your unsettling memories viewed with suspicion. You might
feel helpless, hopeless, and lost. Your sense of self would be
fragmented, and your self-esteem diminished; your spiritual
distress would be heightened.

The recent rise in reported cases of recovered memory
has led to a large number of lawsuits against perpetrators
accused of having committed acts of abuse years ago. Es-
sentially, people who have recovered repressed memories,
often through hypnosis, are pitted against alleged perpetra-
tors who claim these memories are actually manufactured
false memories. Therapists who work to help people recover
repressed memories are pitted against memory researchers
who claim that false recovered memories are fabricated in the
highly charged atmosphere of mental health therapy.

Psychiatric-mental health nurses need to be aware of
both sides of the issue. There are many therapists who are
skilled at helping individuals remember events that happened
in the past without suggesting possible false memories. At the
same time, research has shown that even though hypnosis
may make it easier for people to recall real memories, it also
makes it easier to create false memories. Be aware that many
persons who have experienced sexual abuse have a history
of not being believed by parents or others they love or trust.
Expressing disbelief will only cause the client further pain. Be-
ing compassionate will help clients in the struggle to examine
their own lives.

Clinical Example

A woman who is an only child learns that her elderly widowed mother has
been diagnosed with cancer. The woman recognizes that she will be the sole
support of her mother during this trying time. She also has some professional
responsibilities that cannot be put off. The woman decides to put off worrying
about what the future may bring or anticipating her mother’s death until her
mother’s diagnostic studies are completed, an accurate staging of the cancer
can be performed, the first chemotherapy sequence has been completed, and
a realistic prognosis is made of her mother’s chances for a remission. As she
puts it: “I’ve got too much to do and can’t afford to fall apart right now.”

Clients may refuse to consider their difficulties by saying that
they “don’t want to talk about it” or that they will “think about
it some other time.” This, too, is suppression.

Nursing Intervention Strategies Suppression can be
dealt with in the same way as repression with initial support
and protecting the client’s need to suppress. Suppression is
generally easier to deal with because the material remains
conscious. You can be somewhat more directive in assessing
why the client avoids talking about a situation. Suggest that the
client try to look at the situation because it affects future plans.
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Offering information about the situation may help clients look
at their situations objectively. As they learn more, they may
feel less threatened.

Dissociation

In dissociation, the individual handles emotional conflicts,
or internal or external stressors, by a temporary alteration of
consciousness or identity. Dissociation resembles repression,
but it has a different origin. The self is formed through the
process of disapproval and approval from significant other
people. Therefore, the self dissociates, or refuses awareness
of, the expression of personal qualities and experiences of
which significant others disapprove. These feelings come to
exist separately from the person’s self-concept. A little girl
with artistic abilities that are not validated by her parents will
not think of herself as artistic. She may deny her abilities even
when other people point them out.

People who dissociate do not “notice” what they are do-
ing. This limitation of awareness is maintained because they
experience anxiety whenever permissible levels for the self
are trespassed.

Clinical Example

Jennifer consciously believes that sexual overtures are wrong, yet she
behaves seductively toward men. She cannot understand why men see
her behavior as a sexual invitation. The use of dissociation complicates
Jennifer’s problems. She needs to ignore or deny aspects of her situa-
tion to feel comfortable in it. Other people notice and point out Jennifer’s
seductive behavior, but she cannot recognize it because it is not a part of
her self-concept. If Jennifer admitted her sexual feelings, she would expe-
rience severe anxiety and personality disorganization.

Nursing Intervention Strategies To intervene with a dis-
sociated client, nurses would introduce discussions about the
client’s definition of self-concept. Unrealistic self-concepts,
such as Jennifer’s, would be addressed over time while help-
ing Jennifer cope with her anxiety.

Identification

Identification is the wish to be like another person and to assume
the characteristics of that person’s personality. It represents a turn-
ing away from our own personality. Identification is unconscious.
In this it differs from imitation, which is the conscious copying of
another person’s qualities. Identification with people we admire
can serve an important function in maturation by evoking latent
qualities. For instance, a little girl who identifies with her mother
and sisters learns the behavioral characteristics of womanhood.
The most primitive type of identification is seen in the
infant’s relationship with the mother. Infants seem to perceive
no difference between their mothers and themselves and only
gradually become aware that their mothers exist apart from
them. Small children deal with people in terms of how these
people meet their needs. They do not see them as separate
individuals with needs of their own. Such identifications may

persist into adult life in people who have not differentiated
themselves psychologically from seemingly powerful parents.
One specific manifestation of identification is passivity in
relationships. People who feel they have no resources of their
own will overvalue the resources of others and expect to be taken
care of. People who are most identified with their parents tend to
be people who were not allowed to develop their own individual-
ity. Part of the process of self-realization occurs in adolescence,
when we discard, with much anxiety and insecurity, our identi-
fication with the parents on whom we have been so dependent.
Some clients may not have achieved a degree of self-identity suf-
ficient to do this. Identification can inhibit our usefulness, be-
cause it prevents us from focusing on our own capacities.
Identification can be seen in clients who rely heavily
on the nurse’s advice and support. They expect that all their
needs will be met and that nothing will be expected of them.

Clinical Example

Louie has bipolar disorder and is taking lithium. He is not interested in
learning about the medication he must take, dietary recommendations,
or blood tests he needs. He expects the nurse to take responsibility for
seeing that he gets the right medicine and that everything else is in order.
Identification prevents him from being self-reliant.

Nursing Intervention Strategies Nurses who work with
clients like Louie should clarify what the client’s expectations
of the nurse are and then correct any misperceptions about the
nurse’s role. It is important to help the client increase his own
skills and take responsibility for his own care. Initially, you
can offer the client collaboration and interdependence. The
long-term goal in dealing with identification is for the client to
formulate a self-care plan independently.

Introjection

Introjection is closely related to identification. It is the pro-
cess of accepting another’s values and opinions as one’s own
if they contradict the values one previously held.

Clinical Example

Joe Kaufmann, a cabinet maker, has worked for a furniture manufactur-
ing company for 10 years. Joe’s employer has asked him to cut some
corners to help stem the company’s financial losses. Afraid of losing his
job, Joe compromises his values by providing shoddy workmanship as his
employer requests.

Introjection also occurs in severe depression following the
death of a loved one. The depressed person may assume many
of the deceased person’s characteristics, and in so doing lose
some self-awareness.

Nursing Intervention Strategies Treat introjection as you
would identification, remembering that introjection is more
primitive and more intractable. It originates in our experience of
being fed as infants. We incorporate people and objects into our-
selves in the same way that we swallowed food. We felt a sense
of oneness with everything in the external world and could not
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differentiate ourselves from others. Because thinking processes
are not involved in the first experience of introjection, this de-
fense mechanism tends to be difficult to explore on the verbal
level.

Projection

Projection is an unconscious means of dealing with personal
difficulties or unacceptable wishes by attributing them to others.
We blame other people for our shortcomings or see them as har-
boring our own unacceptable feelings or thoughts. In the course
of development, the child, needing parental approval, will iden-
tify with the parents and will also deny what they seem to con-
demn or fail to acknowledge. For instance, if her parents do not
openly express and recognize angry feelings, a little girl will
tend to regard anger as dangerous. She will then deny awareness
of her own anger. Anger in others will disturb her, and she will
tend to condemn in others the anger she cannot accept in herself.
It is common knowledge that people often tend to criticize oth-
ers for their own unacknowledged inferiorities. The person who
fears being taken advantage of is often an opportunist.

In adult life, projection can be destructive if it interferes
with our ability to acknowledge our own feelings. The tendency
to attribute our own undesired feelings to others also blurs the
boundaries between ourselves and others. This, in turn, makes
it difficult to understand other people’s feelings. People who
make excessive use of projection tend to attribute to others hos-
tile or seductive motives that do not actually exist. This pre-
vents them from forming trusting and reciprocal relationships.

Clinical Example

Linda is wary and suspicious of every man she meets. Regardless of how
they behave toward her, Linda says: “They only want one thing.” She in-
terprets their behavior as sexually suggestive but has no awareness of her
own sexual interest in them.

A tendency to projection may also interfere with prob-
lem solving. A young woman who believes she is failing a
course because of her teacher will not focus her energies on
her studies.

Nursing Intervention Strategies Clients who must deal
with the stress of serious illness may shift the blame for their
condition onto you, the nurse. They may complain of poor nurs-
ing care to a nurse who is actually very skillful. They may be-
lieve that they are being “paid back” for wrongdoing in the past.
If such a client is accusing you falsely, do not show anger or
retaliate but show, through consistency and attention, that you
respect the client and are concerned about his or her welfare.

As clients feel more secure in the nurse—client relation-
ship, encourage them to explore the realistic aspects of their
situation. For example, you can help a man who blames his
spouse and his job for his alcoholism objectively explore what
is known about the etiology of alcoholism. This may help him
come to terms with his feelings of guilt and anger. This type
of intervention helps the client separate his own feelings from
the objective facts of the situation.

Denial

Denial of reality is one of the simplest of the defense mech-
anisms. In denial, painful or anxiety-producing aspects of
awareness are blocked out of consciousness. The reality of a
situation is either completely disregarded or transformed so
that it is no longer threatening. Denial is one of the most com-
mon defenses against the stress of diagnosis and illness and is
typically present in the first few minutes of adjustment to the
death of a loved one. It may be helpful as a temporary protec-
tion against the full impact of a traumatic event.

Clinical Example

A father reacts with denial when he shouts, “No, it can’t be true; there must
be a mistake,” when told his 8-year-old son has just died in the trauma unit
of injuries incurred when his bicycle collided with an automobile.

A young woman admitted to a psychiatric hospital because of acute
anxiety and frightening hallucinations says she just “needs a rest.”

Nursing Intervention Strategies Sometimes denial is
the best solution for the client. In such situations, support
the denial. A terminally ill client who believes she will soon
recover and who cannot think about her illness should be
allowed the protection of denial. Not all clients need to face
up to reality. You should recognize that the use of denial may
be preventing serious personality disorganization.

Sometimes, however, denial is directly harmful to the cli-
ent, as when a man refuses to take medication that is crucial to
his survival or to his mental health. In such cases, you should
assess the motivation for the client’s behavior. After discov-
ering the protective function the denial is serving, focus on
helping the client meet these needs in a way that is not self-
destructive. You can also help by not reinforcing patterns of
denial but rather focusing on instances when the client seems
to be dealing with reality.

Fantasy

Fantasy is a form of nonrational mental activity that enables
the individual to temporarily escape the demands of the
everyday world. Fantasies are not confined by the reality con-
siderations of cause and effect and time and space. Fantasy
normally characterizes the thinking of children before they
are able to engage in consensually validated communication.
Adults revert to fantasy during times of stress to obtain a sym-
bolic satisfaction of wishes.

Clinical Example

A businesswoman facing financial difficulties temporarily escapes by
daydreaming that she is enjoying a luxurious vacation on a Caribbean
island.

Another woman with advanced multiple sclerosis imagines herself a
famous ballerina with complete control of her body.

A man whose wife has told him she wants a divorce imagines how
much his wife will appreciate him now that he has been diagnosed with
cancer.
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Fantasy may offer temporary relief from pressures, but people
who spend too much time in fantasy may be unable to meet
the requirements of reality.

Clients who are very ill may fantasize that when they re-
cover, many good things will happen to them. They may imag-
ine that they will receive special recognition in their work or
that they will get along better with their families. These fan-
tasies may help such clients deal with the deprivations caused
by illness. However, they may also create unrealistic expecta-
tions. The fantasies may make one feel good temporarily but
interfere with problem solving.

Nursing Intervention Strategies Clients who engage in
fantasy related to their illness need gradual help in assessing
the responses others are likely to make and the achievements
they themselves may realistically expect. Clients who fail to
adjust to reality will be disappointed when their expectations
are not met.

A helpful approach that will not devastate clients who
need to hold on to some fantasy is to ask them to discuss their
specific future plans. Examining the details of work and inter-
personal adjustment may help a person relinquish unrealistic
expectations and make more realistic plans. For example, the
man who believes that a diagnosis of cancer will improve his
marriage because his wife will appreciate him more fully must
recognize that this is improbable. He needs to examine the
real effects his illness will have on her. He must plan how to
make specific improvements in their communication by an-
ticipating problem areas.

Imagination does have a creative aspect, however. Fan-
tasies have a richness and variety that is lacking in the every-
day world. Certain artists, such as Dali and Picasso, enriched
their works of art through fantasy. Evidence also exists that
insights leading to scientific discovery do not come about as
the result of step-by-step logical thinking. Rather, they are
created through fantasy.

Rationalization

Rationalization is the attribution of “good” or plausible rea-
sons for questionable behavior to justify it or to deal with dis-
appointment. Rationalizing helps us avoid social disapproval
and bolster flagging self-esteem.

Clinical Example

A nurse fails to return to the bedside of a nursing-home client despite a
promise to do so before leaving work. She believes her behavior is justi-
fied because the client has problems with recent memory and probably
wouldn’t remember anyway.

Many people use rationalization because they wish to
prove to themselves or others that their actions are governed
by reason and common sense, even though they may not fully
understand the reasons for their own behavior. Such explana-
tions may be essential to maintaining personal integrity. They
are not destructive as long as they do not prevent one from
solving everyday problems.

Rationalization becomes more of a hindrance when it
prevents us from making necessary changes in our behavior
by interfering with our ability to examine that behavior. One
sign of rationalization is an active search for reasons to justify
our behavior or beliefs. Another is an inability to recognize
inconsistencies in our beliefs. A third is being upset when our
reasons are questioned, because each questioning threatens
our defenses.

Clients may use rationalization to soften the blow of
losses caused by illness. For instance, a man who is ill may
give up work prematurely after rationalizing that he would not
have been successful in that field anyway. Such unnecessary
restrictions deprive us of possible achievements.

Nursing Intervention Strategies Nurses must respect
their clients’ need to rationalize fears and insecurities they
cannot face. However, hold out to clients the possibility for
change. You can help clients face the reality of their situation
by encouraging them to explore ways they can deal with it
more effectively. One way is to help them explore past in-
stances in which they did change in order to cope with a
stressful situation. Believing and recognizing that we have
real strengths helps us face our areas of insecurity.

Reaction Formation

Reaction formation is a defense through which we keep an
undesirable impulse out of awareness by emphasizing its op-
posite. To protect ourselves from recognizing dangerous feel-
ings, we develop conscious attitudes and behavior patterns
that are just the opposite of those feelings. For example, the
desire to be sexually promiscuous may be concealed behind a
moralistic demeanor. Some people who crusade passionately
against alcohol or pornography may have an underlying wish
to enjoy these things. Hostility may be concealed behind a
facade of love and kindness.

Clinical Example

Sue has been married to Colin for 25 years. Sue’s friends and family view
Colin as a typical chauvinist. Both of them are professional people—Colin
is a banker and Sue is a freelance writer. Colin seldom lifts a hand around
the house or drives the children to any of their lessons or sporting events.
He drops his clothing all over the bedroom floor and expects Sue to clean up
after him. One day, while Sue and her colleague were polishing an article for
a travel magazine, Colin arrived home after lunch in a restaurant and rushed
upstairs to the bathroom. In a few minutes, he rushed out the door, saying,
“Sorry, Susie, but there’s a bit of a mess in the upstairs bathroom.” Colin had
been nauseated and vomited and did not clean the toilet or the towels he used.
Although Sue’s colleague’s astonishment at Colin’s behavior turned to anger,
Sue remained unnaturally sweet and loving and unable to consider the pos-
sibility of being angry with him. Sue is probably using this excess sweetness
and loving kindness to counteract an unacceptable (to her) degree of anger.

People who use this defense are not conscious of their true
feelings. Clues that reaction formation is occurring are an
inappropriate intensity of feeling and the inability to consider
alternative points of view.
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Nursing Intervention Strategies A client manifesting
reaction formation requires essentially the same approach as
one manifesting repression. Respect and support the client’s
defenses while providing a secure relationship in which to ex-
plore feelings and new behavioral alternatives. Also be aware
that it is easy to be annoyed at clients who cannot face their
true feelings. The rigid and excessive display of what seems
to be an insincere emotion can be frustrating. Remember that
these clients are not “lying” or pretending. They are uncon-
sciously protecting themselves against recognizing threaten-
ing feelings.

Displacement

Displacement is the discharging of pent-up feelings, generally
hostility, on an object less dangerous than the object that aroused
the feelings. This defense is used when emotions are aroused in
a situation in which it would be dangerous to express them.

Clinical Example

John has just failed an important examination. He believes his failure was
the instructor’s fault. He cannot express the full extent of his anger, be-
cause that would get him into worse trouble with the instructor. John goes
quietly back to the dormitory. But when his roommate turns the stereo on
too loud, John explodes. He doesn’t fear retaliation from his roommate—
they are peers and friends.

In some cases, we turn our anger toward another person in-
ward upon ourselves. When this happens, we experience ex-
aggerated self-accusations and guilt.

Nursing Intervention Strategies Clients may express
inappropriate anger to the nurse when they are actually angry
at someone or something else. The client may feel more se-
cure with the nurse, who offers a safe target for displaced feel-
ings. Displacement differs from projection in that people who
use displacement are not distorting their feelings and attribut-
ing them to someone else. The feelings are clear, and the per-
son acknowledges them. They are simply being directed at the
wrong person. Therefore, it may be easier to help these clients
acknowledge the real situation by remaining calm and accept-
ing during an angry outburst. For example, after the outburst
is over, say, “You seem so angry; I wonder if you really are
angry because your breakfast is cold or if there might be some
other reason.” Opening up the possibility for a discussion of
anger may help these clients to sort out just why and at whom
they are angry.

Undoing

Undoing is an attempt to counteract the effects of an ear-
lier behavior or thought that is inappropriate or hurtful in
the hope that it will balance out. Undoing is an attempt to
take charge—to make things better, and perhaps patch up
a relationship. Undoing involves feeling guilty. Because
one cannot change the past, however, undoing is essentially
symbolic.

Clinical Example

Over a period of several weeks, Elizabeth has failed to return the phone
calls and messages that her friend, Lynda, who lives in another city, has
left for her. Once she did call Lynda, Lynda told her that she not only
had been very worried about Elizabeth, wondering if she was alright, but
her feelings were also hurt. Shortly thereafter, Elizabeth sent Lynda a
Valentine’s Day card.

The symbolic message is: “See, I'm not such a bad person af-
ter all.” Freud would probably say that Elizabeth’s unconscious
purpose was to convince herself that she was a good person.
Undoing is commonly associated with obsessive—
compulsive behaviors. For example, Freud believed that some
rituals such as compulsive hand washing were attempts to
atone for sexual thoughts, feelings, fantasies, or behaviors.

Nursing Intervention Strategies Clients can be helped
to recognize their undoing behaviors as after-the-fact
responses to anxiety-provoking situations. You can help
clients to rework situations that engendered undoing by
avoiding inappropriate or hurtful behaviors.

Intellectualization

Intellectualization is the process of separating the emotion
aroused by an event from ideas or opinions about the event be-
cause the emotion itself is too painful to acknowledge. The painful
emotion is avoided by means of a rational explanation that divests
the event of any personal significance. Failures are less significant
if one believes that the situation could have been worse.

Clinical Example

A woman whose husband recently died deals with her grief by telling her
friends in a rational manner that it was better that he died suddenly by
heart attack rather than to have died at the end of a long, chronic illness.
A boy who breaks his pelvis while skiing consoles himself after the
accident by saying, “I would rather have a broken hip than a broken neck.”

Clients may use intellectualization to blunt the emotional
impact of their problems. This may be difficult for the nurse to
perceive, because such clients often seem to know a great deal
about their condition. They may be able to discuss in great
detail the metabolic processes in diabetes or the psychody-
namics of anxiety. At the same time, they cannot apply these
concepts to their own situation in an emotional sense.

Nursing Intervention Strategies Intellectualization re-
sembles rationalization in that it provides a verbal means of
dealing with anxiety. Its use closes off the possibility of ac-
cepting and working out problems. Clients often use intellec-
tualization at the onset of a crisis, and the need for this defense
may decrease in a supportive nurse—client relationship. You
can help the client relate emotionally to a problem by not forc-
ing the expression of feeling. This will only frighten the client
further. Asking these clients to explain how their knowledge
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relates to them personally may encourage them to accept and
explore their emotional reactions.

PSYCHOLOGICAL FACTORS AFFECTING
MEDICAL CONDITIONS

Physical illnesses with a major emotional component are often
called psychophysiologic or psychosomatic disorders. Because
these terms are vague and have limited value for diagnosis,
treatment, and research, the term psychological factors affect-
ing medical conditions (PFAMC) is used in the DSM-IV-TR
(APA, 2000) (see the Diagnostic Criteria feature in this sec-
tion). The essential feature of this category is the presence of
one or more specific psychological or behavioral factors that
adversely affect a medical condition. These factors may influ-
ence the course of a medical condition, interfere with the condi-
tion’s treatment, or constitute an additional health risk. They
may be any one or a combination of the following:

= A mental disorder affecting the course or treatment of
a general medical condition, such as bipolar disorder
(manic episode) complicating hemodialysis

= A psychological symptom affecting the course or
treatment of a general medical condition, such as
anxiety complicating the ability to carry out self-care
for diabetes mellitus

= A personality trait or coping style affecting the course
or treatment of a general medical condition, such as
denial interfering with the timely treatment of
cancer

= A maladaptive health behavior affecting the course
or treatment of a general medical condition, such as a
sedentary lifestyle and overeating affecting treatment
for coronary artery disease

= A stress-related physiological response affecting
the course or treatment of a general medical condi-
tion, such as stress-related dysrhythmias in a person
recovering from myocardial infarction

The DSM-IV-TR distinguishes PFAMC from several re-
lated disorders. A mental disorder due to a general medical
condition can be defined as the presence of mental symptoms
that are judged to be the direct physiological consequence of a
general medical condition. In mental disorder due to a general
medical condition, the presumed causality is in the opposite di-
rection. For example, an individual may have catatonic disorder
due to a neurologic condition such as a neoplasm, encephalitis,
or cerebrovascular disease. Personality change may be due to
HIV disease, head trauma, or lupus erythematosus. For situ-
ations in which delirium, dementia, amnestic disorder, mood

DSM ESSENTIAL FEATURES
Psychological Factors Affecting Medical Condition

A general medical condition is present.
The psychological factors and the general medical condition
are closely related in time.

disorder, psychotic disorder, anxiety disorder, sleep disorder,
or sexual dysfunction are factors, see the appropriate chapters
related to these diagnoses in this text. While somatoform dis-
orders are characterized by both psychological and physical
symptoms, no medical condition completely accounts for the
physical symptoms seen in people with this disorder. Other psy-
chiatric disorders excluded from PFAMC include conversion
disorder, hypochondriasis, physical complaints associated with
a mental disorder, and substance-related physical complaints.

Holistic Theory of lliness

Because all illnesses may ultimately stem from multiple fac-
tors, a holistic theory of illness serves as a basis for under-
standing all human disorders. As you appreciate the complex,
interwoven pattern of emotional and physical elements, you
will more fully comprehend the essential unity of the body
and the mind. For a partial list of physical conditions having
psychological components, see TABLE 2 M.

Clients who come to the attention of health care profes-
sionals because of physical complaints frequently have their
psychological needs neglected. Those unmet needs may be
contributing to the complaint, may be the primary cause of
symptom development, or may be the reason for the client’s de-
cision to seek help. Even if the most technologically advanced
diagnostic and treatment approaches are applied, ignoring the
psychological components of illness can be as disastrous as
ignoring the biological components. Such psychological com-
ponents can undermine medically appropriate treatment. The
following clinical example illustrates these ideas.

Clinical Example

Peter G., 5 years old, was admitted for the fourth time in 6 months be-
cause of an acute asthma attack. While Peter was being treated medically,
his parents waited in the family room. Mrs. G. sat crying and wringing her
hands while Mr. G. paced the floor with a strained expression on his face.
A staff nurse was able to talk to them and trace the sequence of events
leading up to Peter’s admission to the hospital.

It was a Saturday afternoon, and Mr. and Mrs. G. had been arguing
about whether to send Peter to kindergarten in the fall. Two points of view
had emerged. Mr. G. was all for it. He wanted Peter to grow up quickly
and leave his “babyish ways” behind. Mrs. G. was against it. Peter was the
baby of the family, and Mrs. G. felt that her husband was always pushing
him to do things too advanced for a 5-year-old child. Peter had awakened
from his nap to hear his parents shouting at each other. The quarrel ended
abruptly when Peter started to wheeze, and both parents rushed to his
bedside, united in their concern for him.

The psychological factors not only interfere with the treatment of
the medical condition, they also present additional health risks.
Stress-related physiological responses either cause the medical
symptoms or make them worse.
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TaeLe 2 m Examples of Physical Conditions Having Psychological Components

System Condition

Cardiovascular

Essential hypertension, angina pectoris, tachycardia, arrhythmia, cardiospasm, coronary artery disease, mitral
valve prolapse, myocardial infarction, migraine headache

Gastrointestinal

Irritable bowel syndrome, gastric ulcer, duodenal ulcer, pylorospasm, regional enteritis (Crohn’s disease),
ulcerative colitis, nausea and vomiting, gastritis, chronic diarrhea

warts

Hormonal Hypoglycemia, diabetes mellitus, hyperthyroidism, hypothyroidism, hyperparathyroidism,
hypoparathyroidism, premenstrual syndrome, obesity

Immune Allergic disorders, cancer, autoimmune disorders (systemic lupus erythematosus, rheumatoid arthritis,
Hashimoto’s thyroiditis, myasthenia gravis, psoriasis), AIDS

Integumentary Neurodermatitis (atopic dermatitis), pruritus, psoriasis, hyperhidrosis, urticaria, alopecia, acne, herpes, genital

Neuromuscular/skeletal
disease

Chronic pain, headache, sacroiliac pain, temporomandibular joint (TM]) pain, rheumatoid arthritis, Raynaud'’s

Respiratory

Asthma, hyperventilation syndrome, tuberculosis

What factors brought on Peter’s asthma attack at that particu-
lar time?

1. The biologic factors include Peter’s physiologi-
cal makeup. His mother had been asthmatic as a
child. She and Peter are both allergic to chocolate,
eggs, feathers, and dust. Peter inherited certain
genetic features that make him susceptible to certain
environmental stressors—in this case, the specific
allergens.

2. Sociologic components of Peter’s illness revolve
around his family’s functioning. Mr. and Mrs. G.
have different viewpoints on what Peter’s role in the
family should be. Their conflicts create a second
source of stress for Peter.

3. A third component is Peter’s psychological state.
A 5-year-old boy views the integrity of his fam-
ily as extremely important, and parental conflicts
may threaten his sense of security. Peter had dis-
covered that his parents rallied together when he
was ill.

In view of these contributing factors, the treatment plan
for Peter should not end when Peter stops wheezing. To re-
duce the number of such emergencies, caregivers need to de-
vise a long-range treatment plan. This plan should encompass
the physiological, psychological, and sociologic components
of Peter’s asthma attacks. Peter’s condition further illustrates
the importance of examining cultural, environmental, devel-
opmental, genetic, constitutional, and historical factors in all
disease processes.

Therefore, in all illness, a holistic approach is necessary
in order for you to address each facet of the client’s overall
problem. For each of the disorders, we suggest nonmedical
interventions that reduce stress while increasing the client’s
understanding and control over troublesome symptoms. Pro-
moting a healthy lifestyle and advocating lifestyle modifica-
tions are important nursing responsibilities regardless of the
clinical area in which you practice.

Selected Conditions Affected

by Psychological Factors

The following sections review the characteristics of several
conditions often considered to be affected by psychological
factors. For most of these conditions, an exact etiology is un-
known. Current research focuses on the complicated interrela-
tionships among such factors as stress, genetic susceptibility,
personality, environment, and hormones. Treatment is eclectic
and holistic, focusing on mind, body, and spirit.

Gastrointestinal Disorders

Gastrointestinal (GI) functional disorders are chronic or re-
current GI symptoms with no identifiable physiological basis.
GI symptoms are widespread throughout the population and
vary according to such factors as gender and socioeconomic
status. Women, for example, tend to more frequently report ir-
ritable bowel syndrome or functional constipation, while men
more frequently report bloating symptoms. Social, economic,
and lifestyle factors all appear to affect susceptibility to GI
disorders to varying degrees, although whether such increased
susceptibility results from differences in social stress, dietary
factors, or other socioeconomic factors is unclear.

Peptic Ulcer Peptic ulcer disease (PUD) has been one
of the most thoroughly studied illnesses thought to be influ-
enced by psychological factors. Most peptic ulcer disease has
been attributed to the bacterium Heliobacter pylori, which can
be treated with antimicrobial medication. However, PUD is
prevalent among people with stressful lifestyles and is associ-
ated with “getting ahead” in Western cultures. PUD appears
to run in families and may be brought on or exacerbated by
diet, stress, and certain infections. Duodenal ulcers, seen more
frequently in men, are associated with hypersecretion of hy-
drochloric acid, probably stimulated by stress and anxiety.

Emotions such as anxiety and anger are also associated
with the secretion of acid and pepsin, predisposing susceptible
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individuals to duodenal ulcer formation. Personality features
of hostility, irritability, hypersensitivity, and impaired coping
ability may also contribute to ulcer formation.

While studies of the relationship between psychological
factors and ulcer formation and chronicity are somewhat con-
troversial, psychological intervention is often recommended
for PUD clients, especially in the absence of Heliobacter
pylori. Such intervention is often directed toward resolv-
ing dependence conflicts and may include biofeedback and
relaxation therapy, individual and group educational ap-
proaches, and pharmacologic and dietary management.

Inflammatory Bowel Disorders The role of psycho-
logical factors in inflammatory bowel disorders is unclear,
although studies have demonstrated a relationship between
psychological factors and the GI system, particularly such
conditions as irritable bowel syndrome and inflammatory
bowel disease (Hertzer, Denson, Baldassano, & Hommel,
2011), multifactorial disorders for which stress has been im-
plicated in the pathophysiology. Autoimmune factors and in-
fections, coupled with psychological factors, may contribute
to these disorders. Clients with ulcerative colitis tend to have
a compulsive personality style with the following features:
neatness, orderliness, punctuality, indecisiveness, emotional
guardedness, humorlessness, conscientiousness, obstinacy,
conformity, moral rigidity, and worry. Recent research, how-
ever, raises many questions about the validity of these per-
sonality features. Contemporary researchers say that the
psychological traits these clients display are similar to those
of clients with other chronic illnesses, with dependence being
the most common trait. In many cases, onset and flare-ups
seem linked to stressful life events, such as separations, fail-
ures, and disappointments.

Regardless of the source of the client’s illness, treatment
should focus on present troublesome areas, particularly con-
cerns about the uncertain nature of the disease. Because of
inherent differences between Crohn’s disease and ulcerative
colitis, the clinician must consider different approaches in
planning treatment. The plan may include individual psy-
chotherapy, family therapy, and environmental manipulation
along with the medical regimen. These clients do best when
they are involved in solid and long-term supportive relation-
ships with nurses and physicians who help them develop cop-
ing and self-care skills.

Cardiovascular Disorders

The cardiovascular system is a sensitive indicator of emotional
arousal, whether it is fear, anger, or pleasurable excitement. High
levels of stress are suspected to have harmful effects on the heart and
vascular system, especially if stress is chronic or repeated (Doering
& Eastwood, 2011). Experience, learning, and symbolic meaning,
along with their emotional content, can influence heart rate, heart
rhythm, and blood pressure. These cardiovascular changes can
in turn create emotions, mostly unpleasant, that affect perception
and ideation. A number of indicators have been identified as high-
risk factors for heart disease. They include genetic, physiological,

social, and psychological influences. Stress researchers have found
that persons who perceive a lack of control over their work situa-
tion, and experience high demands at the same time, may be prone
to cardiovascular diseases. Situations such as these, common in
nursing, may place nurses at risk for health problems.

A variety of psychosocial factors are believed to contrib-
ute to coronary artery disease (CAD). Many of these have been
studied extensively, including affective states, personality or
coping style, psychological reaction to environmental stimuli,
sociocultural factors, and interpersonal factors. Psychologi-
cal factors that have been linked to CAD, sudden death, and
ventricular arrhythmias include anxiety and depression, a be-
havior pattern involving feelings of hostility and anger, work
overload, life stress, and a lack of social support.

The highly competitive, urgent, impatient, hostile, and
driving type A personality displays the classic constellation
of personality characteristics associated with CAD, angina
pectoris, and myocardial infarction. Of all these behaviors,
anger, in particular, is the best predictor of future heart dis-
ease (Haukkala, Kontinnen, Laatikainen, Kawachi, & Uutela,
2010). Adverse conditions in the client’s environment, either
social or economic, can also create the stress that leads to
cardiac dysfunction.

Essential hypertension, cardiac dysrhythmias, and so-
called cardiac neurosis are three syndromes of cardiovascular
functioning with major psychological inputs. The classical
hypothesis in hypertension has been that people have conflict
between their dependent and aggressive inclinations. This
causes chronic repression of all displays of anger or resent-
ment. The repressed emotions are eventually transformed into
disorders of blood pressure regulation. Although this spe-
cific hypothesis has been difficult to prove, experiments have
shown that fear, anger, frustration, and guilt (along with sev-
eral medical conditions) all cause rises in diastolic blood pres-
sure in vulnerable individuals. Likewise, anxiety, hostility,
depression, interpersonal conflict, and disruptive life events
have all been shown to potentially precipitate dysrhythmias,
such as sinus tachycardia, paroxysmal atrial tachycardia, and
both atrial and ventricular ectopic beats.

Cardiac neurosis is a syndrome consisting of cardiac
distress, exercise intolerance, easy fatigability, respiratory
discomfort, and dizziness. These features are similar to those
found in panic disorder and mitral valve prolapse.

The treatment of cardiac disease must be multifaceted.
In addition to medical or surgical treatment, other approaches
involve stress management, relaxation training, biofeedback,
weight control through diet and exercise, and behavioral in-
terventions to help people give up smoking. More efforts are
being geared toward prevention, including programs by in-
dustry and corporations to promote healthy lifestyles among
employees.

Endocrine Disorders

A large number of disorders of endocrine functioning are as-
sociated with psychological factors. The endocrine system has
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particular significance for psychiatry, because there is a close
relationship between the emotions and a variety of active
chemical substances released in tissues by nerve impulses.

Studies on the relationship between emotions and endo-
crine function have shown the following:

= Various neurotransmitters affect hormone-releasing
factors.

= Psychoactive medications whose action is medi-
ated by neurotransmitters also affect the delivery of
hormone-releasing factors.

m Stress activates the autonomic nervous system,
which can stimulate the adrenal medulla to produce
epinephrine or the pancreas to secrete insulin.

m Corticosteroid production of the adrenal cortex
increases greatly during some psychotic episodes
in clients with schizophrenia.

= Steroid levels also increase in agitated or anxious
depressive people.

It seems fair to conclude that the emotional centers of the
brain—the cerebral cortex and limbic system—are intimately
tied to the endocrine organs, through the axis of the hypo-
thalamus and the anterior pituitary. Their secretions act as
communication messengers. It is not surprising, then, to find
expressions of emotional arousal through endocrine changes
and major effects on emotional states from endocrine dis-
eases. These are both, in fact, common. Endocrine disorders
and their physical and mental symptoms are listed in Your
Assessment Approach.

Adrenal dysfunction characteristically produces
prominent mental as well as distinctive physical symp-
toms. Thyroid disorders are commonly accompanied
by cognitive or emotional changes. Stress has been im-
plicated, though inconclusively, in the precipitation of
thyrotoxic crises. Stress may influence the course of dia-
betes, either directly by promoting a flare-up or indirectly
by causing the client to neglect a usually rigid medical
regimen. So many mental symptoms are associated with
hypoglycemia that many clients are classified and treated
as “classic neurotics.”

It is evident that numerous problems can be caused by en-
docrine dysfunction. The treatment approach must be individu-
alized to meet the client’s physical and psychological needs. An
important role for the nurse is primary prevention. Adequately
preparing a person for developmental changes by offering ac-
curate information about likely physical and emotional altera-
tions can help prevent severe psychiatric disturbances during
these periods. Reliable support and open channels of communi-
cation are necessary. New coping strategies can be successful if
their design, timing, and presentation are appropriate.

Asthma

Asthma is among the most widely studied illnesses of the re-
spiratory system. Because breathing is essential to life, there
has been much speculation about the emotional and symbolic
significance that can become attached to the processes of air
exchange.

There are allergic, immunologic, and emotional inputs
to asthmatic attacks. The emotional components may lead
directly to alterations in bronchus size. Contemporary re-
searchers examine the interplay of both psychological and
physiological aspects of asthma such as the relationship be-
tween asthma, anger, quality of life, early stress, and maternal
stress (Wright, 2011) as well as the neurologic and humoral
bases of asthma pathogenesis. However, certain personality
types are linked by some researchers and clinicians to asthma
susceptibility: those with extreme inhibition, covert aggres-
sion, marked dependence needs, a high need for affection,
and those prone to depression, anxiety, and disturbances of
self-esteem.

Asthmatic people may be extremely frightened by asth-
matic attacks, particularly in childhood. This fear may make
them feel helpless and vulnerable. In response, they often
adopt a clinging style of relating. The emotional and physical
aspects of the illness seem to interrelate in a complex system
of feedback loops. See the clinical profile of Peter G. for an
example.

You must assess each person with asthma individually to
determine what factors are contributing to the disease process.
In addition to medication, a treatment plan may include fam-
ily therapy, relaxation training, behavior modification, and
hypnosis.

Arthritis

Rheumatoid arthritis (RA) has long been identified as an ill-
ness that is strongly influenced by emotional life. Its etiology
remains uncertain. Psychological stresses are thought to pre-
cipitate attacks and flare-ups.

Early psychological studies of individuals with RA
attempted to define the “rheumatic personality.” These
people were described as self-sacrificing, masochistic,
inhibited, perfectionistic, and retiring. While a high per-
centage of people with RA are depressed, they do not dif-
fer from others with chronic illness in this respect; that is,
chronic illness increases the risk of depression. Thus, in
RA, depression may stem from actual and perceived func-
tional and other losses (such as mobility). The diagnosis
cannot be based on personality type, however, because
there are many exceptions to the rule. Physical findings,
deformities, subcutaneous nodules, and blood studies re-
main the criteria for identification.

A treatment plan for clients with arthritis may include
pain control, surgery, drugs, vocational counseling, occupa-
tional therapy, and interventions to alleviate or prevent de-
pression and to deal with depression and anger more directly.

Headache

The experience of headache resulting from emotional tension
is common. Headaches account for many physician visits and
for job absenteeism. Headaches are also highly associated
with depressive and anxiety disorders. Some theorists support
the notion that headache sufferers are likely to maintain rigid
control over emotions, feel hostility toward others, use intro-
jection as a defense, and be perfectionists.
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I YOUR ASSESSMENT APPROACH Common Features of Endocrine Disorders

Disease

Addison’s disease
(adrenal insufficiency)

Cushing’s syndrome
(adrenal cortex
hyperfunction)

Diabetes mellitus

Hyperthyroidism

Hypoglycemia

Physical Symptoms

Weakness, fatigue, anorexia, weight loss, nausea and
vomiting, pigmentation of skin, hypotension

Truncal obesity, moon facies, abdominal striae,
hirsutism, amenorrhea, hypertension, osteoporosis,
weakness

Polydipsia, polyuria, polyphagia, weight loss, blurred
vision, fatigue, impotence, fainting, paresthesia

Exophthalmos, goiter, moist warm skin, weight loss,
increased appetite, weakness, tremor, tachycardia,
heat intolerance

Tremor, light-headedness, sweating, hunger, nausea,

Mental Symptoms

Depression, irritability, psychomotor retardation,
apathy, memory defect, hallucinations

Impotence, decreased libido, anxiety, increased
emotional lability, apathy, insomnia, memory deficits,
confusion, disorientation

Stupor, coma, fatigue, impotence

Anxiety, tension, irritability, hyperexcitability, emotional
lability, depression, psychosis, or delirium

Anxiety, fugue, unusual behavior, confusion, apathy,

pallor, tachycardia, hypertension

Hypothyroidism
voice, rough dry skin, cold intolerance

Premenstrual
syndrome
for sweets, other appetite changes

Dull expression, puffy eyelids, swollen tongue, hoarse

Headache, breast engorgement, lower abdominal
bloating, Gl complaints, increased sweating, craving

psychomotor agitation or retardation, depression,
delusions, hallucinations, convulsions, coma
Psychomotor retardation, decreased initiative, slow
comprehension, drowsiness, decreased recent
memory, delirium, stupor, depression or psychosis
Irritability, depression, anxiety, emotional lability,
fatigue, crying spells

Headaches may be divided into the five following types:

Vascular headache of migraine type

Muscle contraction headache (tension headache)
Combined vascular—muscle contraction headache
Delusional, depressive, conversion, or hypochon-
driacal headache

5. Structural or disease-related headache from infec-
tions, tumors, hematomas, and eye, ear, nose, throat,
sinus, and tooth diseases

i

Interventions are based on the diagnosis and the contributing
factors that have been identified. Possible treatments and ap-
proaches include measures that increase circulation, such as
massage or heat application; use of medications; alterations
in diet, rest, and exercise patterns; psychotherapy; and bio-
feedback, meditation, hypnosis, relaxation, and other stress-
management approaches.

Skin Disorders

Allergic illnesses, particularly those involving the skin, have
been shown to have psychological elements in etiology or
course (Picardi et al., 2006). The skin, with its critical sensory
functions, mediates between the outside world and internal
states. Itching (pruritus), excessive sweating (hidrosis), urticaria
(hives), and atopic dermatitis are all commonly classified as psy-
chophysiological conditions. Because of the skin—nervous sys-
tem interactions, there may be a significant psychophysiological
or behavioral component to many dermatologic conditions.

A variety of stressful or emotional states are associated
with flare-ups of allergic skin disorders. Attempts have been
made to correlate specific emotional states or stresses such as
aggression, anxiety, anger, and longing for love with specific
skin disorders. In truth, these feelings and conflicts are seen
in normal, disordered, and other psychophysiological states.

Therefore, you should be cautious about accepting psycho-
pathogenic mechanisms as the only valid explanations.

The location of skin lesions has, historically, had sym-
bolic significance. Thus, conflict over an extramarital affair
has been associated with dermatitis in the wedding ring area.
Head and face locations have been classically associated with
conflict over affective display. Affliction of the hands is as-
sociated with practical or professional conflicts. A genital dis-
tribution of lesions may be associated with sexual concerns.

Resistance to Psychosocial Intervention

Behavioral therapy, cognitive therapy, biofeedback, hyp-
notherapy, and psychotherapy have all been used suc-
cessfully with appropriate clients. However, despite the
wealth of psychosocial interventions available to people
with psychophysiological disorders, many are resistant to
approaches that are not strictly medical. Reasons for this
include the following:

= These clients are believed to lack insight because
they express conflict through somatic complaints
rather than verbalization.

= Conflicts over unresolved dependence and aggressive
wishes may make it difficult to relate to these clients
interpersonally.

m These clients focus steadfastly on their somatic com-
plaints, apparently indicating that alternative defense
mechanisms are unavailable or inadequate.

= They are rarely highly motivated to heighten their
self-awareness, which is the goal of many forms of
psychotherapy.

= Even when they are somewhat motivated, they may
be unable or unwilling to delay gratification and thus
are impatient with the slow process of growth usually
required in psychotherapeutic work.
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For these reasons, traditional psychotherapy is not the
most useful intervention. Approaches that enhance medical
and surgical intervention and allow the client’s primary bond
to remain with nonpsychiatric health care providers are more
successful. Programs geared toward stress management are
very useful because they present stress as part of the human
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Competence

LEARNING OUTCOMES
After completing this chapter, you will be able to:

I. Explain what it means to be a culturally competent nurse.

2. Describe the role of the psychiatric-mental health nurse as culture broker.

3. Incorporate the strategies discussed here in your work with specific cultural groups.

4. Identify the risk factors associated with mental disorders that affect the experience,
expression, reporting, and evaluation of mental disorders among culturally diverse
groups.

5. Apply personal strategies for developing knowledge, motivation, and skills that can
improve your intercultural competence.

CRITICAL THINKING CHALLENGE

Janiece is a nurse in a psychiatric outpatient clinic in a downtown medical center of
a large city near the Gulf of Mexico. Her clients come from a variety of backgrounds.
Some are local people who have lived and farmed in the surrounding towns or work
in the tourist industry. Others are retirees who have moved from the North. Many
are Central American immigrants who originally came to help out in reconstruction
after a hurricane but now live and work there.There is also a large Czech community.
Janiece meets with clients in one-to-one counseling or with clients and families

in therapeutic or psychoeducation groups. Clients may or may not have a cultural
background similar to hers. Even more complex relationships exist when groups of
clients or family members from varied cultural backgrounds meet together with her
in a psychoeducation group.

I. How might the clients’ cultural beliefs, values, practices, and healing traditions
influence the goals Janiece has set for their treatment in one-to-one counseling?

2. How might the clients’ and families’ cultural beliefs, values, practices, and healing
traditions influence the goals Janiece has set for their treatment in therapeutic
or psychoeducation groups?

3. How can you apply principles of cultural competence to your psychiatric-mental
health nursing experiences with culturally diverse groups as well as individual
clients?




Cultural Competence

To meet global needs and opportunities in the 21st century,
nursing is addressing cultural diversity in a health care system
in which multicultural individuals are both recipients of care and
care providers. America is continuing to undergo demographic
shifts that include increasing numbers of diverse cultural groups.
Fifty-year projections (2000 to 2050) from the U.S. Bureau of the
Census highlight increases in each of the major cultural groups
(African-American, Native American, Eskimo and Aleut, Asian
and Pacific Islander, and those with Hispanic origins) other than
Caucasian. It is estimated that these diverse cultural groups will
comprise almost half (47%) of the population by 2050. Popula-
tion trends reveal that Hispanics will comprise 25% of the popu-
lation by 2050. Census information can be found on the Census
Bureau website (http://www.census.gov) and accessed through
the Online Student Resources for this book.

Culture shapes human behavior and assigns unique mean-
ings to the world around us. Be aware that cultural forces are
powerful determinants of health-related behaviors in any popu-
lation. Thus, culture can influence the experience, expression,
reporting, and evaluation of mental disorders. Symptoms
related to major depression, such as those discussed in Devel-
oping Cultural Competence, illustrate this point.

You are being called upon to participate in a health care
system that includes people from differing national, regional,
ethnic, generational, socioeconomic, religious, and health
status backgrounds. The range and variety of health care be-
liefs, rituals, traditions, and healing practices across cultures

DEVELOPING CULTURAL

COMPETENCE

Symptoms of Depression
in Various Cultures

Depression may be experienced in somatic terms, rather than
with sadness or guilt, in some cultures. People of Latino and
Mediterranean cultures may tell you about having headaches
and “nerves.” People of Chinese and Asian cultures may em-
phasize weakness and tiredness. Middle Easterners may refer to
problems of the “heart.” The Hopi may express the depressive
experience by being “heartbroken.” Cultures may differ regard-
ing the seriousness placed on symptoms and share distinctive
culture-specific experiences (such as the feeling of being hexed).
It is essential to identify those cultural factors that may facilitate,
or deter, desired health-related behaviors.

CRITICAL THINKING QUESTIONS

1. How might your own knowledge about physical illnesses
as well as your perceptions and stereotypes interfere with
understanding the emphasis on somatic symptoms in some
depressed persons from other cultures?

2. What are some essential elements to incorporate in a
psychoeducation program on depression for Asian clients
being treated for depression in a community setting?

3. If someone believes that her depression is the result of a hex,
what adaptations might be necessary in a plan for care for
the client?

are staggering (see FIGURE 1 m). It is your professional respon-
sibility to understand, respect, and work with these cultural
differences.

To be professionally effective in this multicultural health
care environment, you must develop certain skills that are es-
sential to an understanding and integration of cultural phenom-
ena in all aspects of your professional nursing care. Developing
cultural competence is an important link to the reduction of
mental health disparities. Thus, this chapter will emphasize
the knowledge you need in order to develop an understand-
ing of cultural competence, especially in relation to nursing
practice.

Several special features in this chapter and throughout the
text such as Developing Cultural Competence, What Every
Nurse Should Know, Your Self-Awareness, Your Assessment
Approach, Your Intervention Strategies, Rx Communication, and
Partnering With Clients and Families also provide specific strate-
gies for cultural competence.

FIGURE 1 M This young American girl and her mother are dressed in
traditional costumes at a Cambodian New Year celebration in Long
Beach, California. The mother is helping her daughter to understand
and appreciate the customs and traditions associated with her

heritage.
Photo courtesy © Kayte Deioma/PhotoEdit.
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DEVELOPING AN UNDERSTANDING
OF CULTURAL COMPETENCE

In the Western biomedical model, illness is often reduced to
a particular disease, there is an emphasis on pathophysiology,
and the focus is most often on the client’s body rather than on
the whole individual. To understand the client’s experience of
illness, you must attempt to enter the client’s world, understand
the client’s beliefs about what is wrong, what happened, and
what should be done to achieve well-being. Thus, the client’s
perceptions, understandings, and approaches to health and dis-
ease are an integral part of any nursing care plan activities.

Cultural Competence

Cultural competence refers to the capacity of nurses or
health service delivery systems to effectively understand and
plan for the needs of a culturally diverse client or group. Spec-
tor (2009) views cultural competence as a complex combina-
tion of knowledge, attitudes, and skills used by the health care
provider to deliver services that attend to the total context of
the client’s situation across cultural boundaries. With cultural
competence, you are able to move beyond a superficial analy-
sis of cultural differences, having the capacity to understand
and work with cultural nuances.

The concept of cultural competence may be applied to
health service delivery systems as well. It embraces the no-
tion that health care systems should be able to understand and
plan for the health needs of a specific cultural group. Thus,
agencies that acknowledge, accept, and work with cultural dif-
ferences may be viewed as “culturally competent,” whereas
those agencies that ignore culture when delivering services
are viewed as “culturally blind.” Developing a culturally com-
petent organization depends upon input from people at all lev-
els in every department (Purnell et al., 2011).

The National Center for Cultural Competence assists
health care and mental health organizations in promoting cul-
turally competent values, policy, structures, and practices. The
center’s mission is to design, implement, and evaluate cultur-
ally and linguistically competent service delivery systems.
Its website (http://www]11.georgetown.edu/research/gucchd/
ncce) can be accessed through the Online Student Resources
for this book.

Worldview

Simply put, cultural competence incorporates the client’s
worldview. A worldview is the way a group of people (cul-
ture or subculture) see their social world, symbolic system,
and physical environment and their own place in each. World-
view is revealed in people’s religion, art, language, values, and
health care beliefs and practices. A people’s worldview pro-
vides a sense of identity as a Native American, a Puerto Rican,
or a Masai tribesman. It promotes a group’s survival and gives
members a generally useful picture of the universe.

Ethnicity and Ethnocentrism

Ethnicity refers to one’s sense of identity, providing social
belonging and loyalty to a particular reference group within
society. This sense of identity may be based on common

ancestry and religious, national, language, tribal, or cultural
origins. In contrast, ethnocentrism is the belief that one’s
own cultural values and behaviors are superior and preferable
to those of any other cultural group. The nurse may be un-
aware of personal ethnocentric behavior that can undermine
establishment of a balanced and respectful partnership with a
multicultural client or group.

The terms culturally diverse, multicultural, and ethnic
are used throughout this chapter. Likewise, the terms cross-
cultural and transcultural are used interchangeably.

Cultural Sensitivity

Related to cultural competence is the concept of cultural
sensitivity, the process of increasing professional effective-
ness through understanding, respecting, and appreciating
the importance of cultural factors in the delivery of health
services. These cultural factors may include health beliefs,
values, practices, and healing traditions of a client or group
from another culture. Refer to What Every Nurse Should
Know to expand your knowledge as you develop cultural
sensitivity.

It is also important to appreciate the subculture, or culture
within a culture. Researchers have referred to the “culture” of
the hospital, the operating room, or the nursing school and the
“subculture” of the mentally ill, the physically handicapped,
or the elderly. Anthropologists point out that simply sharing
some common characteristics does not make people members
of a culture or subculture. There must be considerably more
homogeneity in the group for it to be considered a culture or a
subculture. For example, the Choctaw Indians living on a res-
ervation in Philadelphia, Mississippi, are a subculture because
they share a language, values and beliefs, and behavioral

The “Hot and Cold” Healing Practice

Many cultures believe that health is the result of equilibrium
between the vital elements of hot and cold—an imbalance be-
tween hot and cold causes illness. To cure the illness, the oppo-
site element is given to restore balance in the body. For example,
among Afghans and Afghan-Americans, a “hot” illness (such as
a fever or infection) may be treated with a diet emphasizing
cold foods and medicines. In contrast, a “cold illness” (such as
arthritis) may be treated with hot foods and herbs.

Cultures, in addition to Afghan, that tend to embrace this
hot and cold healing practice include Puerto Rican, Mexican,
Chinese, Filipino, Korean, and Vietnamese. llinesses and treat-
ments (foods, medications, and/or herbs) are all classified ac-
cording to their hot or cold properties and vary from culture
to culture. Chinese, Vietnamese, and Korean people may con-
nect a person’s internal balance to harmony with nature. Note
that Koreans may believe that certain mental states are related
to excessive cold (depressive and hypoactive) or excessive hot
(hyperactive and irritable) imbalances.
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patterns. They are part of the larger Native American culture.
In contrast, the physically handicapped are not a subculture
because they have various disabilities, come from different
socioeconomic levels, and may only rarely come into contact
with other physically handicapped people.

A case can be made for viewing a hospital or part of it
as a culture or subculture. The transient inhabitants of the
hospital share a language, standards of acceptable behavior,
and a similar worldview. This can be seen even more clearly
in specialty units, such as intensive care or psychiatric units.
People can be viewed as working within a hospital culture
while living within the American culture. Applying the term
culture or subculture to these environments may help us un-
derstand a hospital, an emergency room, a school, or a church.
Some nurse anthropologists view nursing as a subculture (the
health care provider subculture) and document its definite set
of beliefs, practices, habits, rituals, and values, often stem-
ming from dominant American cultural values.

Cultural Values

Be aware that perceptions of health, disease, prevention, and
treatment may differ among multicultural groups and that
many interpretations of reality exist in the world. Acknowl-
edging divergent values can be a significant first step toward
improving one’s cultural competence and sensitivity to dif-
ferences, especially when the nurse is from the dominant cul-
ture (i.e., of white Anglo-American origin). Table 1 highlights

TaeLe | @ Common Values That may Differ
Between Dominant and Nondominant
Cultural Groups

Other Cultural Groups

Anglo-American (Dominant) (Nondominant)
Competition Cooperation
Control over environment Fate

Directness/honesty

Indirectness/“saving face”

Doing

Being

Efficiency

Idealism

Future orientation

Past or present orientation

Human equality

Hierarchy/ranking

Individualism

Group welfare

Informality

Formality

Mastery over nature

Harmony with nature

Materialism

Spiritualism

Self-help

Birthright inheritance

Time dominates

Personal interaction dominates

Youth

Elders

Sources: Ember, C. R., & Ember, M. R. (2010). Cultural anthropology
(13th ed.). Upper Saddle River, NJ: Prentice Hall; Ferraro, G., &
Andreatta, S. (2011). Cultural anthropology: An applied perspective
(9th ed.). Albany, NY: Cengage Learning; Gezon, L., & Kottak, C.
(2011). Culture. New York, NY: McGraw-Hill; Miller, B. (2010). Cultural
anthropology (6th ed.). Upper Saddle River, NJ: Prentice Hall.

common values that may differ between dominant Anglo-
American and nondominant cultural groups.

Cross-Cultural Communication

Consider the challenge of learning to communicate across
cultures. The need to increase awareness of your own commu-
nication style is important in becoming competent and sensi-
tive to cultural differences. For example, you may carefully
choose a rate of speaking that promotes understanding and
respect of the client. Other helpful techniques may be to speak
in simple sentences and avoid use of slang, jargon, or tech-
nical words. Practical suggestions to improve cross-cultural
communication skills may include the following:

= Attending multicultural events
= Reading about different cultural groups

m Talking to members of the cultural group

= Spending time in a particular ethnic community

m Learning another language

In everyday practice, you may find yourself working with a
client from a cultural background that is unfamiliar to you.
Mirroring the client’s communication style is one technique
for effective cross-cultural communication.

Language and Dialect

You may need to determine the client’s level of fluency in
English and assess the degree to which another language is
used as the primary language. Such language use may vary
by generational level as well as by age and gender. In a given
setting, language differences represent a serious barrier to all
aspects of health care delivery. When you are unfamiliar with
the client’s language, you must take great care to pay atten-
tion to nonverbal communication. The linguistically isolated
client may look to your nonverbal behavior in an attempt to
understand what is expected in an unfamiliar situation.

The use of a well-trained, effective interpreter is essen-
tial if the client does not speak the language or dialect of the
dominant culture. An interpreter can also help you to deter-
mine whether the words you hear are actually the language of
another culture or an example of neologistic behavior.

Clinical Example

The staff of an inpatient unit enlisted the help of an interpreter from the
anthropology department of a local university. Nikolai, a recently ad-
mitted client, was an immigrant from Russia and spoke a language that
sounded Russian or Eastern European to their ears, and none of the staff
were able to understand him. However, the interpreter discovered that not
only was Nikolai not speaking Russian, but that he was not speaking any
recognizable language at all. The staff was then able to move further in the
direction of confirming a diagnosis of schizophrenia and determined that
Nikolai was speaking in neologisms.
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Examples of people who may assist you in the deliv-
ery of linguistically appropriate services may include other
health care workers familiar with the culture, a professional
interpreter, a cultural consultant, multicultural community re-
sources, or an anthropologist. Family members may be helpful
if their presence would not violate the client’s confidentiality.
In these instances, allow extra time for careful translation and
back-translation.

Working With an Interpreter

When you must give a client information through an inter-
preter, avoid using medical euphemisms and Anglocentric
health concepts. Be clear and descriptive. When giving feed-
back, regardless of the cultural orientation, it is best to fo-
cus your input on the client’s behavior and not on who the
client is personally or spiritually. Information about behav-
ior can cut across cultural differences and be useful input.
Even when language is not an issue and interpreters are not
involved, it has been argued that it is difficult to incorporate
non-Western sensibilities into our present psychiatric classi-
fication system. Your recognition of the validity of cultural
backgrounds other than Western will promote client rights
and afford clients legitimate entry into health care delivery
systems. Remember that the information you share will be
shaped by your own culture and beliefs.

Degree of Literacy

Determine the client’s reading ability in English or other lan-
guages before using written materials related to health care.
If the client cannot read English, then determine how best to
provide appropriate translated materials that are culturally rel-
evant in the particular setting.

Other Cultural Phenomena Affecting Health
and Health Care

In addition to cross-cultural communication, pay attention to
the following five cultural phenomena that also affect health
and health care among diverse cultural groups: environmental
control, biologic variations, social organization, space, and time
orientation (Giger & Davidhizar, 2008). Attend to these factors
during any cultural assessment, because each may influence
health perceptions, beliefs, practices, and healing traditions.

Control Over One’s Environment

Environmental control refers to the ability to organize activi-
ties that attempt to control nature or environmental factors.
Thus, a multicultural group may embrace specific health and
illness beliefs, practices, use of folk healers, and healing tradi-
tions in attempts to intervene with the complex environment.

Biologic Variations

There may be distinct genetic and physical differences from
one multicultural group to another. Examples of such differ-
ences include: nutritional habits and preferences, skin color,
body build and structure, selective susceptibility to certain

diseases, and variation in the metabolism of psychoactive
medications.

Social Organization

Social organization describes the type of family unit (e.g., ex-
tended, nuclear, or single-parent family) and type of social
organizations (e.g., religious or multicultural) that shape the
identity of a culturally diverse client or group. Socialization
from one’s early family life strongly contributes to cultural
identification and development.

Space

How a person uses space may be defined and have different
meanings based on one’s particular culture. There may be dif-
ferent norms for intimacy as well as personal, social, and public
distances among various cultural groups.

Time Orientation

Emphasis on the past, present, or future varies among cultur-
ally diverse groups. Nondominant cultural groups may value
the past and present, whereas the dominant Anglo-American
culture may emphasize the future.

Cultural Assessment

An appropriate cultural assessment is essential to cultur-
ally competent nursing care. You may incorporate cultural
assessment into routine assessment procedures as the first
step of the nursing process when working with any client or

group.

Degree of Acculturation

Assess the degree of acculturation for any client or group in a
multicultural setting. Acculturation may be defined as the de-
gree to which a particular client or group from another culture
has adopted the values, attitudes, and behaviors of mainstream
U.S. culture. Acculturation may be one of the most important
factors that explain health status and risk behaviors.

One cannot assume that there is acculturation into the
mainstream culture because a client or group from another
culture is in the United States. There is likely to be a range of
acculturation levels from the very traditional to the very ac-
culturated. You will probably find that the more traditional the
client or group, the less likely it is for the client or group to be
familiar with, understand, or practice Western approaches. It
is important to assess the degree of acculturation in a multi-
cultural setting because there may be a natural tendency on the
part of many culturally diverse clients to resist acculturation.
The measurement of acculturation is an important assessment
activity.

Heritage Assessment

The Heritage Assessment Tool for the multicultural client in
Your Assessment Approach represents a practical, useful way
for you to investigate a client’s (or your own) ethnic, cultural,
and religious heritage as well as the client’s acculturation
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I YOUR ASSESSMENT APPROACH Heritage Assessment Tool I

An assessment tool like the one that follows will help you structure
your assessment to include the salient points that are important
to cover. Note: The greater the number of positive responses, the
greater the degree to which the person may identify with his or
her traditional culture. The one exception to positive answers is the
question about whether a person’s name was changed.

1. Where was your mother born? ____
2. Where was your father born? ___
3. Where were your grandparents born?

a. Your mother’s mother? __

b. Your mother’s father? __

c. Your father’s mother? __

d. Your father’s father? ___

4. How many brothers ____ and sisters _____ do you have?
5. What setting did you grow up in? Urban ____ Rural ____
6. What country did your parents grow up in?

Father

Mother __

7. How old were you when you came to the United States?

8. How old were your parents when they came to the United
States?
Mother
Father
9. When you were growing up, who lived with you? ___
10. Have you maintained contact with the following people?
a. Aunts, uncles, cousins? (1) Yes____ (2)No _____

b. Brothers and sisters? (1) Yes (2)No____
c. Parents? (1) Yes (2)No____
d. Your own children? (1) Yes _____ (2)No _____
11. Did most of your aunts, uncles, cousins live near your
home?
(1) Yes (2)No

12. Approximately how often did you visit your family
members who lived outside your home?

(1) Daily _____ (2) Weekly
(3)Monthly ___ (4)Once ayearorless
(5) Never
13. Was your original family name changed?
(1) Yes (2)No
14. What is your religious preference?
(1) Catholic (2) Jewish (3) Protestant
(4) Denomination _____ (5) Other ____ (6) None ____

15. Is your spouse the same religion as you?
(1) Yes (2)No
16. Is your spouse the same ethnic background as you?
(MYes_____ (2)No___
17. What kind of school did you go to?
(1) Public (2) Private (3) Parochial _____
18. As an adult, do you live in a neighborhood where the
neighbors are the same religion and ethnic background
as yourself?
(1) Yes (2)No_____
19. Do you belong to a religious institution?
(1) Yes (2) No
20. Would you describe yourself as an active member?
(1) Yes (2)No ____
21. How often do you attend your religious institution?
(1) More than once a week (2) Weekly
(3) Monthly ___ (4) Special holidaysonly
(5) Never ____
22. Do you practice your religion at home?
(1) Yes (If yes, please specify) (2) No _____
(3) Praying (4) Biblereading _____ (5) Diet ______
(6) Celebrating religious holidays
23. Do you prepare foods of your ethnic background?
(1) Yes (2) No
24. Do you participate in ethnic activities?

(1) Yes (If yes, please specify) (2) No
(3) Singing (4) Holiday celebrations
(5) Dancing (6) Festivals

(7) Costumes (8) Other
25. Are your friends from the same religious background

as you?
(1) Yes (2)No

26. Are your friends from the same ethnic background as you?
(1) Yes (2) No

27. What is your native language other than English? __
28. Do you speak this language?
(1) Prefer (2) Occasionally
29. Do you read your native language?
(MYes_____ (2)No_____

(3)Rarely ___

Source: Spector, R. E. (2009). Cultural diversity in health & illness (7th ed.).
Upper Saddle River, NJ: Prentice Hall, pp. 365-367.

level. You may use such assessment to understand a cli-
ent’s health traditions and reveal how deeply a client may
identify with any particular tradition. It is important to
emphasize that multicultural clients may embrace health
beliefs and traditions from more than one culture, based on
their unique heritage (Spector, 2009). A heritage assess-
ment will help you to identify positive elements that can
be reinforced to facilitate health promotion and disease
prevention and anticipate rigid adherence to health beliefs
and traditions that may conflict with effective Western
practices.

Cultural assessment applies to agencies and health service
delivery systems as well as to individuals or groups. Thus, you
may have an opportunity to assess where a particular agency
stands in terms of cultural competency and sensitivity.

Transcultural Care Planning

Evaluate the information that you have obtained thus far
through cultural assessment and think about what addi-
tional information (such as in Partnering With Clients and
Families) may be helpful as you prepare or revise the nurs-
ing care plan. Include the client’s cultural preferences in your

159



Cultural Competence

PARTNERING WITH CLIENTS AND FAMILIES

differ from yours. Think about incorporating the suggestions in your plan of care.

Cultural Groups/Nations of Origin Health Beliefs and Practices

Hispanic (including Spain, Cuba, Belief in folk illnesses may characterize many
Puerto Rico, Mexico, Central and traditional Hispanic groups.
South America) Curanderismo is the traditional health care sys-

tem that may be used first, but not discussed,
with a Western health care provider.

Traditional folk healers may be the first health
practitioners consulted. They are culturally
acceptable, much less expensive than Western
health care, and are willing to make house calls.
Fatalism (i.e., the belief that an individual cannot
control one's health) may be a common attitude
among traditional groups.

Health care decisions may involve the head of
the household who decides what is best for the

family.
African-American (including West Traditional explanations for disease and illness
Indian Islands, Haiti, Dominican may involve natural causes (e.g., stress, poor
Republic, Brazil, England, many eating habits) and unnatural causes from witch-
West African countries) craft practices (e.g., voodoo, bad spirits, other

works of the devil).

The Western health care system is generally well
respected and used for serious illness, although
folk healing traditions may also be utilized.
Traditional folk healers may be the only health
practitioners used by African-Americans of low
income.

Native American and Alaskan Native Traditional ceremonies may be practiced

(including First Nation and indig- among tribal groups to promote well-being and

enous American Indian Nations, balance.

Alaskan Aleuts and Eskimos) Many tribal groups feel distrustful and exploited
by Westerners.

Medicine men, traditional healers, and herbal
treatments are very important to some groups.
Taboos and modesty are important in tribal life.

Developing Cultural Competence With Specific Cultural Groups/Nations of Origin

Use the information below to help yourself understand the health beliefs and practices of clients and families from cultural backgrounds that

Suggestions to Consider

Be aware that family and family support are
very important core values.

Respect is an extremely important factor in all
relationships.

Avoiding conflict and achieving harmony are
strong cultural values.

Be aware that there may be caution about
using programs from inside and outside some
black communities. Prior programs and ser-
vices may have lost funding and personnel.
African-Americans who have been trained
“outside” the community may need to earn
trust by demonstrating sincere interest in the
community's particular needs and concerns.
Churches often have been used as sites for
health education and intervention.

Be aware that every tribal group has its own
unique history, traditions, and values.

Become familiar with acceptable verbal and
nonverbal communications of the group.
Respect tribal sovereignty and work within the
tribal group.

Be aware that “talking circles” together with
tribal stories have been useful for culturally
appropriate educational interventions.

(Continued)
care plan where possible. Some specific and practical tech- = NQt? any lack of ﬁnancia@ resources, ipcluding the
niques to consider in transcultural care planning are as follows: ability to purchase prescription medicines or food

for specific diets. Note whether any local agencies
m Describe any language barriers. Note what strengths provifle financial gssistance to the client.
or resources the client might have available to reduce = Identify other barriers to care such as lack of
any language barrier. transportation or lack of child care.
m When assessing religious beliefs, note any specific = Once barrier s are identiﬁed,' explore a'lternative
religious rituals or religious dietary requirements that resources available to the client’s family and
the client observes. community.
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Cultural Groups/Nations of Origin

Asian-American (including Asian
Indians, Chinese, Cambodians,
Thais, Vietnamese, Laotians,
Filipinos, Hmong, Koreans,
Japanese)

Pacific Islander (including
Guamanian, Samoan, Hawaiian,
Pacific Islander-American)

Anglo-American/European-
American (including Germany,
Ireland, England, Italy, the former
Soviet Union, and all other
European countries)

Cultural Competence

NERING WITH CLIENTS AND FAMILIES ntinu

Health Beliefs and Practices

A central concept of the traditional health care
system is the need to attain a harmonious rela-
tionship with nature.

This traditional health care system may be the
first one used for any illness. There may be a
tendency not to discuss this with a Western
health care practitioner.

Teachings of Buddhism, Confusianism, and Taoism
may emphasize upholding a public presentation
that avoids admission of physical or mental illness.
Many Asians may prefer traditional forms of
native medicine, seeking help from Chinatown
“masters” who treat with traditional herbs and
other methods.

Asians may not use the Western health care sys-
tem because of painful diagnostic tests and lack
of information.

Health beliefs and practices among these cul-
tural groups may vary greatly. Thus, knowledge
of the geographic location and particular ethnic
group is essential.

In general, indigenous illnesses may be treated
with traditional healing practices, whereas West-
ern illnesses may be treated with Western medi-
cal approaches.

Taboos, modesty, and traditional healing prac-
tices are very important to these cultural groups.

Often the dominant cultural group that influ-
ences the determination of health care needs,
beliefs, practices, and programs in communities.
Primary reliance on a “modern” or “Western”
health care system, emphasizing use of technol-
ogy and diagnostic tests.

There may be reliance on traditional health
beliefs and practices that may vary greatly,
depending on the country of ancestry.

There is a recent increased interest in comple-
mentary and alternative (CAM) practices, which
emphasize holistic, naturalistic healing.
Judeo-Christian beliefs may influence health
practices.

Suggestions to Consider

Be aware that balance or equilibrium and kinship
solidarity are two beliefs that may be prominent
among Asians. Kinship solidarity refers to the
belief that an individual is subservient to the fam-
ily or kinship-based group. Thus, separation from
family members may be stressful.

Respect for elders and male authority may
determine decision-making practices regard-
ing health care for recent immigrants.

Use “active listening” and watch for nonverbal
cues because some Asian groups may not dis-
agree openly with health care providers. Like-
wise, conflicts are generally handled within the
family and may not be shared with a health
care provider unless trust is established.

It is helpful if outreach workers are perceived
as nonthreatening and nonintrusive.

Be aware that health data may not be available
for the particular Pacific Islander group of interest.
It may be helpful to involve women in all
aspects of health care because many island
cultures are matriarchal.

Emphasize concepts of wholeness and inter-
connectedness, which are central features of
several Pacific Islander groups.

Culturally acceptable and appropriate strate-
gies for health promotion may include use of
“talk stories,” role playing, pictures, and folk
media (e.g., song, dance, music).
Individualism, materialism, and emphases on
time and youth may be strong cultural values.
Directness and efficiency may be factors in
relationships with health care providers.
Assess the utility of self-help literature

and groups when planning health care
interventions.

Sources: Huff, R. M., & Kline, M. V. (Eds.). (2008). Promoting health in multicultural populations: A handbook for practitioners. Thousand Oaks, CA: Sage Publica-
tions; and Spector, R. E. (2009). Cultural diversity in health & illness (7th ed.). Upper Saddle River, NJ: Prentice Hall.

= Assess any cultural demands that the client may face
at home that may conflict with important health care

Culture Brokering

You are challenged to develop critical skills on behalf of clients,
especially when clients and their families do not understand or
accept biomedical interventions or treatments. This process,
most useful when working with multicultural clients, is called
culture brokering. Culture brokering is defined as the act of
bridging, linking, or mediating between groups of people of
different cultural systems to reduce conflict or produce change.

needs.

= Describe any culturally generated feelings such as
shame that may interfere with the client’s willingness
to embrace a health care plan.

= Note the multicultural client’s concerns and address
them in the care plan where possible.
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Jezewski (1993, 1995) is credited with the development
of a culture brokering model evolved from health-related,
anthropologic, and business literature sources. This model
of conflict resolution is based on several studies of clients
displaying vulnerability from extreme circumstances that
hindered their autonomous use of the health care system.
Jezewski’s studies focused on clients who were politically
and economically powerless (migrant farmers and homeless
people) as well as critical care and oncology nurses working
with clients experiencing life-threatening illness who needed
to make informed do-not-resuscitate decisions.

The Nurse-as-Culture-Broker

The term culture broker is used in many disciplines—nursing,
medical anthropology, psychology, and social work in relation
to numerous client populations, such as clients in hospitals
and community settings, persons with disabilities, prisoners,
and immigrants. Within nursing, the effective use of health
care services may be thwarted by cultural, social, economic,
political, and institutional constraints. Conflict in interactions
in health care settings between the client seeking care and the
provider giving care is the most important event that signals
the need for culture brokering. A conflict may arise when
there are differences in values, beliefs, or behaviors between a
client and provider concerning the appropriateness and feasi-
bility of a treatment plan.

The nurse-as-culture-broker serves as a bridge be-
tween the client and the providers in the health care system
by “stepping in,” or intervening, to facilitate the acquisition
of effective heath care. You may act as a broker of informa-
tion about regulations that control health benefits or facilitate
a multicultural client’s entry into various hospital depart-
ments. A skilled culture broker may develop and maintain
working relationships with multicultural and bilingual pro-
fessionals, staff, and members of the local community. You
may act as a culture broker if conflict occurs in a culturally
diverse staff. Finally, you may use culture brokering within
your own profession to bridge the gap between disparate ar-
eas of nursing.

Conditions That Affect Brokering

Several conditions may either enhance or hinder effective
health care. Powerlessness of the client is a primary reason
for brokering. For example, a disadvantaged client may be
in desperate need of intervention but politically, economi-
cally, or personally powerless to access health care. Other
conditions may include economics (the ability to pay for
services), politics, and stigma associated with mental disor-
der. Two very important conditions in the culture brokering
model are cultural background (including ethnicity) and cul-
tural sensitivity. The nurse-as-culture-broker demonstrates
cultural sensitivity by being aware of, and sensitive to, the
needs of clients from backgrounds other than your own.
Note that there may be an increased risk of breakdown or
conflict in health care services when providers lack cultural
sensitivity.

Stages of Culture Brokering

The resolution of conflict or breakdown in the health care
situation occurs in three stages: perception, intervention, and
outcome. These stages briefly describe the process of facilitat-
ing care by maintaining a client’s connectedness to the health
care system. Staying connected is the overall dimension that
involves linking the client to the health care system, as well as
helping the client remain engaged to that health care system in
a manner that meets the client’s needs.

Stage 1: Perception (perceiving the need for brokering).
Assess the impact of conflict or breakdown in health
care interaction. Breakdowns in health care interac-
tions are generally less serious than conflict. Assess the
conditions that may enhance or hinder the resolution
of conflict. Identify barriers to access and health care
utilization.

Stage 2: Intervention (strategies to resolve conflict or
breakdown). Establish rapport and trust with clients to
foster and maintain connections between those clients
and their providers. Facilitate links with personnel
within and outside the health care setting, using strate-
gies such as networking, negotiating, advocating, and
innovating.

Stage 3: Outcome (evaluating strategies to resolve identi-
fied conflict or breakdown). Maintain connectedness
across various systems. Evaluate connections between
the client and the health care system. Evaluate whether
conflicts or breakdowns are resolved. If they are not
resolved, return to Stage 1 for further assessment or
Stage 2 and try different strategies.

Partnering with Clients and Families provides a specific ex-
ample of how you could apply the key components of culture
brokering activities in a health care setting.

DEVELOPING CULTURAL COMPETENCE
IN NURSING PRACTICE

Developing an understanding of cultural competence requires
paying attention to considerations of global health, cultural val-
ues, cultural phenomena affecting health, and the importance of
cultural assessment as part of the nursing process. Cultural com-
petence in nursing practice requires practical strategies (general
as well as specific to a particular cultural group), considerations
of community-based health care promotion and disease preven-
tion programs, and the need to advocate for cultural diversity in
nursing practice, research, and education. At the same time, it
is important to be aware that there are varying degrees of accul-
turation and individual differences—assessment of one Chinese
person may be dramatically different than another and from one
generation to another. In Why I Became a Psychiatric-Mental
Health Nurse you will read about one psychiatric-mental health
nurse whose career focused on cultural phenomena and global
health.

The Transcultural Nursing Society (TCNS) promotes
knowledgeable culturally based care. You can obtain informa-
tion about this organization through its website, which can be
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Culture Brokering

brokering activities in the present context. They are as follows:

Laotian Belief, Value, Practice, or Healing Tradition

“Saving face,” i.e., the Laotian tendency to respond in a manner
to please the inquirer. Not knowing an answer may be viewed as
extremely embarrassing.

Incomplete use of prescribed medication or unwillingness to refill a
prescription.

Possible misunderstanding about the use of vaccines. For example,
a yearly flu vaccine may protect against bird flu.

May relate feeling ill to the temperature inside the body. The need
to ingest warm food (soups, hot water, etc.) when ill.

Belief that the top of the head is sacred but the feet are vulgar.

intervention strategies to resolve the breakdown.

and to volunteer as the designated client care coordinator.
gathering for transcultural assessment and care planning.

associated with illness.

practices, and healing traditions.

Imagine that you are a psychiatric consultation—liaison nurse at a local medical center and are contacted by a busy and frustrated family
health nurse unable to communicate with an elderly Asian man. The man apparently arrived at the family-practice clinic alone that morning
and did not appear to speak English. He would gently shake his head as if to indicate “yes” to any question, repeat the words “Laos” and
“Mr. Phet” (pronounced “pet”), but refuse any attempt at physical examination. Drawing on your past experiences in culture-specific clinical
nursing care, you recall several Laotian beliefs, values, practices, and healing traditions of which you are aware. You also recall the interven-
tion strategies used in other, similar situations, because past experiences may provide valuable working knowledge to guide your culture

As a culture broker, your goals are to facilitate care by linking Mr. Phet to the health care system and by helping him “stay connected”
to that system. There is a perceived need for brokering because the system has broken down. You quickly recognize Mr. Phet’s position of
powerlessness because of the language barrier. Based on your perception of Mr. Phet’s powerlessness, you immediately implement several

= You negotiate with a family health nurse interested in developing cultural competence to participate in transcultural care planning
= Because a professional medical interpreter is not available, you call on a bilingual Asian staff member to participate in information
= You identify as assessment priorities other conditions that may affect culture brokering such as the client’s ability to pay and stigma

= You attempt to identify family members and community resources that might serve to alleviate the language barrier where possible.
= You network, if necessary, to locate a Laotian consultant in the community who may help to interpret Laotian cultural beliefs, values,

= You consider a referral to the local home health service to further assess Mr. Phet’s basic needs in his home environment.
During these initial culture brokering activities, you actively evaluate strategies to resolve the identified breakdown, helping to maintain
connections across the various health systems that may work with Mr. Phet.

General Intervention Strategy

Create an environment in which the client is comfortable describ-
ing symptoms as well as answering questions. Find ways to help
the client to demonstrate that he or she understands what is hap-
pening or what needs to be done.

Give a clear, simple description of how a particular medication
works. Explore, if possible, the client's understanding of the illness
and your role as provider in relation to the illness.

Give a clear, simple description of how each particular vaccine
works. Spell out specifically what a vaccine may or may not
prevent.

Try to incorporate this healing practice into any nursing care plan
whenever possible. (Refer back to What Every Nurse Should Know
on page 168.)

During physical examination, always ask permission to touch the
client’s head. When necessary, touch the head first and feet last
during any physical assessment. Never point your feet at someone.

accessed through http://www.tcns.org. Certification as a trans-
cultural nurse can also be obtained through TCNS.

General Strategies for Developing

Cultural Competence

An essential step toward developing cultural competence is to
examine your own perceptions, prejudices, and stereotypes. It
is helpful to suspend personal judgments in favor of learning
more about the culture’s history, migration, and immigration

patterns. What specific cultural beliefs, values, practices, and
healing traditions may relate to particular lifestyle habits
(e.g., religion, gender, dietary patterns, use of alcohol and
drugs, use of touch, use of time, etc.)? Be careful of your own
ethnocentrism because culturally diverse groups may initially
view you as foreign and uneducated regarding their proper
forms of address, social customs, and appropriate methods for
dealing with their concerns and health problems. If possible,
attempt to identify issues related to access to health care for
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this cultural group as well. Such issues may include patterns
of care, barriers to care (including accessibility, availability,
and acceptability), and the use of social assistance services.
Your Intervention Strategies outlines several helpful sugges-
tions for working with culturally diverse clients and groups.

WHY | BECAMEA
PSYCHIATRIC—

MENTAL HEALTH NURSE
Beth Moscato, RN, PhD

There is nothing more fascinating than human behavior.
What people perceive, feel, say, and do never ceases to intrigue
me. | am grateful for the unique opportunities | have had in psy-
chiatric nursing in a federal hospital for the treatment of sub-
stance abusers, on a locked ward of an inpatient service, as an
outpatient therapist in a state psychiatric facility, and as a psycho-
therapist and consultant in an interdisciplinary private practice
group. Most recently, | challenged myself to expand the field of
psychiatric epidemiology as a teacher of graduate students and
as a researcher in the conduct of several international psychiatric
studies. In addition, | am dedicated to volunteer international
health projects in developing countries including Ecuador, British
Guyana, and Ukraine.

For those of you starting on a path in psychiatric nursing:
Respect and reinforce resiliency. Keep your focus on the issues
that really matter to you—the issues that you feel passionate
about. Develop a global perspective. Realize that resources are
not limitless. Look into the eyes of the underserved and rein-
force their dignity. Seek mentors who can support and enrich
you and your practice. Remember that clients will teach you
more about who you are and who you can become. Enjoy the
journey. Gandhi said that a majority of one is all that is needed.
Be that one.

Such strategies will help you to apply principles of cultural
competence and sensitivity.

Developing Cultural Competence
With Specific Cultural Groups

Helpful suggestions to consider when working toward cul-
tural competence are provided for each of these groups. It is
advantageous to consult with family members, a professional
interpreter, a cultural consultant, multicultural community
resources, or a nurse anthropologist whenever possible to fa-
cilitate your development toward cultural competence with a
particular cultural group. You may also wish to consult the
bibliography at the end of this chapter for specific applications
to clinical care and transcultural assessment and intervention.

Culturally Competent Health Care Promotion
and Disease Prevention Programs

Nurses often may be able to plan, implement, and/or evaluate
a program designed to meet the complex nursing needs of a
specific cultural group. Examples of such community-based
programs include the following:

= A community-level anger management program in an
urban barrio to reach Mexican-Americans, using the
media as part of a mental health campaign

= An HIV sexual-risk-reduction intervention among
young African-American adults diagnosed with
schizophrenia

= A “talking circle” program with Native Americans to
reduce alcohol-related injuries and alcoholism

The first formal step of any program planning process
is to involve those individuals affected by the problem. This
principle of participation appears to be the most important
component of any program development. Collaboration be-
tween planner and participants can be achieved only if there
is respect for each other’s values and for the agenda to be

I YOUR INTERVENTION STRATEGIES Applying Principles of Cultural Competence and Sensitivity I

Remember to carry out these suggestions when working with a cul-
turally diverse client or group.

m Learn about the culture of interest by making multiple visits
to the community to become familiar with the community’s
way of life. Activities may include talking to community lead-
ers and residents, eating at local restaurants, visiting cultural
sites, and attending local events.

m Learn specifically about the culture’s orientation to health,
disease, health traditions, and traditional healing practices.

m |dentify and learn about the traditional healers within the
community. Note the healers’ ease of access, medicines used,
cultural acceptability, and cost of care.

m Be open and nonjudgmental regarding specific cultural prac-
tices that are not part of your cultural heritage.

m Add questions to your assessment tools that reflect these cul-
tural beliefs, values, practices, and healing traditions.

m Practice cross-cultural communication skills.

m Learn how to work with a competent interpreter as necessary.

m Take time to explain Western concepts of health, disease,
treatment, and prevention that are relevant and understand-
able to the culture of interest.

m Use educational materials that are culturally appropriate and
relevant to this culture.

m Work with, and learn from, indigenous health care providers
when addressing the needs of this culture.

m Learn how to work with peer educators from the community.

m Seek ways to improve access to services for multicultural
groups with emphasis on availability, accessibility, and
acceptability.
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accomplished. As you become involved in any community-
based program, remember to utilize the group’s cultural
uniqueness by incorporating how group members define
health problems, identify proposed solutions, and select ac-
tivities to be emphasized. Group members are invaluable
participants in identifying how health-promoting behavioral
changes, once achieved, can be sustained in that community.

CULTURAL RISK FACTORS
FOR MENTAL DISORDER

A critical issue related to cultural diversity is that important
factors reflecting varying cultures need to be assessed in clini-
cal practice and research. Ethnicity, race, dietary patterns, the
use of alcohol and drugs, health and healing practices, other
lifestyle habits, religious or spiritual beliefs, the use of time,
and migration patterns may differentially affect the experi-
ence, expression, reporting, and evaluation of mental disor-
ders among culturally diverse groups. Past research has been
criticized in retrospect for studying white males and, to a
lesser extent, white females, and then generalizing the results
to all other groups.

The notion of biopsychosocial risk factors is common in
psychiatric literature. A risk factor is a factor whose pres-
ence is associated with an increased chance or probability
of mental disorder. Some risk factors, such as age, cannot be
modified. Other risk factors, such as personal lifestyle habits
regarding the use of alcohol and tobacco, are susceptible to
change. Note that the presence of one particular risk factor
does not inevitably lead to the development of a mental dis-
order. Rather, a number of factors occurring in a defined time
period may cause a disorder. Multifactorial causation is the
term used to describe the requirement that a combination of
causes or factors may be needed to produce the disorder.

A limited review of numerous risk factors associated with
the occurrence of many psychiatric disorders as outlined by
Bromet (2007) and others is given in the following sections.

Gender Differences

Differences in rates between males and females are found for
substance abuse, anxiety disorders, and depression. Anxiety
and depressive disorders are more commonly experienced
by women and substance abuse disorders by men (Fleury,
Grenier, Bamvita, Perreault, & Caron, 2011) who are also
more likely to use a wider variety of substances (Torcholla,
Okoli, Malchy, & Johnson, 2011). In a study investigating
the effects of violence on adolescents, girls seemed to be
especially vulnerable despite the fact that boys were more fre-
quently exposed to violence (Zona & Milan, 2011). Exposure
to violence predicted an increase in all types of symptoms for
both genders; however, girls were more likely to experience
dissociative symptoms.

Age
Age is associated with the occurrence of mental disorders.
Young adults (ages 25-44) have the highest prevalence

estimates for most disorders. Alcoholism is known to peak in
the early forties. Heavy drinking associated with driving or
fighting appears to peak in the early twenties.

Social Class and Poverty

Lower social class status and poverty are associated with
increased rates of depression, alcohol and other substance
abuse, and antisocial personality disorder. Although risk fac-
tors vary among mental disorders, studies indicate that adults
in poverty are at higher risk for an episode of at least one
mental disorder compared with adults not in poverty.

Ethnicity

Ethnicity appears to be indirectly associated with mental dis-
orders because different ethnic groups share different social
and physical environments. For major depression, Caucasian
men tend to have higher rates than African-American men,
while African-American women tend to have higher preva-
lence rates than Caucasian women. Caucasians of all ages
have higher suicide rates than African-Americans, with Na-
tive American youth at increased risk for suicide. Be aware
that racial-ethnic disparities do exist in mental health care
and that mental health staff may have unconscious racially
biased behaviors (Mallinger & Lamberti, 2010).

Marital Status

Marital status, especially being single, may be associated with
psychiatric disorders such as schizophrenia. Married women
are more depressed than nonmarried women. In contrast, mar-
ried men are less depressed than unmarried men. The highest
rates of depression occur among those recently divorced or
separated.

Physical Health Status

The link between physical and mental health is noteworthy.
Studies provide evidence that psychiatric clients may have an
increased mortality rate. Medically hospitalized clients have
increased rates of mental disorder as well. Major depression is
associated with many chronic medical conditions and is pre-
dictive of shortened life expectancy.

Positive Family History

Depression, schizophrenia, and dementia of the Alzheimer’s
type (DAT) appear to be related to a history of such disor-
ders in the family. Evidence points to a genetic vulnerabil-
ity for developing alcoholism. Bipolar disorder and anxiety
disorders are being studied extensively with regard to family
history.

Season of Birth

Studies in some countries, including the United States, reveal
that individuals with schizophrenia are more likely to be born
during winter or spring. A study of suicide completers in Hun-
gary (Dome, Kapitany, Ignits, & Rihmer, 2010), the country
with one of the highest suicide rates in the world over the last
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century, found that completed suicide is more likely to occur
among those born in the spring and summer. The association
was highest among males.

Adverse Life Events

Higher levels of stress associated with natural disasters may
be associated with increased rates of mental disorder. A study
of tsunami-exposed women found increased rates of depres-
sion and decreased physical health 3 years after exposure to
the natural disaster (Wickrama & Ketring, 2011). Single trau-
matic events, such as bereavement or unemployment, have
been known to produce adverse mental health consequences.
The diagnosis of post-traumatic stress disorder (PTSD) repre-
sents a response to an unusual, intense stressor. Adverse life
events are known to contribute to some forms of depression
as well as PTSD. A stressful family environment is an estab-
lished risk factor for behavioral problems in children. What
Every Nurse Should Know highlights some surprising cultural
differences regarding the possible causes of mental disorder.

Physical Environment

High-level chemical exposures to mercury, carbon monox-
ide, carbon disulfide, and lead are related to serious central
nervous system disturbances. Environmental exposure to lead
is related to deleterious nervous system effects on children.
When considering homelessness, rates of mental disorder
among homeless adults and children are remarkably high.

Lifestyle Habits

Culturally diverse lifestyle habits—dietary patterns, use of al-
cohol and drugs, health and healing practices, religious and
spiritual beliefs, use of time, and migration patterns—may in-
fluence the experience, expression, reporting, and evaluation
of mental disorders.

CULTURE AND CULTURE-BOUND
SYNDROMES IN THE DSM

Although discussions regarding the Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV-TR)—the means by
which we categorize and classify mental disorders today—are
incorporated throughout this textbook, DSM features relat-
ing to cultural diversity deserve emphasis in this chapter. A
section for each disorder entitled “Specific Culture, Age, and
Gender Features” systematically offers guidance concerning
variations that may be attributable to one’s cultural setting and
provides information on prevalence rates related to culture.

Guidelines for a detailed cultural assessment are offered in
the DSM to provide a systematic review of the client’s cultural
and ethnic background and to identify ways in which the cultural
context influences care. The DSM’s glossary of culture-bound
syndromes describes locality-specific patterns of experience—
localized folk diagnostic categories that explain repetitive and
troubling behaviors to specific societies. Descriptions of some of
the more common culture-bound syndromes that you may en-
counter are described in Box 1. We encourage you to familiar-
ize yourself with these specific culture-bound syndromes as you
strive for cultural competence in your clinical work.

<. WHAT EVERY NURSE
| SHOULD KNOW

Cross-Cultural Attitudes
Toward Mental Disorder

Clients and their families from certain cultures may seek medical
or psychiatric care only as a last resort and when absolutely nec-
essary after other cultural treatments have been tried. Various
cultures have very divergent views of the causes of mental disor-
der that may be surprisingly different from the biopsychosocial
framework of this textbook. Becoming familiar with the com-
mon beliefs of a culture contributes to your cultural competence
in everyday practice.

Many cultures often attribute mental disorder to spiritual
or supernatural origins. Examples include: disruption in the
spiritual world (Filipinos, Koreans), supernatural influences
(Central Americans), a curse or spell (Dominicans), or evil spirits
(Ethiopians, Samoans). Haitians often believe in supernatural
causes (e.g., a hex or retaliation for not honoring protective
spirits). Mexicans and Dominicans may view a mental disor-
der as a punishment for past misdeeds. Many East Indians and
Pakistanis believe that psychosis may originate from an evil spirit
or because of an enemy casting a spell. Perceived causes by
Arabs may include sudden fearfulness, the devil’s curse, God'’s
wrath, or loss of country and family. It is common for Vietnam-
ese to believe in possession by evil spirits, but bad karma from
past mistakes (for Buddhists) and bad luck in family inheritance
may also contribute to mental disorder. Causes of mental dis-
order among Native American groups may include loss of har-
mony with the environment, violation of taboos, and ghosts. It
is important to assess both the client’s and the particular tribe’s
degree of acculturation to determine how mental disorder is
perceived. Families may seek spiritual advice first when the cause
of disorder is perceived to be spiritual or supernatural in origin.

Family stigma and shame may accompany mental disor-
der. The client’s family may fear stigmatization or actually be
highly stigmatized when mental disorder is evident in a family
member (Cubans, Puerto Ricans, West Indian/Caribbean island-
ers, Central Americans, Haitians, East Indians, Irish, Nigerians).
Mental disorder in a family may be viewed as shameful (Greeks).
In addition, seeking treatment may be perceived as bringing
shame to the family (Arabs). In many cultures, the family may be
concerned about the negative effect that mental disorder may
have on matrimonial prospects. Some Colombians maintain
that emotional problems in women result from love deceptions.

Several cultures associate the effects of war with the origins
of mental disorder. Bosnians and Serbs seem familiar with PTSD
as a result of the devastating impact of events related to war
in their country. Cambodians believe that emotional problems
resulted from the Khmer Rouge brutalities, and that evil spirits or
ancestors may cause mental disorder. Jewish Holocaust survivors
may have experienced psychiatric effects because of war atroci-
ties. The Hmong appear to accept those who have depression
and PTSD because these conditions are common among those
who experienced war.

Be aware that these insights are generalities and may not
necessarily reflect the uniqueness of people within their own
countries.
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Box |  Culture-Bound Syndromes

Ghost sickness: Various symptoms such as nightmares, weak-
ness, feelings of impending doom, fainting, hallucinations,
loss of consciousness, and a sense of suffocation, among
others, along with a preoccupation with death are associated
with the deceased and sometimes with witchcraft.

Mal de ojo: This Spanish phrase means “evil eye.” Common
in other Mediterranean cultures, the evil eye can be a curse
instituted by an enemy. Children are especially at risk; their
symptoms include fitful sleep, crying without apparent cause,
diarrhea, vomiting, and fever.

Nervois: A term that means a distress of the nerves, common
among Latinos in North America and Latin America. It includes
a wide range of symptoms of emotional and somatic distur-
bance and refers to a general state of vulnerability to stressful
life experiences. Other ethnic groups (such as nevra among the
Greeks) have similar ideas about “nerves.”

Shenkui: In China and Taiwan, this folk label describes marked
anxiety or panic symptoms accompanied by somatic com-
plaints, frequent dreams, and sexual dysfunction (such as erec-
tile dysfunction and premature ejaculation). It is attributed to
excess semen loss through frequent intercourse, masturbation,
and nocturnal emission. Excessive semen loss is feared because
it represents the loss of vital essence and can be seen as life
threatening.

Susto: This folk illness is prevalent among some Latinos in the
United States and among people in Mexico and Central and
South America. Also known as “soul loss,” it is thought to be
caused by a frightening event that causes the soul to leave the
body, resulting in unhappiness and sickness including appetite
disturbances, feelings of sadness, lack of motivation, troubled
sleep, feelings of diminished self-worth, headache, stomach-
ache, and diarrhea.

ADVOCATING ISSUES OF CULTURAL
DIVERSITY IN NURSING

Nurses need to make a conscious decision to acknowledge and
value the diversity in others. Developing cultural competence
and sensitivity needed for comprehensive care is based on new
knowledge, personal self-assessment, supervised practice,
mentoring experiences, experience in culturally diverse clini-
cal practice settings, participation in discussions, and diversity
training.

Nursing Practice

Nursing competencies must include the ability to actively and
effectively work with culturally diverse clients. Look for op-
portunities for meaningful dialogue and relationship build-
ing across cultures. You may seek out practicing nurses of a
particular cultural background to serve as resource consul-
tants. You may mentor nurse colleagues from other cultures
who work in your setting. You may seek information from
transcultural health care nurses with experiences in develop-
ing countries, such as the nurses who sponsor http://www
.culturediversity.org, which can be accessed through the
Online Student Resources for this book. You may read

transcultural journals (e.g., Journal of Transcultural Nurs-
ing, Journal of Cultural Diversity, etc.) to familiarize yourself
with critical culture-based issues and opportunities. You may
become a member of an organization such as TCNS or a certi-
fied transcultural nurse.

Make every attempt to openly discuss cultural conflicts in
order to actively address suspicions and distortions. Avoiding
conflict may result in chronic strained communication, insen-
sitivity, and exclusion that thwart culturally competent care.
Recognize the importance of fostering transcultural commu-
nication with other health care providers, and take into ac-
count the presence of a multicultural workforce.

Because most people with mental disorders never seek
professional treatment, there is a need for more outreach to
ensure availability, accessibility, reasonable cost, and quality
of mental health services for all subgroups of the population.
Psychiatric nurses may advocate for more outreach aimed at
high-risk groups, such as the impoverished, the homeless,
and those with comorbid conditions. We also encourage you
to develop and expand your psychiatric—-mental health nurs-
ing practice by continuing to familiarize yourself with global
mental health issues.

Nursing Research

Nurses can use research training and development to seek col-
laboration, coalition, and compassion across cultures. Nurs-
ing research may define what knowledge is meaningful for
a particular multicultural group. Through research, nurses
can become informed regarding which interventions might
be useful in specific community-based programs. Research
may contribute to the development of more inclusive theories
to account for behaviors observed in multicultural groups.
Research may better identify important health-related dis-
tinctions among numerous cultural groups that are currently
classified into one category (e.g., various values and tradi-
tions of specific Native American Indian Nations such as the
Cherokee, Navajo, and Sioux).

The results from some epidemiologic studies suggest that
the causes and consequences of high comorbidity should be
the focus of continued research. More research on potential
barriers to professional care seeking is needed, including care-
seeking patterns that consider ethnic and cultural differences.
There continues to be a lack of systematic, evaluative studies
aimed at determining which treatments are most effective for
which disorders in which groups at any given time. Research
into productivity and efficiency is important: Many clients,
especially those with severe or persistent mental disorders,
have found a fragmented, underfinanced, uncoordinated, and
frequently inaccessible system of care.

Nursing Education

Although the nursing profession remains a field dominated
by white females, it is apparent that schools of nursing need
to integrate content that emphasizes cultural diversity. Educa-
tors need to work within multicultural and multidisciplinary
frameworks to tackle issues in the “real world.” Yet, recruit-
ment and retention of students from diverse cultures continue
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EVIDENCE-

ASED PRA

Cultural Diversity in Nursing

Juireith is a 24-year-old African-American female beginning the bac-
calaureate nursing program at your local university. She was born
in Jamaica and then moved to the Bronx, New York, to live with
extended family. She now lives alone in your town, determined
to earn a university degree in nursing. She sits with the few other
African-American nursing students in class. As a student interested
in the development of cultural sensitivity in professional nursing ed-
ucation and practice, you understand that racial and ethnic minor-
ity students have high attrition rates in nursing school. Loneliness
and isolation, peers’ lack of understanding of cultural differences,
and coping with insensitivity and discrimination are some of the
experiences that racial and ethnic minority students may have in
nursing school. You practice specific strategies, based on the follow-
ing research studies, as a way of demonstrating the personal value
you place upon diversity. These strategies are as follows:

m Evaluate your assumptions, understand your attitudes, and learn
about the differences in others to eliminate stereotyping.

m Listen to the concerns and issues of students from other cultures
and become a mentor for them.

CRITICAL THINKING QUESTIONS

and appreciate cultural differences?

1. How would valuing cultural diversity enhance psychiatric-mental health nursing practice?
2. If someone from another culture comes to your school or your hometown, is it up to that person to adjust?
3. What specific actions could you take in a mental health setting that would show that you acknowledge

m Offer opportunities for participation in scholarly efforts to stu-
dents from other cultures, thereby encouraging collaboration.

m Confront feelings of racism, because most individuals in main-
stream U.S. culture may not be aware of passive racism. Using
your culture brokering skills, emphasize that words or actions
can be discussed and explained if misinterpreted.

m Acknowledge and appreciate cultural differences. Welcome and
value change and a new approach.

m Contribute toward building a student learning environment
that accommodates cultural differences.

m Encourage students from other cultures to directly interact with
faculty members.

Baker, B. H. (2010). Faculty ratings of retention strategies for minority
nursing students. Nursing Education Perspectives, 31(4), 216-220.

Kardong-Edgren, S., Cason, C. L., Brennan, A. M., Reifsnider, E.,
Hummel, F., Mancini, M., & Griffin, C. (2010). Cultural com-
petency of graduating BSN students. Nursing Education Per-
spectives, 31(5), 278-285.

to be problems in schools of nursing. Nursing faculty can re-
cruit and mentor students from diverse cultures to serve as cli-
nicians, managers, faculty, and leaders who can then serve as
role models for other students. One way to attract and educate
a diverse student group is to practice diversity in faculty re-
cruitment. When considering nursing curricula, it is important

to note that knowledge of a foreign language will be essential
as we strive to meet global needs in the 21st century. Nursing
students themselves also have a responsibility to their class-
mates from diverse cultures. The Evidence-Based Practice
feature suggests practical strategies you can use in your rela-
tionships with classmates from other cultures.
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Therapeutic
Communication

CAROL REN KNEISL

LEARNING OUTCOMES
After completing this chapter, you will be able to:
l.

2.
3.

Describe the factors that influence the process of human communication.

Explain why nonverbal communication is important in interpersonal relationships.
Identify the principles of therapeutic communication and explain why they are
essential ingredients of interpersonal relationships.

Formulate a strategy for improving your personal ability to communicate
therapeutically.

Employ the skills discussed here to foster relationships and communication in the
psychiatric—-mental health setting.

Explain how the skills discussed here foster relating and communicating in any health
care setting.

CRITICAL THINKING CHALLENGE

You are about to embark on your first inpatient psychiatric nursing experience. You
feel anxious because although you’ve read the therapeutic communication techniques
described in this chapter, you feel uncomfortable about using them. They seem
artificial, stilted, and “not you.”

What can you do to decrease your discomfort and anxiety and help make your
psychiatric—-mental health nursing experience a positive learning experience for
you as well as for your clients?

How would you modify the therapeutic communication techniques discussed in
this chapter to match your own personal style?

. What problems could you run into by overusing a communication technique?

How can therapeutic communication techniques be useful when communicating
with classmates? Friends? Family members?




Therapeutic Communication

T he mechanism for establishing, maintaining, and improving
human contacts is interpersonal communication. Communica-
tion is a very special process and the most significant of human
behaviors. Moreover, it is the main method for implementing
the nursing process. When they tell “their story,” clients explain
themselves, the events of their lives, and the circumstances they
face. As psychiatric—-mental health nurses, we help clients tell
their stories, explore the circumstances of their lives, and move
in a more satisfying and mentally healthier direction.

For many students, like the student in the clinical example
that follows, the instruction to use one’s self therapeutically
is mysterious jargon quite unlike the clear-cut step-by-step
procedures for some physical treatments.

Clinical Example

I found myself watching my instructors and the nurses on the unit closely
when they talked with clients. Somehow I thought that by imitating things
that they did or said, I'd figure out what “being therapeutic”” was supposed
to mean. I knew it had something to do with things the nurse said or didn’t
say when she talked with clients. But it all got very fuzzy to me beyond
that very elementary grasp of it. [ used to latch on to ideas like “Agreeing
is untherapeutic. So is giving advice or opinions.” The only entries I felt
safe putting down in my process recording were stiff-sounding reflections
like “You sound angry.”

Because the process of human communication is
complex and has many dimensions, it cannot be reduced to
a few simple steps that you can simply memorize and per-
form. However, there are some principles and techniques
that we will teach you to use so that you can be comfortable
and therapeutic at the same time. Effective communication
is the cornerstone for all psychiatric-mental health nursing
practice.

THE PROCESS OF HUMAN
COMMUNICATION

As you will see in this chapter, communication is an ongoing,
dynamic, and ever-changing series of events. Some people
mistakenly believe that communication is simply the transfer
of information or meaning from one human being to another.
The truth is that meaning cannot be transferred; it must be mu-
tually negotiated, because meaning is influenced by a number
of significant factors.

Role of Perception

A person’s perception of the world is an essential element in
communicating. The term perception refers to the experience
of sensing, interpreting, and comprehending the world in which
one lives. Perception is a highly personal and internal act.
People process through their senses all the information
they have about the world around them. However, seeing is not

FIGURE T M A perceptual illusion.

always believing. Communication specialists have discovered
that because of human physiologic limitations, the eye and
brain are constantly being tricked into seeing things that are
not really what they seem; these are called illusions. Before
continuing to read, stare at FiGure 1 m for 20 seconds. The illus-
tration will appear to swing back and forth. You can verify that
the movement is an illusion by checking your visual perception
against your tactile sensations.

What people “see” or sense is strongly influenced by
many factors. For example, past experiences have prepared
us to see things, people, and events in particular ways. Also,
we tend to observe more carefully when a purpose guides the
observation. The nurse in an intensive care unit observes a
cardiac surgery client differently than a family member does.

Finally, when understandings differ, you and I can look
at the same object and see different things. Mental set helps
determine how and what a person perceives. Before you
read any further, look at the picture of the young woman in
FiGure 2 m. Do you see the silhouette of a young woman? Do
you also see the face of an elderly woman? (Remember: Stop
here and look at Figure 2.) Using the phrase “the picture of
the young woman in Figure 2” encouraged you to perceive
the illustration in a particular way. Now you should also be
able to see the elderly woman in the illustration.

As the illustrations demonstrate, the old axiom might be
better stated: “Believing is seeing.” Because we tend to per-
ceive in terms of past experiences, expectations, and goals,
perceptions may be a prime obstacle to communication. No
two individuals perceive the world in exactly the same way,
and the meanings of events differ because people’s percep-
tions of them differ. Perceptions of other human beings are
of particular importance because human communication is
inevitably affected by how we perceive one another. To see
others at all as they are, people need to know themselves and
to know how the self affects their perceptions of others.
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FIGURE 2 M The influence of mental set on perception.

Role of Values

Values are concepts of the desirable. People value what is of
worth to them. Values influence the process of communica-
tion because people’s values, like their perceptions, differ.

Value systems differ for a number of reasons. Age is one.
Children’s values shift when they become teenagers. The col-
lege or work experience generally influences values in yet
other directions. Marrying or being a parent or grandparent
may cause other value changes or shifts.

Psychiatric-mental health nurses must ultimately come
to terms with the problem of values, because conflicting value
systems among mental health professionals expose clients to
uncertainty and confusion. Consider the following example.

Clinical Example

The parents of a 15-year-old girl were upset to find a small plastic bag
of marijuana in her dresser drawer. She had been playing hooky from
school and wore low-slung jeans that her parents considered too sexy.
After a series of lengthy, angry discussions with her parents, she was con-
fined to her room. During this period she refused to eat or drink. When
the teenager was seen by a mental health treatment team, the members’
opinions were divided. Some said that her behavior signaled an emotional
disturbance. They labeled her antisocial, depressed, and anxious. Others
believed the parents were old-fashioned and too rigid in attempting to
force her to accept their values.

Clearly, these staff members were influenced by their own
values.

The daily roles people take also influence their values. In
any one day a man may be a student, husband, father, nurse,
citizen, speaker, artist, son, and teacher.

Role of Culture

Each culture provides its members with notions about how
the world is structured and what it means. These preconcep-
tions, learned at an early age, are so subtle that they often go
unrecognized. They nonetheless set limits on communication
and interaction with others. Relying on culturally determined
generalizations or stereotypes can have profound effects on
one’s relationships with others.

Communication is culture bound in a wide variety of ways.
The culture and the subculture (the culture within the culture)
teach people how to communicate through language, hand ges-
tures, clothing, and even in the ways they use the space around
them. When you overhear two clients talking about “angel
dust” you need to know that the term refers not to something
religious, but to PCP—an animal tranquilizer. In some cultures,
belching after dinner is a compliment to the host. In other cul-
tures, belching may be considered uncouth or an insult. Other
interesting examples of cultural differences in communication
are discussed in Developing Cultural Competence.

DEVELOPING CULTURAL

COMPETENCE

Cultural and Gender Perspectives
in Communication

We know, from research, that people interpret communication
from their unique cultural perspectives. For example, facial
expressions that convey sadness, happiness, anger, disgust, and
surprise seem to be shared in most cultures. However, rules for
displaying emotions may vary. In Japanese culture, the show of
negative emotions is discouraged—it is more important to “save
face” for one’s self and others than it is to express a negative emo-
tion. There seems to be more eye contact between Arabs, South
Americans, and Greeks than between people from other cultures,
and African Americans tend to look less often at others than
Caucasians. The “okay” gesture made by forming a circle with the
thumb and finger that we use in North America has sexual con-
notations in some South American and Caribbean countries. In
France, the “okay” sign means “worthless.” People from Greece,
Italy, and South America come from high-contact cultures. They
prefer closer distances, exhibit more touching behavior and
expect more touching behavior, than people from Northern
Europe and North America. Men tend to require more space
around them than women and are more likely to use gestures,
while women smile more often than men. Women also use their
voices to communicate a wider range of emotions than do men.

CRITICAL THINKING QUESTIONS

1. What are the rules in your culture for the expression
of emotion?

2. How might your preferences for interpersonal distance
and touching behavior influence your nursing care?



Therapeutic Communication

These examples make it obvious that communicating
with meaning requires that the participants take culture into
account. How people communicate with others who do not
share similar histories, heritages, or cultures is of critical
importance in humanistic psychiatric-mental health nursing
practice.

The Spoken Word

Problems arise when we discover that words mean different
things to different people. That is, words do not “mean” some-
thing; people do. If communication between yourself and the
client is to be mutually negotiated in order to be understood
by both of you, then you must understand the four concepts
discussed next.

Denotation and Connotation

A denotative meaning is the literal or restrictive meaning of
the word. It is one that is in general use by most people who
share a common language. A connotative meaning usually
arises from a person’s personal experience. That is, it has a
personal and subjective meaning. While all Americans are
likely to share the same general denotative meaning of the
word pig, the word may have a completely different positive
or negative connotation for a farmer, a consumer of meat, a
person of the Muslim faith, someone who is Jewish, a pris-
oner, and a police officer. Connotative meanings can evoke
powerful emotions.

Private and Shared Meanings

For communication to take place, meaning must be shared.
People can use private meanings to communicate with others
only when the parties agree about what the word means. The
private meaning then becomes a shared meaning. It is common
for families, two friends, or members of larger social groups
(military personnel, drug users, adolescents) to use language
in highly personal and private ways. Problems arise when the
assumption is made that people who are outside the group
share these meanings. For example, if you are not up-to-date
on contemporary slang, you will not know that “fo’ shizzle”
means certainly, “wikidemia” is a term paper researched
entirely on http://www.wikipedia.org, and “brodown” means
boy’s night out.

People with schizophrenia may use language in an idio-
syncratic way or may use a private, unshared language referred
to as neologisms. Such people are unaware that others don’t
share this use of language. People who use neologisms, such
as the young man in the following clinical example, expect to
be understood and may become upset when they are not.

In trying to make private meanings shared, make an effort
to reach mutual understanding of the client’s message. It is
insufficient, and quite possibly inaccurate, to attach mean-
ing based solely on your (or the client’s) interpretation of an
event, a word or phrase, or a gesture.

Clinical Example

A young man who was hospitalized on a psychiatric unit complained to
other clients and staff members that he had been odenated, and he became
increasingly frustrated and anxious when it became apparent that he
wasn’t being understood. Rather than simply writing him off as confused,
his primary nurse recognized that odenated most likely had a private
meaning. With some help he was able to explain that he was upset about
having been moved to a private room. The room was, he said, so dark and
dingy that it looked like a cave. Animals live in caves that are called dens.
In his view he had been o-den-ated—put into a cave.

Nonverbal Messages

Most researchers agree that nonverbal communication chan-
nels carry more social meaning than spoken words. That is,
chances are that people are making inferences about you
based on your nonverbal communication (Beebe, 2011).

There is a wide variety of nonverbal channels: body
movements, including facial expressions and hand gestures;
pitch, rate, and volume of the voice; the use of personal and
social space; touch; and the use of cultural artifacts (such
as clothing, jewelry, and cosmetics). Nonverbal cues help
us judge the reliability of verbal messages more readily,
especially in the presence of a mixed message (inconsistency
between the verbal and nonverbal components) because non-
verbal messages are the way we communicate our feelings
and attitudes.

Body Movement

The study of body movement as a form of nonverbal commu-
nication is called kinesics. Facial expressions, gestures, and
eye movements are the most common categories.

Facial expressions are the single most important source
of nonverbal communication. They generally communicate
emotions. The silent-film comedians—blank-faced Buster
Keaton and comic Charlie Chaplin—and the great mime
Marcel Marceau communicate not only isolated acts but
complete sequences of behavior with kinesics alone.

Body movements and gestures provide clues about
people and about how they feel toward others. For example,
hand gestures can communicate anxiety, indifference, and
impatience, among other things. Foot shuffling and fidgeting
may express the desire to escape.

Body position gives cues about how open one person
is to another person, or how interesting and attractive one
person is to another. People tend to position their bodies
according to their feelings about the person with whom they
are communicating. Choosing to stand or sit close to another
usually indicates attraction, whereas creating greater physical
distance may signify an attempt at interpersonal distance.

Eye contact is another very important cue in communicat-
ing. For example, proper sidewalk behavior among Americans
is for passers-by to look at each other until they are about
8 feet apart. At this distance, both parties look downward or
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away so they will not appear to be staring. Several common
but unstated rules about eye contact are as follows:

= Interaction is invited by staring at another person on
the other side of the room. If the other person returns
the gaze, the invitation to interact has been accepted.
Averting the eyes signals a rejection of the looker’s
request.

= A person’s frank gaze is widely interpreted as
positive regard.

» Greater mutual eye contact occurs among friends.

= People who seek eye contact while speaking are
usually perceived as believable and earnest.

= If the usual short, intermittent gazes during a conver-
sation are replaced by gazes of longer duration, the
person looked at is likely to believe that the person
gazing considers the relationship between the two
people to be more important than the content of the
conversation.

Keep in mind that nonverbal messages are often moderated
by culture.

Voice Quality and Nonlanguage Sounds

Voice quality, such as pitch and range, and nonlanguage
vocalizations, such as sobbing, laughing, or grunting—noises
without linguistic structure—are other components we use to
make inferences about other people.

Vocal cues can differentiate emotions. Who hasn’t heard
the injunction, “Don’t speak to me in that tone of voice!”
Sometimes people use vocal cues to make inferences about
personality traits. For example, people who increase the
loudness, pitch, timbre (overtones), and rate of their speech
are often thought to be active and dynamic. Those who use
greater intonation and volume and are fluent are thought to be

4 to 12 feet

persuasive. Status cues in speech are based on a combination
of word choice, pronunciation, grammar, speech fluency, and
articulation, among other factors.

Personal and Social Space

A pioneer in the study of proxemics—space relationships main-
tained by people in social interaction—was Edward T. Hall
(1990). Proxemics includes the dimensions of territoriality
(fixed and permanent territory that is somehow marked off and
defended from intrusion, such as in the clinical example that
follows) and personal space (a portable territory surrounding
the self that others are expected not to invade).

Clinical Example

Norma was an avid bingo player. She played at the same bingo hall in
Florida almost every day. Norma always carved out her territory. She
put her purse on the chair to her left, her bingo cards in the middle of
the table, her snacks and beverages on the left side of the table, and her
bingo daubers on the right side of the table. In essence, Norma secured for
herself the space normally shared by three people.

Ficure 3 m illustrates the various relationships between
intimacy and personal space.

Knowing something about proxemics is useful, for exam-
ple, in planning the physical space in which communication
is to occur. You can arrange furniture to increase or decrease
interpersonal distance. A cozy, open seating arrangement en-
courages interaction; chairs in a row that face the front of a
room discourage interaction. It is important to be especially
sensitive to the constraints imposed on communication by
physical objects. An understanding of proxemics coupled
with paying attention to how others use interpersonal space
will enhance your ability to decipher verbal communication.

eet and beyon

FIGURE 3 M Edward T. Hall’s four zones of space.

2
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Source: Beebe, S. A. (2011). Interpersonal communication: Relating to others. Upper Saddle River, NJ: Pearson Education, Figure 7-1, p. 200.
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Touch

Touching behaviors, because they tend to personalize com-
munication, are extremely important in emotional situations.
In North American society, the use of touch is governed by
strong social norms. Unwritten guidelines control who, when,
why, and where people touch. For example, North American
men are more uncomfortable with being touched by other men
than women are with being touched by other women. Some
people are high-touch-avoidance individuals—they simply do
not like to be touched.

Most of the taboos against touching seem to stem from
the sexual implications of touching behavior. However,
although touching is a physical act, it may or may not be
sexual in nature. A realization of the importance of touch and
an understanding that touching is not necessarily a sexual
behavior may make this channel of communication avail-
able to more people. It is equally important to be sensitive to
the other person’s disposition toward touching, so as not to
alienate another by infringing on the person’s right not to be
touched.

Cultural Artifacts

Artifacts are items in contact with interacting people that may
function as nonverbal stimuli: clothes, cosmetics, perfume,
deodorants, jewelry, eyeglasses, body piercings, wigs and
hairpieces, beards and mustaches, and so on.

Think about what information is communicated through
artifacts such as a full-length mink coat, hair that is dyed pur-
ple, a gold band on the third finger of the left hand, a military
uniform, or a Phi Beta Kappa key.

Verbal and Nonverbal Links

The verbal and nonverbal elements of human communication
are inextricably linked. Six different ways in which verbal and
nonverbal systems interrelate are discussed here.

1. A nonverbal cue may repeat a verbal cue but in a
different way. The deep-sea fisherman who verbally
describes the size of the sailfish he caught may also
extend both hands to indicate its length. The gesture
repeats the idea.

2. Nonverbal behavior may also contradict verbal
behavior. Consider the woman who meets a
college roommate she hasn’t seen for some time.
She says, “You haven’t changed a bit,” but her tone
of voice and facial expression convey sarcasm.
When verbal and nonverbal cues contradict one
another, it is usually safer to put more faith in the
nonverbal cues.

3. Nonverbal messages may add to or modify verbal
messages. When a man says he is a “little” irritated
about being kept waiting, his tone of voice and body
actions may indicate a more profound anger.

4. Certain nonverbal cues accent or emphasize verbal
cues. A woman shrugs her shoulders when she says
she doesn’t really care which movie she and her

companion see. A master of ceremonies holds up
his hand when he asks for quiet. These gestures and
body movements emphasize the words.

5. Cues that regulate, such as those that tell people
when to start talking or when to stop talking, are
usually nonverbal. A woman who keeps opening and
closing her mouth briefly while others are talking is
indicating that she wants a turn too.

6. Sometimes nonverbal cues are used to substitute for
words. A wave from a friend at a distance replaces
“hello.” Applause at the end of a play tells the actors
that they have pleased the audience.

BIOPSYCHOSOCIAL THEORIES
AND MODELS OF HUMAN
COMMUNICATION

Communication takes place on at least three different lev-
els: intrapersonal, interpersonal, and public (such as commu-
nication through the mass media or giving a public speech).
Psychiatric—mental health nurses are more concerned with in-
trapersonal and interpersonal communication. Intrapersonal
communication occurs when people communicate within
themselves. When you walk into a client’s room and think,
“The first pint of blood is almost finished. I'd better get the
next one ready for infusion,” you are communicating intra-
personally. Interpersonal communication, which this chapter
discusses in depth, takes place in dyads (between two people)
and small groups. This level of person-to-person communica-
tion is at the heart of psychiatric—-mental health nursing.

One of the easiest ways to illustrate the nature of human
communication and the elements of the process of human
communication is through a model, or visual representation.
People use models frequently for many purposes. They might
use a map or their GPS, which are visual representations of a
geographic location, to find their way to the community men-
tal health center they plan to visit. Health professionals use
electroencephalograms (EEGs) to see a visual representation
of the electrical activity in the brain. However, models pro-
vide incomplete views—a map does not show all the trees,
buildings, or park statues in the territory; an EEG tracing does
not show the color, size, or blood supply of the brain. It is
important to keep this in mind when looking at models. They
sometimes make a process look simpler than it is.

Symbolic Interactionist Model

A symbolic interactionist model is based on a transactional
perspective. It views human communication on the social—
interpersonal level and accounts for the whole persons
involved in the process. Communication is viewed as a pro-
cess of simultaneous mutual influence, rather than as a turn-
taking event. The participants are products of their social
system and integral parts of it. In the communication, some
events take place within the participants (they are intraper-
sonal), and some take place between the participants (they
are interpersonal).

Participants are who they are in relationship to the other
person with whom they are communicating. For example, in
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this dyadic (two-person) communication event between Jeff
and Sarah, there are at least six perceptions involved:

Jeff’s perception of himself

Jeff’s perception of Sarah

Jeff’s impression of the way Sarah sees him
Sarah’s perception of herself

Sarah’s perception of Jeff

6. Sarah’s impression of the way Jeff sees her

A

Therefore, in addition to the content message, a relation-
ship message also exists. Suppose Jeff passes Sarah in the
corridor and Jeff says, “Hi, how are you?” Sarah answers, “Just
fine, thanks,” but moves down the corridor and away from Jeff
as quickly as possible. Their subsequent communication will
be affected by whether Jeff perceives Sarah as walking away
because she wanted to get home before a rainstorm, or because
he believes that Sarah is angry with him and her behavior is a
comment on their relationship. The transactional model of the
communication process illustrated in FIGURE 4 m helps explain
what takes place between Jeff and Sarah.

A transactional approach is based on systems theory.
Recall that a system is a set of interconnected elements in
which a change in any one element affects all the other ele-
ments. Therefore, in a transactional model of human commu-
nication, a change in any aspect of the communication system
can influence all of the other elements in the system. Note in
Figure 4 that both individuals are the source of communication
as well as the receiver of communication and that messages
involve feedback (the response to the message) as well as
context (the psychological as well as the physical environment

7 v ll(

FIGURE 4 ® A model for communication as a mutual transaction.

Source/ <

for communication). Note also that both individuals send and
receive messages at the same time. Their communication is not
linear and it is complex because all of the components occur
simultaneously. Every element of communication is connected
to every other element of communication.

Let us say that Jeff is attracted to Sarah and would like to
get to know her better. Jeff first scans the information about
himself and others (Jeff enjoys movies and remembers hear-
ing Sarah tell a friend that she’d really like to see one particu-
lar movie) and then mentally rehearses possible actions to
take (role-playing) and possible reactions of the other (role-
taking). This gives Jeff the chance to think of four or five
different ways to approach Sarah. In this rehearsal phase, Jeff
decides what to say, how to say it, and even whether to send
the message to Sarah at all. His decision is to ask Sarah to
the movie.

Jeff’s message (“Would you like to go to the movie
with me?”’) serves as a stimulus for Sarah. Sarah thinks
about Jeff’s invitation, decides whether she wants to go to
the movie with him, and considers what response to make
to Jeff. Sarah’s response provides feedback and serves as a
stimulus for Jeff, and the interaction continues. Feedback

(Sarah’s response) allows the person an opportunity to deter-
mine whether he or she has made an error in the approach to
the other and to make appropriate corrections. Jeff carefully
considers Sarah’s response. He listens to what she says and
watches her behavior toward him. If her response is less than
enthusiastic, he will try to determine what went wrong and
how to correct it.

1
Receiver/
Source

Source: Beebe, S. A. (2011). Interpersonal communication: Relating to others. Upper Saddle River, NJ: Pearson Education, Figure 1-3, p. 11.
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In summary, the transactional view of communication
includes the following concepts:

= People run through a series of internal trials in the
process of organizing a message.

= People select and transmit the message that will, in
their view, have the highest probability of success.

= Success depends on the accuracy and completeness
of the cognitive map and the accuracy and efficiency
of the intrapersonal and interpersonal feedback
loops.

» Communication is a dynamic (ever-changing)
process that is unrepeatable and irreversible.

» Communication is complex.

= The meaning of messages is not transferred; it is
mutually negotiated.

Communication is, at the very least, a very complicated process.

Neurobiologic Factors

Looking at communication in its broadest sense requires us
to go beyond the spoken word, the written word, and motor
activity to the molecular level. In this broad view, communi-
cation can also be thought of as the movement of neurotrans-
mitters within a synapse between neurons. Neurobiology
researchers believe that energy and movement at the molecu-
lar level may be the root of all brain functioning, including
communication.

The neuron, the functional unit of the brain, differs from
other cells in the body in that it is specialized for the func-
tion of information processing. The flow of information from
one nerve cell to another involves the passage of electri-
cally charged chemical particles—sodium, potassium, cal-
cium, and chloride—across the cell membrane of the neuron.
Neurotransmitters released by the presynaptic membrane of
the axon cross the synaptic cleft and bind to their receptors
on the postsynaptic membrane of the dendrite of the target
cell.

Therefore, brain activity can also be thought of in terms
of messages and receptors. It makes sense to acknowledge
that when communication is disrupted at one level—for
example, when a crucial chemical in the brain undergoes
an alteration—the end result can be felt at other, more
obvious communication levels of the individual (such as
verbal and nonverbal communication and intrapersonal and
interpersonal communication). To put this into perspective,
your understanding of the words on this page is related not
only to your understanding of written English but also to the
chloride ion channel activity on the membranes of millions
of your brain cells.

The neurobiology of human communication is very com-
plex and not yet fully understood. For example, we know that
there is a speech circuit in the brain between the auditory cor-
tex on the left, which passes to Wernicke’s area in the tem-
poral cortex, and from there to Broca’s area in the left frontal
lobe via the arcuate fasciculus (a pathway composed mainly
of axons that synapse with other neurons). This speech circuit
is detailed in FIGURE 5 m.

Auditory

Arcuate
cortex

fasciculus

Broca’s

area )
Wernicke’s

Prefrontal area

cortex

FIGURE 5 M The speech circuit.
Source: Smock, T. K. (1999). Physiological psychology: A neuroscience approach.
Upper Saddle River, NJ: Prentice Hall.

However, knowing about the speech circuit does not go
far enough in explaining the complexities of the neurobiologic
basis of human communication. Some elements of the com-
munication process are distributed more widely in the brain
than was previously believed. To add to the complexity, these
areas are not the same in all of us. Therefore, there is no spe-
cific map of the brain that can locate specific communication
functions with absolute certainty. Nor does it mean that dam-
age in a specific region will necessarily cause a deficiency in
a function thought to be contained in that region.

Therapeutic Communication Theory

In the view of psychiatrist Jurgen Ruesch (1961), communi-
cation includes all the processes by which one human being
influences another. Ruesch’s theory takes into account the
perceptions and interpretations that influence one person’s
view of the other. Further, Ruesch assumes that, to survive,
the individual must communicate successfully.

According to Ruesch, communication is one of the most
difficult human skills to master. It takes a long time to learn
because it occurs in a series of steps, each building on the
previous one. To communicate effectively requires decades
of continuous practice. It is believed that interference hampers
development and leaves an indelible mark.

Basic Concepts
The basic concepts of Ruesch’s theory are as follows:

= Communication occurs in four different settings:
intrapersonal, interpersonal, group, and societal.

= The ability to receive, evaluate, and transmit
messages is influenced by perception, evaluation
(which involves memory, past experiences, and value
systems), and the transmission quality of messages
(amount, speed, efficacy, and distinctiveness).

= Messages achieve meaning when they are mutually
validated or verified between the two parties.

m Correction through feedback is basic to adaptive,
healthy behavior and successful communication.
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Successful Versus Disturbed Communication

The four formal criteria for successful communication are
efficiency, appropriateness, flexibility, and feedback. When
these criteria are not met, communication is disturbed (Ruesch
& Bateson, 1968).

Efficiency

Simplicity, clarity, and correct timing are all components
of efficient messages. Psychiatric-mental health nurses and
other mental health professionals may find themselves using
complex and scientific words or professional mental health
jargon to convey messages. Obscure or clumsy language and
irrelevant or useless information may also prevent others
from understanding a message. Clear messages give a sense
of order or structure and reduce ambiguity by narrowing the
number of possible interpretations of meaning. Emphasizing
the important ideas helps.

Proper timing is also important. It is best to give messages
when the other person is able to “hear”” them, when there are
no intervening noises or inputs, and when the other person
can interpret them without undue haste. Problems occur if the
interval between the messages is either too short or too long.

Appropriateness

Messages are appropriate when they are relevant to the situ-
ation at hand and when there is mutual fit of overall patterns
and constituent parts. Communication is inappropriate when it
does not fit the circumstance, is irrelevant, or is misconstrued.

Communication can also be inappropriate in amount.
Because every individual has both high and low tolerance
levels for stimulation, a person’s ability to cope with ideas,
make decisions, and act is affected by the amount and rate of
sensory input received. Exceeding a tolerance level is called
overload. A person who is overloaded by too many messages
or by messages too closely spaced cannot handle incoming
messages. Underload occurs when delay or lack of infor-
mation interferes with a person’s ability to comprehend the
message of another.

The tangential reply is another example of inappropriate-
ness. A tangential reply to a statement disregards the content
of the message and is directed toward an incidental aspect of
the initial statement, the type of language used, the emotions
of the sender, or another facet of the same topic. It indicates
that the other person is not attending to your message.

Flexibility
People cannot always be sure how a message will be received,
because each person with whom they communicate is unique
and changing. Because they cannot expect constancy from
others, people need to be flexible. In communication, lack of
flexibility manifests itself as either exaggerated control or ex-
aggerated permissiveness. Both extremes increase the likeli-
hood of frustrating, ungratifying, or disturbed communication.
Maintaining flexibility can be difficult if doing so requires
a person to abandon or temporarily lay aside a carefully
planned goal. To be flexible, a person must have the ability
to set new priorities and to move to meet immediate goals.

People who practice humanistic psychiatric-mental health
nursing work to achieve flexibility in their relationships with
clients and colleagues.

Feedback

Feedback is the response to the message (Beebe, 2011). It is
the process by which performance is checked and malfunc-
tions corrected. It performs a regulatory function in the com-
munication process. One example of how feedback can help to
correct a system malfunction is illustrated in Evidence-Based
Practice. Feedback allows people to decide which messages
have been understood as intended. It requires the cooperation
of two people—one to give it and one to receive it. Giving
helpful feedback is discussed further later in this chapter.

Under certain circumstances of disturbed communica-
tion, feedback either fails or functions poorly. When messages
do not get through or are distorted, appropriate replies cannot
be obtained, and corrective feedback does not occur. Content
that elicits anxiety, fear, shame, or any of several other strong
emotions is likely to hamper feedback.

Behavioral Effects and Human
Communication Theory

Watzlawick, Beavin, and Jackson (1967) base their theory of
human communication on the assumption that communica-
tion is synonymous with interaction. These authors maintain
that, in the presence of another, all behavior is communica-
tive. This theory is concerned with the pragmatics, or the
behavioral effects, of human interaction. What makes this
theory particularly useful to you is its conception of human
communication as a reciprocal process.

Communication Levels

According to this theory, one cannot not communicate. Both
activity and inactivity, verbalizations and silences, convey
messages. This communication occurs on two levels. The
content level of a communication is the report aspect, in which
information is conveyed. The relationship level is communi-
cation about a communication.

All interchanges can be viewed as either symmetric
(based on equality) or complementary (based on difference).
In symmetric relationships, the partners usually mirror each
other’s behavior, thus minimizing difference. Complementary
relationships, in contrast, maximize difference.

Communication Disturbances

Communication can be disturbed when a person attempts not
to communicate. As an example, in this framework, the basic
dilemma occurs when a person attempts not to communicate.
However, because it is impossible not to communicate, the
attempt to not communicate is a communication in itself.

Another disturbance occurs when a person communicates
in a way that invalidates the messages sent to or received
from the other person. Such communications, called dis-
qualifications, include a wide range of behavior such as self-
contradictions, inconsistencies, subject switches, incomplete
sentences, and misunderstandings.
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EVIDENCE-BASED PRACTICE

Feedback Helps Create a More Human Setting

Julie Rodriguez, a staff nurse in the psychiatric emergency department
of a large metropolitan hospital, has been concerned because of the
unfavorable evaluations left in the comment box by visitors to the
emergency department. Although the waiting room has been newly
remodeled and has comfortable seating, visitors to the department
feel they are ignored for long periods of time while waiting to be
seen. Their view of the staff is that staff members are very busy and
seem to be working very hard. This doesn’t seem to make up for the
visitors’ feelings that nurses and other staff are emotionally distant
or “just there to do a job.” The majority of visitors believe they have
waited longer to be seen than what the documented records show;
for them, time seems to pass very slowly.

Julie believes the emergency department staff should be rated
as highly as the physical environment. To achieve this goal, Julie
has come up with the following plan, which she presented to her
colleagues in their weekly meeting:

1. Provide a staff member presence at intermittent intervals—
a nurse attuned to client needs and concerns related to their
condition or to their care, and a volunteer to assist visitors
with other questions or concerns such as those related to
insurance, transportation, hospital admission, and so on.

2. Provide relaxing music, educational videos, books and
puzzles, magazines and newspapers, and games for visitors’

CRITICAL THINKING QUESTIONS

family members?

1. What personal steps could busy nurses take to reduce emotional distance between themselves and clients or themselves and

2. Clients and family members waiting to be seen in an emergency department often feel anxious. If anxiety is interpersonally
communicated, what staff behaviors in this example could add to their anxiety?
3. Which verbal and nonverbal therapeutic communication skills are likely to help reduce their anxiety?

use. The volunteer would be responsible for maintaining
these activities.

Julie’s rationale for her proposal is that providing more than a
physical presence in the waiting room avoids the perception that
staff members are emotionally distant or just there to do a job and,
in conjunction with the additional activities, transforms a techni-
cal, potentially impersonal setting into a more human place. Her
rationale is based on knowledge she gained from several research
articles, including:

Chang, G., Weiss, A. P, Oray, E. F, Jones, J. A, Finn, C. T., Gitlin, D. F,
.. . Rauch, S. L. (2011). Hospital variability in emergency
department length of stay for adult patients receiving
psychiatric consultation: A prospective study. Annals of
Emergency Medicine. Advance online publication. Retrieved
January 10, 2011 from http://www.annemergmed.com/
article/S0196-0644%2810%2901835-4/abstract

Shafiei, T., Gaynor, N., & Farrell, G. (2011). The characteristics,
management and outcomes of people identified with mental
health issues in an emergency department, Melbourne,
Australia. Journal of Psychiatric and Mental Health Nursing,
18(1), 9-16.

A person may communicate in a way that confirms,
rejects, or disconfirms the other person’s view of self. Confir-
mation of one person’s self-view by another is thought to be
the greatest single factor in ensuring healthy mental develop-
ment and stability. Rejection of the other’s definition of self
essentially conveys this message: “You’re wrong.” Disconfir-
mation causes others to value themselves less by conveying
this message: “You don’t exist.” Disconfirmation questions
the other’s authenticity. Disconfirmation leads to alienation
and has been found to occur with some regularity in the expe-
riences of people with schizophrenia.

Although all relationships are necessarily either sym-
metric or complementary, runaways (exaggerations to the
point of disturbance) may occur in either of the patterns.
For example, the danger of competitiveness is ever-present
in symmetric relationships. Symmetric interactions that lose
their stability may enter a spiral in which each individual at-
tempts to be just a little bit “more equal” than the other. Run-
aways are seen in quarrels between people or wars between
nations, behaviors that are relatively open. Rejection of the
other’s self generally occurs when a symmetric relationship
breaks down.

Breakdowns in complementary relationships, however,
are generally characterized by disconfirmation of the other.
For this reason, they are usually viewed as more serious
(Watzlawick, 1993).

Neurolinguistic Programming Theory

Neurolinguistic programming (NLP) is a communication
model developed in the early 1970s by Richard Bandler and
John Grinder. The model is derived from theory in linguistics,
neurophysiology, psychology, cybernetics, and psychiatry
(Bandler, 1993).

Bandler and Grinder first observed psychotherapists who
were known as expert communicators to discover what made
them effective as therapists (Dilts, Bandler, & Bandler, 1990).
They concluded that people take in, or access, information in
three sensory modalities:

1. Auditory
2. Visual
3. Kinesthetic

Further, each person prefers one mode over the others.
Sounds may facilitate communication with one person, while
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sight or touch may be more effective with another person. In
addition, people process information, or make sense out of it,
according to the representational system (the NLP phrase for
sensory modality) through which they receive it.

They also found that the expert communicators they
observed were able to adapt themselves to match the client’s
representational system and to imitate the client in a natural
and respectful way. Bandler and Grinder theorized that by
tuning in to and then using the other person’s preferred sen-
sory mode, one could greatly enhance the ability to establish
rapport. The most effective communicators, according to NLP
theory, are those who can use all three modalities and easily
move from one representational system to another.

Determining the Sensory Modality

To determine whether a client’s representational system or
sensory modality is auditory, visual, or kinesthetic, one iden-
tifies the client’s:

m Preferred predicates (verbs, adjectives, adverbs that
tell something about the subject)

» Eye-accessing cues

= Gross hand movements

= Breathing pattern

= Speech pattern and voice tones

Preferred Predicates A necessary first step before
attempting to link words with nonverbal behavior is observing
the client to see which set of predicates is preferred. Sample
preferred predicates of the auditory, visual, and kinesthetic
types are listed in Your Assessment Approach.

Eye-Accessing Cues Eye-accessing cues correlate with
an individual’s thinking process. People who are visualizing
generally turn their eyes upward or look straight ahead,
focusing on nothing. Someone processing auditory informa-
tion usually moves the eyes from side to side. A person engag-
ing in intrapersonal communication usually focuses the eyes

YOUR ASSESSMENT APPROACH

Preferred Predicates

Auditory Visual Kinesthetic
Argue Appear Attach
Chant Bright Breathless
Debate Colorful Calm
Eavesdrop Glimpse Excite
Hassle Image Fondle
Hear Observe Hurt
Listen Pretty Rough
Overhear Scan Sharp
Praise Sight Soft
Quiet Spy Sore
Scream Stare Support
Silent Ugly Tension
Tell View Throw
Whine Watch Touch
Whisper Wink Warm

down in the direction of the nondominant hand. A person in
the kinesthetic mode looks down toward the dominant hand
when experiencing sensations or emotions.

Gross Hand Movements Gross hand movements also
give clues to the client’s sensory mode. People have a ten-
dency to point toward or touch the sense organ that matches
their current sensory mode. The person in a visual mode often
points toward the eye, and the person in an auditory mode
often points toward or touches the ear.

Breathing Pattern Assessing the breathing pattern
helps the observer understand the client’s representational
model. Shallow, thoracic breathing is often associated with
visual accessing. Even breathing or prolonged expiration
is associated with auditory accessing, and deep abdominal
breathing is associated with kinesthetic accessing.

Speech Pattern and Voice Tones Visual accessing often
correlates with quick bursts of words that are high pitched,
strained, or nasal. Auditory accessing is often associated with
a clear, midrange voice tone or with a rhythmic tempo and
clearly enunciated words. Kinesthetic accessing is associated
with a slow voice and a low volume or deep tone, or with a
breathy tone and long pauses.

Therapeutic Use of NLP

Using NLP theory in psychiatric-mental health nursing
practice can enhance our interactions with clients (Thomson &
Menzies, 2010). It gives us yet another way to empathize with
clients by “trying on” their style. People tend to be less anxious
with the familiar. Those of us who mirror the client’s sensory
mode are likely to be experienced as more comfortable and
safer to be with, conditions that facilitate rapport.

We can use mirroring to help the client follow our
lead. For example, with an anxious client, we might begin
by mirroring the behaviors that indicate the client’s anxiety
and then shift into a more relaxed posture and less anxious
behaviors. It is easier to lead the client from a more anxious
state to a less anxious state by employing the NLP principles
discussed here. NLP has even been used to help claustrophobic
clients about to undergo magnetic resonance imaging (Bigley
et al., 2010).

An important benefit of the NLP approach is that it allows
us to assess the client’s style and preferred sensory mode and
to communicate more effectively by using both verbal and
nonverbal communication in the client’s preferred mode. The
following examples express the same nursing intervention with
different predicates, depending on the client’s preferred mode:

Visual—*“Yes, I can see that you are much better. You
look good, your eyes are clear, your appearance has
certainly changed.”

Auditory—*“Yes, I can hear from the sound of your voice
that you are better. Talking with you today is quite
different from yesterday.”

Kinesthetic—*“Yes, you do seem to be feeling much
better today, you're holding your head up, and your
grasp is certainly firmer than yesterday.”
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By expanding our abilities to communicate with clients in
all three modes, we can become more effective communicators.

FACILITATING COMMUNICATION
AND BUILDING A RELATIONSHIP

Therapeutic communication aims at initiating, building, and
maintaining fulfilling and trusting relationships with other peo-
ple. Communicating ideas and feelings with clarity, efficiency,
and appropriateness helps a person to be interpersonally
effective. In reading the rest of this chapter, try to relate the
therapeutic communication principles and practices discussed
earlier to these ideas about facilitating communication.

Don’t forget about using appropriate nonverbal skills.
Your verbal and nonverbal messages should be consistent
with one another. Nonverbal messages should enhance, not
detract from, verbal messages. Your Self-Awareness presents
some guidelines for you in achieving this goal.

Superficiality Versus Intimacy

Most relationships between people begin at the level of social
superficiality. In a nurse—client relationship, we try to develop
facilitative intimacy, which differs from social intimacy. For
example, the interdependence that characterizes the social
relationship is greatly reduced. In social relationships, par-
ticipants may “tell their stories” to one another. In relation-
ships that have therapeutic goals, only the client is engaged
in storytelling with the nurse. The process is specifically

YOUR SELF-AWARENESS
Guidelines for Improving
Nonverbal Communication

1. Relax. The simple act of relaxing makes it easier for oth-
ers to be relaxed and more open. Remember, anxiety is
interpersonally communicated. Take some deep breaths,
do a quick body scan, and allow the tension to flow out
of your body.

2. Use facial, hand, and body gestures judiciously.
Nonverbal gestures that are used indiscriminately lose
their effectiveness. Overdoing a gesture—constantly
smiling, constantly nodding your head—may become
annoying to others and make it more difficult for them
to talk with you.

3. Ask for feedback on your nonverbal communication.
Your classmates and instructors are sources of feedback.
Ask them to comment on the facial expressions and body
gestures that you use when you converse with them.
Consider being videotaped so that you can see for yourself
any mannerisms or gestures that intrude on your ability
to be an effective communicator.

4. Practice. Once you've identified any intrusive facial
expressions or body gestures, practice blending your
verbal message with appropriate nonverbal cues such as
hand gestures, body posture, facial expression, and tone
of voice. Then, role-play with your classmates and ask
them to comment on your effectiveness.

focused. Clients not only explain themselves, the events of
their lives, and the circumstances they face, they do so with
a purpose in mind—understanding the circumstances through
exploring them and moving to improve their lives.
Movement toward therapeutic intimacy may be difficult at
first. For one thing, such intimacy violates certain social taboos.
For example, at a party it may be socially incorrect to comment
on a person’s anxiety, stuttering, or facial tic. When commu-
nication has a therapeutic goal, all messages, including these
nonverbal ones, are heeded and may be discussed. Therapeutic
intimacy also requires that the participants move beyond social
“chitchat” into meaningful areas of concern for the client. Ther-
apeutic intimacy requires high involvement and commitment.

Facilitating Intimacy

Several interpersonal principles and practices are essential to
facilitating intimacy.

Responding With Empathy

Most theorists believe that empathy is the most important
dimension in the helping process. Without a high level of
empathic understanding, nurses have no real basis for helping.
Empathy facilitates interpersonal exploration. A more complete
discussion of empathy follows in the section on Therapeutic
Communication Skills.

Responding With Respect

Responding with respect demonstrates that you value the
integrity of the client and have faith in the client’s ability to
solve problems, given appropriate help. By encouraging clients
to put forward possible plans of action, you convey respect for
their ability to take charge of their own destiny. Giving advice,
by contrast, conveys a directly opposite message.

Responding With Genuineness

Genuineness refers to the ability to be real or honest with
another. To be effective, genuineness must be timed properly
and based on a solid relationship. Honesty is not always the
best policy, especially if it is brutal or if the client is not
capable of dealing with it.

Clients who can experience your authenticity can risk
greater genuineness and authenticity themselves. The nurse
who is genuine is more likely to deal with and eventually help
the client resolve all problems, rather than just those that are
safe or socially acceptable.

Responding With Immediacy

Responding with immediacy means responding to what is
happening between the client and yourself in the here-and-
now. Because this dimension may involve the feelings of
the client toward you, it can be one of the most difficult to
achieve. For example, the client may confront you with
overt or implied criticism of your role or competence. If you
respond in a defensive or evasive way, the relationship may
be threatened. If you are open, reasonable, and concerned, the
relationship may be strengthened.
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Responding With Warmth

Warmth is so closely linked with empathy and respect that
it is seldom communicated as an independent dimension. It
is important, however, to note some additional points about
the expression of warmth. Effusive, chatty, “buddy-buddy”
behavior should not be confused with warmth. Warmth is most
often conveyed in communications of respect and empathy.

Be aware of and accept the client’s right to maintain dis-
tance (refer back to Figure 3). Warmth and intimacy cannot be
forced. Initially, high levels of warmth can be counterproduc-
tive for clients who have received little warmth from others in
their lives, are suspicious, or have been taken advantage of by
others. Warmth alone is insufficient for building a relation-
ship and solving problems.

THERAPEUTIC COMMUNICATION SKILLS

Think of the communication techniques presented here as
having the potential to foster effective communication. You
must make them your own and adapt them individually for
each human encounter. Blend them with the understanding you
have gained from the interpersonal communication principles
and practices discussed earlier in this chapter.

Be aware that using a set of communication skills as a
sort of relationship “magic” will probably doom you to fail-
ure. Relationships, and the people in them, are unique and
much too complex to rely on a communication formula that
can be applied to all people and all situations. Remember that
a holistic approach is inconsistent with the rigid, inflexible
application of communication techniques.

Speaking to the Hard of Hearing

Be considerate and respectful when a client is hard of hearing.
Here are some suggestions based on the work of Dreher (2001)
for communicating with a client who is hard of hearing:

1. Move close enough to the client so that you are
speaking from a distance of 3 to 6 feet.

2. Determine if the client hears better through one ear
than the other. If so, speak into the good ear.

3. Choose an environment that is free of competing
noise and turn off television sets, radios, and so on.

4. Place yourself so that the client can see you clearly,
preferably with light on your face.

5. Make sure the client can see your lips and be careful
not to obscure them with gestures or articles of
clothing.

6. Speak at a natural rate. People comprehend faster
than they speak, so it is not necessary for you to
slow down unless the client does not understand.

If you fail to recognize and compensate for a client’s hearing
problem, you risk miscommunication.

Empathizing
Psychiatric-mental health nursing students are taught the
skills of active listening. But listening without empathy is

not enough. Empathic understanding not only increases your
grasp of the client’s difficulties but also helps you offer feed-
back on how the client affects others. Empathy can best be
understood as a process through which people feel with one
another. They are able to sense the feelings of another because
they have evoked in themselves the attitude of the person to
whom they are relating (in other words, they have engaged in
role-taking, discussed earlier in this chapter). Central to learn-
ing the skill of empathizing is embracing the idea that what
the client has to say or what the client feels is important (to the
client) and deserves acknowledgment. A recent study of what
it means to individuals with mental illness to be understood
revealed three predominant themes: “I was important,” “It re-
ally made us connect,” and “They got on my level” (Shatell,
McAllister, Hogan, & Thomas, 2006). Being empathic helps
to connect with clients and validates their importance.

Empathic involvement with troubled clients can have a
number of stressful consequences. Problems can arise at any
phase in the empathy process. The obstacles to achieving an
empathic concern for clients can be understood as a failure to
cope with one of the four phases of achieving empathy. These
four phases are discussed in Box 1. Be careful not to overi-
dentify and lapse into sympathy for the client. By doing so,
you may fail to incorporate the client’s feelings and instead
project personal ones. Bypassing the reverberation phase and
substituting gut-level intuitions for rational problem solving
can be another problem. Be sure to guard against overdistanc-
ing or burnout.

The term empathy is often mistakenly used synonymously
with sympathy. Empathy contains no elements of condolence,
agreement, or pity. When we sympathize rather than empa-
thize, we assume that there is a parallel between our feelings
and those of the client. The perceived similarity makes pro-
fessional judgment and objectivity difficult. Sympathy can
also be an appropriate response given the right circumstances.
What Every Nurse Should Know discusses how to respond
appropriately with sympathy.

Box |  Four Phases of Therapeutic Empathizing

The process of empathic understanding has four phases:

1. Identification. Through the relaxation of conscious controls,
we allow ourselves to become absorbed in contemplating
the client and the client’s experiences.

2. Incorporation. We take in the experiences of the client
rather than attribute our own experiences and feelings
to the client.

3. Reverberation. \We interplay the internalized feelings of
the client and our own experiences or fantasies. While fully
absorbed in the client’s identity, we still experience ourselves
as separate personalities.

4. Detachment. We withdraw from subjective involvement and
totally resume our own identity. We use the insight gained
from the reverberation phase as well as reason and objectivity
to offer responses that are useful to the client.
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Expressing Sympathy to the Bereaved

Although empathizing is preferable to sympathizing when
you are serving in a professional role, there are occasions in
which sympathy is not only appropriate but helpful. One such
example is when a client you are taking care of dies, or a friend,
colleague, or acquaintance has just lost a loved one and you
wish to reach out and offer support to the bereaved individual
or family. Many people worry about finding the right words or
worry that they will say the wrong thing. It is hard to go wrong
if you are sincere in offering support. Remember that nonver-
bal messages enhance verbal messages and your sincerity when
acknowledging the bereaved person’s feelings will temper any
words that are not quite perfect. Here are some suggestions for
expressing sympathy in a therapeutic way:

m Celebrate the deceased person’s life rather than dwell
on the death. Not everyone gains comfort from hearing
that a death “was a blessing” or that the deceased is
“in a better place.”

m Invite the bereaved person to talk, and listen carefully.
Talking often helps the bereaved person feel better.
Inviting the bereaved person to share stories about the
deceased’s life can be a healing experience.

= Share a good memory that you have about the deceased.
Sharing memories, mementos, and photographs of the
person who died may help spark happy memories.

m Be proactive in providing help. People in mourning
may find making decisions taxing. Rather than asking if
they would like help—making a dish, mowing the lawn,
walking the dog, doing the food shopping—just go ahead
and declare that you will do it.

m Keep checking in. There is often a rush of support from
people wanting to help, but typically, support wanes
quickly. Keep in mind that holidays and anniversaries of
the person’s death can be especially difficult and make an
effort to let the person know that you care.

Doing something to provide comfort is much preferable to
doing nothing because you are unsure of what to say.

Active Listening

Most of us assume that we are good listeners. The truth is
that active listening requires mindful listening, which is more
difficult than you might think. Mindfulness is the ability to
consciously think about what you are doing and experiencing.
It is more than being quiet while the other person talks—it
requires paying undivided attention to what the client says,
does, and feels, and putting aside your own judgments and
ideas long enough to really hear. Mindful listening requires
intention—that is, when you intend to really hear what
another is saying, and what that other person thinks, feels, and
needs, the better you can understand that person and his or
her needs. If you don’t listen mindfully, you won’t be able to

comprehend the message. If you don’t comprehend the mes-
sage, you will not be able to effectively use the therapeutic
communication techniques that follow.

There are several blocks to listening that may prevent you
from hearing what the client is saying and convey the message
that what he or she is saying is not very important:

1. Rehearsing: Being too busy planning what you are
going to say next

2. Being concerned with yourself—your intelligence,
your level of competence, your feelings, or your
accomplishments

3. Assuming: Thinking that you know what the client
“really means” because of your assumptions and
hunches

4. Judging: Framing what you hear or what you see in
terms of your judgment of the client as being wrong,
immature, anxious, paranoid, or depressed

5. Identifying: Focusing on your own similar experi-
ences, feelings, or beliefs when what the client says
triggers your own memories or concerns

6. Getting off track: Changing the subject or making
light of it when you become uncomfortable, bored,
or tired

7. Filtering: Tuning out certain topics or hearing only
certain things, perhaps because of anxiety, regard-
less of what else is said

Mindful listening is best accomplished when environ-
mental distractions are minimized. Consider finding a quiet
place, turning off the television, or closing the door if it is
appropriate and safe. Avoid taking notes; they take your atten-
tion away from the client, and you will miss some of what is
being said on the verbal level and done on the nonverbal level.

Face the client, use eye contact, show interest, and listen
objectively while minimizing your own personal responses.
Remaining silent while clients express themselves is a sign of
respect and interest. Avoid interrupting the client because you
feel the need to say or do something.

When listening, pay attention not only to what the client
says (the verbal communication) but also to what the client does
and how the client looks (the nonverbal communication). Non-
verbal cues often shed light on what the client says. Although
listening enables you to observe the client’s nonverbal mes-
sages, it does not follow that you will necessarily interpret the
nonverbal cues accurately. You should validate nonverbal cues
with your clients.

Using Silence

Do not feel obligated to respond after every statement a client
makes. Using silence goes beyond mindful listening and can
be a very effective therapeutic technique when it encourages
the client to communicate, when it allows the client time to
ponder what has been said or a connection the client has made,
when it allows the client time to collect his or her thoughts, or
when it allows the client time to consider alternatives. Looking
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interested while maintaining an open posture or a questioning
look will encourage the client to use the time effectively.

Break and analyze any uncomfortable silences. You would
not want a client to become increasingly anxious or resistive.

Remember, silence is an effective communication tech-
nique only when it is used as an appropriate and purpose-
ful therapeutic intervention. For example, clients who are
depressed and feel pressured to interact will benefit from your
silent, undemanding presence. Nurses who are silent because
they are uncomfortable or because they lack the knowledge or
the skill to communicate effectively must seek an experienced
clinical supervisor to help them analyze their own personal
and professional growth needs.

Reflecting

Reflecting is repeating the client’s verbal or nonverbal mes-
sage for the client’s benefit. It encourages the client to become
more actively involved. Reflecting also actively acknowl-
edges what you have heard or seen.

Reflecting Content

Reflecting the content of the message basically repeats the
client’s statement. This gives clients the opportunity to hear
and mull over what they have told you. Following are some
examples:

= “The nurse believes things will be better soon.”
= “The nurse thinks it would be better to take a part-
time job.”

Content reflection is perhaps one of the most misused and
overused methods in mental health counseling. Use it judiciously.
It loses its effectiveness when used for lack of other choices.

Reflecting Feelings

Reflecting feelings is verbalizing the implied feelings in the
client’s comment. Remember to respect the client’s right to
his or her opinion and feelings even when you may disagree
with them. Following are some examples:

= “Sounds like you’re really angry at your brother.”
= “You're feeling anxious about being discharged from
the hospital.”

In reflecting feelings, you attempt to identify latent and
connotative meanings that may either clarify or distort the
content. Reflection is useful because it encourages the client
to make additional clarifying comments.

Imparting Information

Imparting information helps the client by supplying additional
data. This encourages further clarification based on new or ad-
ditional input. Following are some examples:

» “Group therapy will be held on Tuesday evening
from 6:30 until 8:00.”
= “I am a nursing student.”

It is not constructive to withhold useful information from
the client or to reply “What do you think?” to a straightforward,
information-seeking question. However, be careful not to
cross the line between giving information and giving advice,
or giving information as a way of avoiding an area of interper-
sonal difficulty. Also, by giving personal, social information
you will likely move out of the realm of therapeutic inter-
vention. Information that is important to disclose to the client
to protect the client’s rights includes your title and position.
Resist the temptation to deny you are new to the field—it may
only cause mistrust.

Remember that clients’ participation in decision making
begins when they take in and understand information about
their own condition. The goal of imparting information should
be to provide effective education that empowers clients and
their families. Studies have shown that an educated, empow-
ered client is more likely to achieve positive mental health
outcomes and less likely to need admission or readmission
to an acute care facility. You can help clients by using each
teachable moment.

Avoiding Self-Disclosure

When you choose to avoid self-disclosure in a given
instance, several communication techniques may be help-
ful. For instance, a client might ask you to disclose marital
status, home address, religious affiliation, or a pressing per-
sonal problem. The following list offers practical and thera-
peutic ways to deflect a request for self-disclosure:

u Use honesty. “I don’t share my home address with
clients.”

u Use benign curiosity. “l wonder why you’re asking
me this today?”

u Use refocusing. “You were talking about how your
father treats you. I wonder why you changed the
topic? You were saying that. . ..”

u Use interpretation. “I notice that every time you talk
about your father, you change the subject and ask me
a question.” (pause)

u Seek clarification. “You keep asking me my home
address. I wonder what concerns you might have
about me today.”

m Respond with feedback and limit setting. “I’'m
really uncomfortable when you ask me who pays
my tuition. Talking about my finances isn’t part of
our agreement to work together.” Adding “The last
time we met, you were deciding if you were going
to call your boss on the phone . . .”” helps restructure
the situation.

Use these communication techniques in the context of the
therapeutic relationship, and assess and evaluate client
responses in an ongoing manner with an instructor or clinical
supervisor.
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Clarifying

Sometimes, even though you’ve listened carefully, you’re still
not totally clear. In this situation, it is important to ask for
clarification. Clarifying is an attempt to understand the basic
nature of a client’s statement. Following are some examples:

= “I’'m confused about exactly what is upsetting to you.
Could you go over that again, please?”

= “You say you’'re feeling anxious now. What’s that
like for you?”

Asking the client to give an example to clarify a meaning
helps you understand the client’s intended message better. A
person who describes a concrete incident is more likely to see
the connections between it and similar occurrences. Illustra-
tions or examples are also very useful qualifiers.

Paraphrasing

The only way to know whether or not you have understood
another person’s message is to check your understanding of
the facts and ideas by paraphrasing your understanding. In
paraphrasing, you assimilate and restate in your own words
what the client has said. Following are some examples:

= “In other words, you’re fed up with being treated like
a child.”

» “Thear you saying that when people compliment you,
you feel embarrassed. If they knew the real you, they’d
stay away.”

Paraphrasing gives you the opportunity to test your un-
derstanding of what a client is attempting to communicate and
can dramatically reduce misunderstandings. It is reflective in
nature, in that it lets the client know what you heard and how
you understand what has been said. It also gives the client
the opportunity to clarify content or feelings. People are more
likely to trust and value those who paraphrase the content and
their feelings (Beebe, 2011).

Checking Perceptions

Checking perceptions means sharing how one person perceives
and hears another. After letting the client know what your
perceptions of the client’s behaviors, thoughts, and feelings
are, ask the client to verify the perception. Asking someone
to confirm your perception actively demonstrates that you are
committed to understanding his or her behavior. It gives the
other person the opportunity to correct inaccurate perceptions
and allows you to avoid actions based on false assumptions
about the client. Following are some examples:

= “Let me know if this is how you see it too.”

= “When I see you fidgeting in your chair and tapping
your foot, I get the feeling that you’re uncomfortable
when we’re silent. Does that seem to fit?” or, “I know
you said it doesn’t matter, but when you frown, won’t
look at me, and fold your arms across your chest, it
seems as if you’re upset. Are you feeling angry?”

Perception checks are equally important in relationship
to nonverbal behavior. When you observe a client’s eye con-
tact, posture, facial expression, gestures, or tone of voice you

interpret what you think the client is expressing. Be sure to
check the validity of your interpretation with the client by ask-
ing if it is accurate as in the examples in the bulleted list just
provided.

Questioning
Questioning is a very direct way of speaking with clients.
But when used to excess, questioning controls the nature and
range of the client’s responses. Questions can be useful when
you are seeking specific information as in a structured men-
tal health assessment or when you are assessing a client for
suicidal thoughts. When your intent is to engage the client in
meaningful dialogue, however, you should limit questions.
When you do use questions, it is best to make them open-
ended rather than closed. An open-ended question focuses the
topic but allows freedom of response. Following are some
examples:

= “How were you feeling when your mother said that to
you?”
= “What’s your opinion about . .. 7

’

Asking a closed-ended question limits the client’s choice of
responses, generally to “yes” or “no” (“Were you feeling angry
when your mother said that?”). Closed-ended questions limit
therapeutic exploration. However, clients whose thinking is
disorganized may need to be guided by closed-ended questions.

“Why” questions usually have the same effect. They are
often impossible to answer and rarely lead to a clearer un-
derstanding of the situation. However, questions that include
“who,” “what,” “when,” and “how” may be helpful when used
judiciously.

Be careful when questioning not to steer the client to
answer in a certain way. For example, “You don’t drink alcohol
to excess, do you?” suggests that the client should answer “no.”

99 ¢

Structuring

Structuring is an attempt to create order or evolve guidelines.
It helps the client become aware of problems and the order in
which the client might deal with them. Following are some
examples:

= “You’ve mentioned that you want to improve your
relationships with your wife, your sister, and your
boss. Let’s put them in order of priority.”

= “No, I won’t be giving you advice, but we can dis-
cuss some possible solutions together.”

Structuring is particularly useful when clients introduce
a number of concerns in a brief period and have little idea of
where to begin. Use structuring not only to explore content
but also to delimit the parameters of the nurse—client relation-
ship and to identify how you will participate with the client in
the problem-solving process.

Pinpointing

Pinpointing calls attention to certain kinds of statements and
relationships. For example, you may point to inconsistencies
among statements; to similarities and differences in the points
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of view, feelings, or actions of two or more people; or to dif-
ferences between what one says and what one does.

= “So, you and your wife don’t agree about how many
children you want.”
= “You say you’re sad, but you’re smiling.”

Linking

In linking, you respond to the client in a way that ties together
two events, experiences, feelings, or people. You can use
linking to connect past experiences with current behaviors.
Another example is linking the tension between two people
with current life stress, as shown in the following examples:

m “You felt depressed after the birth of both your
children.”

» “So, the arguments didn’t really begin until after you
got your promotion.”

Giving Feedback

Giving feedback is telling the other person your reaction to what
he or she has said. It helps clients become aware of how their
behavior affects others and how others perceive their actions.
Responding with feedback is therapeutic self-disclosure on
your part. It allows you to offer clients constructive information

that makes them aware of their effect on others. However, total
self-disclosure by the nurse is inappropriate in the nurse—client
relationship. It places a burden of interdependence on the client
and limits the time and energy available to work on the client’s
concerns. Reciprocal self-disclosure is more appropriate in
friend and colleague relationships.

Effective feedback should be immediate (given as soon
as possible), honest (giving your true reaction), and support-
ive (given in ways that are tolerable to hear and not hurtful or
brutal). Following are some examples:

= “When you wring your hands, I feel your anxiety.”
= “Sometimes when you turn your head away from me,
I think you’re angry.”

It is important to give feedback in a way that does not
threaten the client and result in increased defensiveness. The
more defensive the client, the less likely the client will hear
and understand the feedback. Feedback that is harsh, hurtful,
or cruel, or appears to reject the client, creates barriers between
yourself and the client. You want to do your best to prevent
the client from experiencing your feedback as a personal
rejection. Your Intervention Strategies lists strategies and
rationales for giving helpful, nonthreatening feedback.

I YOUR INTERVENTION STRATEGIES Giving Helpful, Nonthreatening Feedback I

Strategy

Focus feedback on behavior rather than on client.
Focus feedback on observations rather than inferences.
Focus feedback on description rather than judgment.

Focus feedback on “more or less” rather than “either/or”
descriptions of behavior.

Focus feedback on here-and-now behavior rather than there-and-
then behavior.

Focus feedback on sharing information and ideas rather than
advice.

Focus feedback on exploration of alternatives rather than answers
or solutions.

Focus feedback on its value to the client rather than on catharsis it
provides you.

Limit feedback to the amount of information client is able to use
rather than the amount you have available to give.

Limit feedback to the appropriate time and place.

Focus feedback on what is said rather than why it is said.

Rationale
Refer to what client actually does rather than how you imagine
client to be.

Refer to what you actually see or hear client do; inferences refer to
conclusions or assumptions you make about client.

Report what occurred rather than evaluating it in terms of good or
bad, right or wrong.

“More or less” descriptions stress quantity rather than quality
(which may be value-laden).

The most meaningful feedback is given as soon as it is appropriate
to do so.

Sharing ideas and information helps client make decisions about
own well-being; giving advice takes away client’s freedom to be
self-determining.

Focusing on a variety of alternatives for accomplishing a particular
goal prevents premature acceptance of answers or solutions that
may not be appropriate.

Feedback should serve client’s needs, not your own.

Overloading will decrease effectiveness of feedback.

Excellent feedback presented at an inappropriate time may be
ineffective or harmful.

Focusing on why things are said or done moves away from
observations and toward motive or intent (which can only be
assumed, unless verified).
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Be aware that clients express not only information about
themselves when they interact with you; but also information
about how they perceive you. Cues about how your words
and your behavior affect clients are there if you look for
them. Be open and receptive to these unsolicited cues—the
client’s feedback to you—that can help you to become a more
effective psychiatric-mental health nurse. The Your Self-
Awareness feature in this section will help you to engage in
self-reflection.

Confronting

Constructive confrontations often lead to productive change.
Confronting is a deliberate invitation to examine some aspect
of personal behavior that indicates a discrepancy between
what the person says and what the person does. Confrontation
requires careful attention to nonverbal communication and the
discrepancies between nonverbal and verbal messages.

Confrontations may be informational or interpretive,
and they may be directed toward both the resources and the
limitations of the client. An informational confrontation
describes the visible behavior of another person. Following
is an example:

= “You say you're ‘the dummy in the family,” yet none
of your brothers or sisters made the honor roll like
you did.”

An interpretive confrontation expresses thoughts and
feelings about the other’s behavior and draws inferences
about the meaning of the behavior. Following is an example:

= “Ever since Sally and Joe criticized the way you
conducted the meeting, you haven’t spoken to them.
It looks like you’re feeling angry.”

YOUR SELF-AWARENESS

Reflecting on Feedback from Your Clients

Input—both positive and negative—from clients, classmates,
instructors, staff, and family members and friends can help you to
become aware of your “blind spots,” the characteristics about your-
self that you ignore, deny, or defend. Protecting oneself through
self-deception interferes with both relating and communicating.
To become more self-aware, do the following:

m Think about a recent interaction with a client and how that
client responded to you.

= ldentify the positive/negative elements in the interaction.

m Try to determine what the client was telling you about
yourself in this interaction, that is: What characteristic(s)
do you have that enables clients to openly express their
thoughts and feelings? What characteristic(s) do you have
that prevents clients from openly expressing their thoughts
and feelings?

m Discuss the interaction and your interpretation of it with
an instructor.

m Ask for feedback on your behavior from others—family
members, classmates, staff, friends.

Six skills to be incorporated in constructive confronta-
tions are as follows:

1. Use of personal statements with the words
1, my, and me

2. Use of relationship statements expressing what you
think or feel about the client in the here and now

3. Use of behavior descriptions (statements describing
the visible behavior of the client)

4. Use of description of personal feelings, specifying
the feeling by name

5. Use of responses aimed at understanding, such as
paraphrasing and perception checking

6. Use of constructive feedback skills (see Your
Intervention Strategies)

Summarizing

Summarizing highlights the main ideas expressed in an
interaction. It shows the client that you understand. Both you
and the client benefit from this review of the main themes of
the conversation. Summarizing is also useful in focusing the
client’s thinking and aiding conscious learning. Following are
some examples:

» “The last time we were together you were concerned
about...?”
= “You had three main concerns today.”

You can use this technique appropriately at differ-
ent times during an interaction. For example, it is useful to
summarize the previous interaction in the first few minutes
you and the client spend together. Early summarizing helps
the client recall the areas discussed and gives the client the
opportunity to see how you have synthesized the content of a
previous session. Summarizing is useful because it keeps the
participants directed toward a goal.

Injudicious use of summarizing is a common pitfall.
You may rush to summarize despite other, more pressing and
immediate client concerns. In this instance, summarizing is
likely to meet your needs for structure but does nothing to
address the client’s here-and-now concerns.

Processing

Processing is a complex and sophisticated technique. Process
comments direct attention to the interpersonal dynamics of the
nurse—client experience—in the content, feelings, and behav-
ior being expressed.

= “It seems that important things that need to be
taken care of come up in the last 5 minutes we have
together.”

= “Today is the first day our time together has started
out with silence. Last week it seemed there wouldn’t
be enough time.”

As you can see, processing is an advanced skill. Processing
is most useful when therapeutic intimacy has been achieved.
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WHY | PLAN TO BECOME
A PSYCHIATRIC-MENTAL
- HEALTH NURSE

Belinda’s Story: I've known for 5 years that | want to be a
psychiatric-mental health nurse. When | served in the Marine
Corps, | was trained as a field medic and did two tours of duty
in Afghanistan and then at the Pensacola Naval Hospital’s out-
patient psychiatric clinic. In both places, | saw several Marines
who had big problems—they couldn’t relax, they couldn’t sleep,
they had nightmares all the time. A lot of the veterans we saw
started drinking too much and too often. They moved from mari-
juana to harder drugs, and some lost their jobs and their families.
That’s when | made up my mind to go into nursing school and
learn as much as possible about stress and how it affects people.
| have one more semester to go, and when that’s done I'm going
back into the service. I'll be joining the Army Nurse Corps and go
to Officer Candidate School.

COMMON MISTAKES

When we are experiencing discomfort or strong negative feel-
ings, it becomes difficult to empathize and to communicate
with clients in a therapeutic way. Some common mistakes to
guard against are as follows:

» Giving advice. Giving advice (“You should . . .,”
“Why don’t you . . .,” “It would be better if you . . .”)
carries the implicit message that the client is
incapable of solving his or her own problem.

m Minimizing or discounting feelings. Telling a client
that he or she is over-reacting, that there is nothing to
be afraid of, or not to worry are attempts at reassur-
ance that minimize and discount the client’s feelings.

m Deflecting. Hearing clients express their pain can be
anxiety provoking. Changing the subject or making
a joke are attempts to move to something less painful.
This is not a positive shift of focus—rather, it gives
the client the message that you cannot or do not want
to cope with the pain the client is feeling.

m Interrogating. Asking a barrage of questions implies
that you are more interested in gathering information
than you are in listening to the client.

m Sparring. No matter what the client says, you know
better. Debating or disagreeing with the client
prevents you from listening to the client.

CIRCUMVENTING POTENTIAL CULTURAL
BARRIERS TO COMMUNICATION

When English is not the client’s primary language and you
are a monolingual provider, it will help if you select the words
you use carefully, avoiding buzz words, slang, and techni-
cal jargon. Show respect by speaking clearly and directly to
the client, pacing yourself to be neither too fast nor too slow.
Words that are slurred, have many syllables in them, or are too
technical make communication more difficult. Speaking too

fast may overload the client and make it difficult for the client
to follow. Speaking too slowly may lose the client’s attention.

Select the gestures you use with care, using your nonver-
bal behavior to underscore your words and your actions. The
proper use of gestures can clarify a message, and drawings
can sometimes be helpful. Be careful however; as discussed
earlier in this chapter, not all gestures mean the same thing
in all cultures and some body language may be offensive or
misunderstood.

Listen to your client’s words and watch your client’s ges-
tures carefully. Do your best to understand and validate the
meaning they have for you. Listening carefully to the client
helps you avoid focusing on what you will say or do next and
demonstrates your genuine concern for the client’s distress.

If the client attempts to speak English, his or her thoughts
may appear distorted when language is the real problem.
There have been a number of documented instances in which
people have been diagnosed as mentally disordered and con-
fined to a mental hospital because mental health professionals
erroneously diagnosed a language problem or value differ-
ence as disordered thinking or psychosis. Use open-ended
questions and rephrase them in several ways to obtain accu-
rate information.

An interpreter may be necessary if language is a barrier.
If the client does not have his or her own interpreter, you may
be able to enlist the aid of a bilingual staff member. For the
sake of confidentiality and the client’s privacy and reputa-
tion, avoid using family members as interpreters. Clients
may not want family members privy to personal information
(Martin & Nakayama, 2006), for example, sexual preference,
drug or alcohol use, or content of hallucinations (what the
voices say). Health and social services departments, interna-
tional institutes, college language departments, neighborhood
houses, or cultural centers will often know of people who are
willing to volunteer as interpreters. Most health care facili-
ties have contracts with interpreter services using a variety of
technologies (three-way phones, computers, and videophone,
etc.). Remember to always speak directly to the client and not
to the interpreter.

Being aware of cultural phenomena that affect etiquette
will be appreciated by the client. Spector (2009) suggests the
following strategies:

1. Use the proper form of address for a given culture.

2. Know the ways by which people from that culture
welcome one another, that is, when a handshake
or embrace is expected as well as when physical
contact is prohibited.

3. Be aware of when smiling indicates friendliness
or is taboo, and when eye contact is a sign of respect
or aggression.

4. Remember that gestures do not have universal
meaning.

Emphasizing similarities can help to form a therapeutic
relationship. Differences may serve as topics for discussion.
An open, ongoing dialogue is beneficial for both parties
because it promotes understanding.
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KEY TERMS

Beck Depression
Inventory

Benton Visual
Retention Test

Global Assessment of
Functioning (GAF)

intellectual disability

Mental Status
Examination (MSE)

Millon Clinical Multiaxial
Inventory—Il
(MCMI-)

Mini-Mental State Exam
(MMSE)

Minnesota Multiphasic
Personality
Inventory—2
(MMPI-2)

Nurses’ Observation
Scale for Inpatient
Evaluations (NOSIE)

objective personality
tests

projective personality
tests

psychiatric history

Raven’s Progressive
Matrices Test

Rorschach Test

Sentence Completion
Test

State—Trait Anxiety
Inventory

Thematic Apperception
Test (TAT)

Weschler Adult
Intelligence Scale—IV
(WAIS-IV)

Psychiatric—Mental
Health Assessment

EILEEN TRIGOBOFF
CAROL REN KNEISL

LEARNING OUTCOMES

After completing this chapter, you will be able to:

v hwN =

Perform an ongoing psychiatric-mental health assessment of clients in your care.
Determine how and when to apply assessment principles in professional practice.

Elicit a psychiatric history from a client and the client’s family.
Conduct a mental status examination on a client.

Describe the essential components of physiological assessment, neurologic

assessment, psychological testing, and psychosocial assessment.

Explain the importance of each of the five axes of the DSM multiaxial system to the

overall assessment of clients and their families.

Incorporate the result of the GAF Scale in a nursing care plan for a client with

a mental disorder.

CRITICAL THINKING CHALLENGE

You are responsible for an intake assessment with Jared, a 35-year-old male client.
He is being admitted to inpatient care from an emergency department after driving
his car off a highway into a building. His psychiatric diagnosis is major depression
with psychotic features, and he has had prior hospitalizations for “suicidal gestures,”
as noted in his medical record. Most guidelines for conducting a mental status

intake examination emphasize the importance of a suicide assessment, which
includes questions such as “Have you ever thought of ending it all?”’, “Have you ever
considered suicide?”, or “Do you plan to hurt yourself?” In your interview, you ask if

he is considering hurting himself again, and he says, “No.”

Jared seems anxious and does express feeling, “down all the time.” He mentions

that, “You have better things to do than waste your time on just me.”

2,

You know he is not currently lethal, so what would your assessment focus on as

the next priority?

When in your assessment would you discuss the types of antidepressants and

other medications Jared is taking?

Would you consider Jared’s statements evidence of a thought process disorder?
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The systematic scientific approach known among nurses as
the nursing process has evolved as the cornerstone of clinical
practice. The nursing process begins with assessment, an on-
going action, that collects and analyzes objective and subjective
data about the clients with whom we work.

THE NURSING ROLE IN ASSESSMENT

A comprehensive assessment will enable you to make sound
clinical judgments and plan appropriate interventions. The
primary sources of client data in most instances are the clients
themselves. Nurses’ documentation, psychological evalua-
tions and tests, physicians’ orders, social workers’ informa-
tion, and other secondary data sources can enlarge, clarify,
and substantiate data obtained directly from the client.

Your assessment skills are essential and will be utilized
throughout an individual client’s care. Because nurses assess
on an ongoing basis, success of a treatment regimen in every
setting depends on a nurse’s continual assessment.

PSYCHIATRIC EXAMINATION

Systems of data collection and assessment vary among mental
health agencies. The psychiatric examination consists of two
parts: the psychiatric history and the mental status exam. It
is most often done during initial or early interactions with a
client. The traditional psychiatric examination is discussed in
this chapter because it is still used in settings where psychiat-
ric nurses work and is considered the counterpart of the physi-
cal examination and history.

Psychiatric History

The psychiatric history gathers information about the cli-
ent’s current condition and previous diagnoses, interventions,
and treatment, along with a family history.

Data Sources

Not all data gathered during psychiatric history taking are
obtained from the client. There are several other sources.
Family, friends, police, mental health personnel, neighbors,
and others may contribute data to the psychiatric history.
When the sources are varied, the psychiatric history focuses
on the perceptions of others: how they see the client and the
circumstances of the client’s life. Always clearly indicate the
sources of the information in the psychiatric history and their
relationship to the client. Review and understand information
given by these collateral sources in terms of that relationship.

The psychiatric history generally includes the following
categories of data:

» Complaint: the main reason the client is having a
psychiatric examination. The client may have person-
ally initiated the psychiatric examination, or others
(such as courts, hospital staff, family, referral from
school or employer) may have initiated it. Record
the “chief complaint” verbatim and use with quota-
tion marks (“T just don’t want to live any longer”
or “I know these are crazy thoughts but I can’t stop
them. They’re too strong.”).

m Present symptoms: the nature of the onset and the
development of symptoms. These data are usually
traced from the present back to the last period of
adaptive functioning.

m Previous hospitalizations and mental health
treatment: information from the client, closed
facility records, ancillary information.

m Family history: generally, whether any family
members have ever sought or received mental health
treatment.

m Personal history: the client’s birth and development;
past and recent illnesses; schooling and educational
problems; occupation; sexual development, interests,
and practices; marital history; the use of alcohol,
drugs, caffeine, and tobacco; trauma history; and
religious, spiritual, or cultural practices.

m Personality: the client’s relationships with others,
moods, feelings, interests, and leisure activities.

Input from family and friends can give you a better per-
spective of the client as well as insight into the psychosocial
aspects of the circumstances in which the client lives. This in-
put includes perceptions of the client by others (how they see
the client), how symptoms are expressed in that environment,
and patterns of interaction. Keep in mind that family and
friends have their own perspectives through which they filter
events. All information from family and friends is treated as
important data to be contributed to the whole assessment and
not necessarily a total picture of the client.

The main purpose of history taking is to gather informa-
tion, although it is often also effective in establishing rapport
with a client. The information the client offers will not likely
emerge in the exact order of the forms you will complete. You
can shape and guide the interview while allowing the client
to provide information at a comfortable pace. You can also
promote rapport by avoiding an interrogative approach and
allowing the client’s story to unfold naturally. For the most
part, the assessment process involves inserting all collected
data for documentation without maintaining a rigid structure.

Assessing for psychological symptoms is not substan-
tially different for nurses in varying specialty areas. It may be
more demanding to be an emergency department nurse and
have to assess for emergent physical situations in addition
to psychological symptoms; however, the basics remain the
same. See What Every Nurse Should Know for an example of
how you would assess in those circumstances.

Mental Status Examination

The Mental Status Examination (MSE) is usually a stan-
dardized procedure in agencies that use it. The primary
purpose of the MSE is to help the examiner gather more ob-
jective data to be used in determining etiology, diagnosis,
prognosis, and treatment, and to deal immediately with any
risk of violence or harm. The sections of the MSE that deal
with sensorium and intellect are particularly important in es-
tablishing the existence of delirium, dementia, amnestic, and
other cognitive disorders. The purpose of the MSE differs
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.. WHAT EVERY NURSE

Assessing a Mentally Il Client
in the Emergency Department

People move quickly in the emergency department (ED). Lives
hang in the balance; speed can make all the difference. Bringing
a mentally ill client into this fast-paced environment requires
adjustments in order to assess properly and provide good
nursing care.

Verbal interactions are the main approaches appropriate
for interacting with a mentally ill client in the ED, as opposed to
the algorithms for physical care. Your assessment of a client with
chronic psychiatric difficulties focuses on why the client is in the
ED at this time. Something happened to make today different
from yesterday, when the client was not in the ED. Ask questions
about the current situation and what has changed for the client.

Other considerations for ED assessments of a mentally ill cli-
ent include allowing for greater personal space than you would
with someone receiving physical care. Physical contact may be
interpreted entirely differently than usual, especially normally
supportive gestures such as hand holding or shoulder touching.

Keep in mind that speed is not an asset under these cir-
cumstances. People who have psychiatric illnesses likely have
cognitive difficulties, cannot absorb information quickly, have
trouble concentrating and remembering, and need a quieter
environment to reduce distractions. Using your assessment skills
can promote client safety and enhance the movement of the
client through the system in a timely manner (referred to as ED
throughput).

Characteristics of Speech

The form, rather than the content, of the client’s speech is
described here. Speech is described in terms of how loud it
is, and its flow, speed, quantity, level of coherence, and logic.
You may include a sample of the client’s conversation in quo-
tation marks. The goal is to describe the quantity and qual-
ity of speech to discern difficulties in thought processes. In
particular, note the following patterns, if present.

Mutism The client has no verbal response despite indi-
cations that the client is aware of your questions.

Circumstantiality The client’s speech is cumbersome,
convoluted, and has unnecessary detail in response to questions.

Perseveration This is a pattern of repeating the same
words or movements despite apparent efforts to make a new
response.

Flight of Ideas These are rapid, overly productive re-
sponses to questions that seem related only by chance associa-
tions between one sentence fragment and another; with flight
of ideas, you might hear rhyming, clang associations, punning,
and evidence of distractibility.

Blocking Blocking is a pattern of sudden silence in the
stream of conversation for no obvious reason but is often
thought to be associated with intrusion of delusional thoughts
or hallucinations.

Andrew’s speech is described in the following Clinical
Example.

Clinical Example

from that of the psychiatric history in that it identifies the
person’s present mental status. The categories of information
(not necessarily in the sequence presented here) follow in the
next section.

General Behavior, Appearance, and Attitude

Provide a complete and accurate description of the client’s
physical characteristics, apparent age, manner of dress, use
of cosmetics, personal hygiene, postures, gait, gestures, facial
expression, mannerisms, general activity level, and responses
to the MSE examiner.

For descriptive purposes, we will use excerpts from the
MSE of Andrew, a client requesting services at a mental health
clinic as a Clinical Example throughout this section.

Clinical Example

Andrew, a 35-year-old white male, appears stated age, dressed in torn,
disheveled jeans. He presents with a tense facial expression, rigid posture,
and a stiff gait. He has an elevated activity level in that he moves quickly
and uses abrupt gestures.

Other descriptors that may be used include frank, friendly,
irritable, dramatic, evasive, indifferent, and so forth. Details
should be sufficient to identify and characterize the client.

He was cooperative. His speech was loud and he used an excessive num-
ber of words in his responses. There was some disjointed speech, with a
pattern of topic shifts from himself to his ex-wife.

Emotional State

The person’s pervasive or dominant mood or affective reac-
tion is recorded here. Both subjective and objective data are
included. Subjective data are obtained through the use of non-
leading questions, for instance, “How are you feeling?” If the
client replies with general terms, such as nervous, ask the cli-
ent to describe how the nervousness shows itself and its effect,
because such words may have different meanings to different
individuals.

Observe objective signs, such as facial expression, motor
behavior, the presence of tears, flushing, sweating, tachycar-
dia, tremors, respiratory irregularities, states of excitement,
fear, and depression. The attitude of the client toward the MSE
examiner sometimes offers valuable clues. Note any hostility,
suspiciousness, flirtatiousness, a desire for bodily contact, or
outspoken criticism.

The psychiatric client is apt to have a persistent emotional
trend reflective of a particular emotional disorder, such as de-
pression. If this is true, probe further to discover the intensity
and persistence of this reaction, in keeping with Diagnostic
and Statistical Manual of Mental Disorders, 4th edition, Text
Revision (DSM-IV-TR) criteria.
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If possible, record verbatim the replies to questions con-
cerning the client’s mood. The relationship between mood and
the content of thought is particularly significant. There may
be a wide divergence between what clients say or do and their
emotional state as expressed by attitudes or facial expressions.

Note whether intense emotional responses accompany
discussion of specific topics. Flat affect is an insufficiently
intense emotional display in association with ideas or situa-
tions that ordinarily would call for a stronger response. Dis-
sociation or disharmony is often indicated by an inappropriate
emotional response, such as smiling or silly behavior, when
the attitude should be one of concern, anxiety, or sadness. It
is difficult to evaluate emotional reactions in clients who use
simulation or play-acting. Clients who are trying to cover up
a deep depression may feign cheerfulness and good spirits.

The client’s emotional reactions may be constant or may
fluctuate during the examination. Try to specify the ease or
readiness with which such changes occur in response to pleas-
ant or unpleasant stimuli. You can use the following terms to
describe intensity of response:

= Composed, complacent, frank, friendly, playful,
teasing, silly, cheerful, boastful, elated, grandiose,
ecstatic

= Tense, worried, anxious, pessimistic, sad, perplexed,
bewildered, gloomy, depressed, frightened

= Aloof, superior, disdainful, distant, defensive,
suspicious

» [Irritable, resentful, hostile, sarcastic, angry, rageful,
furious

» Indifferent, resigned, apathetic, dull, affectless

Pay attention to the influence of content on affect, and note
especially disharmony between affect and content. Also
important is constancy or change in the emotional state. The
following Clinical Example continues with Andrew’s MSE:

Clinical Example

His affect was slightly tense. His mood frustrated. “I really get upset when
she doesn’t inform me of stuff.”” There was a pessimistic tone to his de-
scriptions, although this may be a recent change to his perspective.

Content of Thought

Special preoccupations and experiences such as delusions, illu-
sions, or hallucinations, depersonalizations, obsessions or com-
pulsions, phobias, fantasies, and daydreams are documented

R COMMUNICATION

Assessing Your Client

CLIENT: “I don't trust you. You are just another one of those cogs in the big wheel meant to crush my spirit.”

here. You can elicit these data by asking such questions as “Do
you have any difficulties?” or “Have you been troubled or ill in
any way?”’

Delusions are false beliefs held even in the face of con-
tradicting or no evidence. If the client has delusions of some-
one or something in the environment paying extra attention
to him or her, some of the following questions might reveal
them: “Do people like you?” “Have you ever been watched
or spied on or singled out for special attention?” “Do others
have it in for you?” If you suspect the client has delusions
of being controlled by someone or something, ask the client
such questions as “Do you ever feel your thoughts or actions
are under any outside influences or control?” or “Are you able
to influence others, to read their minds, or to put thoughts in
their minds?”” See both Rx Communications in this chapter for
examples and rationales for these interactions.

Hallucinations are false sensory impressions with no ex-
ternal basis in fact. Hallucinations occur with the five senses
of hearing, seeing, smelling, tasting, or touching. Try to elicit
details of the experience—for example, the source of sounds
or voices (from outside or inside the head), the clarity and dis-
tinctness of the perception, and the intensity. Be subtle when
approaching the client for evidence of hallucinatory phenom-
ena, unless the client is obviously hallucinating. In the case of
obvious hallucinations, it is appropriate to ask direct questions.

Obsessions are insistent thoughts recognized as arising
from the self. The client usually regards them as absurd and
relatively meaningless, yet they persist despite endeavors to
get rid of them. Compulsions are repetitive acts performed
through some inner need or drive but supposedly against the
client’s wishes; yet not performing them results in tension and
anxiety. Fantasies and daydreams are preoccupations that are
often difficult to elicit from the client. The difficulty may be
that the client is not sure what you want in terms of detail or is
ashamed to discuss fantasies and daydreams because of their
content.

Clinical Example

Although Andrew denied delusions or hallucinations, he seemed to be
distracted during the interview. When asked a question he would pause
and tip his head, mumble indistinctly, then answer the question. Andrew
endorsed the distraction but stated there were sounds and noises in the
room that, ““You probably can’t hear because I have super strong hearing.”
He denied current and past lethality.

NURSE RESPONSE #1: “You're very uncomfortable, so let’s get this
done efficiently.”

RATIONALE: Empathic reflection, redirection, guidance, and limit
setting

NURSE RESPONSE #2: “That tells me how hard this is for you, but
let’s put it into your words.”

RATIONALE: Accurate empathy, therapeutic reframing
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R COMMUNICATION

Assessing Your Client

CLIENT: “They’re all out to get me. | can’t get a day without being interfered with and manipulated. | hear them talking about me even now.”

NURSE RESPONSE #1: “You think that others have it in for you?”

RATIONALE: Focus on process, ventilation/catharsis of feelings.

NURSE RESPONSE #2: “Tell me the ways you’ve been coping so
we can figure out what would be best for you.”

RATIONALE: Focus on emotional process, seeking details of client’s
behaviors and planned actions.

Orientation

Document the client’s orientation in terms of time, place, per-
son, and self or purpose; it helps determine the presence of
confusion or clouding of consciousness. You may ask, “Have
you kept track of the time?” If so, “What is today’s date?”
Ask clients who say they do not know to estimate or guess the
answer. Many clinicians begin the MSE with these questions
because disorientation would raise the question of the validity
and reliability of data obtained subsequently.

Clinical Example

Oriented to person, but not to time (stated the year as 2 years before),
or place (did not know where he was). Reported having trouble because
“I get so mad I get confused” and those incidents were related to mood.
Denied alcohol abuse or substance use.

Memory

Attention span and ability to retain or recall past experiences
in both the recent and remote past are tests of memory. If
memory loss exists, determine whether it is constant or vari-
able, and whether the loss is limited to a certain time period.
Be alert to confabulations—memories invented to take the
place of those the client cannot recall. It is useful to introduce
questions relating to memory with some general question such
as “How has your memory been?”” Then you can move on to
more specific questions such as “Have you had difficulty re-
membering where you put things or appointments?”

m Recall of remote past experiences: Ask for a review
of the important events in the client’s life. Then com-
pare the response with information obtained from
other sources during the history taking.

m Recall of recent past experiences: Ask for the events
leading to the present seeking of treatment.

m Retention and recall of immediate impressions: Ask
the client to repeat a name, an address, or a set of
objects (for example, rose, teacup, and battleship)
immediately and again after 3 to 5 minutes. Another
test is to have the client repeat three-digit numbers
at a rate of one per second, or repeat a complicated
sentence.

m General grasp and recall: You might ask the client
to read a story and then repeat the gist of the story to
you with as many details as possible.

Clinical Example

Andrew’s memory functions appeared grossly intact. Three objects named
at the beginning of session were recalled without difficulty.

General Intellectual Level

This is a nonstandardized evaluation of intelligence. You are
exploring the person’s ability to use factual knowledge in a
comprehensive way.

n General grasp of information. The client may be asked
to name the five largest cities of the United States, the
last four presidents, or the governor of the state.

m Ability to calculate. Tests of simple multiplication
and addition are useful for this purpose. Another test
consists of subtracting from one hundred by sevens
until the person can go no further (serial sevens test).

m Reasoning and judgment. A common test of reason-
ing is to ask what the client might do with a gift of
$10,000. Examiners must be particularly careful to
correct for their own biases and values in assessing
each client’s answer.

Abstract Thinking

In this section of the MSE, you are asking the person to make
distinctions between abstractions, for example asking what
the difference is between poverty and misery or idleness and
laziness. It is common to ask the client to interpret simple
fables or proverbs such as “Don’t cry over spilled milk.”

Insight Evaluation

This section of the MSE determines whether clients recognize
the significance of the present situation, whether they feel the
need for treatment, and how they explain the symptoms. Often,
it is helpful to ask clients for suggestions for their own treatment.

Summary

Summarize the important psychopathologic findings and a
tentative diagnosis. Add to the summary any pertinent facts
from the medical history and/or physical examination.

Mini-Mental State Exam

If there is not enough time to complete a full MSE, it is possi-
ble to fairly accurately assess and evaluate a client’s function-
ing in a streamlined manner. The Mini-Mental State Exam
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Box I  MMSE Sample Items

Orientation to Time—"What is today’s date?”
Registration—"Listen carefully, | am going to say three words.
You say them back after | stop. Ready? Here they are: APPLE
[pause], PURPLE [pause], SPOON [pause]. Now repeat those
words back to me.” [Repeat up to 5 times, but score only the
first trial.]
Naming—*“What is this?” [Point to a wristwatch.]
Reading—"Please read this and do what it says.” [Show exam-
inee a piece of paper with the following instruction written on
it, “Close your eyes.”]

Source: Mini-Mental State Examination, by Marshal Folstein and Susan

Folstein, Copyright 1975, 1998, 2001 by Mini Mental LLC, Inc.
Published 2001 by Psychological Assessment Resources, Inc.

(MMSE) (Folstein, Folstein, & McHugh, 1975) provides a
framework for such an assessment. The main focus of the
exam is cognitive functioning, although you can ascertain the
client’s mood in the process.

For the test to be efficient and valid, you must ask the ques-
tions in the order they are listed. Box 1 shows four sections of
the MMSE and the general area of information the questions
address. A total of 11 questions cover the scope of a client’s
thinking and reactions. Scores are assigned to each question,
and the total score indicates the likelihood and level of cognitive
decline. The maximum score is 30 points, and the score is repre-
sented as a fraction with the actual points scored as the numera-
tor and 30 points as the denominator (e.g., 28/30, 20/30, etc.).

It is important to note that there are limitations to using
the MMSE with people who have certain disabilities with
sight or motor movement related to writing. If a client is not
able to perform one of the activities, it may be necessary to
conduct a full MSE or to document the results of the relevant
aspects of the MMSE without a score.

Nurses’ Observation Scale for Inpatient Evaluations

An assessment tool designed specifically for use by inpatient
nurses is the Nurses’ Observation Scale for Inpatient Evalu-
ations (NOSIE). Developed and determined to be a valid and
reliable tool in 1966 (Honigfeld, Gillis, & Klett, 1966), it has
been useful in quickly assessing client functioning on positive
features and negative features. Because you can complete this
by observing and assessing, it is extremely useful with individ-
uals who refuse to divulge information or are so agitated that
closer interactions would not be safe or productive. The NOSIE
comes in a long and short version and takes place within a spe-
cific time period, typically within 3 days of admission.

PHYSIOLOGICAL ASSESSMENT

As the summary of the MSE suggests, carefully consider the
possibility that a client’s symptoms may have a physiological
or, in particular, a neurologic basis. In some reported instances,
clients with brain tumors or bromide intoxication have been
hospitalized on psychiatric units and treated exclusively for
their apparent psychiatric symptoms. Such a critical oversight
obviously delays and seriously hampers appropriate treatment

of the correct biologic or neurologic problem. We cannot over-
emphasize the value of careful assessment regarding general
health issues and screening for biologic disorders. In many
community settings, psychiatric-mental health nurses are the
only mental health care providers prepared to undertake a bio-
logic and neurologic assessment and interpret the results.

The objectives of a biologic and neurologic assessment
are as follows:

1. Detection of underlying, and perhaps unsuspected,
organic disease that may be responsible for psychi-
atric symptoms

2. Understanding disease as a factor in the overall
psychiatric disability

3. Appreciation of somatic symptoms that reflect
primarily psychological rather than physiological
problems

Biologic History Taking

Taking the client’s history is an important procedure among
several that can contribute to a fuller understanding of the
biologic aspects of psychiatric symptoms. Inquire into three
primary areas of a client’s biologic history:

1. Facts about known physical diseases and
dysfunction

2. Information about specific physical complaints

3. General health history

Information about previous illnesses may provide essen-
tial clues. Clients with comorbidities of substance abuse and
mental disorder are particularly challenging. For example,
suppose a client’s presenting symptoms include paranoid delu-
sions and the client has a history of similar episodes. During
each previous episode, the client responded to diverse forms
of treatment and demonstrated no residual symptoms. This
history suggests a strong possibility of amphetamine- or other
drug-related psychosis, and a drug screen laboratory test may
be indicated. An occupational history may provide information
about exposure to inorganic mercury, leading to symptoms of
psychosis, or exposure to lead, resulting in mental disorder.

The second area of emphasis in biologic history taking is
eliciting information from the client about specific physical
complaints. Again, it is crucial to consider symptoms in terms
of both psychiatric conditions and physical diseases. Symp-
toms that are atypical of psychiatric disorders are particularly
revealing clues. For example, suppose a client with hallucina-
tions and delusions also complains of a severe headache at the
onset of the symptoms. All symptoms together suggest pos-
sible brain disease and call for careful and repeated neurologic
assessment and use of brain imaging techniques.

History taking should also include information about
medications the client is currently taking. Digitalis intoxica-
tion may result in visual distortions that may be interpreted
as hallucinations. Reserpine may produce symptoms generally
considered psychiatric in nature. Complications such as ataxia
and slurred speech could arise from combining the antidepres-
sant medication category selective serotonin reuptake inhibitor

199



200

Psychiatric-Mental Health Assessment

I YOUR ASSESSMENT APPROACH Basic Sleep Pattern Assessment I

Sample questions for assessing a client’s basic sleep patterns are
as follows.

Sleep-Wake Schedule

What time do you usually go to bed?

How long does it usually take you to fall asleep after you have
turned off the light?

What time do you usually wake up?

What is different about your sleep-wake schedule on the
weekend/days off?

How often do you take naps? (Be alert here for cultural influence,
such as taking siestas, or occupational influence.) Under what
circumstances?

Getting to Sleep

What helps you get to sleep?

What makes it difficult for you to get to sleep?
Staying Asleep

On average, how many times do you wake up during the night?
What seems to waken you?

How long does it usually take to get back to sleep?

What do you do if you are having trouble getting back to sleep?

Waking Up
How difficult is it for you to wake up?

How soon after waking up do you usually get up?
How do you feel when you first get up?

Daytime Functioning

At what time of day do you usually feel most energetic?

At what time of day do you feel most sleepy?

Would you call yourself a “morning person” or an “evening
person”?

Satisfaction With Sleep; Potential Problems

How satisfied are you with the sleep you usually get?

Do you think you get enough sleep on average? How do you
know?

How has your sleep been during the past 2 weeks in comparison
to what is normal for you?

Are you concerned about any of the following things?

Getting to sleep

Waking up too many times during the night

Waking up too early

Having to fight sleepiness during the day

Snoring, restlessness, talking or walking in your sleep
Bad dreams

Drinking too much coffee (or other caffeine/nicotine
sources)

When do you enjoy sleep the most?

(SSRI) with a naturally occurring monoamine oxidase inhibi-
tor (MAOI), which is the herb St. John’s wort (Fontaine, 2011).

The third area is the general health history. As mentioned
earlier, psychiatric nurses need to assess for a variety of gen-
eral health problems and must therefore have medical—surgical
nursing skills. During your assessment of any client, assess for
medical problems as well as the psychiatric symptomatology.
A good gauge of a client’s health and psychiatric status is the
client’s sleep patterns. Consider asking the questions on the
Your Assessment Approach feature to determine if a problem
exists. Keep in mind that some medical problems are masked by
psychiatric symptoms and that psychiatric symptomatology can
be the result of a medical disorder.

Observation

Observation also yields important data bearing on the possible
presence of organic disorders. Some examples follow:

= An unsteady gait may suggest diffuse brain disease or
alcohol or drug intoxication.

= Asymmetry—dragging a leg or not swinging one
arm—might be a sign of a focal brain lesion.

= Although inattention to proper hygiene and dress,
particularly mismatched socks or shoes, is common
in people with emotional disorders, it is also a hall-
mark of dementia.

m Frequent, quick, purposeless movements are charac-
teristic of anxiety, but they are equally characteristic
of chorea and hyperthyroidism.

m Tremors accompanied by anxiety may point to
Parkinson’s disease.

= Recent weight loss, although often encountered in
depression and schizophrenia, may be due to gastro-
intestinal disease, carcinoma, Addison’s disease, and
a number of other physical disorders.

Observe skin color, pupillary changes, alertness and re-
sponsiveness, and quality of speech and word production,
keeping in mind the possibility of delirium, dementia, sub-
stance intoxication, or other medical conditions.

NEUROLOGIC ASSESSMENT

A careful neurologic assessment is mandatory for each client
suspected of having brain dysfunction. Its goal is to discover
signs pointing to circumscribed, focal cerebral dysfunction or
diffuse, bilateral cerebral disease.

Brain Imaging Techniques

A range of brain imaging techniques are now avail-
able for viewing the living brain to detect seizure activ-
ity; evaluate sleep disorders; detect disorders such as
multiple sclerosis; detect tumors, trauma, and strokes; ex-
amine the blood flowing to the brain; and identify cerebral
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FIGURE 1 M This frontal lobe glioblastoma multiforme, a primary tumor, is metabolically very hot. (a) Note the large red area of the tumor.

(b) The same tumor at a different level in the brain.

Photo courtesy of Dr. Giovanni DiChiro and Dr. Ramesh Raman of the Neuroimaging Branch, National Institute of Neurological Disorders and Stroke, National

Institutes of Health.

atrophy, cerebral hemorrhage, cerebral infarct, hemato-
mas, and abscesses. All of these conditions may present as
psychiatric or behavioral symptoms. The most frequently
used brain imaging techniques are described in Box 1. The
positron-emission tomography (PET) scan brain image (see
FIGURE T m) shows two scans of the same brain tumor (glioma)
at different areas (levels) of the brain.

Mental health practitioners understand the need for thorough
biologic and neurologic assessment of clients seen in psychiat-
ric settings. The psychiatric literature abounds with accounts of
clients whose symptoms were initially considered exclusively
psychiatric but ultimately proved medical, especially neurologic.
Assessment errors occurred not because the symptoms did not
suggest medical disease but because such symptoms were given
too little weight or were misinterpreted. Changes in the American
Psychiatric Association’s (APA’s) DSM-IV-TR (2000) require
that both medical condition and substance abuse be ruled out as
conditions resulting in psychiatric symptoms.

PSYCHOLOGICAL TESTING

Clinical psychologists administer and interpret a wide variety of
psychological tests. There are two categories—those concerned
with personality and those concerned with cognitive function.

Personality Tests
There are objective and projective personality tests.

Objective Personality Tests

Objective personality tests provide data on various aspects
of the client’s personality, which are scored or analyzed using
empirically derived criteria.

Minnesota Multiphasic Personality Inventory-2
(MMPI-2) is a true—false test. There are 10 major
clinical scales measured in this test that include
paranoia, schizophrenia, depression, mania,

and anxiety.

State-Trait Anxiety Inventory is a self-report in-
strument. It measures state anxiety (a transitory emo-
tional state characterized by consciously perceived
feelings of tension and apprehension and heightened
autonomic nervous system activity) and trait anxiety
(relatively stable individual differences in vulnerabil-
ity to anxiety) (Spielberger, 1976).

Millon Clinical Multiaxial Inventory-II
(MCMI-II) consists of true—false questions. This test
can provide valuable assistance in clarifying underly-
ing consistent personality features.

Beck Depression Inventory consists of questions
that ask the client to rate the presence and intensity of
various symptoms of depression.

Projective Personality Tests

Projective personality tests involve presenting the client
with a somewhat ambiguous stimulus, often a visual one, to
which the client responds with his or her own perception. It
is thought that in this process the client projects something of
himself or herself into the response.

The Rorschach Test consists of 10 standardized
inkblots on separate cards. Clients are asked to state
what the inkblots look like to them, and why.

The Thematic Apperception Test (TAT) cards are
pictures of people in various situations. Clients are
asked to describe what seems to be happening in the
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picture, what the people are feeling and thinking,
and how the situation will be resolved. Because the
pictures are ambiguous, the responses are thought to
reveal aspects of the clients’ own emotional lives.

m The Sentence Completion Test asks clients to
complete an extensive series of incomplete sentences
with the first thoughts that come to mind.

Cognitive Function Tests

Cognitive function tests generally measure how well, or how
poorly, a person is able to think and process information. The
information processed contributes to intellectual functioning
and is counted as a gauge of intelligence.

Common Cognitive Function Tests
Common cognitive function tests are as follows:

= The Wechsler Adult Intelligence Scale-1V
(WAIS-IV) consists of a number of subtests for the
derivation of intelligence quotient (IQ) scores.

= Raven’s Progressive Matrices Test asks the client
to solve two-dimensional visual-spatial problems of
increasing difficulty, problems that are relatively
culturally unbiased.

= The Benton Visual Retention Test is an example of
a neuropsychological assessment instrument and is
sometimes used as a quick screening device to see if
the test taker may be manifesting signs of cognitive
dysfunction. The test taker is asked to reproduce vari-
ous geometric designs after examining the designs for
a few seconds.

PSYCHIATRIC DIAGNOSTIC PRACTICE
ACCORDING TO THE DSM

Determining that someone is mentally ill is often a matter of
judgment. Individual perceptions and social context influence
how we distinguish normality from abnormality. A now clas-
sic study that voiced doubts about the validity of psychiatric
diagnosis is at least partly responsible for revamping the sys-
tem of psychiatric diagnosis.

In this study, David Rosenhan (1973) enlisted the assis-
tance of 8 pseudopatients who sought admission to a variety of
mental hospitals in 5 states. The pseudopatients arrived at the
hospitals complaining of one false symptom—hearing voices.
Other than this false symptom, they acted as they normally
would and gave accurate information when interviewed for a
psychiatric history and mental status examination. All were ad-
mitted to the mental hospitals to which they applied. There were
a total of 12 admissions (some pseudopatients did it twice). In
all but one case, the admitting diagnosis was schizophrenia.

Once in the hospital, the pseudopatients stopped simulat-
ing the symptom (hearing voices) and behaved in their usual
manner. The average length of stay was 19 days; the range
was 7 to 52 days. While in the hospital, the pseudopatients
openly took notes on their experiences. Their note taking was

not hidden from the staff or the other clients. An examina-
tion of their charts after the study was concluded revealed that
the staff viewed the note taking solely as a symptom of the
pseudopatients’ mental disorder. They were discharged with
a diagnosis of schizophrenia in remission (indicating that the
disorder is currently under control). In other words, the nor-
mality of the pseudopatients was unrecognized even when
they were released after ample opportunity for observation by
the staff.

Interestingly, the other clients recognized the normality of
the pseudopatients more frequently than did the professional
staff. Many clients told them something like, “You’re not crazy.
You’'re a journalist or a professor checking up on the hospital.”
On the other hand, the pseudopatients were impressed by the
largely normal quality of the real clients’ behavior. They also
revealed that the staff spent surprisingly little time interacting
with the clients and concluded that people with mental illness
act in a deviant manner only a small fraction of the time. This
lack of interaction presumably contributed to the staff’s failure
to detect that the pseudopatients were normal.

Rosenhan’s study provoked a great deal of controversy.
In defense of the hospitals and their staffs, critics of the study
argued that it would have been inhumane to turn an individual
away who was hearing voices and that hearing voices made
schizophrenia the most probable diagnosis. This is undeniably
true. However, it overlooks the fact that the hospital staffs did
not have to make an immediate diagnosis based on one symp-
tom alone. They could have deferred a diagnosis pending fur-
ther observation and assessment.

The subsequent revisions of the DSM led to substantial
increases in diagnostic consistency. Let us look at how this
system has evolved into its current form. The American Psy-
chiatric Association (APA) published the first edition of the
DSM in 1952. The DSM-IV-TR (the “TR” stands for Text
Revision), published in 2000, represents the current state of
knowledge about diagnosing mental disorders. DSM-5 (the
Roman numeral is being replaced with the Arabic number)
is nearing publication at this writing. The continual evolution
of this specialty area is represented in the changes made from
the original DSM. It is composed of a list of all the official
numeric codes and terms for all recognized mental disorders,
along with a comprehensive description of each and specified
diagnostic criteria that must be present in order to make each
diagnosis. Each edition contains updated information regard-
ing numerous clinical issues such as prevalence and comorbid-
ity, among others.

The DSM uses a language describing mental health and dis-
orders that is used by many specialty disciplines in psychiatry—
mental health. Nurses use the DSM in two primary ways:
We use the diagnostic categories to communicate with other
professionals using a common framework, and we use the
research presented for causes and prevalence in discussions
with clients and their families. Read the Your Self-Awareness
feature to determine your abilities to communicate.



Psychiatric-Mental Health Assessment

YOUR SELF-AWARENESS

Evaluating Your Own Assessment Skills

Evaluate your assessment skills by responding to the following:

1. Can you ask an open-ended question and not anticipate
the answer?

2. Are you able to remain silent during an interview without
being uncomfortable?

3. Do you accept information given to you without
criticism or judgment?

4. Can you show empathy, not sympathy, for others’
problems?

5. Gauge your tolerance for unusual or abnormal
behavior.

6. Evaluate how aware you are of other cultures and their
expressions of distress.

7. What is your skill level for understanding the content of
what is said to you as well as the process (how things are
said, not said, done, and not done)?

8. Do you have success getting your message across to
others?

9. Have you been able to make necessary changes when
you received feedback on your interactions?

10. Rate your skills for assessing someone accurately on a
scale of 0 to 10, with 0 being the lowest level and 10
being the highest. (For example, use a brief interaction
with a new colleague and then discuss your assessment
with the colleague.) Discover your weak assessment
areas and work on improving them (and raising your
score). Repeat regularly.

Basic Principles of the Multiaxial System

In the DSM multiaxial system, every person is evaluated on
five axes, each dealing with a different class of information
about the client. DSM’s multiaxial assessment is congruent
with holistic views of people, recognizes the role of environ-
mental stress in influencing behavior, and requires that the
clinician collect data about client adaptive strengths as well
as about symptoms or problems. One of the most important
features of the DSM is increased interclinician reliability
resulting from the use of specified observable criteria that
have been field tested for inter-rater reliability. Its multiax-
ial approach is of significance to psychiatric-mental health
nursing because it expresses the multidimensionality of hu-
man responses to environment, one of the hallmarks of the
nursing process.

The following example illustrates the principle behind a
multiaxial system.

Clinical Example

A 54-year-old woman came to an outpatient mental health clinic for eval-
uation and treatment of severe fear and avoidance of flying that amounted
to a phobia. However, she also had a long-term personality disturbance
and had noticeable eczema.

Suppose three different clinicians were asked to evaluate
this woman. A biologically oriented clinician would certainly
diagnose the eczema but might fail to notice the personal-
ity disturbance and make little of the phobia. A psychody-
namically oriented clinician would be sure to diagnose the
personality disorder but might overlook the eczema and
the phobia, considering them to be merely manifestations of
the underlying personality disturbance. Finally, a clinician
who was behaviorally oriented would notice the phobia but
might not diagnose the personality disturbance and the ec-
zema. It is clear, then, that because of their differing theoretic
orientations, these clinicians have a rather high likelihood of
diagnostic disagreement.

Now suppose the same three clinicians were required to
evaluate her in each of three different areas of functioning:
behavioral or psychological, personality, and physical func-
tioning. In this case, all three clinicians would be much more
likely to diagnose all three conditions and thus, their evalua-
tions are much more likely to be congruent.

The DSM multiaxial system includes the five axes de-
scribed below. Axes I and II include all the mental disorders
in the DSM and therefore might be said to represent the intra-
personal or psychological area of functioning. Axis III is for
recording general medical conditions related to understanding
the cause of psychiatric symptoms and treating the individual
and thus represents the area of physical functioning. Axes IV
and V, for identifying psychosocial and environmental prob-
lems and the Global Assessment of Functioning (GAF) scale,
include an assessment of social functioning. In this sense, the
multiaxial system provides a comprehensive biopsychosocial
approach to assessment.

Description of the Axes
The following are the components of the multiaxial system.

Axis I: Clinical Disorders Axis I includes all of the
Adult and Child Clinical Disorders. Axis I also contains other
conditions that may be a focus of clinical attention, but it is
not universally agreed that these conditions actually constitute
clinical syndromes. Nevertheless, the symptoms elucidated
in these conditions are observed often enough to warrant
their inclusion in the diagnostic array available to clinicians.
These include psychological factors that would affect a physi-
cal condition, medication-induced movement disorders, and
relational problems. More specific examples include such
conditions as marital problems, occupational problems, and
parent—child problems, in which the problem being evaluated,
or for which clinical care is sought, is not due to a mental
disorder.

A mental disorder is differentiated from other problems
as a clinically significant behavioral or psychological syn-
drome or pattern that occurs in an individual. A mental dis-
order is associated with either a painful symptom (distress) or
impairment in functioning (disability), or with an increased
risk of suffering, death, pain, disability, or loss of freedom.
Further, the distress or disability does not primarily reflect a
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sanctioned response to an event, deviant behavior, or conflict
between an individual and society.

Clinical Example

A man with bipolar disorder that has been in remission for many years
develops marital difficulties for reasons unrelated to his psychiatric his-
tory or condition. He and his wife have been arguing about her intent to
resume a career.

Both “marital problem” and “bipolar disorder in remis-
sion” could be recorded on Axis L. If, however, the bipolar
disorder is not in complete remission, and marital conflict de-
velops as a result of the client’s changeable moods and other
symptoms associated with the mental disorder, the marital
problem would not be recorded in addition to the bipolar dis-
order, because the marital problem in this case is due to the
client’s mental disorder.

Axis II: Personality Disorders Axis Il contains the
personality disorders, usually diagnosed in adults, and de-
velopmental disorders including intellectual disability (for-
merly labeled mental retardation, and describes impaired
cognitive functioning and adapting), diagnosed in children
and adolescents. Axis II is also used to report maladaptive
personality traits. All the remaining mental disorders of
adults and children and associated conditions are recorded
on Axis L.

The classes of disorders on Axis II were given their
own axis because their usually mild and chronic symptoms
are often overshadowed by a more problematic Axis I con-
dition. DSM clarifies the distinction between Axis I and
Axis II by noting that Axis II conditions have an early
onset and a stable, not episodic, course. Axis II also has
options for describing the lack of a diagnosis or condition
on the axis.

Axis III: General Medical Conditions Clinicians use
Axis III to record physical disorders and medical conditions
that must be taken into account in planning treatment, or that
are relevant to understanding the etiology or worsening of the
mental disorder. A clinician might also want to record other
significant physical findings, such as “soft” neurologic signs
or even a single symptom (such as vomiting).

If there is a lack of information on Axis III, you
should state that fact as: “No information,” or “Diagnosis
deferred—not evaluated,” or “Referred to Dr. Smith for her
evaluation.” In any event, you should note something on
this axis; omitting it for lack of information undermines the
purpose of a holistic, multiaxial system. Of course, recent
advances in psychobiologic knowledge make Axis III find-
ings particularly important for psychiatric—mental health
nursing.

Axis IV: Psychosocial and Environmental Prob-
lems Axis IV is used to identify psychosocial problems
that may affect the diagnosis and treatment of mental dis-
orders. In addition to identifying the type of problem(s),
evaluators should also note in their own words the specific
problems they consider pertinent.

Axis V: Global Assessment of Functioning Axis V, the
Global Assessment of Functioning (GAF), reports on the
client’s overall level of functioning. This information is use-
ful in planning treatment and measuring its impact, and in
predicting outcomes. The GAF Scale gives the clinician an
opportunity to examine the overall impact of the client’s cir-
cumstances on psychological, social, and occupational per-
formance. The ratings on this scale fall within decile ranges
and track both symptom severity and functional level. When
symptoms and functioning are at different levels, the worse of
the two is shown through the score. For example, if a client
has moderate symptoms and severe problems functioning, the
rating would demarcate the severe problems in functioning. If
a client’s functioning is basically unimpaired but the symp-
toms experienced are significant, the symptom level would be
represented in the GAF rating. Generally, ratings on the GAF
Scale reflect the client’s current level of functioning, meaning
the lowest level of functioning within the previous 7 days.

One of the most accurate indicators of clinical outcome
is the individual’s sustained level of premorbid functioning.
For this reason, the GAF Scale can be used to rate the high-
est level of psychological, social, and occupational func-
tioning that an individual was able to sustain for at least a
few months during the previous year as well as at the time
of evaluation.

PSYCHOSOCIAL ASSESSMENT

Psychosocial assessment is a dynamic process. It begins dur-
ing the initial contact with the client and continues throughout
your nurse—client experience. Individual psychosocial as-
sessments are an option, as are family or group psychosocial
assessments. In every case, they begin with the identifying
characteristics, such as name, gender, age, marital status, and
ethnic and cultural origins. Problem identification and defini-
tion are also necessary phases in the assessment process.

Individual Assessment

During the individual assessment, consider the following
factors:

1. Physical and intellectual
a. Presence of physical illness and/or disability
b. Appearance and energy level
c. Current and potential levels of intellectual
functioning



Psychiatric-Mental Health Assessment

nificant value systems, norms, and spiritual
practices. Spirituality and its meaning for the
client are a part of the Psychosocial Assessment.
Attachment to a system of meaning, whatever
that system may be, can be an asset. (See the
Caring for the Spirit feature for sample ques-
tions that you can use during a spiritual health

the assessor’s values; how agreement or diver-
gence regarding values impacts intervention

. Adaptive functioning and response to present
involvement

a.

Manner in which the individual presents self to
others—grooming, appearance, posture

d. How the client sees his or her personal world and c. Style of communication—verbal and nonverbal;
translates events around self; client’s perceptual ability to express appropriate emotion, follow
abilities train of thought; factors of dissonance, confusion,

e. Cause-and-effect reasoning; ability to focus uncertainty

. Socioeconomic factors d. Symptoms or symptomatic behavior

a. Economic factors—Ilevel of income and adequacy e. Quality of relationships the individual seeks to
of subsistence, and their effect on lifestyle, sense establish—direction, purposes, and uses of such
of adequacy, and self-worth relationships by the individual

b. Employment and attitudes about it f. Perception of self

c. Racial, cultural, and ethnic identification; sense g. Social roles that are assumed or ascribed; compe-
of identity and belonging tence in fulfilling these roles

d. Religious identification can be linked to sig- h. Relational behavior:

» Capacity for intimacy

= Degree of dependence or independence on a
continuum from one extreme to the other

= Power and control conflicts

= Exploitative nature

= Openness

5. Developmental factors

assessment.) a. How role performance equates with life stage
. Personal values and goals b. How developmental experiences have been inter-

a. Presence or absence of congruence between val- preted and used
ues and their expression in action; meaning of c. How past conflicts, tasks, and problems have
values to individual been handled

b. Congruence between the individual’s values and d. Whether the present problem is unique in the
goals and the immediate systems with which the person’s life experience
client interacts

c. Congruence between the individual’s values and The Place of Assessment in Practice

Assessment is essential in clinical practice and serves several

purposes:

» Identifying problems

» Identifying client motivations, strengths, and
resources

= Identifying forces (both internal and external to the

b. Emotional tone and change or constancy of

levels client) that may hinder the team’s therapeutic plan

CARING FOR THE SPIRIT

with your higher power, and circle the place on the
scale that you feel would be ideal for your relationship
with your higher power. Explain why you chose each
of these points.

Spiritual Health Assessment

For these first five statements, indicate whether you never,
sometimes, often, or nearly always agree.

. 1. Htrust myfelf. . (no (turn only (turn total
2. | feel my life has meaning and purpose. . .
. ) . relationship) problems over) self over)
3. Other people give meaning to my life.
4. | trust other people. ! 2 3 4 5 6 7 8 ? 10
5. I have close friends. 9. My religious upbringing and background can be
6. | have experienced the following in my life: described as (check as many as apply):
Loss Separation Divorce Nurturing Helpful Strict
Geographic moves Rejection Death Conservative Liberal Punishing
7. Do religion and spirituality mean the same thing to Negative Had very little Had none

you? If not, what are the differences to you?
8. With 1 being the lowest and 10 the highest, place an
X on the following scale to indicate your relationship
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m Setting reasonable goals with the client, given who
the client is at this time

» Determining appropriate intervention strategies

» Providing continuous evaluation of the process
and indicating when the therapeutic plan should be
changed

Assessment is an ongoing, dynamic process that utilizes
all your senses and all your skills. Your observations, com-
bined with all the information you receive from the client, in-
terdisciplinary team members, and collateral sources provide
an opportunity to engage in a partnership based on mutual
definition of problems and goals. If a client says, “I’d be bet-
ter off dead,” you must assess the lethality risk and intervene
to prioritize the client’s safety. If you see physical signs of
abuse such as bruises in various stages of healing without ad-
equate explanation, your assessment warrants a private inter-
view with the client during which you can ask, “Does anyone
ever hurt you?” If treatment does not seem to be addressing
the main symptoms or side effects from medications seem
to cause flagging focus on continued adherence, assess the
client’s reactions and discuss options (Adams, Holland, &
Urban, 2011).

Assessment is the solid base upon which you build
your practice and perform your interventions. See the
Evidence-Based Practice feature for an example of how
assessment of the client and the environment are vital
to good nursing care. Information and services that help
nurses, physicians, consumers, other providers, and health
plans navigate the complexity of the health care sys-
tem can be found at Web MD, http://www.webmd.com,
and can be accessed on the Online Student Resources for
this book.

Nursing Care Plans

Nursing care plans are a means of providing nursing per-
sonnel with information about the needs and therapeutic
plans for each client. They are of major importance when an
agency uses source-oriented documentation, because they
provide an ongoing, up-to-date record of goal-directed, indi-
vidualized nursing care. When problem-oriented documenta-
tion is used, nursing care plans may be an outgrowth of that
documentation.

Critical Pathways

Critical pathways are another way to represent a nursing plan
of care. Their use varies geographically and with facility pro-
cedures. They are usually formatted in columns and empha-
size client outcomes tied to target dates. Critical pathways in
general specify the following categories of information:

1. Daily client outcomes (short-term goals)

2. Assessments, tests, and treatments

3. Knowledge deficit (daily prescriptions for nursing
interventions focused on client teaching)

4. Diet (daily prescriptions)

5. Activity (daily prescriptions for nursing
interventions)

6. Psychosocial considerations (daily prescriptions for
nursing interventions)

The precise format for critical pathways may vary from
setting to setting or may be based on the client’s condition. As
is the case with nursing care plans, critical pathways are not
set in stone; you must modify them based on changes in client
assessment data. Furthermore, you should always individual-
ize standardized critical pathways for individual clients.

EVIDENCE-BASED PRACTICE

Jane is an 84-year-old woman whose 87-year-old husband and
other family members provide caregiving services in her home for
end-stage heart disease. Even though she enjoys having her fam-
ily care for her, there are many times when Jane feels stressed by
the reactions of her family to the inevitability of her health status.
Fatigue and shortness of breath have been the main symptoms Jane
experiences, although she has been sad and feeling unsupported
lately. Jane has not told anyone about these feelings.

Your assessment of Jane’s situation is based on current research
results. Your research review highlights quality-of-life issues for end-
of-life care and the contribution of psychological distress for the
caregivers when higher levels of care are needed. You learned that
Jane, and possibly her husband, will likely have psychosocial symp-
toms. A discussion with Jane and her husband may help both of

CRITICAL THINKING QUESTIONS

ily to talk with you about their concerns?

Assessment of an Older Adult and Her Caregiving Family Members

1. How could you use the Global Assessment of Functioning Scale to develop a plan of care for Jane?
2. Why would you approach Jane and her family members to discuss these issues?
3. What specific communication techniques would be helpful in obtaining an accurate assessment and encouraging Jane and her fam-

them voice their feelings and consider the interplay of physical and
emotional symptoms. Assessing physical and psychosocial symp-
toms allows a complete picture of the status of a client and directs
interventions.

The professional involved in Jane’s care discussed the informa-
tion you gathered during your assessment. The plan is to incorpo-
rate feeling identification, support system structures, and ongoing
assessment of symptoms of depression into the overall care that Jane
receives. Intervening with Jane’s caregivers is similarly important.

You should base action on more than one study, but you
would find the following research helpful in this situation.

Pinquart, M., & Sorensen, S. (2011). Spouses, adult children, and
children-in-law as caregivers of older adults: A meta-analytic
comparison. Psychology and Aging, 26(1), 1-14.
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WHY | PLANTO BECOME
A PSYCHIATRIC-MENTAL
HEALTH NURSE

Anna'’s Story: During the first 3 years of nursing college | became
convinced | would become a critical care nurse. Every rotation
where | was involved in the care of someone who had an emer-
gency or a major system failure, | became convinced that critical
care would be my specialty. My plan was to be a critical care
nurse when | graduated.

Then | took care of a woman whose abdominal incision
would not close. She remained fairly stable through painful pro-
cedures and restricted movement. One day she told me she was
hearing puppies barking and she couldn’t get any rest because
of the noise. She begged me to please remove the puppies from
the unit. There were no sounds that could be misinterpreted as
a dog’s bark in the environment. My suspicion of ICU psychosis
was verified when the liaison nurse came to assess this client.

This experience changed my plans as | became fascinated
with how something unseen and basically hidden from me (the
client’s thought processes) could have such a major effect on her
functioning. This was not a wound to dress, a task to complete,
or a bone to set—this was a brain thinking and feeling and expe-
riencing the world. The liaison nurse, a clinical nurse specialist in
psychiatric-mental health nursing, asked questions | would not
have thought to ask and got answers | did not expect. It was
intellectually stimulating for me. My current plan to become a
psychiatric-mental health nurse stems from accepting the chal-
lenge of combining the nursing skills around human physiology
and psychological complexities.

Algorithms

Algorithms are behavioral steps, or step-by-step procedures, for
the management of common problems. Algorithms have proved
to be useful protocols, particularly in settings that employ large
numbers of paraprofessionals. At intake points in community
mental health settings, such as walk-in neighborhood clinics,
mental health workers often make the initial psychosocial
assessment and may plan and implement treatment strategies.
Clinical algorithms for common mental health prob-
lems provide structured, standardized guidelines for decision
making. Professional nurses in nonpsychiatric settings find
clinical algorithms particularly useful when assessing psychiat-
ric symptoms. Algorithms for depression and suicidal lethality
have been found to be reliable and valid in these circumstances.

QUALITY ASSURANCE

Quality assurance is known by many names, including perfor-
mance improvement (PI), quality management (QM), contin-
uous improvement (CI), and continuous quality improvement
(CQI). (For our purposes we will use the term quality assur-
ance [QA] in this text.) No matter what name is used, the basis
of QA is to ensure that quality is maintained through an ongo-
ing effort to find new and better ways of conducting care and
achieving better results.

When QA is properly conducted, it involves the entire
organization, whether a large bureaucratic hospital setting or
a small private practice. All members of the workforce are in-
volved in evaluating procedures, looking for ways to improve
them, and then improving them. In fact, QA is best conducted
by the people doing the work rather than by supervisors and
administrators.

You will hear QA referred to as a process. This is because
QA is evolving as it improves clinical practice. It is not a fixed
or rigid plan. QA involves four basic steps—Plan, Do, Check,
and Act—that are continuously progressing (see FIGURE 2 m ).
(Hence the word “continuous” in the terms Continuous Im-
provement and Continuous Quality Improvement.)

Quality assurance is about asking questions, using per-
ception surveys and questionnaires, and listening carefully to
both compliments and complaints from the people involved
in the process. The recipient of your clinical services can be
viewed as your customer, someone who can make choices
to a certain extent about from whom they receive services.
And customers are the best judges of quality. They know best
whether their needs and expectations are being met.

When you assess a client, are your procedures the best
they can be? Have you utilized all possible and available re-
sources to form the most comprehensive impression of this
individual and how to approach treatment? One useful strat-
egy for applying QA to assessment procedures is to compare
the outcome of a clinical case with the assessment. Were the
recommendations for treatment from the assessment helpful
in treating the individual? The involvement of several clini-
cians in this effort can shape more and more advantageous
procedures. If you follow a QA format when examining your
practices, then you are more likely to be able to create a truly
quality assessment.

The psychiatric audit is one way to evaluate the quality of
mental health services that consumers receive. An audit con-
sists of a review of the client’s treatment record to compare
criteria for quality care with actual practice. Problem-oriented
documentation provides the descriptive documentation neces-
sary for such QA programs. Although documentation may not
always accurately indicate the quality of the care given, it is
an important part of the process that keeps mental health care
workers accountable to consumers of their services.

When QA is utilized in this way, it benefits everyone.
Recipients and their families have an opportunity to receive a
higher quality of care, which means better health and greater

Plan

Act Check

FIGURE 2 W The quality assurance cycle of activities. The four
steps of quality assurance are labeled Plan, Do, Check, and Act
and are performed in a cyclic fashion.
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satisfaction with treatment. You and your coworkers find
better ways of providing nursing care, which can lead to
greater job satisfaction. The treatment setting benefits from
QA as an ongoing focus on improving quality, which helps
the facility fulfill its mission and do its job.

Accurate problem identification and intervention strate-
gies often depend on the quality of the assessment. Mental

Pearson Nursing Student Resources
Find additional review materials at
nursing.pearsonhighered.com

Prepare for success with NCLEX®-style practice questions,
interactive assignments and activities, web links, animations
and videos, and more!
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Ethics, Clients’ Rights, and
Legal and Forensic Issues

CAROL REN KNEISL

LEARNING OUTCOMES KEY TERMS

After completing this chapter, you will be able to: competency

diminished capacity

expert witness

guilty but mentally ill
(GBMI)

habeas corpus

I. Relate the six principles of bioethics to the practice of psychiatric-mental health
nursing.

2. Apply ethical guidelines in reconciling crucial ethical dilemmas.

3. Describe how psychiatric—mental health nurses can avoid indirectly contributing
to the stereotypes associated with psychiatric diagnostic categories.

4. Explain why psychiatric-mental health nurses need to be knowledgeable about the informed consent
mental health statutes and regulations in the state in which they practice. involuntary

5. Compare admission and release procedures for voluntary admission and involuntary commitment
commitment. least restrictive setting

6. Deliver psychiatric-mental health nursing care in a manner that preserves legal sanity
and protects client rights, dignity, and autonomy. malpractice

N

Partner with clients and their families in developing psychiatric advance directives. negligence

not guilty by reason of
insanity (NGRI)
privileged
CRITICAL THINKING CHALLENGE communication
psychiatric advance
directives (PADs)
psychiatric forensic

8. Assist clients and families to develop skills for self-advocacy.

Sue Aberdeen is a client of a mental health outreach clinic. She was diagnosed with
bipolar disorder more than 20 years ago. At one time or another during this period,
various mental health care providers have prescribed several different medications
for Sue. Most have been only slightly helpful or ineffective. Most recently, Sue has nursing

been taking lithium, which seems to be the most helpful. Her long-time friend Tarasoff decision
brought Sue to the clinic because Sue has not been taking her medication. She has voluntary admission
been unable to sleep and is distracted and agitated. Sue has been to a different bar
every night this week, and has gone home with and had sex with a different man each
night. The nurse assigned to her case has been attempting to persuade Sue to take
her lithium. Sue has continued to refuse, and the nurse has continued to explain and
cajole. Finally, Sue shouted: “You just don’t get it, do you? Buzz off, you bitch!” and
stomped out of the clinic.

I. How can you reconcile the desire and duty to help with a client’s refusal for
treatment!

2. When do you think it is acceptable for a client to refuse to be treated?

3. What are the options for handling a client’s refusal to cooperate with treatment?

From Chapter 12 of Contemporary Psychiatric-Mental Health Nursing, Third Edition. Carol Ren Kneisl,
Eileen Trigoboff. Copyright © 2013 by Pearson Education, Inc. All rights reserved.
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Ethical, judicial, legislative, political, and economic decisions
profoundly influence mental health practice and bring about
changes in the understanding and practice of mental health inter-
vention. These changes challenge the psychiatric-mental health
nurse to examine central issues, such as the following:

= How does one balance the common and the individ-
ual “good” in health care?

= What are nurses’, mental health consumers’, and
society’s rights, liability, and accountability?

An examination of these issues generally improves care,
but it often confuses the boundaries of ethical behavior, men-
tal health practice, and the law. This confusion entraps mental
health care professionals, mental health consumers, families,
lawyers, and the public in a muddle of conflicting policies and
procedures. In addition, a client’s right to privacy, to receive
and refuse treatment, and to define happiness and growth
pivot on society’s values.

This chapter will bring some clarity to the ever-changing
relationship between ethics, the law, and mental health ser-
vices so that you can practice ethically and with confidence,
and also exercise your power as citizens, professionals, and
advocates to influence the direction of mental health care.

ETHICS

Having a good foundation in ethics in important in psychiatric—
mental health nursing. You may find yourself having to iden-
tify alternative courses of action and decide what to do when
there is a conflict of rights and obligations between clients and
families, between yourself and other mental health care work-
ers, between yourself and the mental health agency or institu-
tion, or between the client’s good and the community or social
good.

Ethics is a branch of philosophy that deals with the val-
ues that are related to human conduct, the rightness or wrong-
ness of actions, the goodness and badness of one’s motives,

and the goodness and badness of the results of one’s actions.
Bioethics is a field that applies ethical reasoning to issues and
dilemmas in the area of health care. Ethical conflicts involve
complex ethical issues and dilemmas that are tempered by the
need to provide culturally congruent care.

Ethical Analysis
One of the major difficulties in ethical analysis is that there are
no definite, clear-cut solutions to ethical dilemmas. For centu-
ries, moral philosophers—beginning with Socrates, Plato, and
Aristotle—have struggled with two main ethical questions:
What is the meaning of right or good? and What should I do?
Taking a stand on an ethical issue involves much more
than merely accepting the moral position or personal values
of another. It requires an understanding of the principles of
bioethics. To identify, clarify, define, and defend a stand on
an ethical issue, we must engage in a process of ethical rea-
soning. Carefully consider the content in Mental Health in the
Movies. Which of the following ethical principles may have
been violated in the circumstances described there?

Principles of Bioethics

The six principles of bioethics discussed here are autonomy,
beneficence, fidelity, justice, nonmaleficence, and veracity.
Nurses in psychiatric-mental health settings continually bal-
ance the principles of beneficence and nonmaleficence with
autonomy (Chiovitti, 2011).

Autonomy

Autonomy is the freedom to choose a course of action, to act on
that choice, and to live with the consequences of that choice.
Helping clients, their families, and their significant others
make choices fosters autonomy. You help clients by provid-
ing them with the information they need in order to choose,
helping them to understand and sort through the information,
and supporting their choice, even when that choice is one that

MENTAL HEALTH INTHE MOVIES

Sybil

Sybil, the pseudonym for an actual
person in treatment for dissociative
identify disorder (DID; known then as
multiple personality disorder), was one
of the most famous psychiatric clients
known to the general public. Her life
and treatment became worldwide
knowledge with the publication of a
book by Rita Schreiber that became a made-for-television movie
in 1976 (starring Sally Fields as Sybil and Joanne Woodward as
her psychoanalyst) and once again in 2007. The movie portrayed
Sybil’s harrowing childhood and her dissociation into 16 different
personalities in her attempts to cope. Sybil’s personalities varied
from self-assured and sophisticated, fearful, angry, intensely reli-
gious, to perpetual teenager, and even a less well-developed baby.

Sybil’s psychiatrist used amobarbital and hypnosis in her attempts
to reintegrate Sybil’s various selves and merge them together.

In 1998, newly found 25-year-old audiotapes suggested that
Sybil’s personalities may have actually been implanted by her doc-
tor. Before the first movie was made, there were fewer than 80
known cases of DID. Once Sybil’s case became widely known,
mental health professionals began to diagnose DID at an alarming
rate—more than 20,000 by 1990, with some clinicians estimating
that 2 million more cases were in existence. Some mental health
professionals (but not all) believe that DID is actually a misdiag-
nosis of borderline personality, or some form of anxiety disorder.
Because Sybil’s psychiatric files are sealed and both Sybil and her
psychoanalyst are deceased, we may never know the truth to this
story. DID remains a controversial diagnosis.

Photo courtesy © Everett Collection.
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you may not have made. Professional autonomy for you, as
a psychiatric-mental health nurse, means having to account
for and accept the consequences of professional decisions
and actions. Nursing professionals must balance the goal of
greater autonomy with efforts to achieve what providers and
consumers determine are the common and the individual good
in health care.

Beneficence

Beneficence is the principle of attempting to do things that
benefit others or promote the good of others. You operate
under the principle of beneficence whenever you help cli-
ents who cannot decide for themselves or are incapacitated
or incompetent. Protecting clients from harming themselves
because of thoughts, feelings, or behaviors that lead to self-
harm is done in a spirit of beneficence. Beneficence is also
the principle that motivated the paternalism in health care
that was common until recently (Parks & Wike, 2010)—that
is, wanting to do good for clients meant to some health care
providers that lying to them (“You do not have cancer”), or
withholding information (“You have a tumor,” but failing to
say that the tumor is malignant), or dictating treatment (“You
must have a radical mastectomy,” but failing to offer options
such as lumpectomy, chemotherapy, or radiation) was in the
client’s best interest.

Fidelity

Fidelity means that you maintain loyalty and commitment
to your clients and are faithful to your promises, duties, and
obligations. Fidelity is crucial to establishing trusting rela-
tionships with clients, their families, and other mental health
workers. Fidelity also means that you do not make promises
you will not or cannot keep.

Justice

Justice is the principle of treating others fairly and equally. It
is the fair and equitable distribution of burdens and benefits.
The principle of justice has always been a cornerstone of bio-
ethics and has become even more important when considered
in issues related to health care reform and managed care. The
principle of justice raises questions such as the following:

= Should indigent persons who are schizophrenic be
treated with older traditional medications with
uncomfortable side effects, but those who can
afford it be treated with newer and costly psychotro-
pic drugs that have fewer side effects?

= Is insurance coverage for psychiatric—mental health
services a basic service or a luxury?

= Should mental health care be given to those who need
it or only to those who can pay for it?

Nonmaleficence

Nonmaleficence is the intention to do no wrong. Your mo-
tives for actions should be in the direction of helpfulness
based on sound knowledge of psychiatric-mental health the-
ory. Nonmaleficence requires you to be self-aware and is the

principle behind the Your Self-Awareness features through-
out this text.

Veracity

Veracity is the intention to tell the truth. Veracity is criti-
cal to establishing trust with clients, their families, and other
mental health care workers. If you cannot be trusted to do
what you say you will do or to tell the truth, you cannot be
depended on; what you do and what you say will be open to
suspicion. Veracity means that you do not lie to clients to
“humor” them.

Neuroethics: An Emerging Field

The field of neuroethics is emerging from a 2 1st-century part-
nership between bioethics and neuroscience. Rapid advances
in neuroscience, brought about by brain research, have raised
critical ethical, social, and legal issues about neuroimaging,
psychopharmacology, deep-brain stimulation, and psychosur-
gery (deep-brain stimulation and psychosurgery are discussed
later in this chapter). The critical questions revolve around
the prediction of disease (including mental disorders in certain
instances); questions of privacy and confidentiality; concerns
about the effects on an individual’s autonomy; and the influ-
ences of neuroimaging, psychopharmacology (Mohamed &
Sahakian, 2011), deep-brain stimulation (Clausen, 2010), and
psychosurgery on an individual’s concept of self and personal
identity.

Despite the myriad of new neuroscience information
and the creation of a new journal in 2008 (Neuroethics), the
brain remains the most complex and least understood of all
the organs in the human body. Mapping the neural correlates
of the mind through brain scans and altering these correlates
through surgery, stimulation, or psychopharmacologic inter-
ventions can affect people in both positive and negative ways.
Neuroscientists and mental health professionals must care-
fully weigh and actively debate the potential benefits of this
knowledge and technology against their potential harm.

Ethical Guidelines for Psychiatric—Mental
Health Nurses

Most professions develop guidelines for the behavior of their
members. Ethical guidelines for psychiatric-mental health
nurses stem from two sources. The first source is the standards
for psychiatric—mental health nursing practice published by the
American Nurses Association (ANA) (2007). The standard of
professional performance that deals specifically with ethics for
psychiatric—-mental health nurses is Standard 12. You are most
likely familiar with the second source from your nursing fun-
damentals course—the general code of ethics for nurses, also
developed by the ANA (Fowler, 2010). If you need to refresh
yourself on the ANA Code of Ethics, refer to a nursing fun-
damentals text. Use these sources to make clinical judgments
and to engage in ethical reasoning. You may also find ANA’s
online journal of issues in nursing (OJIN) helpful in your prac-
tice. The journal can be accessed through the Online Student
Resources for this book.
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Clinical Judgment and Ethical Reasoning

Psychiatric-mental health nurses are frequently faced with the
following two goals:

1. Responding to the therapeutic needs of individuals
2. Serving society by preserving social order

Often, these two goals are in conflict, and nurses face the
dilemma of placing one above the other, especially in cir-
cumstances in which a mentally ill individual behaves in a
threatening or violent manner (Mariano et al., 2011).

Nurses are necessarily guided in therapeutic work by a
belief system—some vision of what kinds of changes would
improve a client’s life. Nurses are further guided by some
moral principles that limit the extent to which they will help
a client obtain happiness at the expense of others, and the
extent to which they will participate in the oppression of an
individual in the interests of societal control. Anyone who
is responsible for moral choices is obliged to recognize the
reason, virtue, ideal, rule, or principle on which he or she
makes a decision. Laws represent yet another source of lim-
its. They are discussed later in this chapter in the section on
clients’ rights.

Ethical Dilemmas in Psychiatric—Mental
Health Nursing

Ultimately, nurses must reconcile a number of crucial ethical
dilemmas with their personal and professional values. Among
these issues are the following:

= The potential stigma of psychiatric diagnostic labels
= Psychiatry’s right to control individual freedom

= The justification for involuntary treatment

= The use of restrictive treatment interventions

= The client’s right to suicide

m The client’s right to privacy

Practicing psychiatric-mental health nursing requires
ethical responsibility, a measure of professional excellence.
However, problems arise when there is conflict about the
ground rules for behavior, whether the conflict is between
client and social group, nurse and profession, or nurse and
agency. As Davis and her associates put it, nurses are agents
for both the institution or agency and the client (Davis,
Fowler, & Aroskar, 2010). These problems are phrased in the
ethical language of right and wrong. Circumstances likely to
give rise to such problems include the following:

= The professional and the client are from different
cultures and may have different values.

= The voluntary nature of the client’s participation is
compromised.

= The client’s competence to enter into an agreement
about intervention is questionable, or the client
does not realize that certain interventions are being
implemented.

= External factors (lack of time, lack of staff, high
demands) prevent the professional from doing what
is best for the client.

It has been suggested that having moral insight, virtue, and
ethics in nursing can be taught through appropriate experi-
ence, habitual practice, and good role models (Begley, 2006).
Look for an experienced nurse mentor who can supervise your
ethical practice and serve as a good role model.

Every nursing relationship begins with an unusual burden
of ethical responsibility. The following sections explore some
of these moral issues.

Stigma of Psychiatric Diagnoses

The list of stereotypes associated with psychiatric diagnos-
tic categories is well known to most nurses. Equally familiar
are the consequences to people with these diagnoses. People
labeled as drug addicts, alcoholics, convicts, paranoids, and
so on acquire a discredited social identity because of the
character flaws often associated with the labels. To much
of society, the labels used in psychiatry suggest decadence,
immorality, and wanton disregard for society’s values. It
is important to consider how and when psychiatric—mental
health nurses, while advocating humane treatment for cli-
ents, indirectly contribute to discrediting a client’s social
identity by participating in the arbitrary use of oppressive la-
bels. Keep this in mind while you review the content in Your
Self-Awareness.

Need for Diagnostic Labels Diagnosis has con-
siderable value in psychiatric practice. Putting cli-
ents into diagnostic categories makes it easy for health
care professionals to communicate with each other

YOUR SELF-AWARENESS

Does Standardized Terminology Conflict
With Individualized Client Care?

This textbook challenges psychiatric-mental health nurses to en-
gage in reflective and creative responses to complex mind-body-
spirit problems. We are challenged to face issues of global mental
health with intelligence, stamina, creativity, and moral courage.
The word courage is rooted in a French word meaning “heart.”
You are presented with a vocabulary of standardized language in-
cluding NANDA, NIC, NOC, and DSM. As you know, language
and symbols are critical in creating the assumptions, emotional
climate, and behavioral norms that define people and their envi-
ronments and what is possible within them. Reflect on your own
ideas about the following questions:

m Do you believe that any standardized vocabulary dismisses
the unique stories of clients and their families?

= What do you think are the advantages and disadvantages
of using an accepted language or vocabulary when
working as a mental health team member?

= When evaluating the categories and language in NANDA,
NIC, NOC, and DSM, do you think they adequately portray
the diversity of people’s lived experience and contribute to
a nurse’s ability to plan effective care?

= Do you think that standardized language systems are
compatible with bringing “heart” to psychiatric-mental
health nursing?
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about the client. The diagnosis often dictates a particular
course of treatment and enables the mental health team to
prognosticate about a client’s recovery. Diagnostic categories
enable nurses to plan comprehensively for client care and to
conduct research.

Nurse’s Moral Stance on Diagnoses Take time to con-
sider carefully how you would answer the following questions:

= Does labeling with psychiatric diagnoses merely
provide psychiatric professionals with some addi-
tional sense of control in their dealings with clients?

m Is it true that a diagnosis gives staff members an in-
creased sense of being able to predict client behavior
and a way of calmly viewing what might otherwise
be upsetting behavior? For example, “That’s just her
hysterical personality coming out,” or “Those com-
plaints are just paranoid delusions.”

The consequences of psychiatric labels for clients and their
families, however, raise moral questions about their legiti-
macy when they are used arbitrarily or without current knowl-
edge of diagnostic criteria.

Nurses have a moral responsibility to question practices
that exact a price from clients far in excess of the benefits.
Every moment of moral injustice takes its toll on us, as well as
our clients. Every moment of moral responsibility strengthens
our own, as well as our clients’, sense of personal integrity.

Control of Individual Freedom

Involuntary hospitalization and treatment of psychiatric cli-
ents are usually considered humanitarian efforts. Yet, any
practice that directly and coercively deprives a person of free-
dom has political implications. In some states, clients have
no guarantee that they will ever be released from the hospi-
tal. This ethical issue is further complicated by the fact that
psychiatric professionals can no longer argue that involuntary
hospitalization is necessary to restore mental health. Instead,
the confinement must be justified as necessary to protect the
client or others from harm.

Violence Against Others Psychiatric-mental health
nurses are faced with the dilemma of trying to be both healer-
helpers and agents of social control. Dealing with violently
destructive clients requires balancing the value of life against
the value of liberty.

Suicide Traditionally, nurses have felt that they should
do everything possible to preserve life. We have relied on this
imperative to justify intervention in suicide attempts as well
as heroic technical measures to avert impending deaths. Psy-
chiatry, in general, rejects the notion of rational suicide and
assumes that suicidal ideation is an irrational belief result-
ing from mental disorder. Further, we assume that a person
without a mental disorder would not choose suicide. Thus, we
seek to prevent suicide on the basis that this is what the client
would choose if the client were mentally capable of choosing.
In this, as well as in many areas of psychiatric—mental health

nursing practice, there are contested matters and areas of dif-
fering opinion.

The treatment given to dying clients is often in conflict
with the treatment they desire. For example, a physician may
disregard a client’s protests against treatment. The physician
may assert that the client’s medical condition is causing the
client to behave irrationally. There is not necessarily an ethi-
cal difference between clients dying of physical deterioration
and clients dying of emotional or mental deterioration. Many
of the same ethical questions emerge about the suicidal client,
as in the following examples:

How is quality of life defined?

Is the definition limited to physical factors?

Who should have the right to make the definition?
How is rationality to be measured?

Are people always in conscious control of their
choices?

An individual’s right to choose when and how to die is a
complex biomedical issue. The thoughtful professional nurse
needs to clarify the issues, give them careful consideration, and
search for a personal position. There are many ways in which
people can deliberately shorten or end their own lives. They
can destroy themselves quickly with a gun, or slowly through
the chronic use of drugs such as tobacco or alcohol. When is
coercive intervention by psychiatric practitioners justified?

Psychosurgery The most dramatic of restrictive mea-
sures is psychosurgery, the surgical removal or destruction of
brain tissue with the intent of altering behavior even though
there may be no direct evidence of structural disease or
damage in the brain. Psychosurgery has become the subject
of marked controversy on ethical grounds (Lipsman, Men-
delsohn, Taira, & Bernstein, 2010). Advocates claim that it is
done to restore rather than destroy individual freedom. They
argue that before psychosurgery, the client is crippled by men-
tal illness and individual autonomy is compromised by the cli-
ent’s bizarre behavior or internal psychological state. After the
surgery, clients supposedly are more autonomous than before,
by their own and others’ criteria. Advocates of the selective
use of psychosurgery, even against the client’s will, outline
the following three conditions that must be met to justify it:

1. The illness being treated is seriously disabling
and untreatable by nonsurgical means such as
medication or psychotherapy.

2. The treatment is undertaken with some sort of
systematic investigative protocol; it is accompanied
by evaluation research.

3. The treatment occurs in settings with as many
safeguards as possible to arrive at informed consent,
if possible, perhaps using a client advocate during
the procedure.

The most common psychosurgery in the mid-1900s
was prefrontal lobotomy (severing of the prefrontal tracts
in the cortex) to treat schizophrenia. Although prefrontal lo-
botomy has been discredited after having been found to be
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ineffective in treating schizophrenia and because of its un-
toward aftereffects—memory loss, personality changes, the
absence of emotional responses—Iess destructive psychosur-
gery is once again a growing field.

Today, the case for psychosurgery is most likely to be
made in instances of severe and resistant depression (Schoene-
Bake et al., 2010), or when obsessive—compulsive disorder is
not helped by behavior therapy or psychotropic medications
and is severely disabling (Mendelsohn, Lipsman, & Bernstein,
2010). These are conditions called treatment-refractory mental
illness. In this instance, cingulotomy, a surgical procedure in
which small, precisely pinpointed regions of the brain are se-
lectively destroyed, may be employed. Another procedure, ste-
reotactic amygdalotomy, the purposeful production of lesions
in the amygdala, has been performed for the treatment of se-
vere aggressive behavior disturbances and for self-mutilation
disorder refractory to treatment. Deep-brain stimulation, the
implantation of a brain pacemaker to send electrical impulses
to specific parts of the brain, has been used to treat major de-
pression and obsessive—compulsive disorder. While it has a
long history as a treatment for Parkinson’s disease, chronic
pain, tremor, and dystonia, there is insufficient evidence at
this time for its use as a therapeutic modality for mental illness
(Lipsman et al., 2011). There is potential for serious complica-
tions and side effects. Although these procedures are not as
destructive as prefrontal lobotomy, there is potential for seri-
ous complications, side effects, and irreversible brain damage.

Psychotropic Medications The discovery that certain
medications can radically alter the expression of human emo-
tions has had an enormous impact on psychiatry. The mental
hospital is no longer seen as a “warehouse” for storing soci-
ety’s deviants; it is now a “clearinghouse” where clients are
sorted, renovated, and dispatched back into their communities
with symptomatic behavior under control through one or an-
other of the current psychiatric medications.

Mental health professionals have associated the advent of
psychotropic medications with a new optimism and less fear
about working with people labeled mentally ill. Furthermore,
it might be argued that medications have helped keep people
out of the hospital and have decreased the need for other more
dramatic measures, such as restraint and seclusion. Medica-
tions that make people feel better, however, can lessen their
motivation to confront an oppressive situation. This can have
serious implications for the political and moral climate of so-
ciety. It is conceivable that pills could be developed to keep a
person quietly enslaved. Suppose drugs were coercively given
to anyone whose unhappiness was rooted in social oppression?

The cautious and judicious use of drugs with the client’s
consent can be helpful. Used irresponsibly, they can close off
moral and political confrontations. Decisions about the use
of drugs are made in the context of the social situation and
environment. In hospital settings, medications are regularly
used to reduce symptoms and make client behavior more
manageable. Most staff members justify their use of chemical
controls by defining violent or bizarre behavior as an indirect
request for limits, as in the clinical example that follows.

Clinical Example

After pacing angrily up and down the hall in front of the nurses’ station
for 20 minutes or so, Carlotta kicks over some mops in a bucket. A male
staff member shouts to the nurse to get her PRN medication ready and
strides into the hall telling the client to stop it. Carlotta cries and shouts,
and they begin struggling. Several other staff members rush over to assist.
They drag and carry Carlotta into her room, where she is given 10 mg of
haloperidol (Haldol). She continues fighting and screaming. Staff mem-
bers continue to wrestle with her in her room. Finally they decide to trans-
fer her to the unit downstairs, where she can be put into a seclusion room.
In a report, a staff member describes the incident as: “Carlotta blew up
and needed controls.”

By assigning this meaning to the use of drugs, practitioners
can feel that their actions to suppress symptoms are based on
the client’s needs rather than on the staff’s management mo-
tives. It is possible that all these controls would not have been
necessary had a staff member responded to the nonverbal cues
of mounting tension before the client kicked over the mops.

Restraints Even the physical characteristics of psy-
chiatric inpatient settings convey the notion that clients
are not expected to be capable of self-control and that staff
members have the responsibility for providing it. From the
client’s perspective, physical restraints have a negative psy-
chological impact, are traumatizing, are perceived by clients
as unethical behavior on the part of staff members, and result
in clients feeling as if their spirit is broken (Strout, 2010).
Many clients view these interventions as forms of abuse,
while the staff sees them as “helping people who can’t take
care of themselves.”

All the judgments made about restraining clients involve
moral decisions such as:

= What other techniques have been tried?

u Is the client obviously out of control?

= How does the nurse decide when restraints are
necessary?

m Is the client cognitively compromised?

= What will be the effects on the client of such a
dramatic intervention?

= What are the effects on others in the milieu?

Legal factors that influence judgments about restraints are dis-
cussed later in this chapter.

Client Privacy and Confidentiality

When people seek psychiatric help, they often reveal highly
personal, possibly embarrassing, and potentially damaging
information about themselves. Almost all modes of therapeu-
tic intervention rely on the client’s willingness to talk openly
and honestly about personal concerns, feelings, or problems.
The solo therapist in private practice with voluntary clients is
usually able to avoid compromising the client’s right to con-
fidentiality. In fact, many private therapists view themselves
as vigilant protectors of their clients’ privacy. You, however,
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may encounter a serious ethical conflict in being both the
confidante of the client and the employee of the organization.
Nurses have dual allegiances—to the client and to the agency.
Be aware that clients who do not trust that you will respect
their privacy are likely not to be forthcoming.

Clients usually assume that health care professionals
have no other purpose than to help them. They lose sight of
the fact that nurses are often asked to collect data about them
that might be highly influential in determining their medica-
tions, their disposition, and even their civil rights. While it is
often the psychiatrist who makes final pronouncements about
a client’s mental health status, diagnosis, prognosis, and the
like, such pronouncements rest on information collected and
communicated to the physician by nurses. This information-
gathering process merits serious scrutiny.

Information gathering and sharing are part of your role.
Thoughtful handling of client confidentiality is facilitated by
the following three safeguards:

1. Convey to clients the limit of confidentiality in your
exchanges—that is, what you do with the informa-
tion a client shares.

2. Attempt to portray accurately to others the reliabil-
ity, validity, and representativeness of the data you
communicate about a client.

3. Recognize that strict confidentiality may have to be
violated when an innocent third party is endangered
(see the Tarasoff decision discussed later in this
chapter).

Confidentiality is discussed further in this chapter in the
section on client rights.

LEGISLATION, COMMITMENT,
AND HOSPITALIZATION ISSUES

In the last 30 years, the courts have had significant impact on
the direction of mental health legislation and state statutes.
As a review of history tells us, the courts have traditionally
been concerned with the possibility of wrongful commitment.
Little attention was paid to the restrictions placed on the legal
and civil rights of an individual once hospitalized. In recent
years, however, the courts have become more concerned with
the substantive rights of psychiatric clients whether hospital-
ized or not, including the right to treatment, the right not to
perform institutional labor, and retention of civil rights such

as the rights to communication, visitation, religious activities,
and medical self-determination. This is reflected in many state
statutes, along with an emphasis on procedural safeguards.
One of the most prominent voices for improving the lives of
people with mental illnesses through changes in policy and
law has been Judge David L. Bazelon. His Bazelon Center
for Mental Health Law is committed to providing the abil-
ity to exercise their own life choices to people with mental
disabilities.

A review of mental health laws and judicial decisions un-
derscores the fact that there is great variability from state to
state; thus, an exploration of the mental health laws of each
and every state is beyond the scope of this chapter. Because
of this variability, it is critical to safe practice that you are
knowledgeable about the mental health statutes and regula-
tions in the state in which you practice. Most mental health
agencies and psychiatric facilities maintain copies of these
statutes, as do local law libraries. You may also refer to the
agency in your state that oversees mental health care.

Admission and Commitment Categories

The two major categories of hospitalization are voluntary
admission and involuntary commitment. Admission and re-
lease procedures differ accordingly. They are described in the
following section and compared in TABLE 1 H.

Voluntary Admission

Voluntary admission comes about by written application for
admission by prospective clients, or someone acting in their
behalf, such as a parent or guardian, a partner, or a mental
health agent appointed through a psychiatric advance direc-
tive (discussed in a later section of this chapter). As the word
voluntary implies, the client has a right to demand and obtain
release. Depending on the state, the client agrees to give no-
tice, usually in writing, of the intention to leave during a grace
period from 24 hours to 15 days. It is justified on the grounds
that the hospital staff needs time to examine the client to de-
termine whether a change to involuntary status is indicated.
The extra time also gives family and staff the opportunity to
persuade the client to remain voluntarily. This “conditional
provision” is seen by some as a covert form of involuntary
hospitalization. In most states, there are now statutory assur-
ances that voluntary clients must be adequately informed of
their rights and status.

TasLe | m Voluntary Admission and Involuntary Commitment Compared

Voluntary Admission Involuntary Commitment
Informal Voluntary Emergency Temporary Extended Outpatient
Release Anytime Usually Average after 48 hours to 6 months | After 60-180 days or Can be
conditional 3-5 days an indeterminate time | indeterminate
Use Limited Increasing Increasing Increasing Decreasing Increasing

Criteria for
admission

Client request

Client request

Usually client
dangerousness

Client dangerousness
or need of care and
treatment

Client dangerousness
or need of care and
treatment

Client condition
deteriorating or
client in need of
treatment

215



[ Case Study: Involuntary Admission |

216

Ethics, Clients’ Rights, and Legal and Forensic Issues

Informal voluntary admission, an alternative to the struc-
ture and personal concessions required in voluntary admission,
is an option in several states. This procedure is similar to that
required in a medical admission. The prospective inpatient ver-
bally requests admission and is free to leave the institution at any
time. Informal voluntary admission procedures are more likely
to be an option in general hospital psychiatric units and private
facilities than in state institutions, and they account for a small
percentage of all admissions in states that have this provision.

Involuntary Commitment

Involuntary commitment can come about if the designated
body, such as a court, an administrative tribunal, or the re-
quired number of physicians find that the prospective client’s
mental state meets the statutory criteria for involuntary com-
mitment. The state’s ability to hospitalize or commit an indi-
vidual involuntarily is sanctioned by one of the following two
state powers:

1. Police power enables the state to hospitalize people
who are considered dangerous to others because of
their illness.

2. Parens patriae power enables the state to take on
the role of protector and assume responsibility for
people considered dangerous to themselves or
unable to care for themselves in a potentially danger-
ous situation because of a mental disability.

Most states provide for more than one involuntary hospitaliza-
tion procedure. The criteria vary from state to state according
to the type of involuntary hospitalization. However, all state
involuntary commitment statutes can be expected to include
one or more of the following criteria:

= Dangerous to self or others
= Unable to provide for basic needs
= Mentally ill

In an increasing number of states, involuntary commitment
is justified only if the individual presents a danger to self or
others because of a mental disorder. Nevertheless, involun-
tary commitment can produce ethical conflict—the duty of
beneficence toward others versus personal autonomy (Cherry,
2010). The remaining states augment the argument for invol-
untary commitment by stating that the client’s need for care
and treatment may also justify commitment. There is a grow-
ing movement for involuntary treatment for drug and alcohol
dependence because the availability of third-party funding for
the voluntary treatment of individuals with substance use dis-
orders has decreased (Nace et al., 2007).

Involuntary commitment can be divided into the follow-
ing four categories:

= Emergency

= Temporary or observational
= Extended or indeterminate
= Outpatient commitment

Emergency Emergency involuntary hospitalization is
available in almost all states. It is a temporary measure with

limited, short-range goals, and it deals largely with the pre-
vention of behavior likely to create a “clear and present” dan-
ger to the client or others. Under common law, any official or
private person has the right to detain a dangerous mentally
disordered person.

Some formal application is required to initiate emergency
detention. In some states, any citizen may make the applica-
tion. In others, it is limited to police officers, health officers,
and physicians. Because this type of involuntary admission is
an emergency measure and is warranted only until the appro-
priate legal steps can be taken, the statutes limit the amount
of time an individual can be detained. The usual practice is
to allow detention for 3 to 5 days, although some states set a
limit of 24 hours.

Temporary or Observational Temporary or observa-
tional involuntary hospitalization is the involuntary commit-
ment of an allegedly mentally disordered individual for a
specified period of time to allow for adequate observation so
that a diagnosis can be made and treatment instituted. The ac-
tual time period can vary from 48 hours to as long as 6 months.

In some states, any citizen can make an application for the
temporary hospitalization of a person in need of aid. Others
require a family member or guardian, a health or welfare of-
ficer, or a physician to apply. Temporary hospitalization may
be brought about by the medical certification of one or two
physicians, or it may require further approval by a judge, jus-
tice, or district attorney in some jurisdictions.

At the end of the observation period, several options are
available. The treating physician may (a) discharge the cli-
ent, (b) encourage the client to stay voluntarily, or (c) file an
application for extended hospitalization. In some states, ob-
servational hospitalization is mandatory before a court ruling
may be made in favor of extended hospitalization.

Extended or Indeterminate Extended or indeterminate
involuntary hospitalization can come about through either
judicial or nonjudicial procedures. Judicial hospitalization
procedures require that a judge or jury determine whether the
person is mentally ill to a degree that requires extended hos-
pitalization. If so, the court orders the client hospitalized for
an extended period (60 to 180 days) or an indeterminate time.

Proceedings are usually initiated by an application for
hospitalization of an allegedly mentally ill person. About half
the states permit any responsible person or citizen to make or
swear to the application. Others allow only one or more of the
following groups: relatives, public officers, physicians, and
hospital superintendents. Supporting medical evidence may
or may not be required at the time of application.

Most states having judicial hospitalization procedures
make some provision for a prehearing medical examination
in addition to the medical certification required to support the
application. In all jurisdictions having judicial hospitaliza-
tion procedures, it is mandatory to notify the person who is
proposed to be hospitalized of the hearing. Most states also
require notice to the client’s attorney, family, or guardian.

A hearing is mandatory in most states, although a few
states leave it to the client to request it. While the client’s
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presence is required at the hearing in a few states, most states
merely permit attendance if it is not thought to be harmful
to the client’s condition or if the client in fact demands it.
Few states require the hearing to be held in a courtroom. Most
say the choice of site is entirely discretionary. Jury trials are
no longer mandatory in any state, although a few states still
have provisions for the use of a jury to decide the question of
hospitalization.

Nonjudicial hospitalization procedures for extended or
indeterminate involuntary hospitalization include both ad-
ministrative and medical certification, but such procedures are
now much less prominent on the statute books. Extended hos-
pitalization brought about by an administrative board follows
the same procedure used in judicial hospitalization.

Involuntary hospitalization by medical certification, an
alternative to the more traditional judicial commitment, is
usually advocated for clients who are incapable of consenting
to voluntary treatment, although they do not protest hospital-
ization. The need for hospitalization is usually determined by
an examination by one or more physicians and documented
by a medical certificate. All states having medical certifica-
tion provide either for judicial proceedings (if the client con-
tests the hospitalization at any time after certification), or for
expanded habeas corpus proceedings, described later in this
chapter in the section on client rights.

Involuntary Outpatient Commitment

In response to several highly publicized and dramatic in-
stances of violent acts by mentally disordered persons,
most states have modified their statutes and regulations to
allow for court-ordered outpatient treatment. In most states
allowing for involuntary outpatient commitment (I0C), the
criteria are similar to that necessary for inpatient commit-
ment: proof of mental illness and dangerousness. A few
states have passed statutes permitting preventive commit-
ment. In these instances, IOC is intended to avert a fur-
ther deterioration of the person’s mental health that would
require inpatient hospitalization. IOC has also been used
to ensure that mentally ill offenders follow through with
outpatient treatment once they are released from prison.
Conditional release, a concept related to IOC, is discussed
later in this chapter.

Thought to be a way to ensure adherence to a medi-
cation regimen, the ethicality of IOC has been questioned
because of its coercive nature. Its effectiveness has been
questioned by critics who say that it may actually accomplish
the opposite, that is, drive people away from treatment. The
Bazelon Center is opposed to outpatient commitment on the
basis that building a responsive mental health system with
services such as mobile crisis teams, assertive community
treatment teams, and supported housing is the best strategy.
They believe that when people are dangerous, they should be
hospitalized, and when safety is not an issue, then treatment
should be voluntary. Outpatient commitment reflects a fail-
ure in community treatment that could have been avoided by
early and effective interventions (Bazelon Center for Mental
Health Law, 2011).

A search of the literature indicated that IOC may not be
better than standard care in relationship to social functioning
or quality of life, although IOC clients are less likely to be
victims of crime (Kisely, Campbell, & Preston, 2011). IOC
may also be vulnerable to legal challenges on the basis of
constitutional standards.

Ethical Dilemmas of Involuntary Hospitalization

Involuntary hospitalization is an exercise of power, and like
all forms of power, it can be abused. Because of this potential
for abuse, commitment criteria are important. In this country,
a person’s loss of liberty can be justified only under certain
circumstances.

As the review of mental health statutes shows, a degree of
“dangerousness” is the favored justification for loss of liberty
by involuntary hospitalization. The “dangerousness” criterion
is not without its inherent problems (King & Robinson, 2011).
Some of these problems are as follows:

» Definitions of “dangerousness” vary from state
to state.

m Itis impossible to predict dangerous behavior
reliably.

= In the absence of other criteria, “dangerousness” will
be overused to justify admission.

» The stigma of dangerous will be added to that of
mentally ill.

m The stereotype of mentally disabled will be
reinforced and thus will work against the develop-
ment of community programs.

= The media will be encouraged to continue selective
reporting of instances in which mental illness and
criminal behavior appear to be linked.

m Clinical practice shows that “dangerous”
individuals are often not treatable, while the most
treatable individuals are not dangerous.

Discharge or Separation Categories

A client can separate from a mental institution in one of three
ways: discharge, transfer, and escape.

Discharge

Like admission, discharge from a mental hospital can have
various layers of complexity. Discharges occur in one of two
ways—conditionally or absolutely.

Conditional As implied by the word conditional, com-
plete discharge in this situation depends on whether the person
fulfills certain conditions over a specified period of time, usu-
ally 6 months to 1 year. Adherence to outpatient care, dem-
onstrated ability and willingness to take medications, and the
ability to meet the needs of daily living are a few of the many
possible prerequisites.

A person who is unable to meet the specified conditions
can be reinstitutionalized without going through any legal ad-
mission procedure. An individual committed for an extended
or indeterminate time is more likely to be a candidate for
conditional, rather than absolute, discharge.
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Absolute The legal relationship between the institu-
tion and the client is terminated by an absolute discharge. If
the client should require readmission to the hospital at any
time, even a few hours after discharge, a new hospitalization
proceeding would be required.

An absolute discharge can be achieved in the following
three ways:

1. An administrative discharge is issued by hospital
officials.

2. A judicial discharge is ordered by the courts.

3. A writ of habeas corpus is ordered by the courts on
the client’s application.

As a rule, the authority for discharging involuntary clients
rests in the hands of the hospital director, and these clients are
given administrative discharges. However, a few statutes ex-
tend this power to the central agency responsible for supervis-
ing mental institutions in the state, such as the Department of
Mental Health. The client has no formal method of initiating
an administrative discharge.

The majority of states have provisions for judicial dis-
charge, which is initiated by an application to the court by
the client, the client’s family, or any citizen who is in dis-
agreement with hospital authorities over the client’s need
to be hospitalized. A few states require the application to
be accompanied by a medical certificate supporting the
idea that the client is ready for discharge. In many states,
judicial discharge does not depend on complete recovery.
A degree of improvement may be sufficient. Some states
guard against frequent applications for discharge by the
same clients by imposing a 3-month to 1-year waiting period
between requests.

Transfer

Transfers account for a small number of separations from a
mental health care facility. Most are transfers within state and
county mental health systems. A smaller number are transfers
from state to federal facilities or from one state to another.

Escape

A client may take the initiative and decide to terminate the
relationship with the institution by informally leaving the hos-
pital grounds. This is commonly called escape, elopement, or
being AWOL (absent without leave). Voluntary clients cannot
generally be returned to the hospital against their will. How-
ever, involuntarily committed clients may be brought back to
the hospital against their will with the assistance of the police,
if necessary.

PSYCHIATRY AND CRIMINAL LAW

Our legal system in the United States is based on the as-
sumption that the majority of criminal offenders chooses to
commit crimes for rational reasons. The assumption is that
offenders commit these crimes of their own free will and de-
serve to be punished for their acts. However, some offenders
are mentally disturbed, irrational, or unable to control their
behavior.

Clinical Example

Carolyn has a 12-year history of bipolar disorder and had not been tak-
ing her medication since being discharged from a psychiatric hospital.
Two weeks prior to the alleged offense, Carolyn began having difficulty
sleeping, her behavior became erratic, and she spent most nights walk-
ing up and down the streets in her neighborhood. Two nights ago, neigh-
bors called the police after they saw her removing items from garages
and painting driveways with colorful rainbows. Carolyn was arrested and
charged with burglary and malicious mischief.

Only a minority of criminal offenders is mentally disturbed—
fewer than 4% of mentally ill offenders pursue a defense of
legal insanity, and even fewer, 1%, are eventually acquit-
ted by reason of insanity (Bazelon Center for Mental Health
Law, 2007).

Determining Legal Sanity

Legal sanity differs from clinical sanity, which is the absence
of a major mental disorder. Legal sanity is defined as an in-
dividual’s ability to know right from wrong with reference to
the act charged, the capacity to know the nature and quality
of the act charged, and the capacity to form the intent to com-
mit the crime. Legal sanity is determined for the specific time
of the act, as determined by the court order. It may be the brief
period of a physical assault or the length of a crime spree over
several days.

In most states, the presence of a major mental disorder
is a prerequisite for a finding of legal insanity. State insanity
laws may have wording variations, but will cite the “presence
of mental disorder or defect.” Either can be used toward a
finding of legal insanity. The term mental disorder usually
refers to a major mental illness, such as that described in the
clinical example that follows; while mental defect usually re-
fers to developmental disability or some physiological condi-
tion affecting cognition, such as a head injury, brain tumor,
or dementia.

The burden of proving legal insanity has shifted to
the defense as a result of the Hinckley case (John Hinckley is
the person who shot President Ronald Reagan in 1981).
In the Hinckley trial, the prosecution failed to prove
that Hinckley was sane beyond a reasonable doubt (the
practice at that time in the federal courts). Most states
now place the burden of proof on the defense. In federal
courts, the defense now must prove a defendant’s insan-
ity rather than the prosecution having to prove that the
defendant is sane.

Proof of criminal guilt must be determined “beyond a
reasonable doubt” (i.e., it is about 90% to 95% likely that the
defendant committed the act). The need for civil commitment
in mental health law is based on “clear, cogent, and convinc-
ing” evidence (somewhere between 51% and 90%, usually
around 75%). Legal insanity is determined by “a preponder-
ance of the evidence” (at least 51%) (American Bar Associa-
tion, 1995). The situations in which a legal insanity defense is
usually raised are listed in Box 1.
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Box | Reasons for Raising an Insanity Defense

A legal insanity defense is raised most often because of the
following:

Presence of or history of mental disorder

Depression with suicidality

Developmental disability

Sexual deviance

Amnesia and dissociative states, including a claim of
multiple personality

Medical issues such as brain tumor or other conditions that
affect behavior

Factitious disorder by proxy (formerly known as
Munchausen syndrome by proxy)

Medications that affect behavior

Personality disorder

Substance addiction

In criminal cases in which the question of legal sanity is
raised, the possibility of malingering a mental disorder will
also be raised. Malingering a mental illness (intentionally pro-
ducing false or exaggerated psychological symptoms) is not
uncommon. The Diagnostic and Statistical Manual of Mental
Disorders, published by the American Psychiatric Associa-
tion (APA), states that facing a forensic evaluation is a strong
indicator for suspecting the malingering of a mental illness
(2000).

The legal standards most commonly used to determine
legal sanity are discussed in the following section.

M’Naghten Rule

In most jurisdictions, the determination of legal sanity is based
on the M’Naghten Rule, which was the result of a famous case
in England.

Clinical Example

Daniel M’Naghten was a Scottish carpenter who believed that Jesuits and
Tories were tormenting him. He told his family that spies for the gov-
ernment were following him and laughing at him. He was evicted from
his boardinghouse because of his bizarre behavior. In 1843 he stalked
Prime Minister Sir Robert Peel, eventually shot Peel’s secretary, and was
charged with the death. Nine physicians who were experienced in the care
of persons with mental disorders testified at the trial (three for the de-
fense, three for the prosecution, and three who listened to the evidence
and observed M’Naghten’s behavior in the courtroom). All nine agreed
M’Naghten suffered from monomania (probably paranoid schizophrenia
today) and was not legally sane, according to the legal tests at the time.
The jury huddled in the courtroom for 2 minutes and then found him to
be legally insane. He was sent to the local mental institution, Bethlehem
Hospital. The public was outraged, believing hospitalization to be too
lenient. The queen ordered a task force in the House of Lords to review
the case and come up with a new legal standard.

Although the M’Naghten Rule was not applied in this
famous case, it was a result of its conclusion. The M’Naghten

Rule established the “right from wrong” principle for deter-
mining insanity. That is, if a mental disease or defect prevents
a criminal from knowing the wrongfulness of his or her ac-
tions, the criminal can be found to be not guilty by reason of
insanity (NGRI). Subsequent developments first broadened,
then later narrowed, the grounds for determining legal sanity.

Irresistible Impulse

A volitional component was added to the cognitive compo-
nent of the M’Naghten Rule in 1929. This became known as
the Irresistible Impulse Test, which holds that a defendant is
exculpated (freed from blame) even if the defendant knew the
criminal act was wrong but could not restrain his conduct be-
cause of mental disease or defect. A modern interpretation of
the standard is known as The Policeman at the Elbow Test.
That is, would the defendant have committed the act had he
known he was being observed by a police officer?

American Law Institute Model Penal Code

The Model Penal Code was approved in 1962 to serve as a
guide for states wishing to reform their criminal law. It sug-
gests that a person is not responsible for criminal conduct if,
at the time of such conduct, the person, because of mental
disease or mental defect, lacked substantial capacity either to
appreciate the criminality (wrongfulness) of his conduct or to
conform his conduct to the requirements of the law. The code
specifies that the terms mental disease and mental defect do
not include abnormal thinking that is manifested by only re-
peated criminal or otherwise antisocial conduct. The intent of
the wording was to preclude the use of personality or charac-
ter disorders in an insanity defense, especially antisocial per-
sonality disorder.

Guilty but Mentally Il

The insanity defense periodically comes under fire from a
public who believes that it is too lenient a response to vio-
lence. Some states have opted to use another option—guilty
but mentally ill (GBMI)—in an attempt to reform the insan-
ity defense (American Bar Association, 1995). Defendants
can be found GBMI if they are guilty of the crime and were
mentally ill but not legally insane at the time the crime was
committed. The defendant’s psychotic state is acknowledged
and the defendant is sentenced in the same manner as any
criminal. A judge may impose any sentence under the law
for the crime in question (Schmalleger, 2009). The defendant
may also receive court-ordered treatment for the mental dis-
order as well. Once stable, the defendant is transferred to a
prison for the remainder of the sentence.

Diminished Capacity

Diminished capacity is an element of the insanity law that
refers to an individual’s capacity to form the intent to com-
mit a specific act. There are four levels of intent—purposely,
knowingly, recklessly, or negligently—and a court may order
an evaluation specific to one level, depending on the degree
of crime charged. A finding of diminished capacity is based
on legal criteria in each state. For example, in some states, the

219



220

Ethics, Clients’ Rights, and Legal and Forensic Issues

cause of the inability to form intent must be a mental disor-
der, not amounting to insanity, and not emotions like jealousy,
fear, anger, or hatred. The mental disorder must be causally
connected to the lack of specific intent, not just reduced per-
ception, awareness, understanding, or over-reaction.

Competence to Stand Trial

No person may be tried if he is incompetent. The conviction
of an incompetent defendant is a violation of the Fourteenth
Amendment—the right to due process. Therefore, a court will
remand (send) the incompetent defendant to a “suitable facil-
ity” (usually a locked unit in a mental hospital) for treatment
to regain competency. Because courts have held that defen-
dants cannot be hospitalized or incarcerated indefinitely, court
orders stipulate a specific period of time in which the defen-
dant is given treatment.

While legal insanity is a test of culpability, competence
to stand trial is an issue of ability to stand trial. It is defined as
having the capacity to understand the proceedings and to assist
one’s attorney. The presence of a developmental disability,
symptoms of a mental disorder, or a history of mental disorder
does not necessarily preclude one’s competence to stand trial.
For example, the presence of delusions may or may not have
an impact. It depends on whether the delusion is related to the
courtroom, the crime, or the proceedings. The specific content
of the delusion, and the degree to which the symptoms affect
the abilities and skills needed to be competent, are the impor-
tant factors. National standards for determining competence
to proceed, such as the McGarry Checklist, are available for
assessing competence.

PSYCHIATRIC FORENSIC NURSING

Psychiatric forensic nursing can be defined as the psychi-
atric nursing assessment, evaluation, and treatment of indi-
viduals pending a criminal hearing or trial. The defendant is
the client, and the client’s thinking and behavior prior to, and
during, the commission of the crime are the primary focus of
the nurse—client relationship. Several other roles for psychi-
atric forensic nurses are identified and discussed later in this
section. Forensic nurses may also care for victims of violence.
Psychiatric forensic nursing as an expanded role is evolv-
ing into an advanced practice role. However, some role func-
tions can be undertaken by nurses at the generalist level,
usually those who work in correctional mental health settings
in ajail, a prison’s psychiatric unit, or in a forensic psychiatric
hospital’s long-term unit where persons who are not guilty by
reason of insanity are treated. TaBLE 2 W differentiates forensic
psychiatric nursing from correctional mental health nursing.

Dimensions of Practice

The dimensions of practice in psychiatric forensic nursing are
affected both by the nature of the client and the client’s cur-
rent involvement with the criminal justice system. While the
core of practice is psychiatric-mental health nursing, the rela-
tionship between nurse and client is markedly different from
that in a psychiatric—mental health nursing role because of the
alternative social context of the situation that precipitates their
interaction. In addition, the setting—a crime scene, a court-
room, a forensic treatment setting, or a correctional facility—
influences the forensic nurse’s practice.

TasLe 2 m Differentiating Psychiatric Forensic Nursing and Correctional Mental Health Nursing

Variables Correctional Mental Health Nursing Psychiatric Forensic Nursing
Who is the client? Jail/prison inmate Attorney

Client committed to forensic hospital The court

following “not guilty by reason of insanity”

plea
Mindset of nurse Supportive Objective

Accepting Neutral

Empathic Detached

Focus of the nurse—client relationship

Inmate or client’s current and future needs
with eye to reintegration into community

Defendant’s behavior and thinking at time
of crime

Location

Psychiatric unit within a jail/prison

Community

Long-term unit within a forensic hospital

Jail or prison

Hospital ward

Primary purpose of relationship

Psychiatric nursing care of client’s (inmate’s)
present mental health needs

Pretrial completion of court-ordered sanity/
competency evaluation

Examples of nursing role functions

Medication teaching

Evidence collection

Therapeutic groups

Report to court

One-to-one counseling

Court testimony

Timing

Length of court-ordered commitment, after
adjudication

Pretrial
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Role Credibility

The psychiatric forensic nurse must be highly skilled in in-
terpersonal relations and communication. Developing colle-
gial relationships with other disciplines is central to the role
because of the intersections of practice that overlap with the
domain of other disciplines (forensic science, criminal sci-
ence). The prerequisite to this expanded role is educational
preparation—a graduate degree in forensic nursing or a
graduate degree in psychiatric—mental health nursing with ad-
ditional training in forensic nursing. Several colleges and uni-
versities offer degree programs as well as certificate courses
in forensic subspecialties.

The International Association of Forensic Nurses (IAFN)
has developed certification examinations for sexual assault
nurse examiners. You can check on the status of the develop-
ment of other certification programs through the IAFN web-
site, http://www.iafn.org, which can be accessed on the Online
Student Resources for this book. Credibility is substantiated
by membership or certification in such organizations as the
IAFN, the American Academy of Forensic Sciences (http://
www.aafs.org), and the American College of Forensic Exam-
iners (http://www.acfei.org), which has a board of forensic
nurse examiners. Information on these memberships and cer-
tifications can be found on the Online Student Resources for
this text. Psychiatric forensic nurses are guided by the stan-
dards of forensic nursing practice developed by the American
Nurses Association and the International Association of
Forensic Nurses (2009).

Roles and Functions

Psychiatric forensic nursing combines elements of nursing sci-
ence, forensic science, and criminal justice. Psychiatric forensic
nursing appeals to a particular type of nurse (male or female)
who thrives on the opportunity to work in a stimulating intellec-
tual environment, and who seeks out the opportunity to apply
clinical skills to complex legal problems. Psychiatric forensic
nurses work as forensic examiners, competency therapists, ex-
pert witnesses, and consultants to law enforcement, attorneys,
or the criminal justice system. The wide range of possible psy-
chiatric forensic nursing role functions are listed in Box 2.

Forensic Examiner

The forensic examiner conducts court-ordered evaluations of
legal sanity or competency to proceed, answers any specific
medicolegal questions as directed by the court, and renders
an expert opinion in a written report or courtroom testimony.
Court-ordered sanity or competency evaluations can be re-
quested by the defense, the prosecution, or the court. They
are usually initiated because of the defendant’s history or be-
havior at the scene, in jail, or in the courtroom. A thorough
and complete forensic examination includes face-to-face in-
terviews, review of police reports, and thorough psychoso-
cial history. The ethical forensic examiner’s expert opinion is
based on the scientific processing of the following:

m Collected pertinent clinical data
m Observed client behavior

Box2  Psychiatric Forensic Nursing Roles

Forensic evaluation for legal sanity or competence to
proceed at trial

Assessment of capacity to formulate intent
Assessment of potential for violence or to reoffend
Parole/probation considerations

Assessment of racial/cultural factors during crime
Consultation on countermeasures to violence
Assisting in jury selection

Investigation of criminal history

Sexual predator screening and assessment
Courtroom consultation to attorneys
Competency therapy

Formal written reports to court

Expert witness services

Police training

Review of police reports

On-scene consultation to law enforcement

= Forensic evidence in police reports and laboratory
reports

= Results of psychological testing

= Thorough psychosocial history

As a forensic examiner, you are expected to be able to
verbalize an exceptional understanding of major mental ill-
nesses and personality disorders. It is also expected that you
will keep abreast of theories being developed on social devi-
ancy and interpersonal violence, and keep current on social
trends (for example, changes in drug use, growth of gang ac-
tivity, or cult participation) both nationally and in your own
jurisdiction. The successful forensic examiner is able to:

m Separate personal opinion from professional opinion.
Personal opinion is based on your background,
upbringing, education, and values. Professional
opinion is based on scientific principle, advanced
education in a specific field of endeavor, and the
unbiased standards set by research in that area.

u Isolate personal feelings in dealing with cases of
criminal violence. Sexual deviance, ethnic norms,
or cultural behaviors that may not reflect your
own personal value system may be integral to the
questioning.

Competency Therapist

Competency is the ability to cognitively understand the situa-
tion one is in and the implications of treatment. Traditionally,
treatment for incompetency meant little more than the pre-
scribing of antipsychotic or other medications. With registered
nurses moving into this role, a more holistic approach is being
taken—one that encompasses the client’s physical, emotional,
and spiritual needs. Psychiatric forensic nursing role functions
for the competency therapist include the following:

= Administration of assessment tools
= Assessment of competence and mental disorder
= Forensic interview
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= Documentation of the client’s progress toward
competence

m Completion of formal reports to the court

= Expert witness testimony

Competency therapists work with defendants on one—
to—one and group levels. It is important that the competency
therapist retains objectivity and does not confuse competency
therapy with psychotherapy. Competency therapy is education/
training-based. The focus of the relationship is on the defen-
dant’s thinking and behavior at the time of the crime, not, for
instance, on the defendant’s history of abuse or failed interper-
sonal relationships. The client of the competency therapist is
the court, not the defendant, and the goal is a competent defen-
dant and completed report.

Expert Witness

By license, any registered nurse can be subpoenaed to court as
a fact witness. In this role, you testify as to what you person-
ally saw, heard, performed, or documented related to a par-
ticular client’s care. You are questioned as to these firsthand
experiences, and then excused from the courtroom.

An expert witness is recognized by the court as having
a high level of skill or expertise in a designated area in order
to render an opinion on a legal matter in court. As an expert
witness, you will be subpoenaed to court to testify on your
involvement with the defendant. You will testify as to the role
functions you performed and to your documentation. At this
point, the court will allow you to give additional testimony
in the form of your professional opinion, based on your con-
clusions, as to the defendant’s legal sanity, competence to
proceed, future dangerousness, or likelihood of committing
future felonious acts.

To establish credibility as an expert and to have one’s
opinion given equal weight in court opposite a psychiatrist,
the forensic nurse specialist must have the following:

1. Expertise. Expertise is established by your
credentials.

2. Trustworthiness. Trustworthiness is the degree of
honesty exuded in your demeanor and opinion, as
perceived by the judge or jury.

3. Presentation style. Presentation style is how you
come across to others. You may be credible,
trustworthy, and an authority in a specialty area,
but without the ability to communicate in a concise
and convincing fashion, the value of your testimony
is limited.

Consultant to Attorneys

Psychiatric forensic nurses may be called on as a resource for
education and information about mental illness by either side
of the courtroom. Or you may be asked to attend the hear-
ing as a courtroom observer who listens to other witness tes-
timony for the purpose of guiding further cross-examination.
You may also be asked to assist in preparation for trial by
giving information about mental illness, personality disor-
ders, or paraphilias, give suggestions for cross-examining a

defendant, or evaluate potential jurors. You may be asked to
testify regarding mental health treatment options, medica-
tions, and community resources.

Consultant to Law Enforcement

Interagency cooperation between mental health agencies and
law enforcement has increased over the last decades, partly
due to community need caused by deinstitutionalization. The
mental health personnel summoned in those situations func-
tion as advocates for the defendant, whose well-being is the
focus of the interaction that may result in civil detention and
admission to a hospital. Community mental health nurses
have traditionally acted in this role.

Psychiatric forensic nurses are expanding their scope
of practice by working as consultants to law enforcement
in hostage negotiation and criminal profiling. In addition
to giving suggestions on how to interview a subject, psy-
chiatric forensic nurses may be involved in actual hostage
negotiation or criminal profiling. Over half of all hostage
incidents involve hostage takers who are classified in law
enforcement as mentally disturbed. Criminal profiling
is an educated attempt to provide law enforcement with
specific information on the type of individual who would
have committed a certain crime after studying behavioral
and psychological indicators left at a violent crime scene.
These roles differ from that described earlier in purpose and
philosophy.

Correctional Mental Health Nursing

Correctional mental health nurses care for inmates housed in
a jail or prison’s psychiatric unit, or in a forensic psychiat-
ric hospital’s long-term ward where persons adjudicated (by
judicial procedure) as NGRI are treated. However, the nature
of their relationship with the client remains focused on the
client’s present needs rather than on his or her thinking or be-
havior in the past (at the time of the crime). Correctional men-
tal health nurses perform psychiatric nursing skills rather than
forensic nursing skills. Jails and prisons today house many se-
riously mentally ill citizens who in prior decades were treated
in mental hospitals and community mental health programs
(Bloom, 2010). Refer back to Table 2, which illustrates the
differences in forensic psychiatric nursing and correctional
mental health nursing.

Correctional mental health nurses make substantial and
valued contributions to the care, treatment, rehabilitation,
and management of individuals in secure facilities who are
deemed legally insane. It is a difficult and challenging client
population to work with (Shelton, Weiskopf, & Nicholson,
2010), and personal safety is an issue during every shift. The
dedication of correctional mental health nurses has signifi-
cantly increased the quality of care for their clients. There are
high expectations for this specialized area of practice that con-
tinues to contribute to the growing fund of nursing knowledge.
Correctional mental health nurses are guided by the standards
of nursing practice in correctional facilities developed by the
American Nurses Association (2007).
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CLIENT RIGHTS

The current concern for client rights did not develop over-
night. It actually has been evolving since the 1960s, when
there was an increased interest in under-represented minority
groups, the poor, women, and the mentally disabled.

In 1980, the United States Congress passed the Mental
Health Systems Act, which included a model mental health
client’s bill of rights. This piece of legislation can be thought
of as a set of recommendations; it is not a requirement that
individual states follow them. In 1990, the American Hos-
pital Association published a Patient’s Bill of Rights that
many health care settings throughout the United States have
adopted. Consumer groups and professional organizations
have, at various times, published their own versions of a bill
of rights. A mental health consumer’s bill of rights has been
developed and supported by 15 professional organizations,
including nursing, for those seeking mental health and sub-
stance abuse treatment. This particular bill of rights can be
accessed through the Online Student Resources for this book.

However, there is no one standard mental health client
bill of rights at the national level, and the variability among
states is great. Some states guarantee several important rights,
while some states guarantee only a few. In other words, there
is no consistency among states. It is important to understand
the basic rights to which psychiatric clients are entitled in the
state in which you practice (Cady, 2010). Agency legal and
risk management teams can help you to understand the laws
in your particular state.

The rights that mental health consumers should have in
practice and that you should consider when planning your
interventions are outlined in Your Intervention Strategies.
A discussion of several of these important rights follows.
One means of helping clients protect some of their rights is
through the execution of a psychiatric advance directive dis-
cussed later in this chapter.

Right to Informed Consent

A client has the right to understand the treatment process prior
to consenting to treatment. This is called informed consent
and is required by all states. The main purpose of the doctrine

of informed consent is to encourage individual autonomy and
sound decision making. Client self-determination is the basic
principle of informed consent.

Key elements of informed consent are competency, infor-
mation, and voluntariness (Lim & Marin, 2011). If a client’s
competency is in question, a mental status examination may
be necessary. You may need to review the medication record
to determine if the client received medication that might inter-
fere with cognitive ability. Take into account any deficits in
the client’s reception and processing of information. The cli-
ent must be competent to understand the problem, along with
the negative and positive effects from the proposed treatment,
and the likely outcome with and without treatment.

Many illnesses impair the ability to acquire new informa-
tion. In some cases, this is a response to the biologic com-
ponents of the illness or the effects of medication. In other
cases, there may be an educational deficit. For some long-term
clients, the presence of a mental illness may have affected the
educational experience. This does not mean that intelligence
is affected, but that reading and writing skills may not be con-
sistent with chronologic age. Developing plans for offering
information that would be needed in the decision-making pro-
cess helps to ensure a client’s right to informed consent. It
may be necessary to present information in small pieces using
simple language and pictures. Several short presentations may
be required, with some mechanism to assess learning to deter-
mine whether the client understands the proposed treatment.

Offer all clients choices and give them the advantages
and disadvantages of each. While members of the mental
health team can offer suggestions, it must be made clear to the
client that there is no self-serving bias on the part of the treat-
ment team for one choice or another. Provide the client with
the opportunity to ask questions or gain a second opinion. Do
not rush or coerce the client into giving consent.

You must document informed consent in writing through
the use of a specific form signed by the client, or by an entry
into the client’s medical record. While written documentation
of informed consent will likely fulfill the legal obligation, it
is helpful to think of informed consent as more of a recurring
process. While hospitalized, you should offer clients many
chances to participate in their own care.

I YOUR INTERVENTION STRATEGIES The Rights of Mental Health Consumers I

Keep the following rights in mind when planning and implement-
ing nursing interventions:

Right to informed consent

Right to treatment

Right to refuse treatment

Right to treatment in the least restrictive setting
Right to communicate with others

Right not to be subjected to unnecessary mechanical
restraints

Right to privacy

= Right to periodic review of status

m Right to independent psychiatric examination

m Right to participate in legal matters including making a valid
contract, executing a will, marrying or divorcing, voting,
driving a motor vehicle, practicing a profession, suing or
being sued, managing or disposing of property

Right to habeas corpus

Right to legal representation

Right to keep clothing and personal effects

Right to religious freedom

Right to education

Right to civil service status

[ s1ybiy Jo |ig s Jawnsuo) yjjeaH [LIUB|\ @

223



224

Ethics, Clients’ Rights, and Legal and Forensic Issues

YOUR ASSESSMENT APPROACH

Informed Consent Requirements

In assessing whether informed consent has been obtained, you
must determine whether the client:

Is of the age of consent

Is deemed mentally competent

Can state that he or she is acting voluntarily

Can repeat the elements of the condition

Can repeat the treatment options

Can repeat the benefits and consequences of each treatment
Can repeat the consequences of inaction

Is not impaired by alcohol or other drugs

Can complete specific written forms such as consent forms,
treatment plans, and discharge plans

At times, it may become clear that the client lacks the abil-
ity to offer consent. In this case, it is important to interact with
legal counsel to determine what should be done. Some states
allow legal relatives to participate for a client who cannot con-
sent. Other states demand that the client have an advocate ap-
pointed to serve as decision maker. A summary of informed
consent requirements is in Your Assessment Approach.

Right to Treatment

The first argument for a right to treatment for involuntarily
committed individuals came from Morton Birnbaum, a lawyer
and physician, in an article published in 1960. However, the
groundbreaking cases did not come from the familiar circles
of civil commitment but from people who had been side-
tracked from the prison system into hospitals.

Clinical Example

Instead of being convicted for carrying a dangerous weapon and receiving
a maximum sentence of 1 year, a man in Washington, D.C. who pleaded
not guilty by reason of insanity was sent to the maximum security unit of
a federal psychiatric hospital for treatment on an involuntary commitment
basis. Four years later, he questioned his detention on the basis of not hav-
ing received any psychiatric treatment.

A man indicted for murder was sent to a Massachusetts state hospital
after having been found incompetent to stand trial. He requested transfer

to another facility on the grounds that he was not receiving adequate treat-
ment. Through the testimony of experts, his attorneys were able to show
that he was simply receiving custodial care.

An involuntary client in a Florida mental hospital for over 14 years
brought suit against the hospital director, claiming that he had been de-
prived of his constitutional right to liberty. At trial, the jury found that
(a) he had received not merely inadequate treatment but no treatment at
all; (b) he was not dangerous; (c) acceptable community alternatives were
available; and (d) because the hospital director knew all this, he had “ma-
liciously” deprived him of liberty.

In these instances, the courts found a constitutional ra-
tionale for treatment. Depriving a citizen of liberty on the
altruistic theory that the loss of liberty is for the purpose of
therapy, and then failing to provide adequate therapy, violates
the rights of citizens guaranteed by the Constitution.

Right-to-treatment issues also have to do with inappropri-
ate releases, or passes to leave a hospital when prudent care
would indicate that freedom was inappropriate.

Clinical Example

Eight days after admission to a New Orleans hospital for severe depres-
sion, a client was given a weekend pass, during which she attempted sui-
cide. She sued the hospital and psychotherapists for allowing her to leave
the hospital when she was not in a fit mental condition.

In Washington, D.C., a client who had been committed to a hospi-
tal after being acquitted of murder by reason of insanity left the hospital
grounds and stabbed his wife. The hospital was found liable based on its
failure to take reasonable measures to ensure that the client did not leave
the hospital grounds.

The concept of right to treatment is an outgrowth of the philo-
sophic point of view that the deprivation of liberty, whether
voluntary or involuntary, must have an over-riding purpose. A
review of court cases indicates that the right to treatment came
about because there was no over-riding purpose: Because of
overcrowded conditions, inadequate staffing, and financial and
programmatic deficiencies, there were not enough resources to
deliver the bare minimum of treatment. “Right to treatment”
ensures that clients are not in a treatment setting for custodial
purposes only. The necessary elements in a treatment-oriented
program are listed in Your Intervention Strategies.

I YOUR INTERVENTION STRATEGIES The Necessary Elements in a Treatment-Oriented Program I

Be sure that your facility’s program includes the following:

m Physical examination and psychosocial assessment on
admission and then as indicated

m Treatment plans with clear objectives and interventions

m Evidence of client participation in treatment planning
and consent for all treatment methods

m Up-to-date medical records

m Treatment in as normal an environment as possible

m Staff in adequate numbers and with sufficient training to
provide quality care

m Availability of treatment that meets client needs as identified
in the treatment plan

m Necessary support services such as dental, speech, physical,
and rehabilitation therapy

= Ongoing treatment plan evaluations

m Programs to help clients develop skills needed for
independent versus institutional living

m Adequate planning for discharge to a less restrictive setting,
according to client needs
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Right to Refuse Treatment

At some time in their lives, all people experience the kind of
excessive stress that makes them feel miserable or even des-
perate. But some people communicate these feelings in ways
that are inappropriate, troublesome, unreasonable, or frighten-
ing to others. A young woman who in times of stress mutilates
her body by burning it repeatedly with cigarettes; a teenager
who breaks everything in sight during violent, destructive
outbursts; and a belligerent man who initiates physical fights
with anyone and everyone without provocation—all usually
become candidates for symptomatic treatments, behavioral
control measures often used against a person’s will. However,
all clients have the right to refuse treatment. The clinical ex-
ample that follows demonstrates how the right to refuse treat-
ment has been upheld by the courts.

Clinical Example

One of the first cases against restrictive treatment was brought in
Minnesota in 1976. In this case, electroconvulsive therapy (ECT) was felt
to be an “intrusive” treatment and was not allowed to be given against a
competent client’s wishes.

An involuntarily committed client at a New Jersey state hospital
claimed that forcibly administering medications violated his constitu-
tional rights. He objected to the side effects produced by chlorpromazine
(Thorazine) and lithium carbonate. The judge ruled in the client’s favor,
noting that a person subjected to the harsh side effects of psychotropic
drugs should have control over their administration.

Clients at a Massachusetts state hospital initiated a class action suit
contending that their constitutional rights were being violated by the hos-
pital’s practice of using forced seclusion and medication in nonemergency
situations. The court granted competent clients and guardians of incom-
petent clients an absolute right to refuse medication in nonemergency
situations.

An issue that captured public attention was the notorious case of a
homeless New York woman forcibly removed from the streets because
of her self-neglect and provocative behavior. She was judged competent,
however, to refuse medication despite her status as an involuntary client.

In another case, the court found that a nurse who forcibly adminis-
tered medication to a competent adult client had committed an intentional
tort (a wrongful act). The client was involuntarily committed to a mental
hospital. She was a practicing Christian Scientist and refused medication.
The court held that medication could be given over the client’s religious
objections only if she were harmful to herself or others. The court allowed
her damages for assault and battery.

A more recent trend in some states is toward assisted outpa-
tient treatment (AOT), spurred by New York’s Kendra’s Law.

Clinical Example

Kendra was a young woman pushed to her death from a subway platform
by a man with schizophrenia who had a documented history of assaults
and failed to follow prescribed medication regimens. Kendra’s parents
and other advocates pushed for a statewide law in New York to ensure
that persons who are deemed a danger to themselves and others are given
assistance in adhering to prescribed medication regimens.

Since Kendra was pushed to her death, almost all states now
have some form of statewide AOT that is court ordered for
medication nonadherence. Securing the common good is un-
doubtedly the basis for this form of legislation.

In almost all states, ECT is closely regulated by statute.
Most state statutes specify that ECT can be administered only
if informed consent is obtained from the client. In the case
of an incompetent client, consent must be obtained from the
guardian or next of kin. The client’s right to refuse ECT is
specifically mentioned in many state statutes.

Psychosurgery, referred to in various state statutes as
“brain surgery,” “lobotomy,” or “experimental” or “hazardous”
procedures, is also closely regulated by state statute. Most state
statutes specify that psychosurgery can be performed only if
informed consent is obtained from the client. In several states,
psychosurgery can be performed only upon a court order if the
client is incompetent. The client’s right to refuse psychosur-
gery is also specifically mentioned in many state statutes.

If written consent is withheld by a client already declared
“legally incompetent” by the court or certified “functionally in-
competent” by a treating psychiatrist, the decision to medicate
forcibly would be referred to a client advocate. It would be up
to the client advocate’s discretion to request a hearing before an
independent psychiatrist. In the case of a competent though in-
voluntarily hospitalized person, a hearing before an independent
psychiatrist would be required at which the client would have
the right to legal counsel. It is vital to remember that over-riding
a client’s right to refuse treatment is legally complicated and
related to safeguards that are in place to manage such situations.
These legal safeguards serve to protect the rights of all people.

Ethical Dilemmas

There are a number of areas of judicial disagreement in the
right to refuse treatment that can create dilemmas for the men-
tal health care professional. For example, there is no common
definition of the term psychiatric emergency. The traditional
definition of emergency refers to an overt and immediate threat
to a person’s life. The contemporary definition is less clear
and focuses on the immediate, impending, and significant de-
terioration of the client’s condition. Another area of contro-
versy is: At what point can the state over-ride an involuntarily
committed client’s right to refuse psychotropic medication in
anonemergency? Is it only when a person has been judged in-
competent, or does danger to self or others provide a legitimate
reason under the state’s police power to administer treatment?
In the case of an incompetent individual, there is dis-
agreement over who should decide for the person and what
standard should be used. Is it to be a guardian, the hospital
staff, or the judiciary? Is the standard what the best interests of
the client seem to be, as judged by an informed outsider, or is
it what the client would want if competent to make the choice?
The following are some criteria a court is likely to use in
ruling on a case involving the right to refuse treatment:

u Client competency. If the client is competent,
informed consent is possible.

u Intrusiveness of treatment. As the intrusiveness
increases, so does the court’s scrutiny.
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m Permanence of treatment effect. If side effects are
adverse and permanent, the court is less likely to
over-ride refusal.

n Experimental nature of treatment. The treatment
must have scientific merit, and the client must give
informed consent.

m Risk—benefit ratio. The benefits of treatment must
outweigh the risk.

m Motivation for treatment. The treatment cannot be
used to punish or “quiet” the client for the staff’s
benefit.

m Motivation for refusal. Religious objections are
usually upheld.

Despite the difficulties and issues raised by the client’s right
to refuse treatment, following are some very real positive
outcomes:

m Clients must be involved in treatment choices,
process, and outcome.

= Clients must be informed of choices and offered
alternatives.

= Staff members must acquire a second opinion on
potentially harmful procedures.

Consider the other dilemmas outlined in Your Self-

Awareness.

Right to Treatment in the Least Restrictive Setting

The idea of least restrictive setting or least restrictive al-
ternative has become an important component of both the

YOUR SELF-AWARENESS
Right to Refuse Treatment

To increase self-awareness of your own opinions about a client’s
right to refuse treatment, think about the following questions:

= How do | feel when a client’s legal right to leave a treat-
ment setting is deemed more important than the client’s
need for treatment?

= Should clients whose behavior disrupts and frightens other
clients be allowed to refuse treatment even when inter-
ventions such as medication would definitely reduce their
symptoms?

= In the case of a client judged to be mentally incompetent,
what standard should be used to make decisions about
treatment? Should it be what the hospital staff wants?
What a guardian wants? What is in the best interests of the
client? What the client would want if competent to make
the choice?

m Does society have an obligation to care for a seriously men-
tally ill person even if this requires limiting that person’s
freedom to refuse treatment?

= Do we need to protect rights vigorously or is the duty to
treat a greater obligation?

= Should a person on the street who is gesturing and talking
to herself and carrying a few belongings in a plastic bag be
allowed to continue living on the street or be mandated
into outpatient commitment?

deinstitutionalization and client rights movements. The term
least restrictive setting generally refers to the placement of
clients in the therapeutic setting that will provide care while
allowing maximum freedom. By extension, it also means pro-
viding for the least amount of limitation or interference in an
individual’s thought and decision making, physical activity,
and sense of self as necessary to provide for safety.

Clinical Example

A 61-year-old District of Columbia woman had difficulty caring for
herself because of confusion secondary to arteriosclerotic brain disease.
While not considered a danger to others, she did wander when confused
and was subsequently admitted to the federal psychiatric hospital. The
court ruled that she did not need 24-hour psychiatric supervision and that
a less restrictive form of treatment should be found. Today, such clients
can be supervised in assisted living facilities for the cognitively impaired.

The American Nurses Association’s standards of psychiatric—
mental health nursing practice (2007) direct the nurse to choose
the least restrictive limit and use it only for as long as it is nec-
essary for the safety of the client and others.

Treatment Setting

A treatment setting is evaluated on such criteria as the limi-
tations it places on physical freedom (locked or unlocked),
choice of activities, and the presence of “adult status” as shown
by locked bedrooms and the unsupervised use of private bath-
room facilities. In this scheme, inpatient psychiatric settings
would be considered the most restrictive, halfway houses less
so, and family or independent living the least restrictive.

Institutional Policy

Institutional policy is the degree of restriction imposed by the
rules and regulations necessary to run the treatment setting.
Criteria to evaluate a setting would include such items as the
amount of supervision in daily living tasks, the amount of cli-
ent involvement in treatment planning, and the priority of ac-
tivities that increase the client’s autonomy.

Enforcement

The enforcement dimension includes the methods sanctioned
to enforce the treatment setting’s rules. Is coercion or threat
of punishment used? Is the standard for socially acceptable
behavior higher in the treatment setting than it would be in the
client’s own environment? How readily and to what extent
is the client’s autonomy compromised to meet organizational
needs?

Treatment

The treatment dimension has to do with the intrusiveness of
the treatment used. Psychosurgery and ECT would be consid-
ered more intrusive than medication. Long-acting medication
such as fluphenazine decanoate would be considered more in-
trusive than oral medication. The clarity of treatment goals is
also a consideration. Nebulous or nonexistent goals increase
restrictiveness.
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Client Characteristics

The client’s illness characteristics are seen by some as restrict-
ing behavior to a much greater degree than any locked door.
Some believe it is simplistic to think that moving a client from
an inpatient setting to the community will automatically result
in less restriction. Without effective community-based treat-
ment, including safe housing, many seriously and persistently
mentally ill clients frequently end up on the streets.

Right to Communicate With Others

The basis for laws granting communication rights is that such
communication can expose cases of wrongful hospitalization.
Generally, communication is unrestricted or guaranteed to
named public officials or the central hospital agency for the
state. Most states extend this guarantee to include correspon-
dence with attorneys. Most states also require that any cor-
respondence limitation be part of the client’s clinical record.
Approximately half the states require the client to have rea-
sonable access to writing materials and postage.

Most states have some statutory provisions concerning
visitation. However, hospital authorities are generally given
broad discretionary powers to curtail this right. Before imple-
menting any restriction in communication or visitation, you
should ask: Is it fair and reasonable? Could I defend it to a
noninvolved professional?

Right Not to Be Subjected to Unnecessary
Mechanical Restraints

Though improvements in treatment have decreased the use
of mechanical or physical restraints, such restraints still play
a role in some treatment programs. The use of restraints is
a complex and multifaceted problem because principles of
ethics can be in conflict with each other (Mohr, 2010). Most
states have attempted to regulate their use by statute through
specifying that restraints can be used only in emergency situ-
ations, and only as a measure of last resort, when the client
presents a risk of harm to self or others. In those states not
having statutory provisions regarding restraints, the proce-
dures to be followed are usually found in the administrative
regulations.

Many states and mental health facilities have statutes or
protocols that relate to manual restraint. Manual restraint in-
cludes holding or restraining an individual against his or her
will, regardless of the intent or purpose. For example, holding
a person’s arm or hand while the person receives an injection
or has blood drawn can be considered manual restraint against
the person’s will unless the person requests physical contact
or accepts it when it is offered.

Half the states have laws relating to seclusion. Preven-
tion of harm to self or others is the most common criterion,
followed by treatment or therapeutic reasons. You must docu-
ment the use of either restraints or seclusion in the client’s
medical record. Nursing organizations such as the American
Psychiatric Nurses Association (APNA) and mental health
consumer advocacy groups such as the National Alliance on
Mental Illness (NAMI) have developed position statements

on the use of seclusion and restraint. The position statements
are available at the APNA website at http://www.apna.org/
i4a/pages/index.cfm?pageid=3504, and at http://www.nami
.org, the website for NAMI. Both websites can be accessed
through the Online Student Resources for this book.

It has become clear that changes in a unit’s philosophy
can reduce the incidence of the use of seclusion and restraint.
A unit with a culture of structure, calmness, negotiation, and
collaboration (Delaney & Johnson, 2006) in which staff as-
sess early changes with clients and intervene early with less
restrictive measures—verbal and nonverbal communication,
reducing stimulation, active listening, diversionary tech-
niques, limit setting, and the judicious use of PRN medica-
tion (Johnson & Delaney, 2007)—more clearly safeguard the
rights of clients.

Right to Privacy

Almost all states have a specific statute regarding the men-
tal health consumer’s right to keep personal information
secret, and the specific steps to be taken for release of that
information. The confidential nature of the client informa-
tion is also cited in the American Nurses Association Code
of Ethics—maintaining client confidentiality within ethical,
legal, and regulatory parameters—as it is in most profes-
sional codes.

The goal of confidentiality is to ensure the client’s pri-
vacy. A significant amount of stigma is attached to being the
recipient of psychiatric treatment. Though professionals may
argue that this is unfair, it is a fact. Because of this, it is im-
portant that clients are the ones to give out information about
themselves. You should not discuss the client’s name outside
of the treatment area unless it is a secure environment and the
discussion is among treatment providers for that client. In-
structors, students, supervisors, or team members who receive
information about a client in the course of supervision or in
providing treatment for the client are also obligated to treat
this material as confidential.

In order for the disclosure of information to occur, a cli-
ent must sign a release form. To be a valid release, tell the
client as specifically as possible what information is to be re-
leased. The client should know the following prior to signing:

What information is going to be released?
Who needs it?

Why do they need it?

When will they need it?

How will it be used?

Certain situations require signed consents. FIGURE 1 m illus-
trates situations in which signed consents are necessary. Be
especially careful to be aware of when written consent is nec-
essary (Rippee, 2010).

Emergency situations may arise. For example, a client
may be in a car accident or take an overdose and require treat-
ment in a hospital emergency room. In these situations, the
release of information can occur without the client’s approval.
It is important to document such a breach of confidentiality.

[UOISN[28S puUE JUIEASaY JO BS() B3 0} SauUl[apIng @

227



@ Care Plan: Duty to Warn |

228

Ethics, Clients’ Rights, and Legal and Forensic Issues

Is a signed written consent required
for the release of personal
information about a client?

Involved treatment
team members; staff
supervisors; involved
mental health care
students and faculty;
mental health care
consultants

Insurance companies;
HMQOs; uninvolved
staff members, mental
health care students
and faculty; support
staff; family; lawyers;
law enforcement
agencies

FIGURE T W When a written consent from a mental health
consumer is required for release of personal information.

Confidentiality of information is not easy to maintain.
Medical records are generally kept not in locked files, but
at an easy access point in the nurses’ station. Medical files
usually travel all over the hospital with the client and are of-
ten available for the perusal of others not directly involved
in the client’s treatment. The increased use of computers for
communication and data storage, along with the information
requested by the government, third-party payers, and employ-
ers, often poses a threat to a client’s privacy. More mundane,
but equally serious, incidents of breaches of confidentiality
occur when staff members talk about clients in the halls, el-
evator, and cafeteria.

Privileged Communication

Privileged communication is a narrower concept than con-
fidentiality. It is established by state statute to protect possi-
bly incriminating disclosures made by the client to specified
professionals.

Clinical Example

A minister brought suit because his former psychiatrist disclosed confi-
dential information about him to his clerical superiors. The court held that
unless a client poses a serious threat to himself or to others, the psychia-
trist owes a duty of confidentiality. The client was able to recover damages
for lost earnings, harm to his reputation, and emotional distress.

The Tarasoff Decision

The parents of a young woman, Tatiana Tarasoff,
successfully sued the University of California,
claiming that a psychotherapist from the student
counseling center had a responsibility to warn
their daughter that his client had threatened to
kill her. At the time, the psychologist did notify campus security
officers that he believed his client was dangerous and should be
involuntarily committed for observation and treatment. However,
the man appeared rational to the police and promised them he

YOUR INTERVENTION STRATEGIES
When the Right to Privacy Can Be Breached

The release of information without the client’s consent can be
made under the following conditions:

= When acting in the client’s best interests in an emergency
situation

When acting to protect third parties

During commitment proceedings

When making a court-ordered evaluation or report
When a client is incompetent and consent is given by a
guardian, or when the guardian is not available

When reporting child abuse, gunshot wounds, or
contagious diseases, as required by state law

During criminal proceedings

In child custody disputes

During child abuse proceedings

When a client introduced a defense of mental illness into
litigation proceedings

Privileged communication has traditionally existed be-
tween husband and wife, attorney and client, clergy and church
member, and physician and client. In some states, communica-
tion between psychologist and client is also accorded privileged
status. Only a few states recognize privileged communication
between nurse and client. Be sure that you are informed about
the law in your state. The privilege is the client’s and can be
claimed only if a therapeutic relationship exists. The profes-
sional can reveal the information at the client’s request.

Each state that grants a privilege also specifies exceptions
to that privilege. Instances in which the right to privacy can be
breached are discussed in Your Intervention Strategies.

Disclosure to Safeguard Others

An exception to confidentiality and privilege that has developed
from a California Supreme Court decision illustrates the com-
petition between two responsibilities of the mental health care
professional: (1) confidentiality to the client, and (2) protection
of the public from the “violent” client. This landmark case is of-
ten referred to as “the Tarasoff decision” among mental health
professionals. In the Tarasoff decision, the court’s ruling un-
derlined the mental health care professional’s responsibility to

MENTAL HEALTH INTHE NEWS

would stay away from the young woman. He then terminated
treatment, and 2 months later killed her. The California Supreme
Court said that, despite the unsuccessful attempt to confine the
client, the therapist knew that he was at large and dangerous and
had a duty to warn the young woman of the danger. The court
recognized the client’s right to confidentiality but said this must be
weighed against the public’s need for safety against violent assault,
especially when an individual in danger can be identified.

Photo courtesy of AP PHOTO.
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balance confidentiality with the “duty to warn” and the “duty to
protect.” The circumstances that gave rise to the Tarasoff deci-
sion are discussed in Mental Health in the News.

In a number of cases, therapists were held liable for not
taking some action to protect potential unidentified victims.
Your Intervention Strategies shows a model to help mental
health caregivers decide on a course of action in implement-
ing the duty to warn or protect.

The duty to warn has stirred up controversy in the mental
health community. There is a concern that clients with aggres-
sion problems will drop out of therapy, not use it effectively,

YOUR INTERVENTION STRATEGIES

A Model for Implementing the Duty
to Warn or Protect

Action Implementation

Assess dangerousness Compare data to factors believed
to correlate with dangerous be-
havior such as increasing use of
drugs and/or alcohol, current and
past threats of violence and/or
assaultive behavior, and presence

of command hallucinations.

Be sure to review past and current
treatment records. Interview client,
family, and significant others.

Ask: Is the threat serious? Are the
threats repeated? Are the means to
carry out the threat available? Can
the victim be identified? Is the
victim accessible?

Select a course of action
to protect the victim

Consider voluntary hospitalization,
or, if necessary, initiate involuntary
commitment.

If the client is already hospitalized,
is a more secure unit needed to
prevent escape?

If the client is an outpatient, is
medication needed? Are more
frequent visits needed? Is a more
intensive outpatient care needed,
such as a day program?

Because threats often involve family
members, is intensive, systems-
oriented therapy indicated to
include the intended victim?

If containment or control is not
possible, contact the identified
victim. Consider also alerting the
police.

Continue to monitor: If the initial
course of action fails, take other
measures. Be sure to document
this decision-making process in the
client’s record.

Implement decision

or be less likely to seek treatment for fear of being betrayed.
Remember also that no mental health care professional can reli-
ably predict the future violence of a mentally disordered person.

Right to Periodic Review

Most states have some provision for periodic review of in-
voluntary clients. Periodic review provides some protection
for the individual against spending more time than necessary
in the hospital. Review is require